
Keep pediatric skills high with 
competencies and education
Improve referrals by showcasing staff at case conferences

It’s the classic question: Which comes first, the chicken or the egg? Or,
in the case of five home health agencies in New England: Which
comes first; the pediatric referrals or a nursing staff who are well-

trained to handle pediatric patients?
“We were getting some referrals for pediatric patients but not enough

to keep our staff’s pediatric skills up to a high level,” says Beth Shelton,
RN, clinical team leader at Home Healthcare, Hospice and Community
Services in Keene, NH.  Shelton’s agency, along with other home health
agencies, worked together to develop a program that enhances home
health nurses’ pediatric skills and promotes their skill level to referral
sources.

“Hospitals don’t know what home health can do for pediatric patients
and many home health agencies don’t have staff members dedicated to
pediatric patients,” explains Tina Smith, RNC, maternal child manager
for Concord Regional VNA in New Hampshire. “We thought it was
important to develop care standards and staff competencies for pediatric
care to improve our ability to care for children.”

A grant from the VNA Health System of Northern New England
enabled the agencies to work together to develop a pediatric care pro-
gram. “We met monthly to identify the clinical areas that were most
important and find information on competencies or standards that
already exist,” says Smith. 

Diabetes and asthma were chosen as the first pediatric care standards
for development for several reasons. “These are very common diag-
noses for children and there was a lot of information available to help
us get started,” says Smith. 

Although the standards or clinical pathways are important, the most
important step the group took was to develop pediatric competencies for
home health nurses. “Each agency in our group was different in terms of
how many pediatric patients were seen and how many staff members
had pediatric experience,” points out Smith. “My agency has a staff of
maternal child health nurses but most agencies rely upon nurses with no
specific pediatric training,” she says. For that reason, the group not only
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developed staff competencies but also planned
educational sessions to teach nurses.  

A skills day that is held twice a year is open to
staff members of all five agencies. “It is a full day
that is a combination of speakers and hands-on
learning,” says Smith. Speakers focus on topics
such as assessment of premature infants or pain
management for children. Hands-on learning sta-
tions give nurses a chance to start an intravenous
line, insert nasogastric tubes, set up ventilators,
and operate nebulizers, she explains. All of these
stations are related to pediatric competencies, she
adds.

Physical assessments of newborns and young
children are very different than assessments of

adults, points out Smith. “Not only are they
smaller, but they can’t tell you what is going on,”
she adds. Nurses need highly tuned assessment
skills and must be able to recognize reactions,
such as a facial expression, that indicate pain, she
explains.

There is also a completely different psychoso-
cial need in the home of a pediatric patient,
points out Smith. “You might be seeing a five
year old for wound care, but you have to be calm
for both the mother and the patient’s sake,” she
explains. “You also have to be ready to play a few
minutes with the younger sibling to distract him
and make everything seem normal.” 

Reassure nurses 

The differences in adult and pediatric care cre-
ates some reluctance among nurses, admits
Smith. “We make a point of showing nurses that
there are a lot of similarities, such as the IV pump
is the same pump you use for adults,” she
explains.

Although few agencies have the number of
referrals that justify a pediatric-only staff, it is
important to carefully choose who will be seeing
pediatric patients in addition to adult patients,
suggests Shelton. “When nurses join our agency,
we ask for their special interest such as IV, wound
care, or pediatrics,” she says. 

After evaluating the nurse’s background and
considering his or her areas of interest, they are
assigned an area in which to specialize. While the
nurses still see adult patients, or patients who
don’t fall within these specific areas, they are also
assigned patients with needs in their area of inter-
est, she explains. “Nurses attend training to
improve their knowledge and expertise in their
area of special interest and they know that they
will see enough patients with these needs to main-
tain their skills,” she adds.

Nurses who see pediatric patients have bene-
fited from the additional education, the clinical
pathways, and the competency standards devel-
oped by the group of five agencies, says Shelton.
“In our agency, we conducted a skills survey in
2002 and in 2006 to see if competency levels
increase,” she says. “We found that we improved
our skill level in preemie assessments, insertion
of NG tubes, and placement of IVs,” she explains.

Data showing skill levels and sharing the clini-
cal guidelines developed for the care of pediatric
patients demonstrate your agency’s competency to
referral sources, but Smith and Shelton’s group of
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agencies goes one step further to improve their
relationship with referral sources. “We hold case
conferences at different hospitals to discuss dif-
ferent cases referred to one of the agencies,” she
says. Physicians, nurses, and discharge planners
from the hospital attend as well as managers and
nurses from the home health agencies. 

“We always hear the parents’ side of the story in
which they tell us that the hospital staff never
taught them how to do certain things, so the case
conference gives us a chance to develop a stronger
communication link,” Smith says. 

One suggestion to a hospital was that the staff
use a checklist of specific activities taught to the
parent at the hospital, she explains. “Our home
health nurse could refer to the checklist and
remind the parents that they were shown how to
change the dressing,” she adds.

In some cases, the home health nurse is not pre-
pared to start an IV or change a dressing because
the referral information did not mention that need.
“We discuss this type of situation in our case con-
ference and develop an action plan that identifies
the type of information we need as well as contact
information for who to call if we have questions,”
she says. 

The contact information is important because
sometimes the parents learn on one brand of
equipment in the hospital and come home to
another brand that looks different, says Smith.
“The home health nurse can call the hospital
nurse to find out what was used for teaching and
then adjust her instruction to help the parents
understand how to use the new equipment,” she
adds.

“Case conferences not only improve communi-
cations but they also promote our capabilities so
that the hospital staff is comfortable discharging
a pediatric patient to our agency,” says Shelton.
“Having the home health nurses at the case con-

ference is beneficial because the hospital staff gets
to meet the people providing the care, not just
managers,” she adds.

Pediatric referrals at all five agencies have
increased since the development of a pediatric
care program and the group of agencies is in the
process of developing other pediatric standards,
says Smith. “Failure to thrive, jaundice, and pre-
maturity standards are in draft form,” she
explains. 

Working with other agencies has been invalu-
able, says Shelton. Sharing information, ideas,
and different perspectives has resulted in tools
that help everyone, she says. She adds, “We’ve
been able to work together and with our referral
sources to create a smooth transition from hospi-
tal to home for children.”  ■

Train nurses to improve
outcomes for depression
Observation and conversation are key

Depression is often the rule rather than the
exception for most home health patients, but

home health nurses are often not taught how to
recognize symptoms of depression and assess the
need for intervention, according to researchers at
Cornell University’s Weill Medical College in
Ithaca, NY. 

“Older home health patients often have coexist-
ing medical conditions as well as emotional issues
which they are facing, such as loss of social connec-
tions and role changes within their families,”
points out Martha L. Bruce, PhD, MPH, professor
of sociology in psychiatry at Weill Medical College.
Although depression may be common in home
health patients, it is important not to overlook the
condition in nursing assessments and development
of patient care plans, she adds. (For more about
depression, see “Don’t accept depression as the
norm for elderly; ask the right questions,”
Hospital Home Health, September 2003, p. 97.)

The challenge for home health nurses is the lack
of training related to depression or other psycho-
logical conditions, but it is possible to educate
home health nurses so that they can recognize
symptoms of depression, says Thomas Sheeran,
PhD, ME, assistant professor of psychology in psy-
chiatry at Weill Medical College.  

The Cornell Homecare Research Partnership
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is working with home health agencies to teach
nurses how to assess depression and to help
agencies develop the infrastructure necessary to
help depressed patients, says Sheeran. The key is
to correctly identify depression and to bring in
the right resources to help the patient, he says. 

One of the first steps to correct assessment of
depression is to realize that older people won’t
talk about depression, says Sheeran. “You have to
learn to speak their language,” he says. Don’t ask
if the patient feels depressed instead ask if they
smile or laugh as much as usual, he suggests.

Look also for visible symptoms such as a
disheveled appearance in a normally neat patient,
a patient who is wearing nightclothes when the
nurse makes an afternoon visit, or no lipstick on a
female patient who always wears makeup, recom-
mends Bruce. 

A lack of interest in activities in which they usu-
ally participate is also another indicator of depres-
sion, says Bruce. If a patient is no longer interested
in their favorite activities such as knitting, reading,
or watching television, it is important to talk with
them to determine the level of depression.

Observe patient before making a referral

Not every depressed patient needs a referral to
a mental health clinician, points out Bruce. “If the
depression doesn’t present a safety issue and the
nurse sees some improvement over the course of a
few visits, then it makes sense to wait before a
referral is made,” she says. “A nurse should look
for persistence of the depression or for increased
depression before making a referral,” she adds.

While a patient’s depression might be triggered
by a specific event such as the loss of a family
member or friend, or the diagnosis of illness, it is
important to remember that older patients may
develop depression over time due to the change
in their own role, says Bruce. “We often find that
older patients develop a sense of worthlessness in
their daily lives as they rely upon other people to
care for them,” she explains.

This ongoing sense of worthlessness does
increase the risk of suicide for older patients who
can’t overcome the depression, points out Bruce.
“It’s important that the nurse be comfortable ask-
ing a patient if he or she has thought about hurting
themselves, or listening for cues from the patient’s
conversation,” she says. “You won’t put the idea
of suicide in a patient’s mind by asking about it,”
she says.

If the patient admits to suicidal thoughts or if

the nurse believes that there is a risk, it is impor-
tant to talk to the family, says Bruce. “Ask the
patient if it is OK to talk with his or her family
members,” she says. Many times family mem-
bers won’t know that the patient is depressed
and at risk for suicide, she adds.

Every agency should have a list of appropriate
resources for depressed patients, even if it means
“beating the bushes” to find the best help, says
Sheeran. “Mental health counselors, outpatient
clinics, and primary care physicians who will treat
depression should be on the agency’s resource
list,” he says. 

Another important part of a nurse’s training
should address how to talk to the physician or
mental health professional, points out Bruce.
“Depression care is very evidence-based and it
is important to talk to the clinician in the same
language,” she says. “Nurses should be taught
how to present a case so that it is clear to the
clinician,” she adds.

Antidepressants can be very effective for many
patients but Sheeran points out that many home
health nurses are wary about management of the
medication. “Antidepressants are very easy to
manage and monitor and there are fewer drug
interactions with antidepressants than with other
medications older patients are often taking,” he
says. 

One of the tools that participants in the
research partnership use is a clinical guideline
that gives the nurse a roadmap to use for ongo-
ing, routine monitoring of patients for depres-
sion. “Nurses are initially reluctant to care for a
patient with depression because they are not
sure how to monitor the patient,” says Bruce.
“A guideline that helps nurses to know when to
call a mental health professional is valuable to
them,” she adds.

Agencies that approach identification and
treatment of depression as a disease manage-
ment process with thorough training of staff
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and development of protocols and resources
that help nurses manage their patients will see
an overall improvement in outcomes, points out
Sheeran. Depression has been linked to falls,
incontinence, and medication noncompliance,
he says. He points out that by treating depres-
sion appropriately, the patient’s quality of life
and outcomes are improved.  ■ 

Choose point-of-care
based on your needs
Look at cost, benefits, and clinician acceptance 

Better documentation, quicker reimbursement,
fewer mistakes, and reports that improve

management decisions are only a few of the bene-
fits touted by vendors who say that your agency
won’t survive if you don’t switch to a point-of-
care system.

While experts interviewed by Hospital Home
Health say that there are benefits to point of care
systems, they warn that you need to choose your
system carefully to avoid buying a system that
doesn’t work for your agency.

“Home health is such a high-touch business
that it is hard to get nurses to comply with
requirements to use an automated system,”
points out David Ganzsarto, CEO of Alternate
Solutions Homecare in Kettering, OH.  “It’s
important to choose a tool that is seamless as
you introduce it because when a tool becomes a
barrier to getting the job done, no one will wel-
come it,” he explains.

Alternate Solutions’ first step toward automa-
tion began in 2003 with a software program for
billing and scheduling.  “After two years, we began
to look for a point-of-care system that would tie
everything together,” says Ganzsarto. “We com-
pared systems that used laptops and handheld per-
sonal computers,” he explains. His agency chose to
use a system that relies on handheld PCs because
nurses complained that the laptops “got between
them and their patients,” he says. 

Because they were introducing a point-of-care
system for the first time, Ganzsarto wanted to
choose something with which the nurses felt most
comfortable. “We also found the handheld PCs to
be more efficient because they do not take the
amount of time to boot up as a laptop because this
system does not store a database; instead it stores

only seven days of data,” he explains.
“The pocket PC is schedule driven, so the

nurse gets the information on visits scheduled for
seven days,” says Deryll W. Durr, director of
business application development for Sta-Home
Health Agency in Jackson, MS. 

Each morning the nurse must log in and “syn-
chronize” the data on the pocket PC with the data
from the agency scheduling system. All appoint-
ments for the next seven days are updated and
patient records for those visits are downloaded.
“If there is a change made by the schedulers that
the nurse needs to adjust because the patient
won’t be home at that time, the nurse makes the
change on the device and synchronizes again,” he
explains. “The clinician does not lose control of
his or her schedule but the office always stays up
to date as well,” he adds.

Durr’s agency went to a point-of-care system
in 1999 and used laptops for all clinicians. “We
switched to a pocket PC system in 2006 for a
number of reasons,” he says.  “Overhead costs
were significantly lower since each pocket PC
costs about $300 compared to the $1,500 to $2,000
needed to purchase sturdy laptops with a high
speed processor to run other systems,” he
explains. “Clinicians also liked the ability to syn-
chronize data in a matter of a few minutes com-
pared to 30 to 45 minutes for a laptop.”

Financially, the new system helps with billing,
admits Durr. “If our clinicians are in an area in
which there is cell phone coverage, they can syn-
chronize after every visit,” he says. “Once the
data come in to our billing staff, they can drop a
Request for Anticipated Payment within nine
hours of the visit,” he points out. 

Even though his agency had utilized a point-
of-care system for many years, there were still a
few hurdles, admits Durr.  “Nurses were accus-
tomed to having access to all patient records all of
the time,” he says. “The pocket PC gives you
access only to the patient records you need for
the next seven days,” he explains. Once nurses
realized that they don’t need access to every
patient record every day, they liked the system, he
adds.

Whether you choose a laptop or a pocket, or
handheld, PC-based system, be sure you offer
enough training to your staff, suggests Ganzsarto.
“We did not spend enough time training staff
members,” he admits. The agency started with the
basics: how to turn the device on, how to use a sty-
lus, and how to open documents. “We found that
as nurses worked through the OASIS they did not
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know where to enter details and if another nurse
was seeing the patient, she or he could not find the
details entered in the previous visit,” he says. 

Because Ganzsarto’s agency had not used point-
of-care before, some nurses were very reluctant to
try to use the device, he says. “We’d have nurses
say the device was broken, so they did all of their
assessments on paper,” he says. One-on-one train-
ing helped overcome the resistance, he adds. (See
“Adopting new technology? Understand staff
fears,” Hospital Home Health, September 2006, 
p. 99.)

“Older nurses resisted the most, and we did lose
five employees, but we’ve found that the system is
a good recruiting tool,” says Ganzsarto. “We’ve
had nurses come to us to apply for positions
because a friend works here and has told them
about how much easier their job is with the point-
of-care system.” ■

End-stage renal disease
patients need hospice care
Health providers need more education

Renal disease patients live only one-third as
long as persons who do not have kidney dis-

ease, and they typically have many co-morbidi-
ties, including diabetes, heart failure, high blood
pressure, and circulatory problems. About 20% of
dialysis patients withdraw from dialysis treat-
ment, which typically results in their dying
within four weeks.

So the big question is: Why doesn’t this very
sick population receive high-quality palliative

and hospice care as often as needed?
The Robert Wood Johnson Foundation, of

Princeton, NJ, funded a renal disease workgroup
to look at palliative care issues as a recognition of
the reality that too few renal disease patients
were receiving palliative services, says Alvin H.
Moss, MD, a professor of medicine at the West
Virginia University School of Medicine in
Morgantown.

The workgroup consisted of people who cared
about dialysis patients and wanted to improve
their care, particularly at the end of life, Moss
notes.

“Most of us were seasoned clinicians, doing
this work for 15 to 20 years and longer, and we
were burdened by the amount of suffering we
saw in patients we care for,” Moss says. “We
wanted to figure out how we could provide bet-
ter care to them.”

Workgroup members quickly identified hos-
pice care as being underutilized for dialysis
patients, Moss says.

“You think of cancer patients as a sick patient
population,” Moss says. “Dialysis patients on
average live only half as long as cancer patients,
with 70% of cancer patients living five years, and
only 35% of dialysis patients living five years.”

Also, when dialysis patients stop treatment,
96% of them will die within the month, so hos-
pice care is appropriate for these patients, he
says.

“Every renal patient who stops dialysis
should be offered hospice care, and most would
use it,” Moss says. “Yet, only 40% of dialysis
patients who stop treatment receive hospice
care.”

One of the renal disease workgroup’s recom-
mendations to the field of nephrology health
care professionals was that they more consis-
tently refer dying dialysis patients to hospice
care or that they adopt a palliative care
approach to their management, Moss says.

The workgroup also recommended that the
Centers for Medicare and Medicaid Services
(CMS) collect data on hospice utilization on
their death information form, Moss says.

“In October 2004, CMS changed the death
notification form based on the recommenda-
tions,” Moss says. “So CMS now collects data
about hospice use on every dialysis patient who
dies, and its data that will be readily available.”

The main obstacle to getting end-stage renal
disease patients into hospice care is that
Medicare won’t pay for two different programs

30 HOSPITAL HOME HEALTH® / March 2007

For more information about purchasing a point-of-care
system, contact:

• David Ganzsarto, CEO, Alternate Solutions Homecare,
1251 E. Dorothy Lane, Kettering, OH 45419. Phone:
(937) 298-111 or (877) 298-1188. Fax: (937) 298-7210.
E-mail: davidg@ashomecare.org.
• Deryll W. Durr, Director of Business Application
Development, Sta-home Health Agency, 406 Briarwood
Drive, Building 200, Jackson, MS 39206. Phone: (601)
956-5100. Fax: (601) 956-3003. E-mail: 
ddurr@sta-home.com.  

SS OO UU RR CC EE SS



for the same diagnosis, Moss says.
“They won’t pay for hospice and also pay for

dialysis for kidney disease, so most providers
think dialysis patients can’t have hospice ser-
vices,” Moss explains. “But one of the things we
did was identify precisely what the CMS regula-
tions were, and we found that renal disease
patients who are dying from cancer and heart
failure can continue to receive dialysis, as well as
receive the Medicare hospice benefit.”

Hospice professionals traditionally have
thought of dialysis as a life-saving treatment,
when it’s not life-saving, but can add a little time
and quality to a patient’s life, says Malene Davis,
MBA, MSN, RN, CHPN, president and CEO of
Capital Hospice of Falls Church, VA. Davis also is
the chairperson-elect of the National Hospice and
Palliative Care Organization of Alexandria, VA. 

“So one of the understandings of hospice is
that we’re not permitted to pick up a patient
who is on dialysis,” Davis says. “So what we
would do is wait for people to stop dialysis,
and then we would have them in care for only
two or three weeks before they died.”

The reality is that most dialysis patients also
have diabetes or cardiac problems or another
chronic illness that makes their case more in
line with a hospice philosophy, Davis adds.

“In West Virginia, we had a patient who had
cancer, but started to develop renal failure
while on the hospice program,” Davis says.
“Then the patient went on dialysis to improve
her quality of life and enable her to stay at
home and eat better.”

One day, Davis visited the woman and found
her watching “The Price is Right,” and then her
grandson called her.

“I asked her if she liked to go to the dialysis
center, and she said, ‘No, there will be a day
when I won’t want to go back there,’” Davis
recalls. “But it was buying her time to spend
with her grandson and his children — so it’s all
about quality.”

A minority of dialysis patients have only
renal disease, Moss says. This is why education
is so crucial to improving dialysis patients’
access to hospice care, Moss says.

The Kidney End-of-Life Coalition, along with
hospice and other partners, work to educate the
medical community about how they should not
discriminate against dialysis patients, Moss
says.

In studies that will soon be published, a sur-
vey shows that health providers who are aware

of the renal disease workgroup’s recommenda-
tions and work are well prepared to provide
palliative and end-of-life care to their patients,
Moss says.

“One thing we worked on was developing
core curriculum for nephrology products, and
that was done and published, and it’s now out
there for educating people who are training to
be nephrologists,” Moss says. “About 39% of
nephrologists now say they are well prepared to
do end-of-life care, so it’s still a minority, but
the number is increasing.”

From the hospice perspective, data show that
the average hospice patient has eight or nine
symptoms that are out of control, and end-stage
renal disease patients have the same number,
Davis says.

So it is unethical for the health care field to
send these patients home from the dialysis cen-
ter with no support, she says.

“We have to step up to the plate, go to dialy-
sis centers, and do a presentation for their
staff,” Davis suggests. 

One of the first things hospice professionals
can teach dialysis center staff is about advanced
care planning and advanced directives, she
says.

Members of the renal disease workgroup dis-
covered in their research that dialysis units did
not have a consistent policy about whether they
would honor patients’ wishes regarding CPR in
the event of a cardiac arrest, Moss says.

“So we conducted focus groups with dialysis
patients and their families,” Moss says. “We
talked with them to find out what their con-
cerns, needs, and level of understanding were.”
The group developed a draft policy based on
these discussions, he adds.

“Dialysis centers don’t have time for social
work, so it’s up to hospices to provide a com-
munity service by visiting dialysis centers,”
Davis says.

When Davis speaks with dialysis center staff,
she typically asks them if they can predict
which patients will choose to go off of dialysis,
and they say they can.

“They call these patients the ‘dwindlers,’
because they are people who still are coming in
for dialysis, but their blood pressure is not stay-
ing up, and it’s just wearing them out,” Davis
explains. “These are the patients who need to be
helped with their decision and, if hospice were
involved, they could be educated and more
comfortable about making a decision to stop
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dialysis.”
Hospices that develop good relationships

with dialysis centers could assist the centers in
providing patients with palliative care services,
as well as increase their referrals, Davis says. ■

Wound care helps restore
patient's self-esteem
Hospice received CHAP commendation

When staff at the Hospice of Chattanooga in
Tennesse, provide wound care, they work

to help the patient recover a sense of wholeness.
Families sometimes feel that even if their loved

one is dying, they want to help heal the wound
because it's at least one thing they can accom-
plish, says Terry A. Melvin, MD, FAAHPM, a fel-
low of the American Academy of Hospice and
Palliative Medicine, and the chief medical officer
at the Hospice of Chattanooga.

From the patient's perspective, a healed wound
can help the patient feel whole and presentable to
visitors, Melvin adds.

Melvin worked with a hospice nurse to develop
a standardized wound care program with the goal
to heal patients’ wounds whenever possible and to
improve them when healing isn't possible.

“I looked at all of the different products and
came up with something affordable that works for
our hospice budget," she says. "In the year and a
half we've been doing this, we've had patients die
and their wounds had healed."

Healing wounds is less dependent on the
patient's physical or nutritional status than it is on
the consistency of the care of the wound, Melvin
says.

“The theory is that because a patient has low
albumin and the nutritional status is poor, then
on that basis the wounds won't heal,” she
explains. “My theory has been that I don't care if
your albumin is low; if I have consistent wound
care and turning, I can help that wound heal.”

One patient told hospice staff that she wanted
them to work with her to heal the wound on her
abdomen, even if meant she would spend three
hours each day doing her own dressing change,
Melvin recalls.

“And she did heal,” she says. “That was the
patient's sense of wholeness: 'I know I'm going to
die, but at least I feel whole.'"

Wound care rarely is a top priority in hospice
care, but it is one of those services that can make
a big impact on a patient and family, partly for
emotional reasons.

“When a family member sees a wound or pres-
sure ulcer on their loved one's bottom, and it
won't heal, they think they have failed and didn't
do a good job,” Melvin explains.

The wound care program's main components
are selecting the best products to use, identifying
at-risk patients, and educating family members.

• Finding the right products: “We honed in on
a debridement agent that worked for us,” Melvin
says. “It's important to me that everybody is get-
ting a high standard of care.”

Melvin's model of care is the answer to this
question: "Is this the care that I would want my
mother to receive?"

To this end, wound care needs to be standard-
ized, tried, tested, and improved.

“From a home health standpoint, the goal is
getting somebody better — that's the standard,”
she says.

In hospice care, you take that standard, acknowl-
edge that the patient will die, but let the patient
know that you will do everything you can for that
person until he or she dies, and that includes doing
your best to heal his or her wound, Melvin
explains.

"We've had patients who died with a stage 3
wound, and they had started off with a stage 4
wound," she says.

“We've had patients with a stage 4 wound, and
they died with a stage 4 wound,” Melvin adds.
"But it was clean and not smelly, and the care that
the patient was receiving was something that the
patient and caregiver got into, and it was a ritual
for them."

• Identify at-risk patients: Hospice staff need
to prepare for tackling a wound care case before
the program begins. One way they do this is by
identifying which patients may be at risk for
wounds and having a special mattress placed in
those homes, Melvin says.

“We need to teach the family turning techniques
to prevent wounds from occurring,” Melvin says. 

While the hospice receives the same per diem
rate no matter how much money is put into wound
care prevention and education, this is a model that
will save money in the long run, Melvin notes.

“Prevention saves money, and our supply costs
have actually decreased and the cost per patient
per day has not increased,” Melvin says. “It's more
constant because we're ordering all of the same
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things, and there is a system by which the prod-
ucts are being used.”

When the hospice began the program, no one
knew if it would prove to be very costly or whether
some of the spending could be recouped, Melvin
notes.

“But I felt we had to do everything we could to
prevent and to improve wound care," she says.
"We even sent one of our nurses to school and
paid her salary, so we now have two ostomy
nurses — that's how important it is.”

The ostomy nurses keep the staff updated and
educated and assist with nursing skills lab, and
they're available for a consultation when a nurse
believes a patient is at risk, Melvin adds.

• Educating the patient and family: Educating
patients and family is an important part of the
wound care program.

An interdisciplinary team teaches family mem-
bers about wound care, but only if they're willing
to learn, Melvin says.

“There are families who won't clean the
wounds, so for those families we increase visits
or bring in certified nursing assistants, so we can
get the wound to the point where there isn't a
need for a daily dressing,” Melvin says. 

“So when the family sees that you're really
working hard with this, they kind of pitch in,
knowing that we're doing this for them, and
they're doing it for their loved one.”

The hospice's wound care program has gained
a very favorable reputation in the area, and now
there are calls for its support at nursing homes
and elsewhere.

“We have two wound care nurses making
rounds in the nursing home, in homes, and in the
community,” Melvin says.

“So are we spending a little bit more attention
to it? — Yes,” she says.

The worse-case scenario is a hospice admission
where the patient has a smelly wound that is
painful to change, but after the hospice's wound
care, it loses its odor and becomes cleaner, Melvin
says.

“You give back some hope to the patient and
the family,” Melvin says. “We show the patient
that we respect him and his body, even though we
know we can't heal him of the terminal illness.”

It took some time to achieve staff buy-in on the
new wound care program, and the staff initially
were resistant to change, Melvin says.

“We picked nurses within each of the teams
and tried to get them to buy-in,” she says. “We
educated them on when to use this product,

and when a patient had a wound issue, the
team would ask the trained nurse or back-up
ostomy nurse or me what to do.”

Over time, the entire team learned to provide
the same quality wound care, and referrals from
nursing homes began to increase because of the
hospice's reputation in dealing with wounds,
Melvin says.

“We have families who say, 'Daddy has
metastatic cancer, and his bottom has broken
down, and we want your hospice because we
know you will do something for his wound,’”
Melvin says. “We had a survey from CHAP, and
they gave us a commendation as a result of our
wound protocol.” ■

Be on the lookout 
for depression
Don’t let it creep up on your patients 

It usually doesn’t appear all at once, and there
may not be a clear starting point where symp-

toms begin. But once it shows up, depression can
unravel the gains you make with your congestive
heart failure (CHF) patients. 

With treatment plans depending so much on the
patients remaining motivated — to keep up with
drug therapy, appointments, and tasks such as
daily weighing — depression can undo a lot of the
control you’re trying to get over their condition. 

“The disease creeps up on people,” says Sue P.
Heiney, PhD, RN, CS, FAAN, a certified special-
ist in psychiatric nursing at the University of
South Carolina in Columbia. “It’s not like dealing
with an MI, where there is a clear-cut event that
puts a patient in crisis.”

Heiney, who specializes in working with can-
cer patients, says she often lectures on depression
for clinicians treating patients with heart failure
because of the similarities with how patients 
deal with lasting illness and how depression can
develop.

Patients who undergo surgery face an
increased risk of depression, whether they are
recovering from a valve replacement, cardiac
bypass, or even transplantation. Depression can
develop in patients who have been dealing with
CHF only. What’s needed, say experts, is to look
for the situations that can lead to depression,
find out if the signs are there, then go ahead
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and treat it. 
Don’t wait for one signal to jump out at you

as though someone flipped on the depression
switch. CHF patients show the gradual symp-
toms much the way other patients do. 

“It’s simple to assess, but it just gets ignored,”
Heiney says. “We often get so wrapped up with
assessing symptoms and disease management
that we miss the quality-of-life issues.”

“Patients come in to get an EKG, a check of
medical symptoms, heart symptoms — but doc-
tors just need to know that the risk of depres-
sion is there,” says Jim Fitzpatrick, MD, clinical
assistant professor of medicine in the division
of cardiology at Thomas Jefferson Medical
Center in Philadelphia.

He says half of the patients who have had
heart surgery show signs of depression. 

“In patients with heart failure, they may have
had surgery for valvular repair or a bypass.
After those surgeries they are in a high-risk
group.”

It is helpful to recognize that just being a
heart patient is a roller coaster ride of emotions
for most people.

“They’ve been sick. There was the anticipa-
tion of surgery. They go have it done. Then they
still don’t feel well. They made it through, but
instead of having a sense of relief, depression
sets in,” Fitzpatrick says.

The same pattern is true for patients who
undergo transplantation, says Mary Amanda
Dew, PhD, a professor of psychiatry at the
University of Pittsburgh Medical Center.

Before the transplant, there is a lot of stress 
for patients and their families. “Nobody is
really sure if they are going to make it,” she
says. “People live in this limbo of not going to
know what’s going to happen. It goes on and
on.”

Reality hits after surgery

Dew, who works with cardiovascular patients,
says she has studied depression in heart transplant
patients for 10 years. The emotions can continue to
work on the patient after surgery, especially after

the patient’s relief that he or she survived the 
procedure wears off.

“After the transplant, there is disappoint-
ment. We’ve found that people come down off
of a honeymoon period,” she says. “People
aren’t doing as well as they thought they would
do.”

If the patients go on to develop depression,
Dew says studies show they are more likely to
develop complications like cardiac allograft dis-
ease. 

“That’s something seen across the board,” 
she says, noting it worsens the health status of
transplant recipients and bypass patients alike.
Complications have such a strong tie to depres-
sion, she says, that it is a powerful predictor of
physical morbidity. 

Heart failure symptoms can mask some indi-
cations of depression. For example, patients
may have less energy and probably can’t be as
active as they were when they were healthy.
Those changes in a person’s life could in time
lead to depression. The signs that it’s develop-
ing, such as fatigue or difficulty sleeping, may
appear to be just from the CHF itself.

“Probably, the question to ask is, ‘How is your
disease right now affecting your quality of life?’”
Heiney says. “Then listen for the responses you
get.”

Start looking for symptoms

If you begin to hear about vague pain, head-
aches, or sexual problems, start being suspicious.
After some digging, you may determine a few of
these symptoms are not indicating depression,
but these are good places to start. 

“Look if there are more complaints than
usual,” says Jeffrey E. Kelsey, MD, PhD, assis-
tant professor of medicine and director of the
Mood and Anxiety Disease Clinical Trials
Program at Emory University’s department of
psychiatry and behavior in Atlanta. “Where we
get a lot of hits are changes in sleep, appetite,
energy, concentration, or feeling blue.”

“Look for clusters of symptoms that are sud-
denly appearing,” Dew says. 
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They can be both somatic (such as eating and
sleep habits) and cognitive, such as sudden diffi-
culty in decision making, feelings of worthless-
ness, or thoughts that they or their families
would be better off if they died. “Some people
may show one type or the other,” Dew says.
“Look for both.” 

Kelsey notes that elderly people tend to com-
plain more about physiological symptoms than
psychological ones. 

But that doesn’t mean that psychological ones
aren’t there. In these cases, it may help to talk
with the patient’s spouse or another family mem-
ber to see if they have noticed problems such as
increased irritability or changes in sleeping or
eating habits. 

Fitzpatrick says he had a patient’s wife come 
to him to ask what could be wrong with her hus-
band. She said her husband seemed so down
after his surgery. 

The patient went through the surgery well
and made no complaints himself. His wife,
however, told Fitzpatrick he wasn’t sleeping
well. He also had lost his appetite and had
anhedonia, or no sense of pleasure in anything.
With that information, Fitzpatrick started the
patient on antidepressant medication, and he
responded well. 

Dew has one more note about the patient’s
household caregivers: Keep an eye on the
patient’s family. You may need to assess if they
are showing signs of depression, too. If so, they
may need to be directed to get help from their
physicians.

“The caregiver and the patient tend to feed
off of one another,” she says. It’s a big problem
to your case when caregivers, who are usually
under a lot of strain themselves, are the one
who give the patient daily medication. “If they
get depressed, they may not be able to do what
they used to do.” 

Start with basic questions

So the physician is asking questions about
quality of life, eating, sleeping, and overall mood
— and a patient shows signs that depression
could be a problem. “Chances are, you’ll want to
take a clinical history and evaluate specifically for
depression,” Heiney says.

The basics include asking about previous his-
tory with depression, suicide attempts (personal
or family members), persistence of feeling down
all day long and every day, and not enjoying
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CNE questions
9. Why is skills day so important to her pediatric

nursing staff, according to Tina Smith RNC,
maternal child manager for Concord Regional
VNA in New Hampshire?

A. Referral sources can visit and meet nurses

B. Insurance companies present information

C. It eliminates the need for other agency inservices

D. Nurses get a chance to improve pediatric-spe-
cific competences

10. What are typical, visible signs of depression in a
home health patient, according to Martha L.
Bruce, PhD, MPH, professor of sociology in
psychiatry at Weill Medical College?

A. Disheveled appearance in a normally neat person

B. Lack of interest in usual activities

C. Nightclothes in the afternoon

D. All of the above

11. How quickly is Deryll W. Durr, director of busi-
ness application development for Sta-Home
Health Agency in Jackson, MS, able to drop a
Request for Anticipated Payment now that his
new point-of-care system is in place?

A. 2 hours

B.9 hours

C.3 days

D.7 days

12. According to Terry A. Melvin, MD, FAAHPM,
one way hospice staff can prepare for tackling a
wound cure case before it begins is by identify-
ing which patients may be at risk for wounds
and having a special mattress placed in those
homes. 

A. True

B. False

Answer Key: 9. D; 10. D; 11. B; 12.A.



their usual activities. Most doctors are familiar
with this drill for patients who are not suffering
chronic disease, but it is still valid to CHF
patients as well.

“The yeses you get from these questions are a
major red flag,” she says. Then once the physi-
cian establishes the cause for depression and
determines depression does exist, patients can 
be treated. 

“Whenever you see signs of depression, go
ahead and treat it,” Kelsey advises. Some treat-
ment begins at looking at the medication the
patient is taking already. Some drugs can cause
depression as a side effect, particularly ones that
have a long half life and tend to accumulate in
the body over time.  ■
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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 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 this issue, you must com-
plete the evaluation form provided and return it in
the reply envelope provided to receive a credit 
letter.  ■

To reproduce any part of this newsletter for
promotional purposes, please contact:
Stephen Vance
Phone: (800) 688-2421, ext. 5511
Fax: (800) 284-3291
Email: stephen.vance@ahcmedia.com
Address: AHC Media LLC

3525 Piedmont Road, Bldg. 6, Ste. 400
Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for
educational purposes, please contact:
The Copyright Clearance Center for permission
Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400
Fax: (978) 646-8600
Address: Copyright Clearance Center

222 Rosewood Drive
Danvers, MA 01923 USA

BINDERS AVAILABLE

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

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

If you have questions or a problem, please call cus-
tomer service at (800) 688-2421.


