
Rising rate of MRSA increases need
for staff and patient education
Identification of infection, proper home isolation techniques critical

Antibiotic-resistant infections are not new to the health care set-
ting, but headlines throughout the country have increased pub-
lic awareness of the potential risk of infection.

According to a study by the Association for Professionals in Infection
Control and Epidemiology, methicillin-resistant Staphylococcus aureus
(MRSA) accounted for only 2% of all Staphylococcus aureus health care-
associated infections reported to the Centers for Disease Control and
Prevention (CDC) in 1972. Today, MRSA accounts for more than 60% of
Staphylococcus aureus infections.

Although there are no studies that have looked specifically at home
care, infection control experts point to the need for home care staff
members to be knowledgeable about these organisms in order to min-
imize risk. Unfortunately, even with increased publicity of MRSA in
the community, not all health care providers recognize the infection.

“I went to visit my 90-year-old mother who lives on the East Coast
and she showed me a wound that wasn’t healing,” says Marcia R.
Patrick, RN, MSN, CIC, director of infection control at Multicare
Health Systems in Tacoma, WA. “It was classic MRSA so we went to
see her physician,” she says. 

Although the culture that Patrick had to insist upon did show the
presence of MRSA, it became clear to Patrick and her mother that the
physician did not know how to treat the infection. After visiting a
vascular surgeon, then treating the wound with silver dressings, the
wound healed, but not before it had grown from the size of a quarter
to a 4-by-6 inch area that left a permanent scar, she points out.

“We don’t always know who has MRSA or any other antibiotic-resis-
tant infection because a patient can be a carrier without having an active
infection,” Patrick says. “Many hospitals are testing a wide range of
patients upon admission to identify patients who may be carriers.” 

Although testing of all home health patients is not practical or neces-
sary, Patrick recommends an increased awareness of the signs and symp-
toms of bacteria-resistant infections so that treatment can be provided
early and so that home health staff can ensure good outcomes for patients.
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Patients at risk

Patients at highest risk for MRSA or van-
comycin-resistant enterococci (VRE), the two
antibiotic-resistant organisms seen in the com-
munity, are those with wounds, catheters, a 
history of boils, or patients on dialysis, says
Patrick. It is critical to recognize these patients
higher risk for infection and monitor them care-
fully, she says. “MRSA often appears as a spider
bite that doesn’t heal, or a wound that won’t
heal,” she adds.

“We don’t screen all patients for MRSA or
VRE upon admission but we have an active

staff education program designed to heighten
awareness of these infections for all staff mem-
bers,” says Shannon Quaritsch, RN, MS,
CPHQ, quality improvement specialist at
Northwest Community Home Care in Arlington
Heights, IL. Staff education includes guidelines
that identify different organisms and describe
the type and duration of isolation necessary to
prevent spread of the infection, she says. 

Inservices include case scenarios that give
nurses a chance to discuss the challenges faced
by home care providers when a patient must be
isolated, points out Quaritsch. 

Although nurses use standard precautions in
patients’ homes, not all nurses were handling
patient education in the same way before the
awareness program, she admits. “Now, all of
the nurses have a checklist that they use to
ensure that patients and family caregivers are
taught about laundry procedures, the need to
clean the patient’s area frequently, and the need
for gloves or aprons when dealing with body
fluids,” she says.

CDC prevention recommendations

The most common methods to prevent 
spread of the infection in the home that are rec-
ommended by the Atlanta, GA-based CDC are:

• Caregivers should wash their hands with
soap and water after physical contact with the
infected or colonized person and before leaving
the home. 

• Towels used for drying hands after contact
should be used only once. 

• Disposable gloves should be worn if con-
tact with body fluids is expected and hands
should be washed after removing the gloves. 

• Linens should be changed and washed if
they are soiled and on a routine basis. 

• The patient’s environment should be
cleaned routinely and when soiled with body
fluids. 

• Notify doctors and other health care per-
sonnel who provide care for the patient that the
patient is colonized/infected with a multidrug-
resistant organism.

(For other CDC information related to
antibiotic-resistant infections, see p. 135.)

One part of Northwest Community Home
Care’s protocol for antibiotic-resistant infections
is the need to culture any unimproved wound
at the two-week point, says Quaritsch. 

“Pressure ulcers are more difficult to culture
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in the home so they generally have to be biopsied
in the hospital,” she adds. 

Once MRSA or VRE are diagnosed, patients are
started on antibiotics that are known to work on
these infections and caregivers are taught how
to keep the patient’s area, linens, and clothing
clean to prevent the spread of the infection, she
says.

It is difficult to treat patients with MRSA in
the home because you have to rely upon family
caregivers who may not be able to take care of
themselves, as well as a patient who requires
additional care, says Quaritsch. 

“They are also reluctant to ask for help so it is
up to the nurse to notice if additional help is
needed, or if the patient must be transferred to
another provider until the infection is con-
trolled,” she says. 

“It is not unusual for a home care patient
with MRSA to go to an extended-care facility
for a brief time to ensure proper treatment of
the infection,” she adds.

The best way to approach diagnosis of MRSA
and VRE is to realize that MRSA is everywhere,
says Patrick. “It all goes back to basic hygiene
and washing hands,” she says. “Teach patients
and staff members to wash hands and the risk
of infection decreases.”  ■

CDC answers questions
related to MRSA
Awareness and identification of risks important

Although the prevalence of methicillin-resis-
tant Staphylococcus aureus (MRSA) is not as

high in home care as it is in hospitals, the Centers
for Disease Control and Prevention addresses the
risk and identification of the infection as well as
precautions to take to prevent spread of any
antibiotic-resistant infection in non-hospital set-
tings on its web site (http://www.cdc.gov/
ncidod/dhqp/ar_mrsa.html). 

• What are “non-hospital health care set-
tings”?

They refer to residential settings (e.g., long-
term care and skilled nursing homes), home care,
hemodialysis centers, and physicians’ offices. 

• What are multidrug-resistant organisms? 
They are bacteria and other microorganisms

that have developed resistance to antimicrobial
drugs. Common examples of these organisms
include:

• MRSA — methicillin/oxacillin-resistant
Staphylococcus aureus 

• VRE — vancomycin-resistant enterococci 
• ESBLs — extended-spectrum beta-lacta-

mases (which are resistant to cephalosporins and
monobactams) 

• PRSP — penicillin-resistant Streptococcus
pneumoniae 

• Which multidrug-resistant organisms are
most commonly seen in non-hospital settings?

MRSA and VRE are the most commonly encoun-
tered multidrug-resistant organisms in patients
residing in non-hospital health care facilities, such
as nursing homes and other long-term care facili-
ties. PRSP is more common in patients seeking care
in outpatient settings such as physicians’ offices
and clinics, especially in pediatric settings.

• What conditions increase the risk of acquir-
ing these organisms?

There are several risk factors for both coloniza-
tion and infection:

• severity of illness; 
• previous exposure to antimicrobial agents;
• underlying diseases or conditions, 
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particularly: 
— chronic renal disease; 
— insulin-dependent diabetes mellitus; 
— peripheral vascular disease; 
— dermatitis or skin lesions; 

• invasive procedures, such as: 
• dialysis; 
• presence of invasive devices; 
• urinary catheterization; 
• repeated contact with the health care system; 
• previous colonization of by a multidrug-

resistant organism;
• advanced age. 

• Should patients colonized or infected with
these organisms be admitted to non-hospital
health care facilities?

Non-hospital health care facilities can safely
care for and manage these patients by following
appropriate infection control practices. In addi-
tion, non-hospital health care facilities should be
aware that persons with MRSA, VRE, and other
infections may be protected by the Americans
with Disabilities Act or other applicable state or
local laws or regulations. 

• What can be done to prevent or control
transmission of these pathogens in my facility?

The CDC’s recommendations for preventing
transmission of MRSA/VRE in hospitals consist
of standard precautions, which should be used
for all patient care. In addition, the CDC recom-
mends contact precautions when the facility
(based on national or local regulations) deems the
multidrug-resistant microorganism to be of spe-
cial clinical and epidemiologic significance. 

The components of contact precautions may be
adapted for use in non-hospital health care facili-
ties, especially if the patient has draining wounds
or difficulty controlling body fluids.

In addition to standard and contact precau-
tions, the following procedures also may be con-
sidered for non-hospital health care facilities:

• Patient placement — Place the patient in a
private room, if possible. When a private room is 
not available, place the patient in a room with a
patient who is colonized or infected with the
same organism, but does not have any other
infection (cohorting). Another option is to place
an infected patient with a patient who does not
have risk factors for infection. 

• Patient placement in dialysis facilities —
Dialyze the patient at a station with as few adja-
cent stations as possible (e.g., at the end or corner

of the unit). 
• Group activities — It is extremely important

to maintain patients’ ability to socialize and have
access to rehabilitation opportunities. Infected or
colonized patients should be permitted to partici-
pate in group meals and activities if draining
wounds are covered, bodily fluids are contained,
and the patients observe good hygienic practices. 

The following are recommended for preven-
tion of MRSA / VRE in hospitals and may be
adapted for use in non-hospital health care facili-
ties:

• Obtain stool cultures or rectal swab cultures
of roommates of patients newly found to be
infected or colonized with VRE, and nasal swabs
for MRSA. 

• Adopt a policy for deciding when patients
can be removed from isolation (e.g., VRE-nega-
tive results on at least three consecutive occa-
sions, one or more weeks apart.) 

• Consult health departments regarding dis-
charge requirements for patients with MRSA or
VRE. 

• How should clusters or outbreaks of infec-
tions be handled?

Consult with state or local health departments
or an experienced infection control professional
for reporting requirements and management of
MRSA or VRE outbreaks. 

Reference

1. Centers for Disease Control and Prevention. Multidrug-
Resistant Organisms (MDRO’s) In Non-Hospital Healthcare
Settings. Web site: http://www.cdc.gov/ncidod/dhqp
/ar_multidrugFAQ.html. 2007.  ■

Buried trauma can impact
patient in unexpected ways
Here’s how experts recommend handling it

Hospice professionals need to be aware that
end-of-life patients sometimes are dealing

with post-traumatic stress from previous trau-
mas, whether they served in a war or were
abused as children. These buried memories and
feelings can complicate physical symptoms,
including patients’ pain and suffering.

Some types of behavior often thought to be
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characteristics of a certain generation could be
symptoms of the patient suffering through this
unspoken trauma, says Ric Baxter, MD, hospice
medical director and director of palliative care
services at St. Luke’s Hospital and Health
Network in Bethlehem, PA.

When St. Luke’s opened an inpatient hospice facil-
ity about two years ago, Baxter began to have unan-
swered questions about some patients’ behavior.

“Early on, there was a particular patient who
really sparked this gut feeling that something sig-
nificant was going on,” Baxter recalls.

The patient was an 84-year-old woman with
pancreatic cancer, and she was admitted to the
inpatient hospice unit because of intractable pain,
nausea, and vomiting, Baxter says.

Her son was the caregiver, and he was over-
whelmed, Baxter adds.

“Her presentation was of a patient who could
only make eye contact with her son,” he says.
“And she was almost writhing in pain, but would
only acknowledge that it hurt a little.”

Also, the woman couldn’t be left alone at night.
As her story was revealed, staff learned that the
woman had been in a violent relationship for more
than 20 years; her children had been raised in that
environment. The care-giving son exhibited high
anxiety.

Susan Vollmer, MA, MDiv, BCC, chaplain and
bereavement coordinator at the Hospice of the
VNA of St. Luke’s in Bethlehem, had asked the
woman some open-ended questions about her life
and her marriage, and as they spent time together,
the woman confided to having an abusive mar-
riage in which her husband would lock her in clos-
ets and batter her physically and emotionally —
even in front of the children.

“So I went back to the team and said, ‘Here are
the things going on in her heart and head,’” Vollmer
says. The hospice nurses had wanted to docu-
ment the woman as in need of a routine level of
care because her symptoms could be managed
with medication, Baxter notes.

Nonphysical suffering requires care, too

“Our position was that her nonphysical symp-
toms remained acute for two to three weeks, and
we needed to look at her total suffering, including
psychological, emotional, and spiritual suffering,
which required an extra level of care,” he says.

The woman needed help in alleviating her
fears and in gaining trust, Vollmer says.

So Baxter and Vollmer helped to develop a

plan of care that included using volunteers who
would be dedicated to the patient, as well as hav-
ing hospice staff visits timed in such a way that
the woman was never left alone for more than 20
minutes at a time.

“We left the TV and lights on for her at night,”
Vollmer recalls. “And if I saw her in the morning,
I’d say I’d be back in the afternoon, and then I’d
really do that, providing follow-through.”

The extra care included assisting the son so
that he could be with his mother in a way that
was comfortable for them both, Vollmer adds. 

The patient told the hospice workers that being
there was the best thing that had ever happened
to her, she says.

As the patient’s life story unraveled, it became
clear that the hospice team sometimes missed
important cues about a hidden trauma in patients’
lives, Baxter says.

“We needed the hospice staff, particularly
nurses, social workers, and administrative staff, to
see these patients in a slightly different light, in
terms of the amount of suffering they experienced
related to non-physical symptoms,” he says.

“Very quickly, we began to see somewhere
around 50% of the people who were admitted
had some kind of story, and it frequently was a
silent story,” he adds.

Hospice staff observed symptoms that didn’t
quite fit with the physical aspects of the disease,
and they found that patients sometimes would
respond to hospice care and services in an unpre-
dictable way, says Vollmer.

“A lot of my work with families is in life
review,” Vollmer notes. “It includes things that
were hard to go through, things they regret they
had to go through.”

As she did this work with hospice patients,
Vollmer began to hear stories about traumatic
events, including natural disasters, neglect,
abuse, and war experiences. 

“It became apparent that there were symptoms
related to these stories,” Vollmer says. “At times,
we had people with symptoms who didn’t have
any stories, so we became more intentional about
working with patients and families and finding out
what they could tell us about the patient’s past.”

Assessing patients 

Through observing these symptoms and seeing
in anecdotal evidence how frequently certain
symptoms were tied to traumatic life experiences,
Vollmer and Baxter developed a two-page tool
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for assessing traumatic life experiences. 
They also developed a one-page form that

instructs hospice staff on how to ask for clarifying
information from patients who have symptoms
of past trauma and post-traumatic stress disorder.

Some of the suggestions included in the form
are as follows:

• What can you tell me about your life? Your
relationships? Your childhood? Your adult years?

• Is there anything in your life that feels scary,
frightening, or troubling when you think of it?

• Have you had flashbacks?
• Do you have a history of abuse?
• Do you have a history of painful events, such

as injuries, disasters, illnesses?
• How do you sleep at night? Do you have bad

dreams? Do you have trouble going to sleep, stay-
ing asleep, or waking? Are you afraid of going to
sleep?

As patients decline their usual defenses against
PTSD, symptoms also decline, and they have less
of an ability to control what is happening, which
increases the symptoms, Vollmer says.

“People work hard to keep symptoms and
painful memories at bay, but once you can’t do that
as well, the memories don’t go away,” she explains.
“It’s their opportunity to rise up because they can’t
be held down anymore.”

As a result, patients may have flashbacks and
have panic attacks at night, Vollmer adds.

The traumas largely have been suppressed
because of society’s judgments and inhibitions
about certain types of victimization.

The victims themselves may have felt they
deserved the trauma that happened to them, and
they certainly know that it’s hard for other peo-
ple to hear their stories, Vollmer explains.

The shame behind the trauma

“There’s a huge amount of shame attached to
the individual and the person’s experience, and
over time, nobody really wants to listen to this, so
they stop talking and bury it,” Baxter says.

For example, women in abusive relationships
often experience having people tell them to get
away from the man without really listening to
who the woman is and where she is with regard
to independence, Baxter explains.

He offers this case study of a hospice patient
with suppressed trauma that was discovered
because of physical and behavioral symptoms:

The woman, who was in her fifties, had a brain
tumor. She’d been referred to the inpatient hospice

unit from the hospital because of troubling halluci-
nations and difficulty walking, Baxter recalls.

The woman was married with several children,
including a stepchild. When Baxter met with the
woman at the initial assessment, a female social
worker accompanied him.

“Every time I asked the patient a question, she
would answer the social worker, and she could
not make sustained eye contact with me at all,”
Baxter says.

“When we asked her a general question about
herself, and this is a woman who knows she is
dying of a brain tumor, her story was about her
mother’s death two years earlier,” Baxter adds.
“When we asked her to tell us about her relation-
ship with her mother, her description of that rela-
tionship is when she was a young child, and she
said her mother couldn’t be without her.”

As the woman spoke about her life, she
revealed that she had been married three times, all
to abusive men, including her current husband.

“The first husband beat her when she was
pregnant, and she lost the child,” Baxter recalls.
“The third husband was abusive to her and their
children.”

When asked about the abuse, the husband said
he had stopped the abuse eight years earlier
when he stopped drinking, and the patient con-
firmed this. Also, the patient wanted to return
home, but she needed to know she’d be safe,
Baxter says.

“She was able to attend a group meeting to say
to her husband, ‘I need to know you won’t hurt
me, that you won’t drink, and that I can be safe,’”
Baxter says. It took some assistance from Baxter
and the hospice staff before the woman had the
courage to make her end-of-life desires known.

“The woman sat in bed and pulled up her legs,
almost in a fetal position, and she kept her whole
body drawn in,” Vollmer says. “She probably had
never confronted a male before in her life, but she
did it.”

The patient’s husband agreed to her terms, and
he brought her home, where she stayed for more
than a month. Hospice staff continued to visit her
and would ask her about her safety at each visit,
Baxter notes.

“We were very intentional about having a pres-
ence in the home on a regular basis, so the social
worker made visits more often, and the home
health aide visited at times of the day when there
wasn’t going to be any other outside help,” he
explains.

Finally, the woman returned to the inpatient
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unit to die, but by then her husband’s behavior
had changed dramatically, Baxter and Vollmer say.

“He was an entirely different person,” Vollmer
says. “I met him in the hallway on the day she was
brought back to us, and he stood in the hallway
and cried.” This was a man who would never have
shown that level of vulnerability a month earlier,
she adds.

“He sat with her the entire time when she was
dying,” Vollmer says.

As the woman was dying, she asked her hus-
band to promise not to drink and to be there for
the children and grandchildren, and he made her
the promise, while he was holding her hand and
telling her how much he loved her, she says.

The hospice staff witnessed the husband’s trans-
formation from an aggressive, arrogant, and intimi-
dating man to a humble, vulnerable man, Baxter
says.   ■

Here are the symptoms that
indicate a potential trauma
Experts explain how and why

Past traumatic experiences can result in current
physical, emotional, and behavioral symptoms

among hospice patients.
For example, a patient who once experienced

sexual abuse as a child might be afraid of having
the lights out in her room, or she might have trou-
ble speaking with male health care practitioners.

Here are some of the symptoms hospice staff
might encounter among patients who have expe-
rienced past and even forgotten trauma:

• Uncontrolled pain: “This is pain that is out
of proportion to the physical findings,” explains
Ric Baxter, MD, hospice medical director and
director of palliative care services at St. Luke’s
Hospital and Health Network in Bethlehem, PA.

“That can work either way: It can be pain that is
at a much higher level than the physical findings
suggest,” he adds. “Or it can be that the physical
findings indicate there should be a lot of pain, and
instead, the patient is saying, ‘I’m fine.’”

The clue is the disconnect between the symp-
toms and the physical findings and pathological
processes under way, Baxter says.

“Suppose you walk into a patient’s room and
ask if she is experiencing any pain, and she says
she’s fine, but her body and face are telling you

something different,” Baxter says. “So the ques-
tion is why some people can’t report their own
pain and other people can take the smallest pain
and over-report it?”

In the past, hospice professionals have attributed
any under-reporting of pain to a generational sto-
icism, but they shouldn’t make that assumption,
Baxter says.

“Often these characteristics are assigned to the
World War II generation, and we say they tend to
be stoical,” Baxter says. “Or with dementia
patients, we say they have terminal agitation.”

Symptom complexes are stereotyped, and this
makes the hospice staff less sensitive to other
meanings behind the symptoms, he says.

“They think we just need to medicate the
symptoms away,” Baxter says. “What we’re say-
ing is that maybe it’s not just a stoical World
War II veteran, and maybe it’s not just terminal
agitation.”

Instead, the symptoms might be related to the
process of emotional memories haunting
patients more intensely as they are dying.

“Those coping mechanisms break down, and
we see manifestations of underlying trauma
that they’ve carried for years,” Baxter explains.

When a patient under-reports pain, it begs
the question: “Do we really know what the
source of this response is, and can we know for
sure unless we ask the patient questions?” Baxter
says.

Often, hospice patients will not consciously
know their own traumatic stories, and yet these
buried feelings and experiences are impacting
their end-of-life experience, he says.

• Agitation and anxiety: Hospice professionals
often see patients who become agitated and are
unable to soothe themselves, says Susan Vollmer,
MA, MDiv, BCC, chaplain and bereavement coor-
dinator at the Hospice of the VNA of St. Luke’s in
Bethlehem.

“We see people who have an inability to see the
world as a safe place, and they have an inability to
trust others,” Vollmer says. “They are suspicious
and fearful about anyone who walks into their
room.” In the hospice’s inpatient unit, there are
shift rotations, so a hospice patient might have a
number of different people walking into his or
her room, she notes.

“Patients can’t get out of bed, and they don’t
know these people, so that can kick into their
fears,” Vollmer says.

Hospice patients who have suffered from past
traumas might have a sense of hypervigilance or
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hyperarousal, Vollmer says. Every noise and per-
son they encounter results in heightened anxiety.

“People can become irritable and with-
drawn,” Vollmer says. When a hospice nurse
observes anxiety in a patient, he or she could
ask for a social worker or chaplain to visit the
patient and see if there’s anything they can do
before medication is prescribed, Vollmer says.

“Sometimes, the conversations and support a
patient receives can change their need for medi-
cation,” she adds.

• Numbness and disassociation: Another
symptom you might note is an emotional blank-
ness, as though the patient has checked out,
Vollmer says.

“They can’t tell you how they’re feeling, and
their emotions are far away,” she explains. If
you were to ask this patient how he felt about
dying, he’d say, “I think it’s ok.”

While some patients might actually feel this
way, this reaction also could indicate that the
patient has had an unresolved traumatic experi-
ence, Vollmer says.

“Quite a few times we’ve seen disassociation,
which is a psychological term, but is very
important,” Vollmer says. “When you’re talking
about post-traumatic stress disorder, this is a
step back from reality, maybe with memory
gaps.”

The person might start to tell a story about
his or her past, but there will be memory gaps
and a flat affect.

“Someone will need to communicate to you a
horrific event, but he’ll tell it to you like he’s
reading a grocery list,” Vollmer says.

“Or the person will tell the story in the third
person,” Baxter says. “It’s like they’re talking
about somebody else they witnessed and it’s
not about them.”

Disassociation is a creative way for the mind
to protect the person who has suffered the
trauma, Vollmer explains. 

“Whatever the experience and emotions are,
it’s too painful to really be there, so the mind
says, ‘I’ll keep you safe and put it at a dis-
tance,’” she adds.

• Past self-destructive and other coping
behaviors: Another clue that someone has
undergone PTSD is a medical history of sub-
stance abuse, depression, or anxiety, Vollmer
says.

“We may also see people who are very con-
trolling and really need to be in charge,” she
says.

“In my mind, being controlling is a safety
issue where the patient thinks, ‘I need to take
charge because you might not do the right
thing,’” Vollmer says.

For example, a patient might not want to
have a male worker or doctor in the room,
Baxter says.

“The female patient might be able to make
eye contact with the female nurse, but she can’t
look at her male doctor,” Baxter says. “Her
body is relaxed when the nurse is in the room,
but when the doctor walks in, she’s rigid and
on guard.”

Other symptoms might include obsessive
compulsive disorder, panic disorders, and self-
harming behaviors, such as cutting or burning
Vollmer says.

“Sometimes their self-harm might be in terms
of how they handle their illness,” Baxter sug-
gests. “A woman, who has breast cancer grow-
ing that she’s known about for years and never
said anything about to anyone, is [engaging] in
a form of self-harm.”

• Difficulty with sleeping: “People who have
difficulty with sleeping or whose anxiety level
goes up when the sun goes down often are peo-
ple who’ve experienced abuse or violence that
happened at night,” Vollmer says. “The night time
is enough of a trigger for their symptoms and
behaviors to rise a little higher.”

Whenever these or related symptoms are
observed in a hospice patient, it’s important to
encourage the patient to tell his or her story,
Vollmer and Baxter say. “Telling stories is an
important part of what hospice does,” Baxter
says. 

“In upwards of 50% of patients, we find that
stories are important to the patient’s dying pro-
cess.” It’s also important for hospice staff to be
offered support after listening to these often sad
and disturbing stories.

“It’s hard to hear those stories,” Vollmer says.
“When someone trusts us enough to give us
their story, what do we do with it and what do
we do to take care of ourselves?” Hospice work-
ers need to support each other and acknowl-
edge that hearing these life stories can be
upsetting, Vollmer adds.

“It’s not something they need to take home to
keep them up at night,” she adds. “It’s impor-
tant to have the gift of a hospice team and to
rely upon our team members, as well as to
know how to care for ourselves and to receive
the support we need.”   ■
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Liability for negligent 
premature discharge

By: Elizabeth E. Hogue, Esq.
Burtonsville, MD

Providers of home health services and other
post-acute services provided in patients’

homes frequently observe that patients are dis-
charged from hospitals who are still in need of
acute care. When providers arrive at patients’
homes to consider initiating services, they find
patients whose clinical needs cannot be met at
home. 

In these circumstances, discharge planners/case
managers may have liability for negligent prema-
ture discharge of patients.

In Wickline v. California, for example, Mrs.
Wickline had surgery for vascular disease fol-
lowed by a number of complications. The
MediCal or Medicaid program stopped pay-
ment for inpatient care. Mrs. Wickline’s physi-
cian asked for further payment for eight days.
MediCal agreed to pay for four additional days.

After four days, Mrs. Wickline’s physician
took no further action and Mrs. Wickline went
home. She developed additional complications
that resulted in the loss of her leg.  

She sued the MediCal program claiming that
if she would not have been discharged, she
would not have been injured.

In order to prove that discharge planners negli-
gently discharged patients prematurely, patients
must prove all of the following:

• Duty.
• Breach.
• Cause.
• Injury or damage.
If patients fail to prove any one or more of the

above, they will lose their lawsuits.
Discharge planners/case managers owe

patients a duty of “reasonable care.” 
Practitioners can determine what others are

doing by examining applicable national, as
opposed to local or regional, standards of care.

Sources of national standards for discharge
planners include:

• conditions of participation (CoPs) of the
Medicare Program related to discharge planning;

• licensure and accreditation standards;
• court decisions;
• standards of professional associations 

such as the Case Management Society of
America.

Discharge planners can breach their duty to
patients in two ways: (1) An act (i.e., doing some-
thing that they should not do), or (2) an omission
(i.e., failure to do something they should have
done).

The best way to define causation is in terms
of “but for.” “But for” the act or omission of the
provider, the patient would not have been
injured. Causation also can be defined in terms
of “foreseeability.” 

If it was foreseeable that the patient would be
injured or damaged by the breach of duty by
the discharge planner/case manager, then there
is causation. If injury or damage was not fore-
seeable, there is no causation. In other words,
there must be a causal connection between acts
and/or omissions by the provider(s) and injury
or damage to patients.

Patients must usually show that they were
physically injured by providers. Injuries that 
are emotional only usually will not satisfy this
requirement.  

There is one exception to this general rule.
Courts require providers to pay patients, even
when their injuries are emotional only, when
providers engage in extreme and outrageous
conduct. 

Extreme and outrageous conduct is barbaric,
shocking, cannot be tolerated in civilized soci-
ety, and generally causes one to gasp. A very
high standard to meet!

What constitutes extreme and outrageous
conduct? Staff in a delivery room, for example,
refused to perform an emergency Caesarean
section on a woman who died precipitously
during labor based upon their understanding
that no one who was qualified to perform the
surgery was present in the hospital. 

They failed to respond to the repeated
anguished pleas of her husband who begged
the staff to save the life of his unborn infant.  

Applying these requirements to negligent
premature discharge, case mangers may be
liable for negligence because they owe a duty to
patients, according to Medicare CoPs and other
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standards of case management, to develop and
implement an appropriate discharge plan for
patients. 

Discharge planners/case managers may
breach this duty when they refer patients who still
need acute care to home care providers. 

If patients are injured as a result, they may be
able to provide negligent premature discharge.

Some discharge planners/case managers still
refer patients for home care services because
“something is better than nothing” or because they
think that every patient is appropriate for home
health services. 

The stakes are high for discharge planners/
case managers who continue to discharge patients
whose clinical needs cannot be at home. They may
be found liable for negligence which may result in
the loss of any professional licenses they hold. ■

Prescription spending
caps and seniors

Many seniors quit taking drugs for chronic ill-
nesses such as diabetes and high blood

pressure when they exceed their drug plan’s
yearly spending limits, according to a recently
released study by the Rand Corp.

Even when drug benefits resume at the start of
a new health plan year, a significant number of
seniors do not resume their prescription medica-
tions, according to the findings. 

The study, which examined the behavior of
seniors enrolled in a national private health plan,
provides insight into how seniors may act under
provisions of Medicare’s new drug benefit plan
that will leave about one-third of enrollees without
drug coverage for some part of each benefit year. 

“Prescription use falls significantly as patients
reach their benefit caps,” said Geoffrey Joyce, the
study’s lead author and a senior economist at
Rand. “Most of the drugs we studied help pre-
vent long-term complications of chronic disease
so there are likely to be adverse health conse-
quences for seniors who hit their caps.”

Researchers studied prescription drug use from
2003 to 2005 among more than 60,000 people
enrolled in a health plan offered to retirees by a
large national employer. Enrollees had a choice of
two drug plans that offered annual drug benefit
caps of $1,000 or $2,500 and one drug plan that had
no spending limit. Participants had to pay a por-
tion of individual drug purchases in each of the
plans.

The study examined enrollees’ use of drugs
used to treat high blood pressure, drugs that tar-
get cardiac problems, diabetes drugs, ulcer treat-
ments, and antidepressants. Researchers also
studied prescription pain medications that have
over-the-counter substitutes.

About 6%-13% of the people enrolled in drug
plans with caps reached their spending limits in
each of the years studied, with about half the
affected enrollees going without benefits for more
than 90 days, according to the study.

High spenders in the capped plans were more
likely to discontinue use of their medications than
people enrolled in the plan with no spending lim-
its, according to researchers. Discontinuation rates
differed by type of drug, ranging from 15% for
anti-cholesterol medication to 28% for cardiac
drugs. Rates were higher for pain medications and
anti-ulcer drugs where over-the-counter alterna-
tives were available. Among patients who stopped
taking a medication in the capped plan, more than
half did not restart their prescriptions during the
first three months after benefits resumed.

“Given the importance of these drugs, it’s dis-
tressing that the resumption rates are not higher,”
said Dana Goldman, the study’s senior author
and director of health economics at Rand. “Drug
caps are a cost-saving measure, but our findings
raise the issue of whether in the long run they
may lead to other medical costs such as increased
hospitalizations.”  ■
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■ Use multidisciplinary
approach for diabetes care

■ How clean is your nurses’
bag? Tips to prevent spread
of infection

■ Improve CHF patient
outcomes

■ Know your costs before
negotiating with managed
care

COMING IN FUTURE MONTHS



Joint Commission offers
new COPD program

The Joint Commission is accepting applications
from facilities interested in obtaining certifica-

tion for chronic obstructive pulmonary disease
(COPD) management. 

The program was developed in collaboration
with the American Lung Association and requires
organizations to meet standards and performance
measurement requirements. Successful efforts
include:

• A standard method of delivering or coordinat-
ing care; 

• Implementation of evidence-based clinical
practice guidelines; 

• A secure and timely system for sharing infor-
mation across settings and providers, which safe-
guards patient rights and privacy; 

• A comprehensive performance improvement
program which uses outcomes data to continually
enhance existing treatment plans and clinical prac-
tices; 

• Clinical practices that support patient’s self-
management activities. ■

Providers reminded NPI
required beginning Jan. 1
Claims without it ‘unprocessable’

Beginning Jan. 1, 2008, the Centers for
Medicare & Medicaid Services (CMS) will

require hospitals and other health care providers
to use a National Provider Identifier when they
bill Medicare fiscal intermediaries and Medicare
administrative contractors, the agency said in a
recent notice.

Claims that contain only a legacy provider
identifier in the primary fields will be returned as
“unprocessable,” CMS said. The agency said it
was taking “the next step toward full implemen-
tation of the NPI” because the “vast majority” of
institutional providers already include the NPI
on their Medicare claims.

Providers may include both an NPI and legacy
identifier in the primary fields through April 2008.
CMS recommends, however, that they submit at
least some claims with only an NPI to ensure their

claims will be processed successfully when an
NPI alone is required beginning May 1, 2008.

Rejected claims, delayed reimbursement, and
potentially lost reimbursement will result if hos-
pitals don’t have the proper processes in place,
cautions Beth Keith, CHAM, senior management
consultant for ACS Healthcare Solutions.

Providers should have taken the following steps,
Keith says:

• Obtained NPI numbers for all required
providers;

• Cleaned and corrected existing provider
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CNE questions
9. How does Shannon Quaritsch, RN, MS, CPHQ,

quality improvement specialist at Northwest
Community Home Care, ensure that nurses
properly educate patients about the precautions
to take in the home when MRSA or VRE is
diagnosed?
A. She relies upon their years of experience.
B. She reminds staff wash their hands.
C.  She provides a checklist to use in the home.
D. She covers MRSA in new employee orienta-
tion.

10. The CDC says PRSP most often is seen in
patients in long-term acute care.
A. True
B. False

11. Which of the following questions are included in
the one-page form used by hospice staff to
access patients who have symptoms of past
trauma?
A. Is there anything in your life that feels scary,
frightening, or troubling when you think of it?
B. Do you have a history of abuse?
C. How do you sleep at night? 
D. All of the above

12. According to Susan Vollmer, MA, MDiv, BCC,
patients who have experienced trauma get par-
ticularly anxious at night.
A. True
B. False

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



master files;
• Mapped a crosswalk with NPI numbers and

UPIN, payer identifiers, etc., for all providers
The change affects providers’ information tech-

nology systems as well as their reimbursement,
Keith notes, in that current claims processing sys-
tems must accommodate the NPI identifier.  ■

ED visits up by 5.1 million
according to CDC report

Visits to hospital emergency departments
increased by 5.1 million in 2005 to 115.3 mil-

lion, according to a recent report by the Centers for
Disease Control and Prevention.

That is an average of about 30,000 visits per
ED, nearly one-third more than in 1995. The ED
visit rate for patients without health insurance
was about twice that of those with private insur-
ance, according to the report. Infants under age 1
had the highest visit rate by age. The leading
diagnosis for children under 13 was acute upper
respiratory infection.

Other top diagnoses by age were bruises, ado-
lescents; abdominal pain, adults under 50; chest
pain, adults 50-64; and heart disease, seniors.
About 12% of ED visits resulted in hospital
admission. The leading diagnosis at discharge
was heart disease.  ■
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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 the March 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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