
After two years in the making,
survey preparation pays off
Home care agency has a near-perfect survey

(Few organizations ever received the Joint Commission on Accreditation of
Healthcare Organizations “accreditation with commendation.” Starting this
month, the Joint Commission will no longer offer the honor as an official deci-
sion category. The board thought the designation, introduced nine years ago this
month, no longer is needed because performance reports are now readily avail-
able to the public, giving consumers detailed information on how health care
organizations compare with each other. Also, the commission’s board said the
“with commendation” designation placed undue pressure on senior manage-
ment staff. Here’s a rare look at how two different
organizations achieved the highest designation the
commission had available. The designation may
be gone, but the rewards of hard work and atten-
tion to detail needed to achieve it never go out of
date.)

Meeting accreditation standards,
whether it’s for the Community
Health Accreditation Program (CHAP) of New York City or the

Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
of Oakbrook Terrace, IL, has become a full-time job for many home care
agencies, particularly in the months preceding their first survey.

But to the select few organizations that strive for and sometimes actu-
ally achieve a perfect survey score, it’s a full-time job all the time.

Aultman Health Foundation of Canton, OH, has a Joint Commission
task force of as many as four people who work on the process year-
round. The hospital’s home health agency is a part of the task force and
the continuous preparation process. The hospital’s and agency’s hard
work resulted in its receiving an “accreditation with commendation”
designation, meaning its Joint Commission survey produced no
mistakes or flaws that needed to be corrected.
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Prior to its last survey, in late 1998, the hospital
system spent two years preparing for the survey,
holding weekly task force meetings, says Carol
Zurakowski, BSN, manager of quality and infec-
tion control and utilization management for the
643-bed hospital.

“We brainstormed in big group and small meet-
ings about what standards were changed, what our
obstacles were, and what were the barriers stand-
ing in the way to proceed. Then we’d try to figure
out how to break down those barriers and become
compliant with the standards,” she says.

Form survey task force

The hospital’s home care agency formed its
own task force that divided up tasks, according
to the Joint Commission standards, says Joan
Pugnale, RN, infection control coordinator and
quality improvement coordinator for home care
for Aultman Health Care in Your Home.

“From October 1997 to October 1998, we had
our own task force centered around home care,
and we divided up the chapters and gave respon-
sibilities to different managers,” she says.

The home care task
force included an infu-
sion service manager,
a pharmacist, the
director of nursing for
hospice, and the
agency’s director, as
well as Pugnale.
“Those meetings

became intense in that last year as we’d meet
weekly and go over the standards.”

When the home care task force first began to
meet a couple of years before the survey, managers
reviewed the Joint Commission standards manual.
Later, they divided up the chapters and asked key
employees to work on those standards either by
themselves or forming their own task force. One
year before the survey, they had a mock survey
provided by a consultant, Pugnale says.

She and other home care managers also
attended hospital survey meetings, and a
hospital quality manager would come to the
home care meetings every two weeks.

“That person had experience with hospitals
and home health care, and she assisted us with
the accreditation process, bringing a lot of sup-
port information to us,” Pugnale recalls. “We
would compare and look at how our interpreta-
tion of a standard was a little different from

other home care agencies.”
The hospital held a series of classes that man-

agers from all departments, including home care,
could attend to learn about the Joint Commission
accreditation process, says Jackie Toth, RN, BA,
CIC, Joint Commission coordinator for Aultman
Health Foundation.

“We put together handouts to post and discuss
with the staff, and we had a Joint Commission edu-
cational fair for the staff,” Toth adds. “One big part
of the educational process was we had a film that
we’d obtained from the Greeley Co. [Marblehead,
MA] on how to talk comfortably to a surveyor, and
we showed that to the staff over and over.”

The Joint Commission fair had stations with
bright decorations, balloons, and upbeat colors.
The hospital served hot dogs, chips, and sodas
during mealtimes to attract employees during
their lunch or dinner hours, Zurakowski says.

Each station had different games with prizes,
such as hospital marketing gifts. For example,
one station had a golf game on quality and infec-
tion control. Participants would be asked a ques-
tion, and if they answered it right they could
attempt a hole-in-one and win a prize, she adds.

Joint Commission fair included games, prizes

“Each table had a list of questions a Joint
Commission surveyor might ask,” Toth explains.
“They were color-coded and had suggested
answers.”

More than 1,000 employees attended the fair
over the hospital’s three shifts.

The hospital also published a newsletter that
Pugnale used to distribute Joint Commission
questions to the home care staff. “We had a book-
let produced by the Joint Commission; it had
examples of questions that a surveyor might ask
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field staff, nurses, home health aides, and therapy
staff,” Pugnale says.

Learning from mistakes

The home care agency held educational meet-
ings in which managers asked employees those
questions and had them answer as they would to
a surveyor.

“In the year leading up to the survey, we held
several classes so things would stay fresh in peo-
ple’s minds, and that they would learn different
ways to answer a survey question because there’s
not always one answer, depending on what your
discipline is,” Pugnale says.

Their other survey strategies included sending
managers to Joint Commission seminars and net-
working with other home care agencies to learn
how their surveys went and what mistakes they
made or overcame.

In the two months before the survey, the hospi-
tal and home care agency task forces met and
reviewed standards at an intense pace. “We practi-
cally lived at these task force groups, helping them
with preparation,” Zurakowski recalls. “In the last
week prior to the actual survey, we did a mock
survey interview, asking questions at the home
care agency as though we were surveyors.”

The hospital quality managers also reviewed the
home health agency’s case files, human resources
files, policies and procedures, contracts, and inter-
viewed leaders and prepared board members.
Through this last effort, they identified where the
agency needed to do extra preparation, she says.
“That was the frosting on the cake.”  ■

JCAHO now requires
sentinel event reports

Quality managers will need to be more alert
than ever when it comes to medication errors

and other problems that occur while patients
receive home care services.

The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) of Oakbrook
Terrace, IL, has implemented its sentinel event
standard beginning this month. The standard
requires JCAHO-accredited agencies to docu-
ment a definition of the term “sentinel event,”
and report all such incidences to appropriate
managers and government entities. Home care

agencies also need to conduct a route-cause
analysis and develop risk-reduction plans, as
well as develop an action plan that measures the
effectiveness of the process and system improve-
ments to reduce risk.

Joint Commission surveyors will assess an
agency’s compliance with that standard through
interviews with leaders and staff, performance
improvement plans and procedures, measure-
ment and analysis reports of those performance
improvement activities, and reviewing action
plans regarding sentinel events.

Agencies that fail to satisfy the Joint Commis-
sion’s sentinel events requirement could be placed
on an “accreditation watch,” which would be listed
in their public information.

Home care agencies have far fewer sentinel
events than other
health care settings,
according to Joint
Commission statistics.
From January 1995 to
Oct. 28, 1999, the Joint
Commission reported
655 sentinel events that
JCAHO had reviewed. Of those, only 11, or 1.7%,
involved home care agencies.

General hospitals accounted for 417, or 63.7%,
followed by psychiatric hospitals with 198 or
16.5%. The third-highest number of sentinel events
occurred in hospitals’ psychiatric units, which
accounted for 46 events — 7% of the total. This was
followed by long-term care facilities with 27, or
4.1%; emergency departments with 19, or 2.9%,
and behavioral health facilities with 17, or 2.6%.

The settings that had fewer reported sentinel
events than home care agencies were ambulatory
care settings with only seven, or 1.1%; clinical
laboratories with two, or 0.3%; and health care
networks with one, or 0.2%.  ■

At this agency, survey
preparation never ends
Infusion provider doesn’t rest on laurels

Your agency just earned the Joint Commission
on Accreditation of Healthcare Organizations’

highest accreditation standing. You received a
whopping 100% on your JCAHO survey. What’s
next?
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If you’re Susan Eaton, branch manager of
Coram Healthcare in Bakersfield, CA, you turn
right around and start working toward your next
survey.

At Coram, a home infusion therapy provider,
quality improvement is a continuous process that
doesn’t stop once the surveyor leaves. Even a
perfect score leaves room for improvement, since
standards keep rising. And maintaining a high
level of quality care can be difficult, with staff
turnover and a very human tendency to relax
once the immediate pressure is off.

“What you could do is backslide,” Eaton says.
“Getting 100% was fantastic and it made every-
one feel wonderful, but it does not necessarily
mean that you’re going to get 100% next time
unless you do the same kind of work and effort
that you did before.”

Get on the grid

Eaton has been at Coram’s Bakersfield branch
for three different JCAHO surveys. In each, the
agency did well, scoring above the 95% mark.

The system put in place for past surveys
remains in use today, to help managers keep a
constant watch over the operation.

Coram’s corporate office devised a grid system
— basically a checklist that included every point
that Joint Commission surveyors would be exam-
ining, as well as other standards the company
wanted to ensure in branch offices.

In the area of branch administration, for exam-
ple, grid tasks would include annually verifying
the licensure of all clinical personnel, posting an
updated organizational chart, updating all opera-
tions manuals, and compiling a sample patient
packet.

In human resources, tasks could include check-
ing to be sure staff medical records are kept sepa-
rate, employee applications are in their files, and
that continuing education hours are up to date.

Tasks throughout the agency can be as minute
as checking the operation of fire extinguishers —
anything a surveyor could conceivably check.

On the grid, Eaton can fill in the date a task is
completed. If it’s not complete, she can note who
is responsible for handling it and offer a brief
action plan for getting the it done.

The long list of tasks is apportioned out to the
appropriate departments to fulfill. A team, com-
posed of the pharmacy manager, nursing manager,
warehouse or operations manager, and admissions
representative, helps oversee the effort.

Checks can be made on a monthly, quarterly, or
biannual basis, depending on the importance of
the task.

“We need to be working on it all year long to
make sure that we’re up to speed,” she says.
Basically, if you do everything on that grid, then
you’re doing everything right.”

Prior to the branch’s perfect JCAHO score in
1997, it posted a still-impressive 98% in 1994.

While Eaton notes that the agency was doing
well in the area of documentation, one issue did
arise from that survey, involving the patients’
medication profiles.

“A nurse may have gone to a person’s home
and noted that the person is taking Bayer aspirin
three times a week in her nursing notes,” Eaton
says. “But maybe the pharmacist didn’t know
that, and on his medication profile he’d have
Tylenol and Advil, etc., but not Bayer. It’s in the
patient’s chart, and it’s fine that the nurse writes
it, but it also needs to be in the medication pro-
file so someone can come in, look at the medica-
tion profile, and see everything that the patient is
taking.”

After that survey, the agency focused specifi-
cally on improving those profiles, ensuring that
they were updated every time there was a medi-
cation change.

That focus was reinforced by regular auditing
of charts. Eaton says the nurse manager pulls
charts at random every month to review them for
accuracy, both from a nursing and a pharmacy
standpoint.

If something is missing that can be obtained,
it’s added to the file. If the missing item can no
longer be added, the manager holds a training
session to remind staff of future visits.

Continual inservicing is also vital to keep staff
up to date with new requirements. The most
important goal in documentation, Eaton says, is
establishing a flow that extends from one visit to
the next.

“Anyone should be able to pick up that chart
and know what’s going on with that patient,” she
says. “The thing they don’t want to see is some-
one noted six months ago that the patient has,
say, decubitis on the foot and six months from
now, there’s no record of what happened to that.
It’s all a work in progress.”

If the agency finds that staff haven’t consis-
tently been providing some needed documenta-
tion, it’s important to show a correction has been
made and that compliance is consistent from that
point on. 

4 HOMECARE QUALITY MANAGEMENT ™ / January 2000



“They [surveyors] do take that into account,”
Eaton says. “You’re learning and then continuing
on.”

Even with the principles of continuous
improvement in place, the year just before a
JCAHO survey still requires a ramping up of
preparation efforts. Eaton says her agency is due
for its next survey in the first quarter of this year.

How does she look for improvement potential
when she’s working from a perfect score? By focus-
ing on areas in which the Joint Commission has
raised the bar by strengthening its requirements.

“It’s just much tougher now,” Eaton says.
“Things they didn’t necessarily look at before, or
things they did look at where you had a little bit
of leeway — you have no leeway now.”

Any new areas are added to the grid and those
responsibilities delegated.

In addition, Eaton provides lots of opportuni-
ties to prepare staff members for what for some
could be a nerve-wracking time. A surveyor may
question them individually about their qualifica-
tions and about agency procedures. Someone
may accompany a nurse on a home visit to see
how she interacts with patients.

Practice eases fear

The way to overcome fears and anxieties about
the coming survey is to ensure staff are well-pre-
pared with lots of practice questions, Eaton says.

“I think people get really nervous and anxious
when they’re not well-prepared, when maybe
they’ve only been working in the last two weeks
or month to get everything done,” she says. “You
need to start well in advance and keep it going.”

Practice can come at regular staff meetings and
other gatherings, to get staff used to answering
such questions as, “What is your responsibility in
the disaster plan?” or “Who do you go to if you
have a problem?”

Eaton says staff should know that this is a
rehearsal for the survey so they become familiar
with answering the questions. “It’s not that they
don’t know the answers, but sometimes when a
stranger asks them, they get nervous. This
increases the comfort level for them.”

As the survey nears, Eaton also compiles a
binder to give to the surveyor that contains most
of the general information she knows will be
asked for — a disaster-preparedness plan, a sam-
ple of the admissions packet, employee names,
and after-hours phone numbers.

Many of those documents are required to be
posted, but Eaton says the binder makes it easier
for the surveyor to find them quickly.

“They can still see that they’re posted, but they
can look at all the information in one spot instead
of making them go track it down. It saves them
having to get up every 10 minutes to go find some-
thing, and it looks like we’ve done our homework
too. I believe in making it real easy and comfort-
able for them being in the branch.”

And once the surveyor leaves and everybody
breathes a sigh of relief, what happens? It’s back
to work to get ready for 2003.

“Time goes by so fast,” she says. “We had our
survey and now we’re up again. You just don’t
realize how fast the time goes.”  ■

Smooth out your remaining
problems with OASIS 

Even after years of anticipation and months 
or years of preparation, the Outcome and

Assessment Information Set (OASIS) continues 
to pose some inconvenient quality improvement
problems for many home care agencies.

“OASIS is a big issue,” says Cheryl Lamade,
MSN, RN, director of nursing for Cambridge
Home Health Care Inc. in Medina, OH. “Making
sure you have all of the multiple time points 
on OASIS forms completed is a big issue for
everybody.”

While the OASIS form makes documentation
more consistent and gives quality managers con-
sistent data for in-house benchmarking, it can be
difficult to train staff to complete the forms accu-
rately and consistently.

“Making sure every box is filled out accurately
can be a real issue,” Lamade says.

Mind the gaps

Lamade provided OASIS feedback forms to
nurses, and did an analysis of the staff’s most
frequently missed questions. Once she learned
which areas needed the most work, she developed
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a few strategies to improve OASIS documentation.
Here are some of those strategies:

• Reassess the form. Sometimes the OASIS
form has questions or answers that are not easily
understood. It could be something very simple.
For example, Cambridge Home Health managers
discovered that some questions on the agency’s
14-page OASIS tool were repeatedly missed by
nurses because the questions and answer boxes
were hard to discern from the question above
them. “Everyone misses the question about psy-
chiatric nursing,” Lamade says. “But when you
look at the question, it blends in with the ques-
tion above it.”

Those types of issues result from tool-design
problems. So it’s a good idea for home care qual-
ity managers to reassess their OASIS tool, looking
for design flaws that consistently pose problems
for nurses. If they find such problems, then they
can discuss them with the vendor and perhaps
assist in redesigning the tool. Or they may choose
to select a different tool to use.

• Teach with self-learning packet. When the
Ohio agency started using the OASIS tool early
in 1999, the agency had a short startup and ori-
entation time. So Lamade developed a self-
learning packet that continues to be used by
new employees.

Lamade included in the packet some exer-
cises she found in the Health Care Financing
Administration (HCFA) Medicare manual. She
put some examples and learning criteria about
OASIS and Medicare in the learning packet. In
all, the self-learning packet may take staff about
two hours to read and complete.

“Whenever we have a new hire, I have them
read the packet before I go over the OASIS form
with them, and it does save [inservice] time,”
Lamade notes. “What was originally a three-
hour inservice, I can teach in 45 minutes to 
one hour.”

• Teach staff how to avoid common mistakes.
After conducting an analysis of completed OASIS
forms, Lamade learned which mistakes were
most commonly made. She taught the staff how
to avoid those problems.

For example, employees sometimes didn’t
understand that they were must answer a partic-
ular question and never to leave it blank. 

“Sometimes they left it blank because they
thought this was an answer they didn’t have to
respond to,” Lamade says. “Sometimes it was a
lack of understanding in interpretation.”

However, the OASIS form the agency uses has

choices available to cover all contingencies, so
there should be no blank answer boxes. If an
answer is left blank, then it means the data entry
clerk must contact that nurse to find out what the
correct answer should be. It complicates and
delays the documentation process.

“We don’t have the luxury to chase down the
nurse and ask, ‘Did you really mean there was
nothing there, and that’s why you left it blank?’”
Lamade explains.

For example, one question asked for the
resumption-of-care date. Among the answers
was an “N/A” box, located in an odd position
near the question. So the staff often missed the
“N/A” box and would leave the answer box a
blank when there was no resumption of care,
Lamade explains. “We had to go through and do
a lot of item-analysis inservicing for some of the
questions.”

It adds up to zero

Another example relates to the wound care
section, where there are a series of questions that
branch off in a decision-tree manner. If there is a
wound, then the nurse can go into depth in
answering questions about the wound. If there is
no wound, then the nurse will skip the pattern.
“The nurses had a lot of trouble with that skip
pattern of answering what they needed to answer
and then leaving the rest alone,” Lamade says.

Then if there was a wound, such as a decubitus
ulcer, the nurse would need to answer a series of
questions about the wound, answering each
question completely. However, nurses often
assumed they could answer only the relevant
questions and leave the others blank. Instead,
they were supposed to put zeros next to the ques-
tions that didn’t apply.

“So we had to spend a lot of time talking about
that, because we couldn’t assume that if it was
left blank it mean a zero,” Lamade says.

• Give monthly updates: Initially, Lamade
gave nurses updates on OASIS items and changes
through a two- to four-page newsletter. It had
graphics and was eye-catching and effective.

Now she incorporates the updates into staff
meetings. Lamade keeps a running tally of mis-
takes in her OASIS folder and shares those prob-
lems with the staff.

• Audit OASIS forms regularly. Lamade audits
the staff’s OASIS forms each week, looking for
omissions and mistakes. She uses one audit form
that works for every OASIS tool, whether it’s for
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admission, discharge, recertification, inpatient
admission, or resumption of care.

She has a column that shows if the form has
been turned in. That’s the first level of the audit.
Next, she logs in the date the form was received
and the date it was given to the data entry clerk
and the date the data entry clerk returns the form
to Lamade.

“This way I can look at the time flow, which is
a critical thing with HCFA because they want
these forms in seven days,” Lamade says. “I can
look at this audit form to see where the break-
down is if there’s a problem.”

The next audit level is spot auditing of selected
questions. “I can’t audit every tool or the whole
tool, but I can pick an indicator of the week and
go through it to see what the nurses are respond-
ing to and if it’s outside what their 485 says or the
documentation shows,” she says.

Then once a month, Lamade checks OASIS
forms for five patients to see whether the OASIS
data is correctly entered into the computer. She
compares the answers the clerk has entered to the
actual sheet the nurse turned in. Occasionally, she
finds a few mistakes. “I can scan through it real fast
and find out what the error rate is and whether I
need to go further in depth,” she explains.

• Give frequent pep talks. Managers had to
emphasize how important it was for nurses to get
their OASIS forms in on time, and this required
frequent pep talks.

“We tell them to go ahead and get their OASIS
forms in before all other paperwork is done,
including the 485,” Lamade says.

Managers also tried to alleviate the staff’s anxi-
ety about OASIS and convince them that com-
pleting the form doesn’t have to be as confusing
as some of them were making it. For example,
some nurses were doing their patient assessments
while using the OASIS forms and asking patients
questions as they appeared on the form.

Lamade taught them not to ask questions
directly off the form. Instead, they should do their
regular patient assessment and later fill out the
OASIS form from that information. “We told them
not to ask the questions strictly off the tool because
it will cause them more time and confusion. The

language on the form is not what the patients and
families will understand,” she says.  ■

Reduce infection
caused by poor habits
Agency spends years honing process

(Editor’s note: This story is part of an occasional
series on what home care agencies are doing to control
and prevent infections. See Homecare Quality
Management, November 1999, p. 133, for a related
story about preventing the spread of drug-resistant
bacteria.)

No home care quality manager wants to hear
that the agency has a problem with infec-

tion control, or even that the agency has one
patient with an easily avoidable infection. But
now that patients and their caregivers are taking
over more responsibilities in handling intra-
venous care, infection control is a greater chal-
lenge than ever before. So it’s a good idea to
have an ongoing quality improvement process
that measures infection rates and assesses the
cause of all patient infections.

The Visiting Nurse Association of Southeast
Missouri has had an extensive infection control
program since 1996, lately focusing on patients
with central venous catheters and bladder
catheters.

The program has worked. The agency’s infec-
tion rate for central venous catheters has been 0.5
infections per 1,000 device days, which is practi-
cally nothing, says Pat Huttegger, RNC, BSN,
quality improvement director in the Cape
Girardeau, MO, office. The agency has five offices
in southeast Missouri.

The bladder catheter rate has ranged up to 4.4
infections per 1,000 device days. While this rate is
higher than managers would like to be, it has
improved since the agency implemented some
quality improvement changes.

The path to improvement

Here’s how the agency has improved its infec-
tion control program:

• Track down the cause of each infection. The
Visiting Nurse Association of Southeast Missouri
has a standing policy that requires a culture
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whenever a patient has a suspected infection
related to a central line catheter, Huttegger says.

“Late in 1998, we had a patient who developed
an infection and I suspected what the problem
was before the culture was ordered,” she says. 
“It was an organism caused by a failure to wash
your hands and it’s very common when hand
washing isn’t done.”

In this case the patient had been doing the
infusions, apparently had not been using the
good hand washing techniques the home care
staff had taught the patient.

Coincidentally, another patient had a central
line catheter infection within the same quarter,
and again the cause was the patient’s poor hand
washing technique.

By methodically finding the cause of each of
those infections, Huttegger could see the begin-
ning of a trend that needed to be stopped. So the
agency began to use clinical teaching pathways
that nurses use to document all of the different
techniques they have taught patients. (See sam-
ple infusion therapy and urinary incontinence
pathways, inserted in this issue.)

During each visit, nurses review the teaching
material. The one-page pathways have columns
for five visits in which nurses record the dates of
the patient teaching. More pages can be used if
the visits continue.

• Assess safety of equipment. Huttegger
wasn’t pleased with the agency’s bladder catheter
infection rate, which ranged from 2.2 infections
per 1,000 device days to 4.4 infections per 1,000
device days.

“We studied these rates within the agency and
found that the offices that were using silicone
catheters were having fewer infections and less
frequent infections than the offices using other
types of catheters,” she says.

So Huttegger showed the manager of an office
where the silicone devices were not being used
the infection data, comparing that office to the
ones where the silicone devices were used. “I
said that I had another office that used to have a
fairly high rate and they have switched over to
the silicone catheters and their rate dropped,”
she adds.

The office manager decided to switch, and the
following week Huttegger spoke with a field nurse
who said she could already see a difference among
the patients whose catheters were switched to sili-
cone devices. Those patients, who had previously
complained a great deal, were calling the office far
less.

• Monitor how caregivers/patients handle the
catheters. Some patients have a family member
who takes care of the catheter care and cleaning.
In those cases, the nurse will visit the patient only
once a month to change the catheter and review
whether the caregiver is following the procedures
correctly.

“We check to see if they’re using a good tech-
nique to prevent infection,” Huttegger says. “For
example, if they empty the Foley bag and leave
the drainage spot dangling while they’re empty-
ing the urine, then there’s an avenue for potential
infection, for bacteria to travel up through the
bag and into the bladder.”

Nurses prevent problems by monitoring

To prevent those problems, nurses monitor the
caregivers and patients as they perform the pro-
cedures, and they reinforce hand washing and
other sterile techniques.

This patient education has increased in recent
years as the agency has cut visits to handle
Medicare and interim payment system pressures.

“There are fewer visits, so we teach families
how to do IV therapy,” Huttegger says. “In 1996,
we didn’t teach them to do it to the extent that we
do now.”

In the beginning, nurses spend more time
walking patients through the process of caring
for their catheters. “It usually takes longer when
it’s someone with IV therapy; we have to teach
them to do their own infusions and flush their
lines,” she explains.

For example, patients who do their own infu-
sion care must flush out their catheter line with
saline and give themselves the proper dose of
medication. Then they have to clean the injec-
tion caps and be careful not to touch and con-
taminate anything where the tubing attaches 
to the needle.

Nurses mostly continue to do the dressing
changes, which is a very sterile procedure,
although there are occasions when a patient’s
caregiver is comfortable enough with the proce-
dure to be taught how to do it.  ■
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Give wound care a boost
with new clinical pathway

Acareful review of wound care guidelines at 
a southern California home health agency

has led to more consistent documentation and
improved care for patients.

Assisted Home Care/Home Hospice of
Thousand Oaks, CA, received the coveted
accreditation with commendation standing 
in its last JCAHO survey. And that was before
the new guidelines, says Lois Anne Meeker,
RN, MSN, CPHQ, vice president for clinical
integration and quality.

The agency’s focus on wound care was
prompted by frequency — it’s one of the top 10
diagnoses — and by concerns raised during rou-
tine chart audits, Meeker says.

“Through a survey, we found inconsistencies
in documentation by the staff,” she says. “Some
people would use a wound care flow sheet, some
people wouldn’t. There were some inconsisten-
cies in how often, or with what frequency, people
would measure a wound. We found inconsisten-
cies in when they would call in an enterostomal
therapist. Some would always call them in right
away, some would wait for a month.”

Tailoring guidelines to fit local needs

With that information in hand, Assisted Home
Care convened a quality improvement team that
included Meeker, the agency’s staff development
coordinator, the clinical director of nurses, and
other physical therapists and nurses.

At key points, the committee also enlisted the
help of nutritionists and enterostomal therapists.

As the committee set out to develop its own
guidelines, members did a literature search on
the Internet and asked for guidelines from other
local home care agencies, as well as using a clini-
cal pathway from Gaithersburg, MD-based
Aspen Publishers as a reference. As a starting
point, they looked at Stage 3 pressure ulcers.

In comparing the different sets of guidelines,
the Assisted Home Care group found some char-
acteristics that seemed particular to the agency.

Because some of their wound cases are referred
from infectious disease physicians, the wounds
can be more acute and complex than a normal
wound. As a result of that acuity level, the doctor
is less likely to prescribe a normal saline solution

and more likely to call for Dakin’s solution or
acetic acid.

“We did develop our own guideline based
upon the type of patients that we had and also
the preference in terms of our own physician base
and what they used, which was a little bit differ-
ent from the clinical standard for pressure
ulcers,” Meeker says.

The guidelines included a program to imple-
ment the Braden scale for assessing wounds to
predict the likelihood of pressure ulcers. The use
of the scale is a preventative measure with
patients who may be prone to such wounds.

The committee developed a clinical pathway
for wound treatment and designed a special
wound care packet that is given to a nurse when-
ever she is assigned to a patient with wounds.
(See pathway, inserted in this issue.)

It includes a flowchart that outlines treatment
during each week of a patient’s care. Also included
are guidelines for care and an explanation of the
Braden scale.

The guidelines take into account not just wound
dressings, but also the physical therapy, patient
education, and nutritional aspects of wound care.

Meeker says the committee also standardized
the agency’s use of wound care products. As an
example, she noted that some staff preferred to
use one type of hydrogel dressing while others
used a different brand. “We didn’t [call for] differ-
ent wound care products, but more consistency.
We’ve standardized some wound care products in
our medical supply cabinet. We have some cal-
cium alginate dressings, some hydrogels, some
hydrocolloids that we keep on a consistent basis.”

She adds there is always room to add a partic-
ular product if a physician expresses a preference
for it. Patient education materials focus on pre-
ventative issues, including diet, supplemental
vitamins, standard precautions, and when to
report skin problems.

The agency kicked off the new guidelines with
staff inservicing. “The staff was familiar with the
pathway mode because we had done one recently
on hip replacement,” Meeker says.

Since the changes, which were introduced last
summer, Meeker says she’s seen marked
improvement in documentation.

“What I’ve noticed is more consistent use of a
wound care flow sheet to document all areas of
the wound, in terms of size and whether there’s a
change,” she says. “There’s been more consis-
tency in patient education, and the use of the
Braden scale, which we hadn’t previously used.”
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One point in the new pathway that hasn’t been
explored as much as Meeker had thought was the
use of electrical stimulation or ultrasound in pro-
moting wound healing.

“We found in our literature search that the use
of electrical stim or ultrasound for some wounds
had been beneficial, but we haven’t found that
our physicians are quite open to that,” Meeker
explains. “We still figure that we’ll suggest it.”

Don’t mix the two

Although the changes were not in place at the
time of Assisted Home Care’s JCAHO survey,
Meeker says the agency had prepared a story-
board outlining how they used the chart audits
and the initial improvements to documentation.

The agency’s quality improvement committee
is tracking results from the new guidelines, and
Meeker keeps the entire staff up to date in the
agency’s monthly newsletter and through other
lines of communication.

Meeker’s advice to agencies seeking to update
their own guidelines? “Don’t do it when OASIS is
coming!” she says with a laugh. In seriousness,
though, she says trying to undertake such a large
project while preparing for OASIS was a stum-
bling block for her agency.

Other important points to remember before
embarking on improvements:

1. Make sure the effort is valued by manage-
ment. Meeker says she discussed the wound care
survey with nursing directors and others on the
agency’s clinical operations committee she chairs.

“I bring that information forward, we discuss
it, and choose whether it is a priority for us,” she
says. “So I more or less got their blessing to pro-
ceed with the clinical pathway. It was based on

our chart audits, based on a survey, and those
inconsistencies. I really thought we needed to
move forward on this.”

2. Invite broad input, but recognize time con-
straints. Among those the wound care committee
consulted in drawing up the guidelines were
dietitians, physical therapists, and enterostomal
therapists (ETs). That broad base of information
was important, but it did create some scheduling
problems, Meeker says. 

“People who we needed as consultants; peo-
ple like the ET whose time is very, very valu-
able, couldn’t make every meeting,” she says.
“Although their input would have been valu-
able, I know we wouldn’t have gotten them
there at every meeting.”

So the committee would give the specialists
plenty of advance notice about the meetings at
which they were most needed. “To the dietitian,
we’d say, ‘We’re going to be talking about dietary
issues on X date,’ so that they weren’t always com-
ing every week,” Meeker says. “Don’t set yourself
up for failure. If you know certain people are not
going to be there every time, then you make those
allowances within your group.”

3. Make the guidelines user-friendly.
The handy wound care packet sent out with a

nurse to a patient’s home has been a vital part of
the guidelines’ success, Meeker says.

“We hand it out to them upon admission,
along with their referral,” she says. “They don’t
have to go searching for the pathway. I make it
very readable for them, and make it clear that it’s
only to be used as a guideline. If they vary from
it, it’s all coded, so it’s very easy to note that.”  ■

OIG report: One in every
five HH claims has errors

Yet another report released by the Department
of Health and Human Services’ Office of the

Inspector General (OIG) scolds home health agen-
cies. The latest finding by the OIG shows a 19%
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error rate in home health claims in four major
states: California, Illinois, New York, and Texas.

The release of the findings prompted a strong
response from the home health industry, accusing
the OIG of being politically motivated.

Nearly one in five claims were improper

The report contends that nearly one in five
claims submitted in those four states during a
nine-month period in 1998 were improper or
highly questionable and did not meet Medicare
reimbursement requirements. “The scope of these
audits went well beyond our usual level of effort,
and the industry has complained that this level of
audit resulted in a higher level of disallowances
than ordinarily would be the case,” said Mike
Hash, deputy administrator for the Health Care
Financing Administration (HCFA), in the report.

While the OIG’s latest estimate seems high, it is
a drastic reduction from its original estimate for
the same four states. In an earlier audit, OIG inves-
tigators determined that 40% of services did not
meet Medicare reimbursement requirements. “Our
current review found the error rate in home health
claims has been significantly reduced, but remains
way too high,” auditors wrote in the report. 

OIG officials blamed the majority of unallowable
services on inadequate physician involvement. It
found that many physicians did not actively partic-
ipate in the plans of care they signed. The OIG put
the total of erred claims paid in those four states at
$675.4 million. 

The OIG recommended that HCFA revise
Medicare regulations to require the certifying
physicians to examine the patient before ordering
home health services, see the patient at least once
every 60 days, and instruct the intermediaries to
collect overpayments identified in its sample.  ■

IPS not as disruptive 
as industry claims

Areport released by the Department of Health
and Human Services’ Office of Inspector

General refutes industry claims that the interim
payment system (IPS) has led to major disruptions
in access to home care for Medicare beneficiaries.

The report — Medicare Beneficiary Access to
Home Health Agencies — found that 85% of hospi-
tal discharge planners surveyed reported that

Medicare patients were able to obtain home
health services, while another 15% reported that
home health care was not always available.

“Hospital discharges to home health care appear
to remain constant,” the report concluded. “The
proportion of Medicare discharges to home health-
care were 11% in the first six months of 1999.”

But home health industry advocates coun-
tered by saying that the report actually substan-
tiated their arguments that major disruptions
have occurred. “I thought their headlines were
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misleading and did not reflect what are the most
significant findings in the report, said Jim Pyles,
counsel for Home Health Services and Staffing
Association in Jacksonville, FL, in a statement. 

Pyles cited data in the study that showed half of
discharge planners found that the sickest patients
were being denied access to care. He noted 25% 
of discharge planners reported that home health
patients were not getting the care they required 
as evidenced by re-hospitalizations and increased
admissions to emergency rooms.

Report determined how IPS affected access

The report was designed to determine how
IPS has affected access to care. “The industry 
has painted a picture that IPS has decimated
home health and beneficiaries can’t get care,”
said an OIG spokesperson. “Our survey of the
hospital discharge planners shows that the over-
whelming majority of Medicare beneficiaries
who need home health services after being dis-
charged from the hospital are being placed.” 

But a George Washington University study
contradicts OIG findings. In mid-November, 
its researchers released the second phase of an
IPS study that looked at the impact of the new

reimbursement method. According to the study,
63.5% of hospital discharge planners reported
increased difficulty in initial placement of
Medicare beneficiaries into home care. About
half of the hospitals surveyed estimated
increases in hospital lengths of stay resulting
from these difficulties. 

The discharge planners who were surveyed
said the difficulties usually were associated with
short-term, high-intensity needs — patients
requiring two visits per day, complex wound care,
and among patients with chronic illnesses.  ■
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ipants will be able to:
1. Organize ongoing quality improvement

to prepare for Joint Commission surveys.
2. Create or update wound care guidelines

for skilled nursing staff.  ■
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Purpose
To develop treatment guidelines for the clinician
(skilled nurse) to manage and treat wounds,
decubiti, or pressure ulcers.

Policy 
The agency has developed guidelines to assist
the skilled nurse in managing and treating
wounds, decubiti, and pressure ulcers to pro-
mote healthy, intact, and infection-free tissue.

Declarations
• The patient’s skin is routinely assessed for

breakdown, with special attention to skin
folds, bony prominences, and areas of pres-
sure or reduced circulation.

• Wounds are staged based on the amount of
tissue involved. The staging system has four
stages:

— Stage 1: Redness that does not disappear
within 30 minutes of relief of pressure.

— Stage 2: Partial loss of skin, involves the
epidermis and sometimes the dermis. This
wound may be a blister, pink in color and may
be painful.

— Stage 3: This wound is deeper, and enters
the tissue beneath the top layers (epidermis
and dermis). It may have a thick scab cover-
ing it or may be concave in appearance.
Tissue may be black, infected or both. It is 
not usually painful because the nerves are
damaged.

— Stage 4: Wound extends deep into the tis-
sue and may encompass the muscle, joint
capsule, and bone. The wound usually has a
deep cavity, may be black, infected or both
and is without pain.

• Wounds are to be measured at least weekly
noting width, length and depth, color,
drainage, and condition of surrounding tissue.

• All Stage 3 and 4 wounds should be pho-
tographed upon discovery of the wound, and
every 62 days for ongoing dressing changes.

• The nurse shall obtain consent to photo-
graph. A consent need only be obtained one
time per admission per wound site.

• The wound care flowsheet is to be used on 
all wounds needing dressing changes three
times a week or more (one visit must be
documented on sheet). The flowsheet is
always used for multiple wound sites or 

daily dressing changes.
• All patients with wounds will be assessed

weekly for effectiveness of wound care treat-
ment, pressure relieving devices, wound care
prevention techniques (patient positioning),
and individual dietary intake with appropriate
documentation of patient/caregiver teaching.

• Types of wound care treatment are listed in
Appendix A. This is to be used as a resource
only and not considered all-inclusive.

• An Enterostomal Therapist (ET) consult and
follow-up is recommended as a standard of
practice in the following situations:

— If a wound fails to make significant progress 
in 21 days.

— On long-term wounds (six weeks of service).
— Wounds that are difficult to stage.
— Any Stage 3 or 4 wound admissions.
— Any wounds progressing to Stage 3 or 4.

• Recommendations by the ET will be commu-
nicated to the primary nurse by the ET
directly or through the coordinator within 24
hours of the consult/visit by the ET.

• Any recommendations by the ET for changes
in wound care treatment shall be called to the
MD by the ET for follow-up by the primary
nurse. Orders are written for the change in
treatment by the nurse who receives the
orders from the physician. Any new wounds
identified during current treatment need addi-
tional orders written for the new wound, even
through the treatment parameters may be the
same.

• Regular communication (every 62 days)
informing the physician about the status of
the wound should take place and be docu-
mented on the patient progress form. The
clinical visit note or the communication note
shall be used to update the MD, caregiver,
family or other home care team members
about the status if changes are occurring
more frequently.

• Documentation should include the availability
of willing caregivers, the teaching and follow-
through by caregivers in the dressing proce-
dure or why your attempts for self-care
management have been unsuccessful.

• Discharge should be communicated to the
patient and family with recommendations to
prevent further complications and routine
physician follow-up.

Management of Wounds, Decubiti, or Pressure Ulcers
Care and Treatment
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• Transparent adhesive. Dressings will not be
covered if documentation indicates the follow-
ing: infection, active cellulitis/vasculitis, viral
or fungal skin infection, and full thickness
wounds/Stage 4 ulcers. This type of dressing
does not require secondary dressings.
Example: Op-Site, Tegaderm.

• Hydrocolloid. The hydrocolloid dressing usu-
ally requires no secondary dressing; however,
a tegaderm or bioclusive dressing may be
used with the hydrocolloid over the sacrum
trochanter or coccyx. It should be left on three
to seven days. If removed earlier, documenta-
tion should explain the reason. If the dressing
is changed more frequently and no reason is
given, the usage may be considered as
excessive. This type of dressing is not recom-
mended for heavy exudate, sinus tract, or
infected wounds that expose bone or tendon,
and wounds surrounded by fragile skin which
require monitoring. Examples: Duoderm,
powders, granules, pastes with hydrocolloidal
wafers.

• Hydrogels. A gauze dressing and a transpar-
ent film dressing may be used over the gel
foams to contain them. These materials are
not recommended for wounds with moderate
to heavy exudate. Examples: Carrington der-
mal wound gel, 

• Exudate absorptive/calcium alginate
dressings. These materials are restricted to
use in heavy exudating wounds and require a
secondary dressing. They can also be used
to autolyse necrotic tissue or wet eschar.
Debrisan bed should not be used on dry or
healthy granulating wounds or wounds with
deep fistula or sinus tract. Examples:
Debrisan, Kaltostat.

• Foams. These materials may or may not
require a secondary dressing, depending on
the amount of wound drainage. They are not
recommended for wounds with no exudate
and are not effective for wounds with dry
eschar. Examples: Allevyn, Carrington Foam.

• Enzymatic debriding agents. These materi-
als are designed to be used on necrotic tis-
sue. Examples: Elase, Santyl.

• Impregnated gauze/nonadherent dress-
ings. These materials are used on wounds
which require packing. They require sec-
ondary dressings to keep in place. Examples:
Betadine gauze, Saline gauze/Mesalt, Telfa.

• Composite Dressings. These dressings are
recommended for wounds with moderate to
heavy exudate. Examples: Lyfoam A,
Transorb.

• Collagen dressings. These require a sec-
ondary dressing. Examples: Medfill, Skin
Temp.

Appendix A
Types of Dressings

Source: Assisted Home Care/Hospice Care, Thousand Oaks, CA.


