
Home environment provides
better atmosphere for learning 
Observation aids in overcoming learning barriers

Education is the backbone of home health care, says Eileen
McFadden, BSN, MN, manager of educational services at VNA
Home Health Care Services in Spokane, WA. It is through education

that the patient’s goals and outcomes are met. 
“It is the purpose of home health care to instruct and assist the patients

in gaining the knowledge and skills to allow them to remain in their own
homes and return to their prior health status,” says McFadden. 

The purpose of home health care is rehabilitation, says Jeanne M.
Martinez, RN, MPH, CHPN, former quality and education specialist at
Northwestern Memorial Home Health Care in Chicago, who now is a
quality specialist with palliative care and home hospice at Northwestern
Memorial.

Sometimes the rehabilitation is short term, in which case patients must
learn a skill such as dressing changes while recovering from surgery. How-
ever, home care staff often work with patients learning to manage a chronic
illness, such as diabetes, in which success has a long-term impact.
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When patients require additional education to use equipment cor-
rectly or to master techniques for managing a chronic disease,

home care is often the solution. Teaching patients self-care can be
accomplished more effectively in the home setting with fewer distrac-
tions. In addition, it is much easier to determine by observation what
barriers to education exist and how to better tailor the education to
patients’ needs. 

EXECUTIVE SUMMARY



“Generally, the focus of home care is to rehabili-
tate the patient or at least get them to a point
where they can continue their own care,” says
Martinez. 

While the educational process is a continuum
of the teaching that took place in the hospital,
often the patient will learn better in familiar sur-
roundings.

“It is becoming well known that if you want a
patient to recover get them back into familiar sur-
roundings where the stress is decreased. The
home is where the best teaching and learning
take place,” says McFadden. 

There are many reasons why teaching in the
home care setting frequently leads to better
results than those achieved in the hospital setting. 

There is no better way to see the whole person
than in home care, says McFadden. 

“We in home care have a very special and
unique role. We are allowed very close, intimate,
and personal contact with the patient and fami-
lies in their situation,” she explains.

By going into the home environment it is easier
to assess what some of the obstructions and barri-
ers to health and learning might be, as well as the
patient’s and family’s values, interests, motiva-
tion, and real goals. 

The home environment is usually less distract-
ing than the hospital where visitors and medical
staff come in and out of a patient’s room all day
and education is interrupted for lab work or
other patient care needs. If there are distractions
in the home, such as small children running
around or a loud television, nurses can work with
patients to eliminate them, says Martinez. 

Connecting choices and consequences

When working with the patient at his or her
home it is much easier to help them see the con-
nection between the choices they make and the
consequences of those decisions. “We can give
patients direct feedback and support in order to
correct their behaviors,” says McFadden.

The feedback can be obtained by contracting
with telemedicine companies that call the patients
frequently to determine if they are making choices
that will result in good health outcomes. 

For example, congestive heart failure patients
learning to monitor their weight and determine
what can cause a sudden weight gain might
weigh each morning and report to a telemedicine
company. If there is a sudden weight gain, home
health would follow up to help the patients
determine the cause and see the link between
their food choices and the sudden spike in
weight. Home health nurses are able to help
patients sort out what may or may not be good
choices for them, says McFadden. 

“The home is where the actual change in the
patient’s behavior needs to take place so the clini-
cians are able to observe the patient’s actual follow
through, or lack thereof. By starting where patients
are, allowing them to see their progress, and
obtain observable goals, long-term results and sus-
tained change are possible,” says McFadden. 

In a hospital setting, clinicians must rely on
information provided by patients concerning such
matters as the ability to purchase medications and
nutritional food or whether patients have family
support. When in the home setting, a team from
home health can observe barriers to education and
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recovery. Home health nurses become very good
at assessing situations quickly, says McFadden. 

Family dynamics can be either supportive or
challenging, she says. 

It is easier to know what would motivate a per-
son to comply with treatment regimens and
instructions when in a person’s home, says
Martinez. For example, they may be motivated to
complete certain exercises so they will be able to
walk because they have a garden with many
walking paths they want to enjoy again. (To learn
how to use the home environment to improve
cultural assessments, see article below.)

Because nurses return to the patient’s home time
and again for repeat visits they are able to observe

the patient’s progress after he or she has had time
to practice a technique such as insulin injection.
Often people think they will not be able to master a
skill but a home health nurse can help them
through the process until they have a sense of con-
trol. In addition, patients can call the home health
agency when they have problems, says Martinez. 

Also, home health nurses can help patients
become better organized to handle the changes in
their lives that must occur in order for them to
live with their illness or health problem. 

For example, taking 10 medications can be
very overwhelming, yet a home health nurse can
help patients organize them in a way that works.
In a two-story home patients might keep the
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Cultural cues important 
in home health care
Come armed with cultural knowledge

When a home care patient is from another
culture it is a good idea to learn as much

as possible about his or her cultural beliefs
before the visit, says Jeanne M. Martinez, RN,
MPH, CHPN, former quality and education spe-
cialist at Northwestern Memorial Home Health
Care in Chicago and now a quality specialist
with palliative care and home hospice at
Northwestern Memorial.

“Find out as much about the general cultural
values and beliefs as you can, but then be very
cautious you don’t assume each patient and
family member ascribe to all of those values and
beliefs because often they don’t,” says Martinez. 

People are acculturated at different rates.
There may be a lot of differences in the same
family between who is acculturated and who
has more core values and beliefs of the culture
from which they came, particularly between
generations, says Martinez.

“It is very important to always do an individ-
ual assessment and not assume because the cul-
ture at large believes X that your individual
patient believes that as well. But if you observe
some customs in the home at least you have
some background information of where the
patient might be coming from,” says Martinez. 

For example, the home may have several reli-
gious artifacts that signal a person’s faith is
important to them. Or the female patient may be

wearing a traditional, floor-length dress that sig-
nals privacy issues are important. A nurse raised
in the United States may think nothing about
exposing the lower leg to examine a wound
with a male in the room, however in other cul-
tures that action may not be acceptable.
Therefore it is wise to ask first, says Martinez. 

Cues to appropriate behavior can also be spotted
with careful observation. For example, if everyone
has their shoes lined up at the door the home care
visitor should take his or her shoes off, too.

Sometimes it is a good idea to curtail certain
behavioral habits if it is uncertain how a person
from another culture will react to them. “You
may be the type of person who puts your arm
around a patient and hugs them routinely; how-
ever in a culture you are not familiar with that
might not be the thing to do,” says Martinez.
“You need to be careful about how you touch
people.” 

Another obstacle to teaching a patient from ano-
ther culture could be a language barrier. Interpre-
ters sometimes accompany home health nurses to
the home of a patient but when this is not possible
telephone interpreter services can be used instead. 

Pictures come in handy as well, says
Martinez. She likes to have pictures to help rein-
force education in any home but for patients
who do not speak English or have low literacy
skills they are vital teaching aids. 

When two people do not share the same cul-
tural expectations and do not know what to
expect from each other the home visit can be
tense; it is important to come armed with as much
knowledge of the culture as possible. It is also a
good idea to bring teaching sheets in the patient’s
native language as well, says Martinez.  ■



medicines they take at bedtime in the bathroom
next to their bedroom and their morning medica-
tions downstairs. 

“Nurses can do a lot with patients to help them
become better organized in their home setting,”
says Martinez. 

Successful teaching sessions

Teaching sessions can be very successful
because the home health nurse sets up the time for
the visit in advance and is able to discuss with
patients what they will need to be ready to learn,
as well as the information to be covered. For exam-
ple, the nurse may want to go over the patient’s
ability to monitor his or her blood glucose levels. 

Before a visit, the nurse will determine whether
or not patients have been able to get the equip-
ment they need, such as a blood glucose meter. If
patients cannot get the equipment the nurse will
find resources to help them obtain supplies. 

Also, the nurse can make sure everyone who
needs to be present at the time of teaching will be
in the home. In home health it is important that a
family member or other caregiver be in the home at
the time of the visit to learn as well, says Martinez. 

Valuable teaching sessions in the home setting
also depend on accurate documentation of patient
education. When multiple nurses are visiting the
patient, as well as physical and occupational ther-
apy, communication must take place so each disci-
pline knows not only what was taught but also
what teaching must be reinforced, says Martinez. 

If educational needs are not well documented
insurance companies may deny subsequent visits
because the need is not evident, she adds. 

Indeed, in home health it is important to be
goal- and objective-oriented and make every visit
count because insurance companies can limit the
number of visits, says McFadden. It is important
for members of the health care team to know that
a certain portion of the education has been com-
pleted and the objective has been met. 

“Documentation of the education in the home
is critical so we stay on task to help the patient
reach these goals in as short a period of time as
possible,” says McFadden. 

To help with documentation and make sure
objectives are met, care pathways are often used
at VNA Home Health Care Services. “Care path-
ways also help members of the team assess where
the patient is and determine where he or she
wants to go,” explains McFadden. 

It’s important to communicate with the physi-

cians who are seeing the patients as well, she adds.
“We use liberal amounts of faxes to keep the

physician apprised of the patient’s progress. The
physician is key in developing the plan of care,”
says McFadden. 

Yet, communication is not limited to home
health teams and the patient’s physician. It begins
at the point of discharge between home health
care and discharge planners at the hospital. 

It’s a good idea to have a copy of the written
discharge instructions so there is consistency in
what was taught at the hospital, says Martinez. It
also is important to have the protocols from physi-
cians on what they want their patients to be
taught, especially for patients recovering from cer-
tain surgeries, such as hip replacement or under-
going certain treatments, such as chemotherapy. 

When multiple services are involved with
patient care it is helpful to provide patients with
a folder to keep all their instructions and hand-
outs together. 

“The more the hospital and the home care
agency or the physician’s office and the home
care agency can communicate the better it is for
the patient,” says Martinez. 

Although hospital clinicians try to provide all the
necessary instruction to patients before discharge,
they do not always retain all they have been taught,
says McFadden. Therefore it is important for a
home care agency to know what has been taught
during the hospital stay so they can reinforce the
teaching. In addition, it is important to know what
triggered the hospital admission so the issue can
become a focal point for teaching, she says.

“Our goal is to delay, reduce, or eliminate re-
peated hospitalization by helping the patient un-
derstand the process. Only by instruction and
education can the causes of the changes in their
health status become known to them so they can
learn disease management,” explains McFadden.  ■
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For more information about achieving teaching outcomes
through the use of home health care, contact:

• Jeanne M. Martinez, RN, MPH, CHPN, quality spe-
cialist with palliative care and home hospice, Northwestern
Memorial, 251 East Huron, Feineberg Pavilion, Chicago, IL
60611-2908. Phone: (312) 926-4590. E-mail:
jemartin@nmh.org.

• Eileen McFadden, BSN, MN, manager educational
services, VNA Home Health Care Services, 3901 E. Main,
Spokane, WA 99202. Phone: (509) 534-4300.
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Use dedicated nurses 
to create teaching plan
Cardiac patients assessed for educational needs 

An educational process at Sacred Heart
Medical Center in Spokane, WA, ensures

that cardiac patients admitted to the hospital
receive the appropriate teaching. 

To complete the education in a timely manner, a
teaching plan is set in place. That plan is commu-
nicated to the appropriate people, educational
materials are used to reinforce teaching, teamwork
is emphasized, and referrals are made to home
health and rehabilitation programs when needed.

A small cardiac rehabilitation department is
located on the cardiac unit that includes two
inpatient floors and an outpatient observation
floor. Every morning the patient roster is sent to
the cardiac rehabilitation nurses that staff the
department. They review the patients’ charts to
determine why they were admitted and what
education should be provided. 

“We set the plan for the nursing staff. The
nurses do a lot of patient education but we also
work with the patients,” says Gladys Evans, RN,
BSN, CCRN, a cardiac rehabilitation nurse at
Sacred Heart Medical Center. 

In order to make sure that all patients with heart
disease are identified the case management staff on
other units alert the cardiac rehabilitation depart-
ment when they have a patient with primary heart
failure, says Evans. In addition, the lab department
sends the results from all B-type natriuretic peptide
tests so the cardiac rehab nurses can review them
and determine if the patient is having pulmonary
problems or has congestive heart failure (CHF). 

Identifying CHF patients on other units is a
priority because heart failure is one of the health
care quality initiatives at Sacred Heart Medical
Center. 

To determine the plan for education the cardiac
rehab nurses look at the diagnoses, read through
the chart to find out why patients were admitted,
pull lab results together, and review family history. 

Instruction follows the information provided
to patients in a three-ring notebook titled Living
with Heart Disease. All cardiac patients receive this
notebook when admitted. Staff have a similar
notebook that covers what needs to be taught for
each particular diagnosis. For example, if the
patient had a heart attack, teaching would cover

such information as risk factors for heart disease
and home exercise guidelines. 

The notebook is kept at the patient’s bedside
and the cardiac rehab nurses, as well as the floor
nurses, encourage patients and family members
to read and re-read the sections that have been
highlighted.

“I sit down with them and say, ‘This is the
information I would like you and your family to
read. These are the key points that I am going to
talk to you about.’ I start with general topics and
then the next time I see the patient I go a little bit
further into that topic,” says Evans. 

For each topic in the notebook the hospital
developed accompanying videos that run eight to
10 minutes. They are shown through the closed-
circuit television system. Patients read certain
sections of their notebook, watch a video, and
discuss the information with a nurse.

If patients have a lot of questions about a par-
ticular topic, a specialist is called in for more in-
depth teaching. Frequently Evans has a dietitian
provide specific information.

“I try to have the patient think about how they
typically cook, what they typically eat, what they
typically buy for groceries so our dietitian can
help them make one or two changes that will
make a difference,” says Evans. 

The health care facility has a computerized clini-
cal documentation system so education can be eas-
ily tracked. In addition, discharge instructions are
entered in the system as soon as a cardiac rehab
nurse evaluates the patient to ensure educational
needs will have been met by the time of discharge. 

Three times a week a 45-minute discharge class
for patients who have had open heart surgery is
available for family members and patients to
attend. Evans says heart surgery patients often
are not well enough to come to the class until
they are ready to be discharged. However, she
encourages family members to attend as soon as
the patient has been transferred out of the cardiac
intensive care unit so they can go over the dis-
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For more information about creating teaching plans for
cardiac patients to ensure a safe discharge, contact: 

• Gladys Evans, RN, BSN, CCRN, cardiac rehabilita-
tion nurse, Sacred Heart Medical Center, 101 West Eighth
Ave, Spokane, WA 99220-4045. Phone: (509) 474-5454.
E-mail: EvansG@shmc.org. 
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charge instructions in advance.
“In this way they know how to care for the

incision and they know what activity their family
member is supposed to do so I think it helps alle-
viate a lot of anxiety also,” says Evans. 

It is important to include family members in
the education as much as possible so everyone
knows the plan of care, she explains.

Part of the discharge process is to refer the
patient to an outpatient cardiac rehabilitation
program close to where they live. Patients are
asked to give their permission for a community
program to contact them. 

“We let each community program talk with the
patients, and they can determine if they can be of
service but it is an important link to making sure
patients get information they need. Our hospital
services quite a few outlying communities,” says
Evans.

These communities include eastern Washington,
northern Idaho, and a portion of Montana and
Oregon. 

It’s important for patients to have a resource es-
pecially if they have CHF, says Evans. These pat-
ients need to take their medication correctly, follow
a low-salt diet, and weigh themselves every day.
Often they don’t realize that if they gained two to
three pounds in a day it is extra fluid and they
might have to get medical advice before they are
short of breath and must be admitted to a hospital. 

The notebooks that patients take home with
them also provide a quick point of reference.
They help provide that continuum of education
should a patient require home health service fol-
lowing discharge, says Evans. 

“When patients are in the hospital they are ill
and stressed. That is why we repeat information a
lot. They may not hear it the first time but each
time you talk with them they pick up a little bit
more information,” says Evans.  ■

Case managers need to
focus on communication
Clients should understand the roles of CMs

Nine years after an automobile accident left
her a quadriplegic and seven years after
she had a mastectomy following a diag-

nosis of breast cancer, Janet Brown, RN, BSN,
BA, CPHQ, FNAHQ, was surprised to learn that

case management services were available
through both her independent practice associa-
tion (IPA) and HMO.

“I have been amazed that at no point in my
injury or illness did the IPA delegated by the
HMO to provide all care and services ever con-
tact me or do anything for me other than issue or
deny authorizations. Even though I have a dis-
abling injury and multiple diagnoses, there is
nothing in the computer system, or that of the
HMO, that triggers a need for help in navigating
the health care system,” says Brown, principal of
JB Quality Solutions, a Pasadena, CA, health care
quality educational company, and past president
of the National Association for Healthcare
Quality.

It was only when she called to advocate for a
woman with multiple sclerosis who had been
denied an appropriate, but more expensive, new
wheelchair that Brown found out the IPA has a
case management division.

“I had been working with this IPA for nine
years and I didn’t know the case management
division existed. I’m a nurse and a quality profes-
sional, but it still was difficult for me to coordi-
nate my own care. When you’re a patient and
you are dealing with the daily impact of a life-
changing injury or illness, you need someone to
explain the options available within the specific
insurance company and help coordinate the next
steps,” she says.

When her breast cancer recurred two years
ago, the hospital case manager communicated
directly with a case manager in her IPA.

“The IPA did follow up on me when I was
going through the second cancer experience. It
was encouraging that there was clearly organized
support for breast cancer patients through case
management this time, although they were not
aware of my spinal cord injury,” she says.

Brown’s experiences point to a serious lack of
communication between case managers and the
public and a lack of understanding of the benefits
of case management by some managed care
administrators, says Cathy Mullahy, RN, BS,
CRRN, CCM, president of Options Unlimited, a
Huntington, NY, case management company.

“Case managers communicate well, but often it
tends to be among ourselves and other people in
the health care profession. We want to do a better
job communicating with those who need to know
we are available,” she says. 

Often case managers in a managed care organi-
zation are working with case managers on the
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provider side to take care of patients’ needs but
the patients never know it because they are never
brought into the circle of communication,
Mullahy points out.

“When I speak at seminars and workshops, it
amazes me that there are case management pro-
grams where case managers rarely, if ever, speak
to the patients,” she says. 

Case managers need to start educating all
health care stakeholders — patients, family mem-
bers, as well as their own company’s administra-
tion — about the services they can provide, says
Mullahy.

For your company’s management, she recom-
mends including personal stories of how a case
manager helped a patient in outcomes reports
you prepare for in-house administration, she sug-
gests. 

“Case management departments need to
report on savings and outcomes; at the same
time, they need to include anecdotal information
with the facts and figures to help their employers
see that case management can make a differ-
ence.” 

Case managers, by definition, are clearly
responsible for collaborating with patients, fami-
lies, and health care professionals to promote a
good outcome, Mullahy points out. “How can
you collaborate with your clients and advocate
for them if you’re not talking with them?”

If you haven’t been talking with the people
whose care you’re managing, start one case at 
a time, she suggests. “You’ll get better informa-
tion from a give-and-take conversation with the
patient.

“Further, nurses and physicians benefit when
case managers share the information gained from
talking to the patient,” Mullahy adds.

The public needs to know that even if their
insurance company doesn’t have a case manager
they can contract with independent case man-
agers to help them navigate the health care sys-
tem and choose the best treatment options, she
notes.

Any person with a catastrophic injury could
benefit from case management. Even in organiza-
tions that have case managers, there still are peo-
ple who fall through the cracks if the patient or
family member doesn’t ask for a case manager,
Mullahy says.

“As case managers, we need to get the word
out there so when there is a person with a catas-
trophic injury or serious illness, they’ll know to
ask for a case manager,” she adds.

Case managers in the insurance industry
should learn how they can best be involved in
chronic cases and ensure that there is a mecha-
nism for them to be informed when patients need
case management, Brown says.

“Based on my experience, it seems that case
managers need to make sure the information is
accessible to them and that they become accessi-
ble to the patient. This will enable them to help
walk the patient through the process,” she says.

Brown’s injury and subsequent illnesses have
left her with daily challenges that she’s been able
to manage with some difficulty because of her
background in health care, but she wonders how
other people cope if they are bewildered by the
health care system.

“I have multiple problems that are chronic.
You’d think the company would want to manage
my care just for the sake of controlling costs,” she
explains.

Following Brown’s injury, the durable medical
equipment vendor helped her get a wheelchair,
and the only follow up she had after discharge
was from the rehab facility’s social worker.

“That’s when I could have used a case man-
ager to advocate for me to get me the equipment
and services I needed. It’s pay now or pay later
for the person in a wheelchair. The goal should be
to make them as functional as possible and spend
money up front, rather than later,” Brown says.

Even in situations where the caseload is too
high for personal contact with every patient, case
managers should look at their cases and start pri-
oritizing those for which patient contact is essen-
tial, Mullahy suggests.

“Look at the most complex cases. Start work-
ing on those one case at a time and showing that
different levels of involvement get different
results,” she says. In some companies, referrals to
case management are diagnosis-driven, but that
may not be the best way to select patients whose
care needs coordinating, Mullahy adds.

For instance, not every patient with breast can-
cer needs a case manager. Someone with cancer
in the early stages, who has a strong family sys-
tem and knows how to advocate for herself may
not need the services. On the other hand, a
patient with no family support group who
requires complicated care could benefit from a
case manager.

Stratification is the key to a successful case
management program because not everybody
needs the same approach, Mullahy points out.

For instance, if a patient has a limited phar-

December 2005 / PATIENT EDUCATION MANAGEMENT™ 139



macy benefit and needs expensive medication,
the case manager should contact the manufac-
turer to see if there is funding for patients who
are underinsured. 

Be aware of all the community resources that
are available. Even if case managers don’t have
the time to spend with individual patients, they
can refer them to support groups, churches or
web sites that provide information and help.

“One role of the case manager is to always
encourage self-advocacy in patients. We know
that case managers can’t always reach out to
every individual, but they can see to it that their
company’s web site includes information on how
people can get the help they need,” she says.

Brown points out that case managers have 
the potential to make a huge difference in the
lives of their clients by helping them understand
our increasingly complex health care system. 

“Case managers are a key solution in the
health care non-system we have today. They can
help manage the patient/client flow, the informa-
tion flow, and the material throw that make
health care either integrated and coordinated or
fragmented and dysfunctional. They must advo-
cate for their role as fervently as they are called
upon to advocate for their patients and clients,”
Brown says.  ■

Staff move patients
through the continuum
Daily dashboard monitored throughout the day

At Good Samaritan Hospital in Baltimore,
support staff collaborate with case managers

to follow up on tests, consultations, evaluations,
and other procedures, making sure anything that
could impede a patient’s progress is carried out
in a timely manner.

On a “daily dashboard” on the electronic case
management system, case managers enter “rate-
limiting” procedures that have to be performed
before the patient can move to the next phase of
care. The support person monitors the dashboard
throughout the day and contacts the ancillary
department whenever a procedure has to be com-
pleted before the patient can progress in treat-
ment or discharge.

“In many places, case managers simply iden-
tify delays after they happen, retrospectively. We
are taking that same reporting process to a con-
current level. Most often these delays surface
because of poor orchestration or scheduling,”
says Steve Blau, LCSW-C, director of case man-
agement.

Case managers are good at identifying medical
management barriers that impede a patient’s
progress, but they don’t have enough time to
communicate with all the ancillary departments
necessary to get all of the tests and procedures
completed to keep patient flow moving, he says.

“If case managers have to make a number of
phone calls to get any number of consults started
and also have to negotiate a patient’s place on an
ancillary department’s schedule, they don’t have
time to see their patients. This system allows
them to identify a problem and signal through an
automated system for the support person to fol-
low up,” he says.

The case managers use their clinical judgment
as to what priority the procedure should have.
For instance, a patient who needs a physical ther-
apy consult and is expected to be in the hospital
for a couple additional days will have a lower
priority than a patient who is closer to discharge
and the same evaluation is necessary to deter-
mine an appropriate disposition.

“Whatever operational barriers exist, we are
making sure the staff are alerted. We have the
clerical staff make the calls because the case man-
agers simply do not have time,” Blau says.

Good Samaritan’s support person has a high
school education, computer skills, and “incredi-
ble people skills. She networks with the clerical
staff in other departments and makes it work,” he
says. 

When the case manager indicates that a proce-
dure needs to be performed quickly, the clerical
person in case management contacts the clerical
person in that department and takes an active
role in making the appointment and ensuring
that the patient is moved up on the schedule.

Without smart systems, people who work in
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the ancillary departments don’t always have a
clear understanding of patient priorities and
often take patients in the order that the orders 
for procedures come in.

“Ancillaries are only as effective as the system
that is in place to help them be effective. We chal-
lenge them to think about their schedule and give
them the information they need so they can meet
the priorities of the hospital,” he says. The goal,
ultimately, is to provide timely information to
allow ancillaries to self-organize around patient
needs and priorities.  ■

Nurse line checks up on
patients after discharge
Referrals made for patients who need follow-up

When a case manager or social worker at Saint
Luke’s Medical Center is concerned about a

patient who is being discharged, he or she asks the
RNs staffing the hospital’s Nurseline to make a fol-
low up call after the patient gets home.

Since the program began in May 2004, more
than 100 patients have been referred to the
Nurseline for follow up and only eight of these
have been readmitted — none for anything con-
nected with the original admission, says Anita
Messer, RN, MHSM, ACM, director of care inte-
gration for the Kansas City, MO, hospital.

The Nurseline originally was created so patients
could call in with questions after they left the hos-
pital. The program has been revised to include out-
bound calls for patients who are flagged by case
managers or social workers for post-discharge tele-
phone calls. The initiative is budget-neutral since
the hospital already had the Nurseline in place.

“These are patients we’re concerned about after
they leave the hospital. They aren’t sick enough
for home health care, but the social worker or case
manager has identified some issue about their
safety. They may not understand their discharge
instructions and may need more help with this
after they get home,” says Melissa K. Thomas,
RN, MSN, CPHQ, clinical project manager.

The hospital has follow up for patients with
some chronic diseases, such as congestive heart
failure, but there are others who need assistance
but don’t qualify for post-discharge services.

“One of the main goals of the program is to
catch patients who in the past may have fallen

through the cracks. These are other patients who
are not sick enough to qualify for home health or
other services but are at risk for having to be read-
mitted if they don’t make a doctor’s appointment
or get their prescription filled,” Thomas says.

The order in which the discharged patients are
called is based on an acuity system.

If a nurse or case manager identifies a patient
as high acuity, the process is followed to flag
Nurseline, and the patient is called the day after
discharge.

If patients are low acuity, the Nurseline nurse
calls them a few days later to make sure they are
taking their medication, that they’ve scheduled a
follow-up appointment with their physician, and
are experiencing no signs or symptoms that
might indicate complications.

When a case manager or social worker identifies
a patient who meets criteria, they put it in the
chart. The information assistant (or unit secretary)
flags the patient on the electronic medical record
and faxes the discharge summary to the Nurseline.
The fax includes information about the acuity level
of the patient’s follow-up needs, what follow up
should be done, what medications were pre-
scribed, and what the discharge instructions are.

“This initiative allows us to follow our patients
after discharge and gives the nurses, the case
managers, and social workers peace of mind.
We’ve been able to prevent complex medical
problems from occurring and to ensure that the
patients are doing everything they need to do to
recover quickly,” Messer says.

For instance, when the Nurseline nurse called a
man who was recovering from cardiac surgery, he
reported having chest pain, which he thought was
normal. The nurse evaluated his pain, determined
it wasn’t normal, and made an appointment with
his physician, who adjusted the medication, poten-
tially preventing a readmission down the road.

Another patient who had a surgical procedure
reported a fever several days after discharge. The
Nurseline nurse got her an appointment with her
physician and it was determined that she had a
postoperative infection.

If the Nurseline nurses feel it’s needed, they
make an appointment for the patient to see their
physician. In some cases, they call the physician
and ask for a home health visit if the patient is
homebound or doesn’t have transportation.

Patients who are designated high acuity may
be those on multiple medications who seemed
confused about which to take when. They may
live alone in a rural area or be someone who has
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had frequent readmissions.
“This is a transitory town. We have a lot of

seniors who don’t have family around. The nurse
line gives us a checkpoint to make sure they’re
safe and understand their discharge instruc-
tions,” she says.  ■

Benchmark study identifies
frequency, causes of falls
Medication changes, pain cause more falls 

Although home health agencies have focused
on falls in the home for many years, their

importance was brought into the spotlight when
the Joint Commission on Accreditation 
of Healthcare Organizations included that cate-
gory in the 2005 National Safety Patient Goals.

With an average fall rate of 5.1% for a total of
7,622 patients assessed during the first year of the
Patient Fall Reduction Benchmarking Project and
an average of 8.1% of patients who fell requiring
emergent care for hip fracture, the importance of
reducing falls in home care is apparent, says
Janice Roush, project coordinator for the
Missouri Alliance for Home Care in Jefferson
City, one of the participants in the study.

Mary Calys, MSPT, rehabilitation supervisor for
North Kansas City (MO) Hospital Home Health,
agrees with that assessment. “Home health agen-
cies have always tracked patient falls and collected
a lot of data, but we never had any benchmarks to
which we could compare our own agency.” 

To address that need, the Missouri Alliance for
Home Care put together a group of agency repre-
sentatives who began meeting in June 2003 to
identify existing research related to falls in the
home and pertinent risk factors, Calys says.

“There are now 29 agencies that participate in
our falls reduction project,” Roush notes. The
agencies, which represent 10 states, collect and
submit data on patient falls quarterly, she notes.

The data are compiled into an overall report 
for all agencies and also are split into reports that
show agencies how they rank according to type 
of agency such as freestanding or hospital-based,
Roush explains. The cost for participation in the
project is $300 per year and includes data collec-
tion forms, questionnaires, and telephone support.

As with any benchmark study, it was critical to
make sure the data were collected in the same

manner in all agencies, Calys continues. “We
spent time defining falls, defining witnessed and
unwitnessed falls, and making sure our forms
were clear and easy to understand,” she says.

Defining a fall as “an unintended change in
position that results in coming to rest on the
ground or lower level” was essential to ensure
accurate collection of data, Calys explains.

“A patient might tell a nurse that he or she had
a near miss, but didn’t fall,” she says. The near
miss might mean that the patient fell but landed
on a bed or a chair, Calys adds. “Even if the
patient didn’t land on the floor, it is a fall because
the patient would have landed on the floor if the
bed wasn’t there.” 

Another difference in the data collection for
this project is that witnessed and unwitnessed
falls are counted, Roush explains.

“We discovered that agencies were document-
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Know these top 10 risk 
factors for falls in the home

One of the first steps in developing a bench-
marking study to collect data on falls is to

identify risk factors that can help home care
employees prevent falls, says Mary Calys,
MSPT, rehabilitation supervisor for North Kansas
City (MO) Hospital Home Health. Members of the
Falls Prevention Benchmarking Task Force of
the Missouri Alliance for Home Care in Jefferson
City spent many months reviewing existing
research to identify the most common risk fac-
tors.

It’s not surprising that home care agencies
should be concerned with falls prevention
because the risk factors can be found in most
home care patients, especially the elderly, Calys
says. The 10 most common risk factors for falls in
the home are:
1. age 65 or older;
2. prior history of falls within three months of

home care;
3. environmental hazards such as electrical cords

that can trip someone or rugs that slip easily;
4. cognitive impairment;
5. decreasing functional status;
6. incontinence;
7. use of four or more medications;
8. visual deficit;
9. pain that affects level of function; and
10. three or more coexisting conditions. ■



ing falls witnessed by nurses or other home care
staff members such as physical therapists, but not
documenting falls that the patient or the family
caregiver might mention,” she says.

“Excluding the unwitnessed falls from the data
does not give an accurate picture of falls risks
because the majority of falls are not witnessed by
the health care provider,” Roush notes.

Nurses and therapists ask patients and their
family members if they have fallen since the last
visit, Calys points out. The falls reported to the
nurse are listed as unwitnessed and included in
the overall report, she says.

“The average percentage of unwitnessed falls
for 2004, the first year of collected data, was
92%.” This demonstrates the importance of docu-
menting all falls, including unwitnessed falls,
Calys adds.

Patient and family education is important to
make sure falls are reported to nurses, she says.
While patients may be reluctant to report falls
because they are afraid that a fall means that they
cannot stay in their home, a nurse can reassure
patients that a fall doesn’t mean admission to a
nursing home, Calys notes.

“We explain that we want to know about all
falls so that we can take steps to keep the patient
in the home. We also emphasize the fact that
patients who have fallen once are at increased
risk to fall again,” she says.

It is important that patients and their families
understand the risk factors for falls, Calys says.
(For a list of risk factors, see box p. 142.)

“We also make sure our employees know the
risk factors so that they will be able to identify
them when they are in the home,” she adds.

They don’t educate home care nurses only but
also make sure all therapists and aides attend
educational sessions related to falls, Calys notes.
“Any agency employee in the home is responsi-
ble for identifying risk factors.”

Participants in the benchmarking project have
started looking at trends associated with falls to
see what programs agencies can put into place to
reduce the risk, Roush says.

“We have added questions to our reporting

form that ask nurses to document patient medica-
tions at the time of the fall,” she adds.

The questions ask how many medications the
patient is taking, how many pain medications are
taken, and if there was a change in any medica-
tion prior to the fall.

They’ve learned that a change in medication is
an important risk factor for a fall, Calys explains.
“Not only are the number and type of medica-
tions taken by the patient important, but if there
is a change in the dose or if an additional medica-
tion is added, it can affect the patient’s balance
for up to two weeks,” she says.

Nurses at North Kansas now call a patient on
the day of a doctor visit to ask if there were any
medication changes, Calys says.

“If there is, the nurse will explain that the
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patient’s body may need a week or so to adjust to
the new medication so the patient will be at
higher risk to fall,” she explains.

“The nurse will advise the patient or the family
caregiver to be more aware of the risk.” If there is
any indication that the patient is unsure of the
proper way to take the medication, or seems to be
experiencing side effects, the nurse will schedule
a visit, Calys adds.

Her agency also is looking at options to pain
medications. “The popular way to treat pain is to
pop a pill,” she admits. “Unfortunately, when an
elderly patient is on four or more medications
and at least one is a narcotic for pain, you have a

higher risk for dizziness, balance problems, and
confusion.”

They are investigating other pain treatments
such as ultrasound, electrical stimulation, and
massage, she adds. Review of the data collected
for the falls prevention project did provide one
surprise, Calys notes.

“As a physical therapist, I always focus on a
thorough assessment of the patient’s environment
to remove any potential causes of falls,” she says.
“The data from the agencies show that environ-
mental factors are a very low risk factor for falls.”

One reason for the low risk may be the years of
focus on the environmental factors and education
of patients and families by home care nurses and
therapists, Calys explains.

“I believe these data show that we’ve done a
good job addressing one risk factor for falls,” she
adds. “Now we need to identify and focus atten-
tion on other factors.”  ■
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CE Questions

20. Teaching in the home setting can be 
beneficial
for which of the following reasons?
A. Home environment less distracting.
B Barriers to education more easily assessed.
C. Can show choice consequence connection.
D. All of the above.

21. When teaching in a home setting cultural cues
can often be found by observing which of the
following?
A. Religious artifacts
B. Family wears traditional clothing
C. Family takes off shoes at door
D. All of the above

22. Which of the following is not one of the top 10
risk factors for falls in the home, according to
Mary Calys, MSPT? 
A. Decreasing functional status
B. Use of two or more medications
C. Visual deficit
D. Incontinence

23. At Good Samaritan Hospital in Baltimore,
what is the role of the support person?
A. Faxing in insurance information
B. Ordering durable medical equipment
C. Arranging patient transportation
D. Following up on tests and other barriers to
discharge

Answers: 20. D; 21. D; 22. B; 23. D.
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