
Your agency has one year to prepare
for JCAHO annual self-assessments
Joint Commission to require annual PPRs beginning in 2006

Many home health managers initially were apprehensive about
periodic performance reviews (PPR), the self-evaluation required
by the Joint Commission on the Accreditation of Healthcare

Organizations at the midpoint of an accreditation cycle. (See Hospital
Home Health, July 2003, p. 73.) However, the response to the process fol-
lowing the implementation has been so positive that the Joint Commission
will make the PPR an annual requirement beginning in 2006.

The Joint Commission’s goal for Shared Visions-New Pathways —
the survey process introduced in late 2002 — always has been to pro-
mote continual survey readiness with the PPR as an integral part of that
readiness, says Darlene Christiansen, RN, LNHA, director of the Joint
Commission’s Standards Interpretation Group and Office of Quality
Monitoring. 

“Comments we received in feedback sessions from organizations
that had used the PPR tool were very positive,” she notes. “The only
negative comments were that the tool was not available on an ongoing
basis to be used as part of the organization’s performance improve-
ment program.”

Beginning Jan. 18, 2005, the on-line PPR tool will be available to all
organizations, not just those organizations that are at the midpoint of
their accreditation cycles, Christiansen adds. 

“This will give everyone a full year to complete their initial PPR.
Then they will just need to update it on a monthly or quarterly basis, or
whatever timeframe they choose to fit their performance improvement
program,” she explains.

The incorporation of the PPR tool into a home health agency’s regular
performance improvement process will present a true picture of how
the organization is meeting the Joint Commission standards on a contin-
ual basis, rather than the episodic or point-in-time basis that the mid-
point evaluation provides, Christiansen notes.

Being able to access the PPR tool on-line at any time will ensure con-
tinual readiness, says Linda J. Doyle, RN, MHA, director of Atmore
(AL) Community Hospital Home Health. 
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She  is familiar with the on-line tool and says
the hospital has a Joint Commission team in
place. Doyle serves as a team member with repre-
sentatives from hospital departments. 

“We will be using the on-line tool as part of our
performance improvement throughout the organi-
zation. Although I am on the team and will be
given responsibility for completion of the home
health-related items, I will rely upon my staff
members, including my performance improve-
ment coordinator and clinical director, to complete
appropriate parts of the assessment,” she explains.

Concerns about information shared in a PPR
resulted in the development of options to PPRs
that organizations could choose, and those

options still will be available, Christiansen adds.
(See HHH, January 2004, p. 5.)

“Each organization has 30 days after the sub-
mission of their annual PPR to choose an option
for the next PPR if necessary. This means a home
health agency can submit a PPR this year, but
indicate that next year the organization will
choose one of the options to a PPR,” she contin-
ues. “Organizations that choose a PPR option
one year can indicate that they will submit a
PPR the following year.” (See box, p. 3.)

Only home health agencies that are submitting
their annual PPRs at the midpoint of their accred-
itation cycles will have their PPRs reviewed by
and commented upon by Joint Commission staff
in a consulting session, but other organizations
can call the standards interpretation group to ask
questions once they’ve completed their PPR,
Christiansen points out. “If someone wants to
know if implementation of a certain policy or
program will meet the requirements of a stan-
dard, he or she can call.” 

Process easy to understand

Feedback from organizations that have com-
pleted PPRs shows the process is easy to under-
stand and complete, she says. 

“The biggest challenge may be to organizations
that do not have the computer technology that
some larger organizations have. These organiza-
tions can get help from the Joint Commission’s
information technology group by contacting their
account representative,” Christiansen suggests. 

“In fact, I recommend that all organizations
work with their account representative prior to
submitting their PPR to make sure everything
goes smoothly,” she says. 

Christiansen does point out that an organiza-
tion’s account representative is the proper contact
prior to submission of a PPR and her Standards
Interpretation Group is the contact following
submission.

The Joint Commission is making the tool avail-
able on-line throughout 2005 for several reasons,
she adds. 

“We want to give organizations a full year 
to complete their first PPR before the annual
requirement is effective.” Not only will this full
year give organizations a chance to work out the
bugs within their own systems, but it will pro-
vide Joint Commission staff with the feedback it
needs to further improve the tool, Christiansen
explains.
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“We don’t anticipate any problems with the
technological part of the tool or the completion of
the tool,” Doyle adds. “This is one more way to
make sure we are offering good patient care on
an ongoing basis.”

[For more information about the Joint Commis-
sion’s PPR, contact:
• Darlene Christiansen, RN, LNHA, Director,

Standards Interpretation Group, Office of Quality
Monitoring, Joint Commission on the Accreditation
of Healthcare Organizations, One Renaissance
Blvd., Oakbrook Terrace, IL 60181. Phone: (630)
792-5273. E-mail: dchristiansen@jcaho.org.  ■

Small changes for HHAs 
in new labor standards
Salary/bonus ratio important; check state laws

Changes to the Fair Labor Standards Act
(FLSA) that passed in 2004 still may be under

fire from opponents, but experts interviewed by
Hospital Home Health say home health managers
should not wait for any rollback of the rules.

“The changes were made to bring clarity 
to white collar exemptions for overtime that
applied to professional, executive, and adminis-
trative employees,” explains John C. Gilliland,
an Indianapolis attorney who specializes in
labor and employment law for the health care
community. 

“Lawmakers were trying to bring the regula-
tions up-to-date by adjusting minimum salary
requirements for exemptions and defining
exemptions more clearly,” he says.

“The impact in home care is pretty small,” adds
Gilliland. “If your RNs are paid a low salary com-
bined with a per-visit bonus, you will need to eval-
uate your pay arrangements.” 

The law does require employees who are
paid a combination of salary and bonus to
receive a salary that is a significant portion 
of their expected income. 

“While a certain amount is not specified, I rec-
ommend the nurse receive at least two-thirds of
expected income as salary,” he adds. “This change
may mean that some agencies need to revisit the
mix of salary and bonus they pay and raise the
salary portion.” 

One aspect, which did not change, that many
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Periodic Performance Review
Options by Joint Commission

In response to concerns by health care attorneys and risk
managers that information contained in a health care

organization’s periodic performance review (PPR) may be
discoverable in a legal action, the Joint Commission on
Accreditation of Healthcare Organizations developed
these options to the PPR:

Option 1
Option 1 addresses the waiver of confidentiality that can
be implied if the home health agency shares the self-
assessment information with the Joint Commission.
When an organization chooses Option 1, it may:
• Perform the PPR and develop a plan of action and

measure of success for areas in which accreditation
standards were not met.

• Attest that the foregoing activities have been com-
pleted, but for substantive reasons, advice has been
given to the organization not to submit its self-assess-
ment or plan of action to the Joint Commission.

• Discuss standards-related issues with Joint Com-mis-
sion staff without identifying specific levels of standards
compliance.

• Provide measures of success to the Joint Com-mis-
sion for assessment at the time of the complete on-
site survey.

Option 2
Option 2 addresses concerns that different states
describe protected information specifically enough to
make the information included in a PPR fall outside the
protected classification. Under this option, an organiza-
tion can:
• Decline to conduct a PPR.
• Undergo an on-site survey approximately one-third

the length of a full survey at the point at which a PPR
is required.

• Develop and submit a plan of action for deficiencies
found in the survey.

• Provide measures of success at the time of the com-
plete on-site survey.

Option 3
In Option 3, a midcycle on-site survey is conducted by
surveyors rather than by the organization itself. Under
this option:
• No written documentation or report of the survey is

left with the organization.
• Findings are conveyed orally to management.
• At the subsequent full survey, surveyors will be aware

of the findings of the midcycle survey but will not dis-
cuss them with the organization, unless asked to do so,
whether any particular standard had been found out of
compliance. Instead, surveyors will focus on compli-
ance with those standards at the time of the full survey.



home health managers wanted to change was the
nonexempt status of LPNs, Gilliland notes. 

“An RN can quality for a professional exemption
from overtime, but LPNs are not exempt from
overtime.” The educational requirements for the
exemption reflect the difference between the two
positions, he adds.

“I was hoping for the opportunity to change
the status of our LPNs from nonexempt to
exempt, but it didn’t happen,” explains Kay B.
Sykes, SPHR, director of human resources,
Alacare Home Health & Hospice in Birmingham,
AL. 

Be cautious with salary and adjustments

Elimination of overtime pay for a large group
of employees would be beneficial to the home
health agency financially and administratively.
However, home health managers need to keep the
employee in mind when adjusting pay, should the
rule change in the future, Sykes says. 

“We had planned to increase LPN pay scales to
provide a set salary that was comparable to the
LPN hourly wage plus overtime,” she says. 

“We have to remember that, for many of these
employees, the overtime pay is a part of their
income upon which they depend to pay bills and
meet expenses. We wouldn’t want to just elimi-
nate overtime pay without recognizing the effect
on our employees,” Sykes explains.

A new provision, which will help home health
agencies as well as other employers, provides
some protection for employers who inadvertently
violate the FLSA, Gilliland says. 

“As long as the agency has a bona fide internal
complaint process that gives employees a chance to
complain about their pay if they believe they are
not being paid according the law, the employer will
not lose exemptions for all of their employees,” he
explains. 

The process must be designed to enable
employees to file complaints that are investigated
thoroughly, in a timely manner, with the decision
supported by evidence that the agency followed
the law, or that a mistake was made and cor-
rected, Gilliland adda. 

Previously, inadvertent violations might cost
an employer the loss of all overtime exemptions,
no matter how many employees were affected
originally, he notes.

Another clarification in the law points out that, if
the federal law and the state law related to com-
pensation differ, whichever law is most beneficial

to the employee applies, Gilliland explains. 
“Federal law may say the employee’s position

is exempt from overtime, but state law allows it.
In this case, the employee might receive more
money under the state law if he or she can collect
overtime so the state law would apply, he adds. 

“Not paying attention to state law is a big error
that is easy to make. It’s important to remember
that your state has laws related to employee com-
pensation, and you need to know them and com-
pare them to federal laws,” Gilliland notes.

[For more information, contact:
• John C. Gilliland, Gilliland & Caudill, 3905

Vincennes Road, Suite 204, Indianapolis, IN
46268. Phone: (317) 704-2400. Fax: (317) 704-
2410. E-mail: jcg@gilliland.com.

• Kay B. Sykes SPHR, Director, Human Resources,
Alacare Home Health & Hospice, 4752 Highway
280 E., Birmingham, AL 35242. Phone: (205) 981-
8000. E-mail: kays@alacare.com.

For information on the Fair Labor Standards Act,
go to www.dol.gov/esa/whd/flsa/.]  ■

Parents’ skills crucial 
for pediatric patients
Sicker patients increase value of assessment

Home care agencies providing care to pedi-
atric patients must pay careful attention to

the competency of the parent caregiver to make
sure that he or she is ready for the challenge of
caring for a child on a ventilator or a feeding
tube.

“The actual assessment of a caregiver’s compe-
tency doesn’t differ according to the patient’s age.
We have to be aware that parents have not always
been prepared for their responsibilities, and the
patient is usually unable to help in his or her own
care,” says Carol Behnke, RN, manager of educa-
tion for Melmedica Children’s Healthcare in
Country Club Hills, IL. 

“If the child is old enough to participate in the
assessment, we include him or her, but the major-
ity of our questions are for the caregiver,” she
notes. “Questions are open-ended and cover
practical knowledge as well as theory related to
the patient’s specific needs. 

“We often find parents who have watched the
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hospital nurses provide care, but they have not
done it themselves,” Behnke continues. 

“While these parents can verbalize how to suc-
tion, they’ve never actually suctioned. Other par-
ents did have some experience with hands-on
care while the child was in the hospital, but not
enough that they feel comfortable providing it
with no nurse for assistance,” she adds.

Preparing patients and parents

In these cases, the home care nurse must work
with the parents to make sure they get the hands-
on experience to feel comfortable. “We’ll spend
time with the family before discharge from the
hospital, and we spend the first day — the transi-
tion day — with them,” Behnke explains. 

The transition day is the time the nurse thor-
oughly assesses the parents’ ability as caregivers,
she adds. “We demonstrate how to suction, and
then we have the parents perform a return demon-
stration. We also have the parents provide care
while we observe.

“While our nurse cannot be available in the
home every day as a hospital nurse can be, we
can be reached by telephone 24 hours a day,”
Behnke point out. Nurses also give parents writ-
ten instructions with pictures explaining care of
suction tubes, nebulizers, and feeding tubes, she
says.

“One of the reasons some parents are not com-
fortable when the child comes home is because
the equipment they have in the home is different
from the hospital equipment,” explains Karen
Gunter, RN, MSA, president of Melmedica
Children’s Healthcare. 

“It looks different; it sounds different; it func-
tions differently; and these differences over-
whelm the parent,” she explains. 

For this reason, Gunter’s agency staff members
often suggest that the family have the durable
medical equipment (DME) provider place the
same equipment that will be used in the home in
the hospital for at least several days prior to dis-
charge. 

“While we recommend this, it doesn’t always
happen for reasons that include either the DME
company, the hospital, or the family,” Gunter
admits.

Home care nurses have to spend more time
assessing and educating parents, she notes. “We
used to see more in-depth training in the hospital
with parents even spending a couple of nights in
the hospital with the child or with the child going

home for a weekend, then returning to the hospi-
tal for assessment,” Gunter says. 

“The challenge for home care nurses is the fact
that no two homes are exactly alike in terms of
the parents’ ability to care for the child,” she
explains. “Homes with single parents or both
parents who are working have to juggle more of
their time and effort to learn how to care for the
child because they are not with the child all day.” 

“We also see difficulties when the primary
caregiving parent becomes ill and the other par-
ent doesn’t know what to do,” Gunter says.

Nurses advise parents about resources

While her agency doesn’t have a social worker
on staff, there are social worker consultants avail-
able for specific cases, she adds. 

“The majority of assistance our families need
are resources for the time when the child ages out
of insurance coverage and needs access to state
waiver programs. All of our nurses have the infor-
mation about resources to help parents obtain the
assistance they need,” Gunter says. 

While it sometimes is easier to make the con-
tacts for the family, it’s important to just provide
information and let the parents orchestrate the
contacts, she points out.

“These children will need lifelong care, and
parents have to assume responsibility for that
care. We can’t allow them to depend upon us to
do things they need to do,” Gunter adds. “We
make it as simple as possible, with step-by-step
information on how to access the services they
need.”

One thing home care nurses need to keep in
mind as they assess caregiver capabilities and
teach the family is the actual makeup of the
group of adults who will provide care. 

“You might be teaching grandparents who are
very comfortable with providing care, but they
will be going back to their home in two months,”
Gunter explains. 

“In this case, make sure that the parent or other
adults who will be the caregiver for the long-term
are assessed thoroughly to ensure that they will
be able to provide care without the assistance of
the grandparents,” she says.

In addition to assessing knowledge and abil-
ity to perform the caregiving tasks, look at the
physical requirements of providing care, Gunter
suggests. 

“If mother is petite and her child is her size or
bigger, how will she physically move the child to
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provide care?” she asks. Finding other caregivers
to help the mother is an option that must be
explored in this case, Gunter adds.

If the nurse believes the parents truly don’t
know how to provide care and can’t be taught,
there are several steps to take, Behnke explains. 

“We work with the case manager and may
arrange a temporary admission to the hospital
while we explore our options,” she says. 

In some cases, the child may be placed in a fos-
ter home that has adult caregivers who can pro-
vide care and [where] the parents still can spend
time with their child, Behnke adds. “The goal has
to be the best care for the child.”

[For more information, contact:
• Karen Gunter, RN, MSA, President, Melmedica

Children’s Healthcare, 17600 South Pulaski,
Country Club Hills, IL 60478. Phone: (708) 335-
3331 or (800) 387-7337. Web site: www.melmed-
ica.com. E-mail: melmedica@aol.com.]  ■

Physicians’ and patients’
right to freedom of choice
By Elizabeth E. Hogue, Esq.
Burtonsville, MD 

Providers increasingly are concerned that physi-
cians may violate their patients’ right to free-

dom of choice of providers.
First, it is important to note that long-term

care, home health, home medical equipment, and
hospice services are provided under the supervi-
sion of physicians, based upon specific orders
from them. 

Because physicians supervise these types of
services, they are at risk for legal liability, along
with providers and staff members, if applicable
standards are not met by providers that the
physicians supervise.

Consequently, physicians have a clear interest
in assuring the quality of care rendered by other
providers to their patients. 

Physicians may, therefore, choose to designate in
their orders which providers are to render services
to their patients to help assure quality of care and
manage their risks of liability.

Nonetheless, all providers, including physi-
cians, are required to abide by their patients’
right to freedom of choice of providers. There are
two sources of this right that apply to physicians:

1. All patients have a common law right based
upon court decisions to control the care pro-
vided to them, including who renders it.
Thus, when patients, regardless of payer source
or type of care, voluntarily express preferences
for certain providers, their choices must be
honored.

2. Federal statutes of the Medicare and Medic-
aid Programs guarantee Medicare beneficia-
ries and Medicaid recipients the right to
freedom of choice of providers.
Medicaid recipients may have waived this right
if they participate in waiver programs. 

When Medicare patients and nonwaiver Medi-
caid patients voluntarily express preferences for
providers, these choices must be honored.

Physicians’ orders, based upon quality-of-care
concerns for specific providers, should be imple-
mented unless patients express preferences to
receive services from different providers. If, how-
ever, patients voluntarily express preferences or
choose providers other than providers ordered by
their attending physicians, patients’ choices over-
ride physicians’ orders and must be honored.

Physicians may then choose whether they want
to supervise services and assume the risk of ser-
vices provided by providers different from those
they ordered.

It is at this point that physicians and their
office staff members must be especially cautious.
If they try to strong arm patients into receiving
services from providers physicians’ prefer instead
of providers chosen by patients, consent to such
services may not be voluntary. 

Statements by physicians or their employees,
for example, that the doctor no longer will care
for them if they do not accept services from the
provider the doctor ordered can amount to
duress, which invalidates any consent by patients
to such services. 

Attempts to force patients to accept physicians’
choices also have ethical implications. Patients’
right to act autonomously may be compromised
by the insistence of physicians or staff members.
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Threat of pandemic makes
draft plan a page turner
Practical, ethical questions dog vaccine, antivirals

The danger of the next influenza pandemic has
become so crystal clear and ever present that

the recently released federal pandemic influenza
plan is considered something of a page turner
among the normally dry reading requirements
for health care providers. The draft document by
the Department of Health and Human Services
(HHS) is being reviewed by many as if it may
have to be implemented all too soon.1

“There isn’t any doubt, the pandemic influenza
proposed plan could not have come at a better
time,” says William Schaffner, MD, chairman 
of the department of preventive medicine at
Vanderbilt University Medical Center in Nashville,
TN. 

“It is commanding the serious attention of
health care professionals and their academic and
scholarly organizations. If it had come at a qui-
eter time, people might have put it [aside]. But
with avian flu looming, I think that this will com-
pel attention and get everyone engaged in the
process. That’s a good thing,” he notes. 

Like an engine trying to start, avian influenza

sputters up annually in Asia and threatens to
complete the genetic reassortment necessary to
unleash a pandemic flu strain on a susceptible
planet. 

The virus has found its way from birds to
humans but, so far, has been unsuccessful in
mutating into an easily transmissible strain.
However, the grim consensus is a spark eventu-
ally will catch fire, and a new pandemic strain
will appear for the first time since 1968. 

“We’re pretty concerned,” says Scott Harper,
MD, a medical epidemiologist in the influenza
branch at the Centers for Disease Control and
Prevention (CDC). 

“These warnings keep raising their heads. We
have had these [recurring threats] since 1997; but
this time, the geographic spread of disease is so
immense that control measures have to be looked
at carefully and differently. For instance, in Hong
Kong in 1997, that was a very closed, defined
population, and you could go in and cull all of
the birds and know that you had gotten rid of the
problem for the time being. But now the disease
is so widespread in the bird population in Asia,
culling is going to be part of the solution; but it is
not going to be the only answer.”

In addition, there was a recent ominous report
that pigs in China have been infected with the
H5N1 avian strain, setting up the classic mixing
vessel scenario where bird and human strains
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From a very practical point of view, physicians
who are serious about quality of care and sound
risk management should talk to patients about
their preferences for providers before they write
orders for specific providers. Patients then will
have an opportunity to understand physicians’
preferences, to express their own choices, and/or
to resolve any differences between physicians
and patients. 

Practitioners who deal with physicians who
insist on writing orders for specific providers
may use a variety of strategies to encourage
patients to choose them or physicians to write
orders for them instead of other providers. 

These strategies include pre-op or preadmis-
sion visits, use of preferred provider agreements,
and use of consulting physician agreements.

Providers who encounter instances in which
physicians and their employees put inappropri-
ate pressure on patients to use providers chosen
by physicians should document carefully any
violations of patients’ right to freedom of choice. 

Documentation preferably should be in the
form of signed statements from patients. These
statements should be forwarded to physicians
with a letter from providers/case managers. A
word to the wise should be sufficient.

Practitioners encountering physicians who per-
sist in pressuring patients, despite their letters
and documentation from patients, may wish to
report violations to both the central and regional
offices of the Centers for Medicare & Medicaid
Services. Such reports should include documen-
tation from patients.

The competition among post-acute providers
continues to heat up. The rights of patients, how-
ever, cannot be trampled despite fierce competi-
tion among providers.

[A complete list of Elizabeth Hogue’s publications 
is available by contacting Elizabeth E. Hogue, Esq.,
15118 Liberty Grove, Burtonsville, MD 20866. 
Phone: (301) 421-0143. Fax (301) 421-1699. E-mail:
ehogue5@Comcast.net]  ■



reassort within and emerge from swine. 
“I guess that result was anticipated; but now

that it has been documented, it raises our level of
anxiety somewhat,” Schaffner continues. 

“Every influenza expert says, ‘It is not a matter
of whether; it is a matter of when [pandemic flu
will emerge].’ You can’t predict the when, which
makes it especially unsettling. As I see it, the pan-
demic plan and the investment that we have to
make in it is kind of crudely analogous to buying
an insurance policy on your home. It’s one of
those things you hope you never have to use, but
you would be unwise not to have it.”

Vaccine production

Similarly, the vaccine manufacturing problem
that drastically has reduced supplies of the 2004-
2005 flu vaccine only underscores how important
vaccine production will be during a pandemic,
Schaffner says. “[That also] comes around at the
right time.

“It provides another stimulus for people to look
at the pandemic plan very seriously. One of the ele-
ments of the plan has to do with trying to enhance
the number of manufacturers of influenza vaccine
and to diversify the way influenza vaccine is actu-
ally created so that you have cell-based mecha-
nisms as well as egg-based mechanism for the
development of vaccines,” he adds.

The sheer size of an influenza pandemic is dif-
ficult to imagine, but it certainly would dwarf the
considerable chaos and concern caused by severe
acute respiratory syndrome (SARS). 

“In past pandemics, influenza viruses have
spread worldwide within months and are expected
to spread even more quickly given modern travel
patterns,” the HHS plan stated. “Pandemic viruses
also have the ability to infect, within a year, one-
third or more of large populations and lead to tens
of millions of deaths.” 

Effect on institutions

How bad would it be for hospitals? Schaffner,
who is an experienced hand in infection control,
considered that question and offered a realistic
assessment.

“Three or four years ago, every hospital in the
city of Nashville was full in the middle of the flu
season,” he says. “In pandemic flu, it would be
much worse. Hospitals have had some taste of
this but have not been stressed to the degree of
severity. Most hospitals have some experience

with the regular annual outbreaks of influenza,
some of which are more severe than others. But if
you’re really talking about pandemic influenza,
we’re in deep trouble, because the health care
facilities of entire communities are going to be
completely dedicated to taking care of people
seriously ill with influenza.”

Schaffner and colleagues partially rolled out
their facility pandemic/disaster plan when
severe community flu outbreaks began straining
hospital beds and resources. 

“Last year, we had a sudden onslaught over a
period of a week of early influenza,” Schaffner
recalls. “All of sudden, we had this big pressure
on beds; the hospital was full; and we began to
see patients back up in the emergency room who
needed admission. We actually activated Phase I
of our bioterrorism/disaster response plan, got
the group together, and discussed what to do,” he
notes.

The hospital put into effect a program to
review the status of every patient who was in the
hospital during the course of one morning, then
attempted to promptly discharge every patient
who did not absolutely need to be in the hospital. 

“We discharged a fair number of people; there-
fore, we were able to admit people from the emer-
gency room,” Schaffner adds. “We did not have to
move into Phase II of our plan, which was to can-
cel elective admissions, discharge a lot [more] peo-
ple, designate certain wards as influenza wards.
We thought of it at the time as a fire drill, as an
exercise that taught us a lot about how our plan-
ning might actually work in real life.”

Infection control measures

While incoming patients will be one consider-
able problem, the prospect of controlling influenza
transmission within hospitals during a pandemic
is equally daunting. 

The HHS plan notes that nosocomial influenza
outbreaks more likely will occur during a pan-
demic because of the large number of patients,
staff, and visitors who will be infected. There will
be difficulties implementing optimal infection
control practices due to increased patient loads,
staff shortages, and use of nonroutine or volun-
teer staff. Schaffner says he is doubtful standard
infection control measures for influenza (i.e.,
droplet isolation precautions) will be that effec-
tive in a pandemic situation. 

“Aside of vaccination, I have never been con-
vinced that what we do during influenza season
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substantially inhibits the spread of influenza in the
hospital,” he explains. “We will go to vaccination if
possible, use of chemoprophylaxis if possible, and
then obsessive attention to hand washing. I think
we might go to things such as limiting visitors in
order to curtail the spread of influenza within hos-
pitals. It’s going to be very serious because I think
conventional infection control is relatively ineffec-
tive when you’re dealing with an infection that can
be spread [so easily]. This infection can be trans-
mitted for 24 hours or even longer before anyone
becomes ill — so you can have a completely well
person in your institution who is a transmitter.
That can be a health care worker, a patient, or a 
visitor.”

Use of antivirals 

Given the infection control challenges, it is
understandable why planners have placed so
much emphasis on rapid vaccine development
and the use of antivirals. The latter likely will be
the primary defense in the interim between pan-
demic emergence and vaccine development.
Given that, some think the plan has insufficient
detail on exactly how antivirals are going to be
produced and distributed.

“The plan is a work-in-progress document,”
says Arnold Monto, MD, professor of epidemiol-
ogy in the school of public health at the University
of Michigan in Ann Arbor. “We need to flesh it out,
and one of the things that concern me greatly is
the issue of stockpiling of antivirals. 

With vaccines, we know there will be delays.
There are scientific problems plus logistic prob-
lems. With the antivirals, there are only logistic
problems. We know that the antivirals, particu-
larly oseltamivir, would work. It is only a question
of how much we are going to have available,” he
adds.

Use of antiviral prophylaxis has been up to 
70% to 90% effective in preventing symptomatic
influenza infection caused by susceptible strains, if
prophylaxis is begun before exposure to influenza,
the HHS plan stated. Also, treatment with one
class of agents, neuraminidase inhibitors, has been
shown to decrease severe complications, such as
pneumonia and bronchitis, and to reduce hospital-
izations. Limitations of prophylaxis and therapy
include drug availability, logistics of delivery to
priority groups, side effects, potential develop-
ment of resistance, and cost, the plan noted.

“Given the limited supply, prophylaxis should
be limited to those who are supporting the goal

of maintaining . . . public safety, providing critical
response capacity, and other essential public
health services,” the HHS plan explained. “Target
groups, to be defined by state health depart-
ments, might include frontline health care work-
ers, public health personnel, those who provide
essential community safety services, workers
culling influenza-infected animals, and those
involved in influenza vaccine manufacture who
are at greatest risk of exposure.”

Current discussions indicate antivirals may be
gathered in push packages ready for rapid disper-
sal such as antibiotics in the Strategic National
Stockpile, Harper says. As antivirals are dispensed
and used, the race to develop a pandemic vaccine
will be critical. 

The plan estimates it will require six to eight
months to produce a vaccine once the pandemic
strain emerges. 

Avian virus is so lethal to poultry that is has
been called the “chicken Ebola,” but Harper says
scientists still will be able to use chicken eggs in
vaccine development. 

“The vaccine that is produced will almost cer-
tainly be done in chicken eggs,” he adds. “The
way that is done is taking a virus and using some
reverse genetic procedures to develop a virus that
is similar antigenically, but it does have the same
pathogenic characteristics so that you can grow
that virus in eggs. Just this sort of procedure is
under development right now with this current
H5 strain.”

Using cell-based culture technology to develop
vaccine without chicken eggs is a goal for the
future, but “if we had a pandemic that started in
the next six to 12 months, that would not be a
major technology used to develop the vaccine. It
would be the reverse genetic process,” Harper
explains.

Who gets first vaccine

Once the first lots of vaccine are available,
there likely will be much greater demand than
supply. Vaccine will need to first be targeted to
priority groups that will be defined on the basis
of several factors. 

These may include: the risk of occupational
infections/transmission (e.g., health care work-
ers); the responsibilities of certain occupations in
providing essential public health safety services;
impact of the circulating pandemic virus on vari-
ous age groups; and heightened risks for people
with specific conditions, according to the HHS. 
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Counseling, support aid
Alzheimer’s caregivers
Relieving harmful stress and depression is the goal

Acombination of counseling and support ser-
vices may reduce the risk of depression in

people caring for a spouse with Alzheimer’s dis-
ease, a new study says. 

The study, published in the May 2004 issue of
the American Journal of Psychiatry, also suggests
that giving spousal support might help people
who are not clinically depressed, but who endure
the chronic stress of caring for someone with the
progressive brain disease.

Other research suggests chronic stress might
damage the immune system and put caregivers at
risk for diseases such as cancer.

The study began with the experiences of two
elderly counselors who had started providing
informal help to spouses in the hallways of New
York (City) University’s (NYU) Alzheimer’s unit.

“We noticed that caregivers often looked very
upset and bewildered,” explains NYU counselor
Emma Shulman, who, at age 91, has plenty of life
experience and a degree in social work to help
her provide guidance to others. 

Shulman and her colleague, 84-year-old

Gertrude Steinberg, began to offer advice to
spouses who were caring for a partner with
Alzheimer’s disease. 

Those hallway-counseling sessions seemed to
help, but epidemiologist Mary Mittelman, DrPH,
and her colleagues wanted to measure the benefit
in a scientific study. The team recruited 406 people
who cared for a spouse with Alzheimer’s disease at
home. Half were assigned to a normal Alzheimer’s
support group and typically did not get formal
counseling. The other half received intensive coun-
seling services: Shulman, Steinberg, or one of the
other geriatric specialists at NYU sat down with
the spouse of an Alzheimer’s patient to assess the
spouse’s situation and recommend services that
might provide some relief. 

The interventions provided by the counselors
included help in arranging respite care to give 
the caregiver a break, or helping a spouse work
through the complicated financial problems that
crop up when a partner can no longer pay the
bills or balance the checkbook. Another individ-
ual session and four family meetings followed
that first counseling session. The NYU staff got
calls every day from spouses dealing with prob-
lems that ranged from the physical demands of
caregiving to financial problems such as how to
pay for home health care, a service typically not
covered by Medicare.
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In other words, tough choices will have to be
made, particularly, when supplies of antivirals
and vaccine both are scarce. 

“Under our current concept of vaccine distri-
bution, the emphasis has always been on individ-
ual protection of those persons at highest risk of
the complications of influenza,” Schaffner says. 

“Well, it could be argued that in a pandemic cir-
cumstance, the people who should be at initial
consideration for getting the vaccine might be
public safety, police, and firefighters, as opposed
to the frail and elderly. There is going to be discus-
sion about that. Likewise, let’s say we have a cer-
tain stock of neuraminidase inhibitors. Should the
drug be used principally for treatment of the very
sick, or should it be used as prophylaxis of people

who are providing essential services?” he asks.
Indeed, it is best to have these difficult discus-

sions now; and by soliciting comment, the HHS
has decided not to simply impose a plan from on
high, Schaffner notes. 

“These are issues that are difficult both prag-
matically and ethically,” he adds. “If there is a
pandemic, they won’t be resolved to everyone’s
satisfaction. There is no perfection here; this is a
very elaborate coping mechanism.”

Reference

1. Department of Health and Human Services, Pandemic
Influenza Response and Preparedness Plan. Web site: www.
hhs.gov/nvpo/pandemicplan.   ■
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Home health policy trends
for 2005 evaluated

The American Association for Homecare in
Alexandria, VA has identified eight of the key

health care policy trends that will affect home
health agencies and home health consumers. 

The trends are:
1. Greater consumer choice for Medicare benefi-

ciaries, including Medicare Advantage plans
and Medical Savings Accounts with high-
deductible catastrophic coverage. 

2. The use of the federal tax code rather than cre-
ation of a new entitlement to address long-
term care costs, including deductions for the
long-term care services for the taxpayer or
dependents and purchase of long-term care
insurance. 

3. Greater reliance on competition and private
sector solutions in the health care arena, e.g.,
Medicare Advantage plans and the new pre-
scription drug benefit. 

4. Acceleration of the consumer-directed care
movement in both Medicare and Medicaid. 

5. Movement away from utilization controls as in
the old HMOs, and toward rewards for better

outcomes in cost savings, quality, and con-
sumer satisfaction (e.g., the new Chronic Care
Improvement Program). 

6. Expansion of pay for performance, including
for home health, based on program savings,
clinical effectiveness, and patient satisfaction. 

7. Greater public reporting of outcome measures,
for more services as well as more measures
reported for providers whose scores are cur-
rently published on the Centers for Medicare &
Medicaid Services’ web page. 

8. Rewards for providers who implement disease
management, practice evidence-based
medicine, and use telehealth and other techno-
logical advances.  ▼

CMS corrections to 
wage index published

The Centers for Medicare & Medicaid Services
has issued a number of technical corrections to

the hospital wage index table that was included in
the final home health Prospective Payment System
(PPS) notice, which was published in the Oct. 22,
2004, Federal Register. 

The new PPS rates are effective Jan. 1, 2005. 
To see the corrected information in the Nov. 30,
2004, Federal Register, go to this web link: http://
a257.g.akamaitech.net/7/257/2422/06jun2004
1800/edocket.access.gpo.gov/2004/04-26174.
htm.  ■
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The researchers gave the caregivers a test that
measured symptoms of depression at the study’s
start and at intervals throughout the five-year
study. They found that after one year, slightly less
than 30% of people in the group that received the
extra help had signs of depression, compared with
45% of the other spouses. The extra-help group
also had fewer symptoms of depression overall.
The positive effect lasted for more than three years
after the initial counseling sessions. The benefit
persisted even after a spouse died or had to enter
a nursing home, according to the study. 

Counselors can help caregivers minimize the
behavioral difficulties caused by the disease.
People with Alzheimer’s can become aggressive
and lash out at a family member. “This is a very
difficult disease to live with,” Mittelman says.

Alzheimer’s disease can affect the entire family,

but spouses can suffer the most, says Sidney
Stahl, an Alzheimer’s expert at the National
Institute on Aging, which helped fund the study.
He urges caregivers to seek help not just with
day-to-day problems, but also with the emotional
difficulty of watching the disease destroy their
partner’s mind.

“They’re literally not the same person,” he says.
“That’s got to be heartbreaking for the caregiver.” 

Tips for caregivers include:
• Learn all you can about the disease and care-

giving techniques. 
• Get help from family members, friends, and

community services. 
• Manage stress with relaxation techniques and

time off. 
• Get an annual physical and take care of yourself. 
• Don’t feel guilty if you can’t do it all.  ■
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CE objectives

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

1. Identify particular clinical, ethical, legal, or
social issues pertinent to home health care.

2. Describe how those issues affect nurses,
patients, and the home care industry in general.

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

CE questions

13. How will unrestricted access to the on-line peri-
odic performance tool from the Joint
Commission help home health agencies,
according to Linda J. Doyle, RN, MHA, director
of Atmore Community Hospital Home Health?
A. Consumers will be able to get up-to-date

information on the agency.
B. Surveyors will be better prepared for their

site visit.
C. Agency staff can use the tool to ensure con-

tinual readiness for unannounced surveys.
D. The information can be used to develop care

plans.

14. Why does John C. Gilliland, an Indianapolis
attorney, recommend that home health man-
agers evaluate the pay structure of employees
who receive per-visit bonuses in addition to
their salaries?
A. Revisions to the Fair Labor Standards Act

(FSLA) have banned this practice.
B. Employees don’t like this approach to pay.
C. Agencies may be overpaying employees.
D. The FSLA requires a significant portion of

income received to be salary, as opposed to
bonus.

15. What are some of the reasons parents of pedi-
atric home health patients are not comfortable
with providing care to their children after dis-
charge, according to Carol Behnke, RN, man-
ager of education and Karen Gunter, RN, MSA,
president of Melmedica Children’s Healthcare
in Country Club Hills, IL?
A. Parents observed but did not provide care to

their child in the hospital.
B. Parents did not receive in-depth training

before the child was discharged.
C. The equipment in the home differed from the

equipment in the hospital.
D. All of the above

16. According to the Department of Health and
Human Services Pandemic Influenza Response
and Preparedness Plan, “Pandemic viruses
also have the ability to infect, within a year,
one-third or more of large populations and lead
to tens of millions of deaths.” 
A. True
B. False

BINDERS AVAILABLE
HOSPITAL HOME HEALTH has sturdy plastic binders
available if you would like to store back issues of the
newsletters. To request a binder, please e-
mail ahc.binders@thomson.com.
Please be sure to include the name of the
newsletter, the subscriber number and
your full address. 

If you need copies of past issues or prefer
on-line, searchable access to past issues, you may get
that at www.ahcpub.com/online.html.

If you have questions or a problem, please call customer
service at (800) 688-2421.Answer Key: 13 C; 14. D; 15. D; 16. A




