
Have any concerns about ORYX?
Joint Commission provides answers
It’s been a smooth transition for some agencies

Home care agencies surveyed by the Joint Commission for
Accreditation of Health Care Organizations (JCAHO) of
Oakbrook Terrace, IL, began this year to collect data for two

measurement systems: The Outcome and Assessment Information Set
(OASIS) as a Medicare requirement; and data for the ORYX performance
measurement system, which is a new requirement for accreditation.

The fact that home care agencies must collect for both measurement
systems raises the question of what benefit ORYX will be to them. “Our
ORYX indicators accepted by the Joint Commission are the same as the
OASIS indicators,” says Noelle Zuidema, RNC, quality management
coordinator for Colorado River Homecare in Fort Mohave, AZ. The
agency serves the northwestern part of Arizona and part of California
from a second office in Needles, CA.

Plus, the Baltimore-based Health Care Financing Administration
(HCFA) has mandated that home care agencies receive reports from
their states on their OASIS data and how it compares to their peers.

“So why are we doing ORYX?” Zuidema asks.
Homecare Quality Management asked this and other questions to Frank

Zibrat, associate director of the ORYX implementation for JCAHO. (See
story on answers to questions about ORYX, p. 27.)

Some duplication inevitable between OASIS and ORYX

Zibrat acknowledges that there is some duplication between data
collecting for ORYX and OASIS, although not all agencies will use the
same indicators for ORYX that are collected for OASIS. He offers these
examples of benefits of the ORYX performance measurement system:

• Depending on which performance measurement service an agency
selects, the ORYX reports will have benchmarking data from home care
agencies nationwide, whereas the OASIS data may only be benchmarked
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among agencies within a particular state.
• ORYX reports will be issued beginning this

year, and OASIS reports are expected to be
delayed for a couple of years.

• Some performance measurement systems
will offer risk adjustment in their reports, which
will give agencies a more accurate picture of how
an agency of their size, with their type of patient
population, compares to peer agencies.

• ORYX reports will be issued quarterly, giving
agencies plenty of time to improve deficits before
a JCAHO survey.

Still, JCAHO is well aware that some home
care agency staff might be unhappy with a dual
requirement of collecting data for both OASIS
and ORYX, which is why it is continuing to
review options that will address this concern,
such as using the OASIS data for both purposes,
Zibrat says. “This is at a very preliminary stage as
to how we might conceive conceptually the goals
of the ORYX initiative and what’s being done at
the state level [for OASIS].”

Home care agencies already can use their OASIS
tool to collect information that will fulfill the ORYX
requirement. Colorado River Homecare’s OASIS
vendor is also an approved ORYX performance
measurement system; when the company sends in
its OASIS reports, the information is used for both
purposes, Zuidema says.

All the agency had to do to fulfill ORYX require-
ments was select four indicators from the OASIS
report, which will be sent to JCAHO and used for
ORYX benchmarking and internal comparison
reports.

“There were certain OASIS indicators that
were acceptable for ORYX, also, and we chose the
ones that we thought we’d like to see with bench-
marking for our agency,” Zuidema says.

The agency selected these indicators:
• readmissions to an acute care facility;
• discharges to the community;
• improvement of surgical wounds;
• medication management.

Not all indicators must be same as OASIS

Some home care agencies have selected indica-
tors that are entirely separate from OASIS indica-
tors. For example, Advanced Home Care in High
Point, NC, has decided to use four indicators that
pertain to customer satisfaction. 

The agency is surveyed regularly by Press
Ganey Associates of South Bend, IN, so these
indicators come right off the patient satisfaction

surveys, says Carolynn Rice, RN, BSN, MBA,
director of quality improvement for the agency,
which serves North Carolina through six offices.
The agency also has a durable medical equipment
(DME) business — half of the indicators pertain
to DME services. 

The agency’s indicators are:
1. How well did the nurse teach you to care

for yourself?
2. How well did the nurse explain how to use

your IV medications?
3. How well did the medical equipment

delivery person answer your questions?
4. Did you receive adequate information

about your oxygen setup?
The agency wanted to incorporate its customer

satisfaction data with improving overall perfor-
mance, Rice says. “We just feel that our patient
care is the reason we’re here, and that’s what we
want to focus on and make sure we’re doing a
good job with that.”

Since the agency already was using Press
Ganey to collect patient satisfaction information,
it was very easy to use the same company to col-
lect ORYX indicators, Rice says, adding, “It’s
been pretty seamless.”

Atlanta vendor already providing ORYX reports

Illinois Valley Community Hospital Home-
Based Services of Peru, IL, has already received
its first ORYX report from its performance mea-
surement system, Patient Care Technologies in
Atlanta. The company issued an initial report
based on third-quarter data of 1999, as a sort of
baseline report, says Debbie Caresio, RN, perfor-
mance improvement and information manage-
ment supervisor for the hospital-based agency,
which serves a rural area in north-central Illinois.

JCAHO did not require home care agencies to
begin collecting data until Jan. 1, 2000.

The agency’s indicators are:
• Home care patients whose ambulation/loco-

motion stabilizes.
• Home care patients whose ambulation/loco-

motion improves.
• Home care patients whose management of

oral medications stabilizes.
• Home care patients whose management of

oral medications improves.
The agency selected those measures because

while patients often become stable, not as many
improve the way the staff thought they should,
Caresio explains. “Now we’re really glad we
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Here are the answers 
to your ORYX questions
Joint Commission director gives you the lowdown

First there was OASIS, and now there’s a simi-
lar measurement system called ORYX, which

is a new requirement for accreditation by the
Joint Commission for Accreditation of Healthcare
Organizations (JCAHO) of Oakbrook Terrace, IL.

ORYX data collection begins this quarter, and
home care agencies will receive their first reports
later this year. But as JCAHO-accredited agencies
begin to collect data and analyze their first reports,
there are some questions that arise. 

Homecare Quality Management has asked Frank
Zibrat, associate director of ORYX implementa-
tion, to explain how the system will work and
clarify a few details that are puzzling some home
care quality managers:

• What are core measures and when will they
be ready for home care agencies?

The Joint Commission is in the process of devel-
oping core measures that health care organizations
could use for their indicators. Core measures are
selected for the purpose of improving an organiza-
tion’s quality of care, and they should be applica-
ble to a large number of accredited organizations.

For example, five potential core measures for
hospitals, selected by the Executive Committee of
the JCAHO’s Board of Commissioners, are acute

myocardial infarction, congestive heart failure,
pneumonia, surgical procedures and complica-
tions, and pregnancy and related conditions.

We identified what we believe to be reasonable
core measures for hospitals; we put those out for
public comment and are in the process of evaluat-
ing the 2,000 responses that we got.

We’re also looking at core measures for home
care, but have decided nothing at this point.

JCAHO has no timeline for when it will suggest
core measures for home care agencies, although
the organization will start the process this year of
identifying core measures.

We’re looking at what makes sense from a clini-
cal perspective and the perspective of providing
health care organizations with the opportunity to
identify opportunities to improve care. The core
measure has to have clinical and statistical signifi-
cance and be derived from data that’s readily avail-
able and already collected by the organization, and
to come up with that combination is very difficult.

• How can an agency make sure its perfor-
mance measurement system is providing the
most useful ORYX reports?

Some home care agencies might prefer to use a
performance measurement system or ORYX ven-
dor that has a high volume of other home care
agencies so there will be a greater comparison in
benchmarking reports. If volume is important, then
the home care quality manager might ask the ven-
dor how many agencies are using the vendor’s
ORYX reports. Also, the Joint Commission soon
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chose those indicators, because those are the
areas we will get good data out of.”

Caresio says the ORYX reports will be useful
for both internal goal setting and benchmarking
with peers. “Our comparisons against ourselves
are very important, too because that’s our goal to
always keep improving

The only problem Caresio has with the ORYX
indicators her agency has chosen is that since
they are pulled from the OASIS tool, they define
improvement the same way that OASIS defines it.
For example, the OASIS tool does not acknowl-
edge that a patient has improved in ambulation/
locomotion when the patient progresses from
using a walker to using a cane.

“As far as OASIS data looks, that’s no improve-
ment,” Caresio says. “That still is an assistive
device, and that’s where ORYX indicators will 
pull from. That bothers me, because the patient 

has improved, even though he is using a device.”
For an agency that has a large number of

patients who are age 80 or more, this type of
definition could be a problem. Older patients
might not be expected to improve to a point
where they can walk without a cane, whereas
younger patients should achieve that much
independence. This discrepancy could leave 
one agency looking much worse than another.

That’s where risk adjustment plays an impor-
tant role. JCAHO doesn’t require, but has encour-
aged, performance measurement systems to offer
some type of risk adjustment, Zibrat says. “The
one thing we stress is the issue of risk adjustment.
We believe that in order to have fair and equitable
measures of health care organizations, if a measure
can be risk adjusted to account for a difference in
patient populations, severity of illness, and comor-
bid conditions, it should be risk adjusted.”  ■



will analyze its data on vendors and complete a list
of the top 10 vendors, by volume, for home care.

For other agencies, a vendor might provide the
best benchmarking data even if the vendor has
only 50 agencies using ORYX reports. That ven-
dor might have thousands of home care agencies
that collect the same data, but only a few are
using that data for ORYX purposes, for instance.

Quality managers should ask their vendors:
— What type of agencies contribute to 

your home care database and for what kind 
of purposes?

— How many agencies are using your
database for ORYX reports?

— Are other agencies submitting data on the
same measures our agency has selected as ORYX
indicators?

— Has your company added home care data
for comparison that it has collected from some
other data system? And will this data be useful in
doing benchmarking reports for ORYX?

— Does your company provide ORYX reports
at least on a quarterly basis?

Adjusting risk

• What is risk adjustment and how important
will that be to the ORYX reports?

Each home care agency serves a different
client population. Some may serve healthier,
younger surgery patients, and others may have
a patient base that is mostly frail and elderly. 
A home care agency’s outcomes depend partly
on the health of its patients. A quality manager,
for instance, wouldn’t expect a bed-bound 85-
year-old woman with diabetes to recover from 
a wound as quickly as a 35-year-old woman
recovering from hip surgery. This is why quality
managers want their benchmarking reports to be
risk adjusted. If they’re not, then a particular
agency might appear to be doing worse than its
peers when actually, given its frail and very sick
patient population, it’s doing much better than
would be expected.

Risk adjustment is difficult to do, and each per-
formance measurement system will have a differ-
ent risk adjustment methodology, when these are
available at all.

JCAHO recommends risk adjustment, but 
does not require or offer any methodology for it.
Agencies will have to depend on their ORYX ven-
dors for any risk adjustment in the ORYX bench-
marking reports.

The more sophisticated systems will use risk

factors beyond simply the demographic or
administrative type of risk factors.

To obtain the most meaningful risk adjustment
will take more time and money. It simply becomes
an issue of cost, what one might be willing to pay
for, and what the measurement system might view
as an appropriate risk adjustment methodology.

Here are some questions to ask the ORYX ven-
dor about risk adjustment:

— Do you provide risk adjustment?
— Which measures are risk adjusted?
— What is your methodology for doing risk

adjustment?
— Do you use patient level factors or some

other types of factors?
— Are these truly demographic factors?
— Do you also include some patient specific

factors, such as comorbid conditions or whether a
cardiac patient has a history of smoking?

• What is the timeline for ORYX reporting?
Home care agencies accredited by JCAHO

were required to begin collecting ORYX data Jan.
1, 2000. Their first quarter data is due by July 31,
2000. Since all home care agencies will be sending
their data to a performance measurement system,
they’ll have to turn in their data to that vendor
sometime well before the deadline.

By the end of the year, home care agencies will
have to add two additional clinical or perception-
of-care measures to the four ORYX indicators
they’re already collecting.

• How will ORYX reports affect an agency’s
accreditation survey?

Agencies will not be scored based on their
ORYX reports; but if the agency is not participat-
ing in collecting ORYX measures the agency will
receive a special Type 1 recommendation, and
failure to correct this could lead to loss of JCAHO
accreditation.

JCAHO surveyors will also review ORYX
reports as part of the survey process. For exam-
ple, suppose a home care agency’s ORYX report
shows a high rate of central line infections. The
surveyor might ask the agency, “Why is that rate
high? Are you doing proper assessment of the
patient before you take the patient off of the ser-
vice, or have you assessed whether this patient
should be in home care?

The surveyor also might look at what kind 
of home environment and support system the
patient has, and whether the patient has other
medical conditions that make him or her more
susceptible to infections.

These are some of the questions the surveyor
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would want to inquire about and see what you as
the organization might be doing to provide the
best possible care of the patient. These questions
are asked, and then it gets into standards issues.

In other words, the ORYX reports simply give
the surveyor yet another source of information on
which to determine how well the organization is
following its own standards, as well as Medicare,
JCAHO, and state standards.

The surveyor can take this information and
tuck it away in the back of the head; and as the
surveyor goes through the process, there may be
certain things that he or she sees or hears that
may trigger some more pointed questions that
relate to standards issues.

Performance measurement systems should
provide home care agencies with regular written
reports, so quality managers can keep track of an
agency’s progress on the four ORYX indicators.

However, ORYX reports also will be issued
from JCAHO about 30 days before the agency is
next surveyed, starting in the second half of 2000.

JCAHO will provide the health care organiza-
tion with the same report provided the surveyor.
It will have a summary page, control charts, and
comparison charts.

This way, the agency will have 30 days to
review the report and prepare any answers to
potential questions from the surveyor.  ■

Fine-tune your IOP process
Agency improves communication, staff involvement

If your Improving Organizational Performance
(IOP) process has seemed a little lackluster

lately, it may be time to give it a new shine.
At Rockingham VNA & Hospice in Exeter, NH,

the IOP committee has been meeting quarterly to
review infection control, patient satisfaction, and
other important quality improvement processes.
But that wasn’t asking enough of the IOP process,
the home care agency’s managers decided. Last
year, they revamped the committee, turning it
into one that meets at least monthly.

“We wanted it to be a very active committee,”
says Pamela Sotiriadis, RNC, BSN, manager of
quality assurance, quality improvement for the
agency that covers 22 towns in southeastern New
Hampshire.

Managers wanted the IOP committee to review
staff suggestions for quality improvement and

make the whole IOP process more accessible to
the staff, she adds. “If employees could see their
suggestions were brought to the committee and
talked about, then maybe there would be more
and more staff looking at the processes within the
agency, discussing patient issues, morale issues,
and everything.”

Employee suggestions are taken seriously

The IOP committee has 13 members, including
managers and hourly staff, who each commit to
serving at least one year on the committee. They
meet for 90 minutes to two hours. For those not
on the committee, it’s open to their opinions and
concerns through a formal employee suggestion
process that has employees write their sugges-
tions on a special form. 

Each suggestion made is discussed and
addressed by the committee during a regular
meeting. For example, an employee asked why
the staff had to use a certain new documentation
form. The committee discussed this and decided
the agency needed to re-educate staff about the
new forms.

Each employee who makes a suggestion or
raises a concern receives a formal letter that
acknowledges that the feedback form was read
and discussed. It explains what suggestions the
IOP committee made and what any follow-up
action might be, Sotiriadis says.

“I have a monitor log that we will use to monitor
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Take an IOP process and chart it

Rockingham VNA and Hospice in Exeter, NH, has an
Improving Organizational Performance (IOP) com-

mittee that formed a special interdisciplinary communica-
tion team for the purpose of improving communication
between the staff. Before the team could come up with
suggestions for improvement, a process it still is working
on, team members made this chart that outlines all of the
communication problems that could be addressed:
Modes of Communication
I. Voicemail (VMX)

1. No communication standards.
2. Lack of communication between office staff and 

field staff.
3. Lack of communication between per visit staff and 

field staff.
4. Too much stuff.

5. Too many VMX messages.
6. Too many VMX boxes to access to communicate 

one fact to staff needing information.
7. Patients need to speak to a real person.
8. Better orientation of new staff.
9. Staff on too many general VMX boxes.

II. Case Conferences
1. Not enough.
2. Question outcomes/use of case conferences.
3. Lack of input from everyone involved in case — 

the actual care providers.
4. Communication standards — format for case 

conferences.
5. Timeliness of case conferences.

• start on time
• stay within time allotted
• timeliness relevant to issues involved

6. Site of case conferences — inconvenient for staff.
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all the staff suggestions and log in the date we
received the suggestion, what the suggestion was,
what actual decision was made, and who will
monitor it if it needs monitoring.” 

Sotiriadis says the agency has not offered staff
any incentives for contributing suggestions to the
IOP committee, but that is a future possibility. 

The agency rolled out its new IOP process 
with a kick-off session with the staff, at which
Sotiriadis explained what the IOP committee
would be doing, what the level of commitment
would be, and what type of education they would
get on the committee. “I asked for volunteers, and
I received [some] from every department.” 

The new IOP committee began to meet in
September 1999. The first meetings included 
a brief history of how a continuous quality
improvement process works and a review of 
the IOP team’s ground rules. The committee dis-
cussed these topics, as well:

• criteria for establishing focus teams;
• developing an IOP mission statement;
• IOP vision and mission statements;
• brainstorming for a new staff suggestion form;
• discussion of team meeting skills;
• overview of Medicare’s Conditions of

Participation, state laws, and requirements by the
Joint Commission on Accreditation of Healthcare
Organizations of Oakbrook Terrace, IL.

Also, the IOP committee soon began to form
focus committees to address specific quality
improvement issues.

For example, there is a team that focuses on
interdisciplinary communication. “This is a very

broad topic,” Sotiriadis says. “We have communi-
cation via e-mail [and] voice mail; we have a lot
of staff who don’t come into the office very often,
so how do we get information out to them?”

The interdisciplinary communication committee
tried to categorize the different types of communi-
cation, making priorities, and identifying problems
and obstacles. They did this formally with a chart
that outlines all of the issues that need to be
addressed. (See communication chart, below.)

“Once they get all of the information together
they can make recommendations,” Sotiriadis says.

One area the interdisciplinary communication
committee has focused on involves how tele-
phone calls are handled. The committee was
specifically interested in seeing consistency in
how the calls are handled. For instance, if a
physician calls the office, the call is routed to a
manager. But when a patient calls, the call might
be handled by any of a number of secretaries or
medical records employees. “Sometimes, they’re
not sure how to handle those calls,” Sotiriadis
explains.

“We want to make sure the calls are handled
correctly and patients are not put into voice mail
by mistake, or patients transferred to another
department,” she adds. “We want a consistent
approach so if a patient calls in about this topic,
then the call goes to this person and this is how
it’s handled.”

The end result could be that the focus commit-
tee develops written guidelines that spell out
how those calls are handled, then the agency
would inservice the staff on the process.  ■



Early efforts give company
head start on OASIS
Home health branches use data to improve care

When it comes to introducing the Outcome 
and Assessment Information Set (OASIS) 

to home health staff, Nurses Calling, a Cincinnati-
based company, has given its branches a head start.

Thanks to early recognition of the importance
of the OASIS data collection, Nurses Calling
began devoting staff to the project nearly three
years ago. Now, with some early data already col-
lected, the company is using it to suggest quality
improvements at local branches, say Sheila
Heck, RN, C, MS, vice president for clinical ser-
vices for Nurses Calling/Health Force, and Sue
Blockberger-Miller, RN, BSN, the company’s
national director of quality improvement.

Heck says the initial buy-in by field nurses,
already overburdened and short of time, took
some work. “Once they began to use the form, it
began to dawn on them how it would provide

them with a more complete assessment. In the
spring of ’98, when it became pretty clear that
OASIS was going to be the way to go, and many
folks had never even heard of it, we’d already
operationalized it in our branches and our nurses
had a comfort level with it.”

Furthermore, Heck adds, it’s an effort that can be
duplicated fairly inexpensively, with help from a
good information services staffer. Although ven-
dors now offer software specifically designed to
handle OASIS data collection and analysis, her
company accomplished its project with the use 
of Microsoft Word and Excel.

“While software systems are very nice and
they do make your life easier; if you don’t have
the funds or the resources for that, you can still
get the job done,” Heck says.

Assessment grows to 14 pages

The company began working with OASIS in
April 1997. Blockberger-Miller says a team was
organized to carefully comb through the OASIS
assessment alongside the company’s existing
assessment tool.
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III. Document Communications/Clinical Link 
Communication

1. Communication standards/consistency.
2. Too much stuff.
3. QA updates or changes to the system are not 

communicated to staff before implementation.
4. New staff orientation.

IV. Beepers/Cell Phones
1. Safety communication was good.
2. Beeped too frequently, i.e., same message paged 

out twice within a few minutes.
3. Question increased use of cell phones for safety 

and timeliness.
V. Telephone

1. Frustration of staff calling in to get through to the 
asked-for person.

2. Office staff not available due to meetings.
3. Patients need to speak to a real person

VI. Staff-to-Staff Communication
1. More communication about discharge (D/C) 

dates, times, status — prior to D/C to all providers 
and departments.

2. Communication about changes in plan of care.
3. Written/verbal communication for all disciplines 

needs improvement.
4. Accountability of all disciplines to communicate 

needed information.

5. Don’t use document communication enough; 
therefore, there is no copy concerning 
communication that occurred.

6. Referring discipline needs to explain to patient the 
role of an added discipline.

7. Referring discipline needs to give specific informa-
tion to added discipline about patient care needs.

8. More direct communication between staff about 
patient needs/issues — no middle person; i.e.,  ask-
ing secretary to give messages to other disciplines.

9. Need for ongoing documentation by referring 
discipline about continued need for MSW.

VII. Staff Meetings
1. Review team meetings.
2. Meeting times change — no communication.

VIII. General Issues
1. Rate of speed (or lack of) that changes are 

communicated.
2. Lack of general plan.
3. Inconsistent expectations.
4. Labor “intensiveness” of communication.
5. Uniform way to communicate (standards, 

consistency).
6. Lack of communication between office and field staff.
7. “Detachment” feeling of field staff.
8. Time to communicate.
9. Lack of follow-up to communication.  ■



“We sat down with our four-page nursing
assessment and OASIS B, which was 10 or 11
pages,” Heck says. “We went by body systems,
plucking out of the OASIS the issues that
addressed IADLs [instrumental activities of
daily living] and sort of plugging them in.”

The original nursing assessment was in
Microsoft Word, so OASIS additions were pasted
into the file. When the group finished, after about
six meetings, the new assessment form was 14-
pages long. It was put on floppy disks, and dis-
tributed to branches.

“They had the forms printed at Kinko’s or
[other places],” Heck says. “The reason we did
that was that we knew OASIS was going to
change. We didn’t want to go into heavy-duty
printing and template manufacturing when we
knew this was not the final form.”

Thinking ahead paid off. “When the changes
did come — because we had it in our word pro-
cessing program — we were able to incorporate
the changes very, very simply,” Heck adds.

Once the form was completed and distributed,
there still was a substantial hurdle to clear in
implementation — educating nurses on how to
use it. It wasn’t just the length of the new assess-
ment that proved daunting. Because they weren’t
allowed to change any of the wording from the
OASIS assessment, much of the new terminology
was difficult for nurses to understand, Heck recalls.

“Nurses sometimes take things very literally
and the whole concept behind OASIS is, ‘Where
is your patient at this moment in time as you sit
there with them?’ Not where they were two
weeks ago or where you think they might be this
afternoon, but what’s going on right now.”

Blockberger-Miller says her group distributed
tip sheets to help explain how to answer certain
tricky OASIS questions.

For example, there was one question in the
personal care section that dealt with bathing, ask-
ing whether a patient was able to bathe himself
independently in the bath or shower. The range
of answers didn’t address patients who could
independently bathe themselves while seated on
the toilet near the sink in the bathroom.

After much discussion, Heck and Blockberger-
Miller advised nurses to interpret the OASIS lan-
guage literally — answering the question no, even
though the patient could accomplish certain inde-
pendent bathing functions. “It was just getting
used to the language, figuring out where it didn’t
quite seem to fit the particular patient situation,”
Blockberger-Miller says. “Once we provided the tip

sheets, that did seem to help them in evaluating
patients and being able to fill out the assessment
form more correctly.”

The new forms originally were rolled out in
August 1997 in two midwestern branches of
Nurses Calling. In January 1998, it went out to
the rest of the company’s 12 branches.

Along the way, the company used train-the-
trainers-style teaching at monthly meetings of
directors of clinical services. They, in turn, edu-
cated field staff.

Blockberger-Miller says nurses who used the
new form began to realize its advantages. “Once
the nurses got past the initial shock (of the longer
form), they learned they didn’t have to sit in front
of the patient and ask every single question,” she
says. “It’s more of an effort to evaluate the patient,
knowing what’s on the form, so you can fill it out.
They started to see that the OASIS and the assess-
ment together could really validate the care they
are providing for the patient.”

From data collection to analysis

Throughout 1998, Nurses Calling was collect-
ing information from the new forms. The com-
pany chose five indicators that it would track,
based on what it found to be high-volume, high-
risk, or problem-prone areas:

1. Management of oral medications. “Because
most of our patients are on medication, we fig-
ured that was a high-volume area to measure,”
Heck says.

2. Ambulation. This was a logical choice, she
says, because it is a basic activity of daily living,
and most Medicare home care patients have some
sort of ambulatory compromise.

3. Bathing. Chosen as a way to measure the
effectiveness of home health aide services.

4. Pain and dyspnea. “We included those
because we service a significant number of heart
failure patients,” Heck says. “We have clinical
models for heart failure and COPD [chronic
obstructive pulmonary disease], so we used those
two criteria to help us with those two outcomes.”

Nurses were provided with an outcomes work-
sheet they were to fill out in addition to the OASIS
assessment. (See “Individual Patient Outcomes,”
inserted in this issue.) Numbers for the five indi-
cators were copied from the assessment and put
on the worksheet, which was sent back to the
company. The sheets were filled out for admis-
sions, recertifications, and discharges.

Results were gathered for branches and were
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plugged into an Excel spreadsheet created for the
project. (See “Branch-Level Global Outcomes,”
inserted in this issue.)

Those results pointed to few areas of immediate
concern, but just as importantly highlighted a
much larger problem with the entire data analysis.

In comparing data, Nurses Calling did not sepa-
rate patients on chronic waivers. The peculiar char-
acteristics of that patient group created problems in
analysis, Heck says. “Because of the chronic nature
of these patients who are on our chronic waivers,
they never got better, they never got worse. They
either stayed the same or they died. It skews all the
data.”

Despite that obstacle, Heck and Blockberger-
Miller did manage to extract some data that
pointed to areas where quality could be improved.

For example, in the area of medication, results
showed that out of a total of 1,230 patients, only
504 had the potential to improve medication
management at start of care. The others already
were managing their medications properly or
were not taking meds.

Of that smaller group, only 107, or 21%, actually
improved. Heck says she believes it was because
the patients lacked good medication teaching
tools, a point the company is in the process of
addressing. Likewise, in the area of ambulation,
790 patients had the potential to improve, and
only 133, or 17%, did improve. 

“We are implementing restorative nursing at
our locations to get these people up and mov-
ing,” Heck says. “I believe again, our data was
skewed by collapsing our chronics and our acutes
together. With the addition of restorative nursing
and separating out our data, we should have
more finite data by the end of the year.”

An agency implementing OASIS needs to spend
a lot of time training nurses in how to fill out the
forms and the purpose of the data collection.

Blockberger-Miller says her group ran into prob-
lems in the beginning, because nurses believed
they would be graded based on the responses. As 
a result, documentation didn’t always support the

numbers they were presenting on their patients.
Heck says nurses had to learn that the numbers

were only being used as a baseline against which to
compare later progress. “We had to get past that
learning curve that this was not really a report card
on how well you applied your nursing skills. This
was a measurement we were trying to gather.”

Choosing which indicators to study will depend
upon the agency’s patient population, and what
kind of information the agency is seeking.

“The first thing you do is describe or write the
[improvement] program,” Heck says. “What is it
you’re trying to do? Are you trying to improve
your clinical practice? First you decide that, then
you decide what monitors you’re going to use.”

The indicators chosen should be tracked for a
while to allow collection of enough results to be
useful, Blockberger-Miller says.

“You can’t collect it for two quarters and say,
‘OK, we’ve improved and that’s it,’” she says,
noting that there are several directors of clinical
services who would like to see Nurses Calling’s
indicators expanded to include items they have 
a particular interest in. The first order of business,
however, is to sort out the chronic waiver patients,
she and Heck say.

“We feel that we first need to extract that out
and see how we end up by the end of this year
before we change the indicators we are collecting
at this point,” Blockberger-Miller says.

Heck says that for a project like this one to
work, it should involve the lead clinical staffer
and at least one other person, and must have the
cooperation of the director of nursing.

She suspects that cooperation will be easier to
secure, now that OASIS is a sure thing. “When we
were doing this, I kept getting comments such as
‘Why are we even doing this? Nobody is making
us.’ Well, now you can say, ‘HCFA made us.’”  ■

Try these tips for improving
pain management program
Program focuses on improving assessment

Auniversity-sponsored pain management
improvement program for home health pro-

vides a blueprint for agencies seeking to better
assess, manage, and document pain care. 

And it couldn’t come at a better time, as agen-
cies cope with the latest requirements from the
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Oakbrook Terrace, IL-based Joint Commission
on Accreditation for Healthcare Organizations
(JCAHO). JCAHO last year released pain man-
agement standards that will be a part of this
year’s surveying and will be scored for compli-
ance in 2001.

The program, sponsored by the University 
of Wisconsin’s Pain Management Improvement
Group, worked with 53 Wisconsin agencies in set-
tings that ranged from urban to rural. Nurses from
each agency studied their own pain management
practices, and learned how to improve them.

The results, gathered six months later, pointed
not just to better-educated nurses and patients.
Researchers found a 5% increase in physicians’
ordering of opioids, a change the researchers say
is attributable to better-educated nurses educat-
ing doctors.

“I was really blown away by that,” says 
Karen Kunz Stevenson, RN, MS, of the Pain
Management Improvement Group at the
University of Wisconsin in Madison. “I didn’t
expect to see a change in patterns that quickly.”

The steps outlined by the group, as well as
similar work sponsored by the City of Hope Pain
Resource Center in Duarte, CA, can help agencies
get a head start on fulfilling the JCAHO pain
management standards. 

Program starts with needs assessment

Stevenson says she recruited teams from home
health agencies in the Eau Claire and Madison
areas, asking that they send at least one person
who could effect change in the agency in the area
of pain management. Many were directors of
nursing; some agencies sent up to five staffers.

The group took the teams through three educa-
tional sessions. In addition to receiving basic pain
management education, teams conducted needs
assessments of their own organizations, rating
themselves in areas such as administrative sup-
port, documentation, policies and procedures,
accountability, staff education, and patient infor-
mation. (See “Home Health Agency Needs
Assessment,” inserted in this issue.)

“They included things like, ‘Does their docu-
mentation system screen for the presence or
absence of pain?’” Stevenson says. “‘Do they
have a standardized pain scale? Do they have
some sort of documentation that cues the nurse
to do a complete pain assessment?’”

Teams also conducted random chart audits in
their agencies to look at the same issues.

From that information, the teams formed work
plans for their agencies and brought them to fol-
low up sessions, guiding the group in the areas
that should be covered. Those topics included
chronic pain management, complementary ther-
apies, pharmacology, nonpharmacological inter-
ventions, and how to communicate with doctors
about pain management.

“[The sessions] kept people engaged and com-
ing back; they also had to keep reporting back to
us,” Stevenson says. “At the end of the program,
we did another site visit. They showed us the
things they had worked on, and we looked at 
the changes that had actually occurred in agency
practices.”

Researchers found marked improvement in
nearly every area except pain scales, which
already were fairly universal in use.

Laura Kiesow, BSN, RN, staff nurse at Hillside
Homecare/Hospice in Beaver Dam, WI, says her
agency had already implemented many of the
improvements suggested by the program.

But she says her agency’s involvement did lead
to some fine-tuning, particularly in its assessment
tool that nurses fill out on laptop computers.

“We were limited by the software program we
had, which was inadequate,” she says. Hillside
ended up enhancing the software with keywords a
nurse could type in to call up a pain management
checklist to help collect the necessary information.

Similar enhancements were made to the soft-
ware that produced the agency’s care plans. 

“We rewrote our care plan to include some 
of the areas we were missing, such as patients’
misconceptions and barriers,” Kiesow says. “We
weren’t always doing an assessment of why
they might not comply with medication — what
they might be afraid of, such as side effects.
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“We also were not always doing a preventative
bowel management program [to help prevent
problems with constipation for patients taking
opioids], so we included that in the care plan.”

Research scientist Betty Ferrell, RN, PhD, at
the City of Hope Pain Resource Center in Duarte,
CA, found that when she tried to study how
patients and caregivers responded to education
about pain, she first had to instruct area home
health nurses in how to conduct the education.

“The nurses had to know it before they could
do it themselves,” Ferrell says. “We did a basic
pain training for the nurses and then they could
really do the things to teach patients, overcome
the patients’ fears, and coach the family in how to
manage pain at home.”

City of Hope also gave agencies information
about nondrug interventions such as relaxation
therapy and massage, which are increasingly
popular among patients.

City of Hope’s own home health agency is in
the midst of its own pain management audit,
which has turned up some suggested changes,
says director Terry Daggi, RN, MSN. 

“One of the things we’ve noticed is that unless
you have the appropriate tool already embedded
within your regular documentation, people for-
get,” Daggi says. “If they actually perform good
pain control assessments and interventions,
oftentimes they will forget to document that.”

She says pain assessment is pretty comprehen-
sively addressed on the agency’s initial assessment
form, but follow-up forms are less complete, and
need revamping. “We’ve done enough chart audits
to know that we’re only recording all of what I

consider the required elements about 25% of the
time.”

She’d also like to see a pain management
knowledge assessment tool that can be used with
new staff. And she likes the idea of including in a
patient’s admission packet an explanation of his
or her rights to pain management.

An agency seeking to improve its pain man-
agement practices needs to incorporate a number
of important elements:

• Organization. Often, Kiesow says, an agency
will try to tackle the problem with one memo and
an inservice.

“To really have an effect, you need to have a
committee that looks at issues of assessment, doc-
umentation, teaching, and develops an ongoing
program so it will stay in effect, even when you
have a turnover of staff.”

• Interdisciplinary participation. This is vital,
Stevenson says. In fact, she regrets not actively
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recruiting more physical therapists (PTs) for the
initial home health study.

“There’s so many people whom PT follows
independently, and virtually all of those patients
have pain,” she says.

• Parameters for pain assessment. In reviewing
many agencies’ charts, Stevenson says she often
couldn’t tell whether patients were experiencing
pain at all. Documentation is obviously key.

Beyond that, the agency must establish thresh-
olds that require some type of action on the staff’s
part “Once you know the patient has pain, the
nurse has to do a complete pain assessment,” she
says. “They should set a standard so they decide
when you have to follow pain as a problem. 

“If someone has periodic headaches where the
pain score never gets worse than three out of 10
and they take Tylenol a couple of times a month, 
I wouldn’t say that a home health agency really
needs to follow that as a problem. But compare
that to someone who has arthritis, and their pain
score’s eight out of 10, and it’s limiting their
activity on a daily basis.”

She says that when something is identified as 
a problem, there should be a standard that tells
staffers they can’t leave the house without inter-
vening in some way.

“That doesn’t necessarily mean changing med
orders,” Stevenson says. “You can do patient edu-
cation and realize that the patient isn’t taking
their medication properly because they’re afraid
they’re going to get addicted.”

• Resources. Agencies should be providing
staffers with tools such as reference cards and
handbooks to help them figure out what to do.  ■
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CE objectives

After carefully reading this issue of Homecare
Quality Management, CE participants will be

able to:
1. Employ OASIS assessment tools to collect

patient outcome data for analysis.
2. Create a pain management improvement

initiative.
3. Describe what a “core measure” means, as

described by the ORYX performance measure-
ment system of the Joint Commission on
Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL.

4. Create a more meaningful Improving
Organizational Performance (IOP) system.  ■


