
Get more bang for your buck by
adopting technological advances
Web pages, e-learning, telehealth offer new ways to improve bottom line

Home health agencies still provide personalized care for patients
in their homes, just as they always have, but technological
advances have improved the way that agencies manage and

documents that care. Point-of-care computers, cell phones, automated
billing systems, and electronic medical records are all technology-
related advances that have improved efficiency and productivity for
home health agencies.

While home health managers are upgrading their technological capa-
bility to offer telemedicine services and make it easier to collect and
manage the increasing amount of information needed for each patient,
there is less attention paid to the use of electronic marketing activities
and Internet-based staff education, according to experts interviewed by
Hospital Home Health.

Even with the number of home health agencies that are increasing
their use of technology to support staff activities, the home health
industry is behind the curve compared to the way other industries and
other areas of health care use technology to promote home health ser-
vices and reach referral sources, says Michael Ferris, partner, Home
Care Marketing Resource Group, a Chapel Hill, NC-based consulting
firm. “At this time, the typical home health patient is not computer-
savvy and does not use the Internet to find an agency; but as we see
more adult children who are computer-savvy take a greater role in find-
ing care for their parents, home health agencies are finding that elec-
tronic promotion is one way to get a lot of bang for their buck.”

The most obvious first step in marketing your agency electronically is
development of a web site. If you are a hospital-owned agency and your
web page is part of the hospital’s overall web site, check it out carefully,
suggests Ferris. “The most important part of marketing on the Internet is
to make your web page easy to find,” he explains. Unfortunately, for most
home care agencies that are included on their hospital’s web site, it is not
easy to find the home care page, he says. 

One way to see how accessible your information is to the public is to
pretend you are not familiar with the web site and look for your home
health page, suggests Ferris. You also can ask a neighbor or friend who
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is not familiar with the web site to find informa-
tion on the home health agency. “If you discover
that your page cannot be easily found, talk to the
hospital’s webmaster to see what changes can be
made,” he suggests.

“You can also find out if the agency can set up
its own web site to make information more acces-
sible,” he adds. 

Market web site

Once you set up a web site, or make your page
easier to find on the hospital’s site, be sure to
include the web address in all marketing materials,
says Ferris. “You want to use your web site to

gather information as well as give information,” he
says. “A good web page starts a conversation with
the consumer.” Offer consumers a chance to request
information about your agency and offer something
free that you can mail or e-mail to the consumer, he
says. That offering could be a list of tips for select-
ing the best home health agency, he suggests.

“Collect names, addresses, and e-mails, but
include a disclaimer that this information will not
be sold or used by any other organization,” Ferris
recommends. This information can be used to
build a list of names to which you can send
newsletters, tips for home health patients, or any
other useful information that will keep the per-
son connected to your agency, he explains.

To make your web site most effective, keep it
simple, emphasizes Ferris. “People usually try to
do too much,” he says. “Be sure you focus on the
message you want to communicate and don’t
cram too much extra information onto the site.”
To establish your credibility, include mentions of
any awards, statistics that demonstrate good out-
comes and high-quality care, and comments from
patient satisfaction surveys, Ferris suggests. 

If you offer a specialized program that focuses on
care for certain conditions, or if you offer special
services such as telemedicine, be sure to describe
them in your web site, he says. Because all home
health agencies offer the same basic care, don’t
describe those services in detail, but spend time on
the things that differentiate your agency, Ferris
adds. 

Not only does the Visiting Nurse Services of
the Northwest in Mountlake Terrace, WA, offer
telemedicine as part of their services, but it also is
an important part of their marketing effort, says
Patricia Mulhern, RN, MN, vice president of
patient services for the agency. “We are the only
agency in our area that uses a telemedicine sys-
tem that measures a wide range of vital signs on
a daily basis; so this is a service that differentiates
us from others,” she says. 

While telemedicine is included as part of the
description of services on their web site, Mulhern
points out that most of her marketing of the tele-
medicine service is directed at referral sources such
as physicians and payers. (For tips on marketing
telemedicine, see story on p. 111.)

Cut costs with e-learning

Another area that more home health agencies
are beginning to use is web-based staff education,
says Debbie Scholl, RNC, BSN, MSN, managing
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director of CHEX, the e-learning division of The
Corridor Group, an Overland Park, KS-based
consulting firm. “Home health managers are con-
stantly challenged to find ways to cut costs with-
out compromising quality and that is hard when
costs such as gasoline and salaries are going up 
at the same time staff sizes are decreasing,” she
points out. There is a limit to the ways you can
cut costs in many areas, Scholl adds.

Because staff education is an integral part of any
agencies’ overhead costs, web-based learning for
some required courses offers agency managers a
way to meet training requirements without using
staff educators to teach mandatory, basic courses,
explains Scholl. “E-learning programs free up your
staff educator to focus on specific needs of the
agency and to spend more time with staff mem-
bers who may need one-on-one training,” she
says. (For more information from agencies that
use e-learning programs, see story on p. 112.)

Web-based programs also give employees the
flexibility to take the required courses without
having to come into the office at a specific time,
which might disrupt their visit schedules, points
out Scholl. The flexibility of the time and place at
which employees can take the test is a great ben-
efit to employees and is one way management
can demonstrate that the agency is sensitive to
employee needs, she says. 

“Not only is this type of program great for
recruitment and retention of employees now, but
it positions the agency to meet the needs of future
employees,” Scholl says. “Younger employees and
staff members we hire in the future will demand
the flexibility that this technology offers.”  ■

Show payers the value 
of telemedicine services
Offer free ‘trials’ to establish credibility

Three years ago, Visiting Nurse Services of the
Northwest in Mountlake Terrace, WA, began

offering telemedicine services to a wide range of
patients. The new technology not only improved
patient care but also allowed staff members to effi-
ciently manage visits while still offering continu-
ous monitoring of vital signs for patients with
ongoing cardiac, respiratory, or diabetic conditions.

The benefit of using telemedicine for Medicare
patients is that you can better manage the number
of visits needed to ensure good outcomes; therefore
you can control costs, points out Patricia Mulhern,
RN, MN, vice president of patient services for the
agency. The agency didn’t limit the use of tele-
medicine to Medicare patients, however. “We saw
an opportunity to use telemedicine as a marketing
tool to attract new referral sources,” she says.

“Our No. 1 market is our referral sources, which
are physicians and payers,” explains Mulhern. “We
must have physician orders for telemedicine; so we
do spend time explaining telemedicine to physi-
cians and their staff,” she says. Because a physi-
cian’s support of the technology is important not
only to getting the referral but also to the patient
being receptive, Mulhern’s staff carry a telemonitor
to the physician’s office so that the physician and
staff members can see how easy it is for the patient
to operate. “The hands-on demonstrations are very
important,” she adds.

At Presbyterian Healthcare Services in Albu-
querque, NM, staff members’ constant communica-
tions with physicians and written reports of the
results of the patient’s monitoring increase physi-
cian support of the program. “We are part of an
integrated health system; so we don’t have to do a
lot of marketing to physicians but it is important
that they are supportive of their patients who are on
telemedicine,” explains Cheryl Reese, BSN, MBA,
clinical education specialist at the agency.

“We have also found that the most important
part of marketing a telemedicine program is to
make sure your staff members understand the
program so that they can speak positively about it
when asked,” says Reese. Telemedicine is discussed
at staff meetings and reports about positive out-
comes for telemedicine patients are shared.

“We do market telemedicine to the community,
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at all of our events for the senior members of our
health plan,” she says. Flyers, educational dis-
plays, and demonstrations explain the program
and how it works, Reese says.

Another market that Mulhern’s agency is pur-
suing is managed care and private insurance. “It
is easy to gather data on Medicare patients who
are on telemedicine, but the data doesn’t always
apply to patients of other payers,” says Mulhern.
“We did not want to wait until we had enough
data on non-Medicare patients to approach pay-
ers about reimbursement for telemedicine; so we
go to a payer and offer to add telemedicine to the
care of one patient for no charge,” she says. 

Once the patient is discharged from care, the
agency and payer look at the savings and improved
outcome for the patient. “We point out the savings
and suggest that they share the savings with us by
reimbursing us for the telemedicine portion of the
care,” Mulhern says. Medicare does not reimburse
for telemedicine but because agencies can reduce
costs with reduced visits for the same outcome, the
agency does see a savings, she points out. “Because
private payers tend to pay per visit, they are not set
up to reimburse telemedicine as a separate service,”
she says.

Telemedicine reimbursement is not part of any
payer’s standard contract so it does take time to
work out details, says Mulhern. To avoid giving
away telemedicine for a long period of time, be
sure to set the parameters of the test case at the
beginning, she suggests. “We usually say the test
will run for one episode of care, or 60 days,”
Mullhern explains. “If you let it run indefinitely,
there is no reason for the payer to make a deci-
sion, and when you do finally stop the service,
your staff may feel as if they are abandoning the
patient.” She adds, “By defining the length of
time for the test case, all parties involved under-
stand when it will end.”  ■

E-learning makes it easy
to meet requirements
Tests ensure documentation of competency

No one enjoys watching a video of a talking
head and, even if you know the course is

required, it is hard to learn the material when you
are thinking about fighting traffic to get home or
about how boring or out of date the video is.

These are the problems faced by home health
agencies that turned to videos as part of “canned”
educational programs. “Videos and self-study
booklets are limited because they cannot be easily
updated,” points out Debbie Scholl, RNC, BSN,
MSN, managing director of CHEX, the e-learning
division of The Corridor Group, an Overland
Park, KS-based consulting firm. “Not only can
web-based learning programs be easily updated
to reflect new regulations and changes in informa-
tion, but they can also be interactive, allowing
users to select answers to questions inserted in the
program, to point and click for pull-down boxes
with extra information, and to choose scenarios
that describe how they would handle different sit-
uations,” she points out. 

While the flexibility of e-learning programs
enables staff members to take the course and the
course tests in their home at any time of day,
remember to address the needs of employees
who may not have home computers, suggests
Scholl. “Even if an employee has a computer at
home, he or she may choose to take the test on an
office computer because there are fewer distrac-
tions at the office as opposed to home,” she says. 

“All of our clinicians have laptops so they can
work at home or the office or anywhere they want,”
says Gloria D. Brooks, MPA, chief operating officer
at Visiting Nurse Association of Southeast Michi-
gan in Oak Park, MI. “I initially thought everyone
would want to take the courses at home, but we did
find that many of our home health aides don’t have
access to a computer,” she says. “Our library at our
office has two computers with Internet access, so
they can use them anytime.” Because home health
aides do typically come into the office most days,
using the library computers is not a disruption to
their schedules, Brooks says.

Even though the courses can be taken anytime, it
is best to set a schedule for when courses required
for licensure, competence assessments, or accredita-
tion requirements must be taken, suggests Scholl.
“Your schedule can be general and say that four
courses must be complete in a six-month period, 
or you can set one-month periods of time for spe-
cific courses,” she says. It really depends on your
agency’s needs, Scholl adds.

“We do map out the schedule so that we can
keep track of who has completed which course
more easily,” says Brooks. “The OASIS course is
comprised of three modules, each of which takes
about one hour to complete, so we give employ-
ees six weeks to complete the course,” she says.
Other courses are single modules, so the time
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frame usually is one month to complete the
course, she adds. “The timeline is important so
that we can easily identify who has not com-
pleted the course and we can remind them to
take it,” she says.

Tests provide documentation

Most e-learning programs contain modules that
cover the basics of home care, including OASIS,
HIPAA regulations, workplace violence, domestic
violence, risk management, and infection control.
At the end of each module there is a test to measure
understanding, says Anna Alvarez, RN, director 
of the home care program at Cardinal Hill Rehab
Hospital in Lexington, KY. “The tests are not easy
and many employees tell me that they didn’t do so
well on the first try,” she says. The test can be taken
as many times as necessary and a report is gener-
ated to show the employee’s score and document
that the course was taken and passed.

Do not expect a web-based education program to
take the place of educators in your agency, warns
Alvarez. Rather than viewing the web-based pro-
gram as a potential threat to their jobs, the agency’s
educators love the program, she says. “They say
that they now have more time to do their job of
training employees for specific tasks, rather than
spending time on repetitive orientation courses,”
she says. Because her agency rarely hires more than
one staff member at a time, orientation and teaching
the basic information required for orientation was
handled in a one-on-one, time-intensive situation.
“Now educators can focus on specific, job-related
issues that require one-on-one teaching rather than
HIPAA requirements,” she points out.

Having the employee take the course at home
doesn’t mean that you don’t have to pay them,
says Brooks. “We pay employees for the one hour
they need to take the course and the test,” she
says. “We still save money because we don’t have
to reimburse them for travel to the office, nor do
we have to pay our educators to teach the class.” 

While there are many different web-based pro-
grams available, be sure to evaluate the modules
carefully, suggests Scholl. “There are many hospi-
tal-related programs, but the fire safety module for
hospital employees is not applicable for home care
employees,” she says. “Be sure that the basic mod-
ules cover the material that your employees need.”

When introducing a web-based educational
program, be sure that you offer training programs
that show users how to log in, use passwords, and
move through the screens, suggests Scholl. “A

manual that shows pictures of the icons that
appear throughout the program and gives step-
by-step instructions is also helpful for employees
who don’t regularly use computers,” she says.

While her staff readily accepted the educa-
tional program, one challenge that Brooks did
not anticipate was on the technical side of the
program. “We did have a few people who were
resistant to the program, but we had such strong
support throughout all managers and supervi-
sors that the resistance was minor,” she says.
“We did have problems when people were try-
ing to use their home computers because there
was a wide range of types of computers and dif-
ferent software configurations,” she says. “Our
vendor worked with us to address these glitches
and make sure that everyone had access to the
program.”

An extra benefit of a web-based educational
program for agencies with multiple offices is the
standardization of information, says Scholl. “For
the basic courses, you can make sure that all of
the information is covered in the same manner,
with the same emphasis in all locations.”

A key to successfully implementing web-based
education is to start with a strong implementa-
tion plan that addresses all issues, suggests
Brooks. “We had an educator leave our agency
for another job prior to the implementation but
the plan was so well thought out that another
educator stepped in to oversee the implementa-
tion with no problem,” she says. 

As she approaches the one-year anniversary of
implementing the web-based education program,
Brooks has no regrets. “We need to find different
ways to approach our business, and I’m glad that
we were willing to think of staff education in a
different way,” she says.  ■
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Help patients, caregivers
achieve compliance 
By Elizabeth E. Hogue, Esq.
Burtonsville, MD

Compliance by patients and/or primary care-
givers with patients’ plans of care is another

of the “never-ending stories” for home health
agencies. What can practitioners do to assist
patients and/or primary caregivers to achieve
compliance?

Documentation of noncompliance

Providers first should carefully document
instances of noncompliance as follows:

1) Staff must document every instance of non-
compliance by both patients and/or their pri-
mary caregivers regardless of the risks associated
with the noncompliant behavior. 

2) Documentation must be very specific. It is not
sufficient to document as follows: “Patient (or pri-
mary caregiver) noncompliant.” Providers, for
example, may document the failure to change the
diapers of a bed-bound patient who is incontinent
of both bowel and bladder as follows: RN found
patient with urine and feces in diaper. RN removed
diaper, cleaned patient, and placed clean diaper on
patient. RN marked the right tab of the clean diaper
with a red X. When the RN visited the following
day, the patient was again lying in urine and feces.
When the RN removed the diaper, she observed a
red X on the right tab of the diaper the patient was
wearing when she arrived.

3) Staff must then counsel with patients
and/or primary caregivers regarding each
instance of noncompliance and document that
they have done so.

4) Staff must provide additional education, if
there appears to be a need for it, and document
that they have done so.

5) Successful return demonstrations, if appro-
priate, must be obtained and documented. 

The number of times practitioners are willing

to repeat this “protocol” depends on the risk of
injury/damage to patients associated with the
noncompliance and/or the likelihood that non-
compliance will adversely effect quality of care. 
If patients are likely to be injured or damaged or
quality of care may suffer, providers should not
tolerate additional instances of noncompliance
after taking the above steps. 

In some instances, the noncompliance may be
so serious that immediate termination is war-
ranted. When noncompliance is serious enough
to warrant discontinuation of services, providers
may wish to take additional action to protect
patients, which may include reports to adult
and/or child protective services, as indicated in
applicable state statutes.

On the other hand, chronic noncompliance
may be acceptable, if it involves very little risk, 
if any, of poor outcomes or injury to patients.

Additional strategies to achieve compliance

If the actions described above do not result in
adherence to plans of care, providers may wish 
to use the additional strategies described below.
These strategies are described in more detail in 
an article by Mihail Cocosila and Norm Archer in
Informatics in Primary Care titled “A Framework
for Mobile Healthcare Answers to Chronically Ill
Outpatient Non-Adherence” (2005; 13:145-152):

1) Monitoring.
Monitoring may be implemented with regard

to patients’ behaviors, their conditions or the spe-
cific therapies included in plans of care. Staff may,
for example, regularly monitor the number of dia-
pers used for incontinent patients with wounds. 

The possible benefits of monitoring include:
• Diminishing forgetfulness, stress, and anxieties.
• Improving motivation, knowledge, and skill

in managing the treatment and disease in general.
2) Reminding.
Reminding also may be related to patients’

behaviors, their conditions, or the specific therapies
included in plans of care. Practitioners may, for
example, establish systems to periodically remind
patients and primary patients about repositioning.

Possible benefits of reminding include:
• Reducing forgetfulness and treatment stress

and anxieties.
• Controlling aggravating factors.
• Increasing optimistic attitude, self-confidence,

and motivation.
3) Consulting.
Consulting also may be related to patients’
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behaviors, conditions or specific therapies. In
addition, it also may be related to the health care
team and/or system-related. The health care
team may, for example, decide to consult with
wound care specialists or representatives of man-
ufacturers of wound care products regarding
which products may assist with wound healing.

Possible benefits of consulting include:
• Reducing the effects of stress and anxieties.
• Diminishing consequences of insufficient

knowledge or skills.
• Improving self-confidence and optimistic

attitude.
4) Supporting.
Supporting patients may be related to both their

behaviors and social and economic interventions.
Wound care patients may, for example, need assis-
tance to achieve compliance with a nutritious diet
because they lack the resources to obtain appropri-
ate types or amounts of food.

Possible benefits of supporting include:
• Diminishing the feeling of isolation.
• Providing encouragement.
• Improving self-confidence.
• Informing.
Like supporting patients and primary care-

givers, this strategy can have important benefits
in terms of patients’ behaviors and social and
economic interventions. Practitioners may, for
example, be successful at helping patients and/or
primary caregivers by making them aware of
needed resources, such as respite care, so that pri-
mary caregivers have more energy and commit-
ment to compliance.

Possible benefits of informing include:
• Improving knowledge of patients and/or

primary caregivers.
• Fighting anxieties, misunderstandings, and

negative beliefs of patients and primary caregivers. 
5) Educating.
Additional teaching may assist patients and

primary caregivers to achieve adherence. If so,
staff should provide it and document that they
have done so. Practitioners also should use return
demonstrations and documentation to help edu-
cate patients and primary caregivers.

Possible benefits of educating include:
• Improving adherence following persistent

and personalized application of the other inter-
ventions described above.

As the Centers for Medicare & Medicaid
Services implement pay for performance (P4P)
for home health agencies, practitioners are more
likely to experience reductions in revenues when

noncompliance interferes with their ability to
provide quality care. Now is the time to practice
good risk management and to prepare for P4P by
addressing issues of noncompliance by patients
and their primary caregivers.  ■

Improving palliative care
for dementia patients
Dementia population expected to triple by 2040

The number of Americans with dementia is
expected to double or triple in the next half

century as the U.S. population ages. While 6% to
8% of people older than age 65 have Alzheimer’s
disease, nearly 30% of people older than age 85
are affected by the disease.1

"There is a dramatic increase in the number of
Americans who are diagnosed or who are going to
be diagnosed with Alzheimer’s disease, or related
dementia,” says R. Sean Morrison, MD, director
of the National Palliative Care Research and Train-
sing Center in New York City. Morrison also is a
Hermann Merkin professor of palliative care, a
professor of geriatrics and medicine, and a vice-
chair for research at the Brookdale department of
geriatrics and adult development at Mount Sinai
School of Medicine in New York City.

“As baby boomers start to age, by 2040, the
burden on the population is going to be about 12
to 15 million people with dementia,” Morrison
reports.

Typically, hospice patients who have a diagnosis
of dementia have been less than 10%, Morrison
says. But this is expected to change as hospice and
other providers make changes to include programs
for dementia patients.

One potential model for dementia care in hos-
pice is the dementia program initiated in 2003 by
the Hospice of the Valley in Phoenix.

The sheer number of older adults dying of
Alzheimer’s disease and related dementias
necessitates a special hospice dementia pro-
gram, says Jan Dougherty, RN, MS, dementia
program director for Hospice of the Valley.

“Hospices are struggling to know how to imple-
ment a benefit designed for a cancer model, and
we knew we had a chance to do better, serving our
patients and their families better than the tradi-
tional way,” she says.

Dougherty previously has worked for the
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Alzheimer’s Association, where she started a pro-
ject on palliative care in nursing homes. The pro-
ject encompassed how nursing homes take care
of people dying of advanced dementia, she says.

Hospice of the Valley’s medical director
decided to improve the hospice’s response to
dementia patients and hired Dougherty to help
make changes.

Referring dementia patients

Unfortunately, few hospices have special pro-
grams or education to handle dementia patients,
and physicians make too few referrals of demen-
tia patients to hospices.

“I think it’s changing slightly, but the major
problem is that until the Medicare guidelines for
enrollment move beyond a prognostic-based sys-
tem, it will be extremely hard to enroll patients
with Alzheimer’s disease,” Morrison explains.

The reasons why it’s so difficult for physicians
to make that referral are as follows, he says:

• Alzheimer’s disease is a relatively slow, pro-
gressive disease, and the needs of patients with
the disease are very different from what typically
is provided by hospice, Morrison says.

“These patients have a tremendous amount of
personal care needs,” he adds.

• Alzheimer’s disease patients have long peri-
ods of stability, and then have an acute crisis that
typically is triggered by an infection, such as
aspiration pneumonia or a urinary tract infection,
he says.

• Physicians, families, caregivers, and even many
hospice professionals do not view Alzheimer’s dis-
ease as a terminal illness because patients with the
disease typically live for eight or nine years and die
of an acute infection, not the disease itself, Morrison
notes.

“We treat the infections, pressure ulcers,
behavioral disorders, and we tend to lose sight of
the fact that this really is a fatal illness of brain
degeneration,” Morrison says. “People don’t
think of the hospice setting for Alzheimer’s
patients because we’re focused on other medical
issues in the background.”

These factors make the dementia patients a
poor match for what is typically provided under
the hospice benefit, Morrison says.

However, with an estimated 4.5 million
Americans who have Alzheimer’s disease, it is
worth the effort for hospices and health care sys-
tems to make changes that would enable more
dementia patients to receive the hospice benefit,

Morrison says.
Also, data suggest that when advanced

dementia patients are hospitalized for an acute
infection or a hip fracture, about half of them will
die within six months.2

So hospital providers who see dementia
patients during their crisis periods are in a good
position to make hospice referrals, Morrison says.

“There’s a clear need for systems of care for
these patients in hospices, which are ideally situ-
ated to care for them,” he adds.

A first step would be staff education.
For instance, the Hospice of the Valley has

developed a comprehensive education pro-
gram for staff, as well as for other health care
professionals.

The hospice holds a five-hour dementia experts
workshop in each of four area offices, and these are
attended by nurses, social workers, chaplains, and
other employees who see patients with dementia,
says Maribeth Gallagher, RN, MS, NP, a dementia
program psychiatric nurse practitioner and music
consultant at the Hospice of the Valley Dementia
Program in Phoenix.

“We start with a dementia overview to get
everyone on the same page,” Gallagher says. 

“Last year, we provided 94 hours of training to
more than 1,300 employees,” Dougherty reports.

As a result of the training and changes, the per-
centage of hospice patients who have dementia
has increased to 18% in 2006 from 8% in 2002, she
says.

“Also, we’ve increased our length of stay,
which for a dementia patient is an average of 118
days,” Dougherty says. “Our overall length of
stay is 68 days on average, and the median length
of stay is 35 days for dementia patients and 16
days overall.”

Plus, Hospice of the Valley’s overall daily cen-
sus has increased to 2,600 patients from 1,200 per
day, and this is in a highly competitive area for
hospices, she adds.

There are other strategies that hospices and
health care systems can employ to improve hos-
pice referrals of dementia patients, Morrison notes.

For one, there needs to be a better integration
between hospice programs and other systems of
care where there are dementia patients, and these
systems include doctors’ offices and long-term
care facilities, he says.

“Two-thirds of the people admitted to a nurs-
ing home have dementia,” Morrison says. “So
clearly there is an incredible opportunity for col-
laboration between hospices and nursing homes.”
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Both providers bring higher, but different, exper-
tise to the care of these patients, Morrison adds.

“They can work together in a way that is hap-
pening now, but not to the extent it could be,”
he says.

Also, there should be more integration between
palliative care programs and hospices, so people
who are taken care of under regular home care ser-
vices could be transferred to hospice care, Morrison
says.

Fortunately, the palliative care model is grow-
ing, with one in four U.S. hospitals having one,
and about 60% of the largest hospitals having a
palliative care program, Morrison says.

“Palliative care is a model of care that is
focused on improving the quality of life of
patients with advanced illness, and it’s offered
in conjunction with all other appropriate medi-
cal treatment,” Morrison says. “So it’s the ideal
model of care for people with Alzheimer’s
disease.”

For example, a palliative care program could
begin to see a patient with an early dementia
diagnosis and mild short-term memory loss and
provide the patient and family with advanced
care planning according to their quality of life
issues, Morrison explains.

As the disease progresses, palliative care staff
could provide caregiver support and help the
patient in terms of cognitive strategies, such as hav-
ing them rely on the caregiver for memory, he adds.

Continued palliative care services would
include periodic evaluations of the patient’s qual-
ity of life and goals and how various other health
care programs might meet their goals, he says.

For instance, the patient and family could make
clear decisions about when the patient should be
hospitalized and for what conditions, and which
treatments would be appropriate, Morrison says.

This is when palliative care staff would assist in
providing the family with home health aide care
and refer them to programs that are designed to
help people stay at home, even when they are eli-
gible for nursing home care, Morrison says.

“Then, as the disease progresses, there will come
a point where people meet the eligibility require-
ments for hospice, and palliative care staff can
make sure the referral is made and that the patient
is seamlessly transitioned into another system,”
Morrison says.

“Clearly, earlier referral and appropriate docu-
mentation for people with Alzheimer’s disease is
important,” Morrison says. “Once you enroll some-
body with Alzheimer’s disease under the hospice
benefit, they will get better because they receive the
personal care they need.”

These patients might receive faster treatment
of infections, and sometimes they’ve done so well
they’ve been disenrolled from the hospice pro-
gram, which is a problem because the disease is
progressive, Morrison says.

The solution would be better documentation that
explains how improvements are transitive within
the setting of a progressive disease, he adds.  ■
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States to get report cards
on chronic pain policies 

States will be granted “report cards” on their poli-
cies on pain management in an attempt to show

how well — or inadequately — U.S. medicine helps
cancer patients deal with chronic pain. 

Some of the nation’s leading information and
advocacy groups for people with cancer are
funding a three-year grant to the Pain & Policy
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Studies Group (PPSG) at the University of
Wisconsin Comprehensive Cancer Center to
examine policies that govern pain management
practices for cancer patients in the 50 states and
the District of Columbia. PPSG will issue three
report cards during the life of the grant that
grade states on their pain policies. The first
report card was issued in September. 

Sponsors of the grant — the Susan G. Komen
Breast Cancer Foundation, American Cancer
Society, and Lance Armstrong Foundation — say
that despite advances in pain therapies, chronic
pain remains part of daily life for more than half
of all cancer patients and more than three-quar-
ters of those with advanced stages of the disease.
Those figures, they say, have needlessly remained
unchanged for decades.

“It is essential that cancer patients have access
to adequate pain management from the time of
their diagnosis, throughout their treatment, and
as needed for the balance of their lives,” says
Mitch Stoller, Lance Armstrong Foundation pres-
ident and CEO. A spokesman for the American
Cancer Society says his organization has long
advocated stronger state policies affecting cancer
pain control.

While cancer research groups are funding the
report card study, the project will evaluate pain
polices as a whole.

PPSG implemented a first-of-its-kind study in
2003 comparing pain policies throughout the coun-
try. The results of that study showed that more
than half of all states had policies that encouraged
pain management, addressed physicians’ fears of
regulatory scrutiny, and drew distinctions between
physical dependence or tolerance and addiction. 

But the report also showed that more progress
can be made. A total of 38 states received a grade of
C or lower. The evaluation and grading system has
two primary goals: to prevent abuse and diversion
of medications, and to ensure their availability for
legitimate medical purposes. 

Although a variety of treatment options exist
and can be effective in reducing cancer pain,
PPSG directors say, opioid medications often are
both the cornerstone of treatment and therapy
that is rendered unavailable to the patients who

need it. Part of the reason is that state pain man-
agement policies often restrict health care practice
— cancer organizations say unduly so — to the
point that they can interfere with patient access to
treatment. 

For more information on the University of
Wisconsin’s Pain & Policy Studies Group, visit
www.medsch.wisc.edu/painpolicy.  ■

SBAR checklist outlines 
what to say at handoff

This is the basic framework of the SBAR
(Situation, Background, Assessment, and

Recommendation) checklist developed by Kaiser
Permanente in Oakland, CA, to improve patient
safety when handing off a patient from one clini-
cian to another. (It can be used in other situations
as well.) The clinicians are expected to communi-
cate this key information and use the checklist as
the basis for their conversation about the patient:

• (S) Situation. What is the situation you are
calling about? Identify self, unit, patient, room
number. Briefly state the problem, what is it,
when it happened or started, and how severe it is. 

• (B) Background. Pertinent background infor-
mation related to the situation could include the
following:

— the admitting diagnosis and date of
admission; 

— list of current medications, allergies, intra-
venous fluids, and lab results; 

— most recent vital signs;
— lab results, including the date and time 

test was done and results of previous tests for
comparison;

— other clinical information;
— code status.
• (A) Assessment. What is the nurse’s assess-

ment of the situation?
• (R) Recommendation. What is the nurse’s

recommendation, or what does he or she want?
Examples could be recommending that the patient
be seen immediately or that orders be changed. ■
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Seems simple, but culture
change can be difficult

While the SBAR (Situation, Background,
Assessment, and Recommendation) tech-

nique is a fairly straightforward concept, imple-
menting the methodology can be more difficult
than you might expect, says John Whittington,
MD, patient safety officer and director of knowl-
edge management at OSF Healthcare in Peoria, IL,
which operates hospitals and medical groups in
Illinois and Michigan. 

“It’s not enough to just explain the components
of SBAR and then tell people to start doing it,” he
says. “It may look like just a checklist that people
go down and convey certain information, but
some of that involves changing the way people
interact with each other, and that can be very
ingrained. That’s why we saw some hesitation
when it came to nurses making a specific recom-
mendation to the physician.” 

Overcoming that hesitation required time,
Whittington says. The nurses had to see that the
organization would support them speaking up
and making suggestions. Plus, supervisors and
other hospital leaders would periodically check
on how nurses were using SBAR and would pay
special attention to that step.

Supporting staff to make changes

Measuring the success of SBAR can be a chal-
lenge, Whittington says, because no one measure
of outcomes can be tied directly to the communi-
cation method. To see how well SBAR was being
introduced in the OSF culture, Whittington and 
a colleague made spot checks by calling all the
departments in every facility and asking to speak
with a nurse. They would ask the nurse what
SBAR stands for, and at first, many had no idea.

Over time, the recognition of SBAR improved.
Whittington asked the nurses how much they
used it. Early on, the nurses sometimes said they
only used SBAR with physicians they liked. They
felt uncomfortable using it with others.

“In the second year, we sent ‘secret shoppers’
who went out and had them interact with physi-
cians and nurses, having the kind of conversation in
which SBAR should be used,” he says. “By then, we
found that people were using SBAR when it was
appropriate; and when there was any shortcoming,
it was usually with the recommendation.”  ■

Oxygen study shows 
true cost of equipment

Nearly three-quarters (72%) of the cost 
of providing home oxygen therapy to

Medicare patients in their homes represent ser-
vices, delivery, and other operational expenses
that benefit patients, according to a new survey
of current costs by Morrison Informatics, com-
missioned by the American Association for
Homecare. Only about one-quarter, or 28%, 
of the cost represents oxygen equipment.

“The study shows that, contrary to some percep-
tions, home oxygen therapy involves much more
than a piece of equipment,” said Tom Ryan, chair-
man of the American Association for Homecare and
CEO of Homecare Concepts in Farmingdale, NY.

Morrison collected and analyzed data from 74
home care providers that collectively serve more
than 600,000 Medicare beneficiaries receiving
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oxygen therapy in their homes, which represents
more than half of the Medicare population receiv-
ing oxygen therapy at home. To access a copy
of the free report, go to www.aahomecare.org.
Under the heading “Advocacy Updates” on 
the home page, choose “Morrison Informatics
Oxygen Study.”   ■
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CNE 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. ■

CNE questions

1. What is the most important aspect of marketing
your agency on the Internet, according to Michael
Ferris of the Home Care Marketing Resource
Group?

A. Including as much information as possible
about your agency.

B. Posting forms for reimbursement on the site.
C. Making sure that your web page or web site

can easily be found.
D. Listing all of the hospitals, payers, or physicians

with whom you work.

2. What does Patricia Mulhern, RN, MN, of
Visiting Nurse Services of the Northwest, sug-
gest you define up front with payers if you offer
a “free trial” of home health telemedicine?

A. Which staff members will care for the patient.
B. The type of patient who will be accepted in your

telemedicine program.
C. The number of visits that will be included in the

patient’s care.
D. The length of the trial or demonstration.

3. What are some of the benefits of a web-based
staff education program, according to Debbie
Scholl, RNC, BSN, MSN, managing director of
CHEX, the e-learning division of the Corridor
Group?

A. Flexibility of scheduling; better use of educators.
B. Ability to update information easily; documenta-

tion of competence.
C. Opportunity to reduce staff; elimination of pay

for education time.
D. A and B.

4. The number of Americans with dementia is
expected to double or triple in the next half-
century.

A. True
B. False

Answer Key: 1. C; 2. D; 3. D; 4. A.

CNE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester’s activity with the March 2007 issue, you
must complete the evaluation form provided in that
issue and return it in the reply envelope provided to
receive a credit letter.  ■
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Dear Hospital Home Health subscriber:

This issue of your newsletter marks the start of a new continuing nursing education (CNE) semester and provides us
with an opportunity to review the procedures.

Hospital Home Health, sponsored by AHC Media LLC, provides you with evidence-based information and best prac-
tices that help you make informed decisions concerning treatment options and physician office practices. Our intent
is the same as yours — the best possible patient care.

The objectives of Hospital Home Health are to:
o identify particular clinical, ethical, legal or social issues pertinent to home health;
o describe how these issues affect nurses, patients, and the home care industry in general; and
o describe practical solutions to the problems that the profession encounters in home care and integrate them 

into daily practices.

Each issue of your newsletter contains questions relating to the information provided in that issue. After reading the
issue, answer the questions at the end of the issue to the best of your ability. You can then compare your answers
against the correct answers provided in an answer key in the newsletter. If any of your answers were incorrect, please
refer back to the source material to clarify any misunderstanding.

At the end of each semester, you will receive an evaluation form to complete and return in an envelope we will provide.
Please make sure you sign the attestation verifying that you have completed the activity as designed. Once we have
received your completed evaluation form, we will mail you a letter of credit. This activity is valid 24 months from the date
of publication.The target audience for this activity is nurses, directors, and management involved in hospital-owned
home care agencies, including health care professionals involved with home care issues such as end-of-life-care, pain
management, multicultural issues, elder care, and similar issues.

Those participants who earn nursing contact hours through this activity will note that the number of contact hours is
decreasing to 15 annually.This change is due to the mandatory implementation of a 60-minute contact hour as dictated
by the American Nurses Credentialing Center. Previously, a 50-minute contact hour was used. AHC Media LLC is accredit-
ed as a provider of continuing nursing education by the American Nurses Credentialing Center's Commission on
Accreditation.

If you have any questions about the process, please call us at (800) 688-2421, or outside the U.S. at (404) 262-5476.
You can also fax us at (800) 284-3291, or outside the U.S. at (404) 262-5560. You also can email us at: customerservice
@ahcmedia.com.

On behalf of AHC Media, we thank you for your trust and look forward to a continuing education partnership.

Sincerely,

Brenda Mooney
Vice-President/Group Publisher
AHC Media LLC


