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 Preface     

  This book has been a long time coming. Having worked in home care 
for many years, taught about home care both in agency and in univer-
sity settings, and written extensively about home care, I have been 
consistently dismayed and amazed that there appear to be no case 
study books specifi c to home care. When I taught home health, I ’ d have 
to adapt inpatient cases to suit my needs. I continue to see a lack of 
understanding about what home care is or an appreciation for its value 
and the tremendous work that home care clinicians perform. The skill 
that is required of all of the home care disciplines has for too long gone 
under - acknowledged. I hope that this book will help to demonstrate 
the kind of work they do and how vital they are to the health care of 
patients everywhere. 

 Home care is unique. There is nothing to compare with giving care 
to someone in his or her own surroundings. The challenge of adapting 
care to the home is both awe inspiring and gratifying. This is not to 
diminish inpatient care in any way. However, as Florence Nightingale 
so aptly put it:  “ Hospitals are but an intermediate stage of civilisation 
[sic]    . . .    the ultimate objective is to nurse all sick at home. ”  ( The Times , 
London, April 14, 1876). The nurse in the inpatient setting typically has 
equipment and personnel at hand to assist him/her. The nurse in the 
home can call with questions but is largely on his/her own. 

 Not all nurses can function effectively in the home setting because 
of this lack of available resources or a structured setting in which to 
work. Those of us who love home care love the autonomy it gives us. 
We love the challenges we face when trying to work with each patient  
and caregiver to assist the patient in staying in his/her own home. 

 The patient and the patient ’ s signifi cant others are part of our plan 
of care. The environment, both physical and intangible, must play a 
role in our planning. Our care is truly holistic in every sense of the 
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word. Many of our patients tend to see us many times and get to know 
us. We often have more than one visit to teach them self - care and to 
get to know them as people. If they are rehospitalized, we try very hard 
to take care of them on their return if we were the clinicians who cared 
for them before they left home. We embody the  “ continuity - of - care ”  
principle. 

 The primary care provider tends to trust our judgments because WE 
are their eyes and ears in the home. It is clear that home health clini-
cians must be very knowledgeable, skilled, and comfortable working 
in unstructured settings, as well as fl exible, adaptable, and able to roll 
with the punches. 

 The purpose of this book, then, is to introduce students and other 
clinicians who are not familiar with home care to its many wonders. It 
is hoped that students will dog - ear its pages, carry it with them to 
home visits, and refer to it often. If one student or nurse who otherwise 
did not previously see home care as a possible career choice changes 
his/her mind because of this book, then it will have been worthwhile. 
However, what is more important is that students and nurses should 
learn how exciting and rewarding home care can be; and, even if they 
don ’ t see it in their future, they should at least appreciate their col-
leagues who devote their professional lives to their home care patients. 

 Staff educators and academic instructors are encouraged to use the 
cases to teach nurses and students how clinicians manage health care 
in the home setting. Although, the book is geared toward registered 
nurses and students, the importance of the interdisciplinary team is 
woven throughout the pages of the book so that clinicians in other 
disciplines will fi nd these cases helpful as well. 

 Editor ’ s note: As this book goes to press, it is important to acknowl-
edge that the ability of nurse practitioners to write orders for home 
health care and hospice appears imminent. The term  “ physician ”  is 
used in the book. However, the reader is asked to substitute "nurse 
practitioner" once this legislation passes. 

  HOW TO USE THIS BOOK 

 Chapter  1  introduces the theoretical frameworks that support home 
care. The chapter does not cover every theoretical framework that 
might apply to home care but attempts to address those to which stu-
dents and nurses can best relate and with which they may be most 
familiar. The Neal Theory of Home Health Nursing Practice is woven 
throughout this book. The theory is explained in Chapter  1 , but each 
case includes an explanation of how a nurse in each stage of the theo-
ry ’ s model might view the case. The Neal Theory is a research - based 
theory that contends that nurses move through stages and have/



Preface  xv

develop certain characteristics required to become autonomous home 
health nurses. 

 Chapter  2  addresses the complexities of home care. Relevant health 
care policy, reimbursement practices, and standards and guidelines for 
home care are discussed. 

 Chapter  3  describes how patients are transitioned into home care 
from other settings. The chapter identifi es the types of settings from 
which one might be admitted to home care and how that process 
occurs. 

 Chapter  4  discusses the steps of preparing for and making the home 
visit. It also describes the post - visit tasks that are involved. 

 The remaining sections in the book are divided using a systems 
approach. Each case is organized in a readable, consistent manner to 
enable the student and clinician to easily follow the patient ’ s presenta-
tion, the relevant data about the patient and caregivers, and the 
approach to patient care. Each case includes information regarding 
relevant reimbursement practices, the stages of the Neal Theory, the 
role of cultural competence, relevant community resources, and reha-
bilitation needs. An interdisciplinary care plan concludes each case and 
demonstrates how the team works to care for the patient.       
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5

  1 Theoretical Frameworks That 
Support Home Care  

  By Leslie     Neal - Boylan  ,   PhD, RN, CRRN, APRN - BC, FNP       

     Several theoretical frameworks provide the foundation for home health 
practice. This chapter will describe those frameworks and lay the foun-
dation for the rest of this book. It is important that home health 
clinicians use theory to guide their practice so that home care can 
continue to distinguish itself as a setting of care that is quite different 
from inpatient settings. Clinicians considering a move into home care 
should understand that clinical expertise is not automatically trans-
ferred to the home care setting. Rather, the clinician must be able to 
work in an unstructured setting and be confi dent enough to practice 
autonomously.  

  REHABILITATION THEORY 

 Rehabilitation theory revolves around the concept of self - care manage-
ment. That is, the patient is encouraged toward maximal self - care. 
Rehabilitation professionals strive to assist the patient to regain func-
tional independence, if possible. If independence is not possible, then 
the patient is assisted to do as much as she/he can for her/himself 
without pain, loss of quality of life, or the progression of disability. 
Patients are assisted to adapt to the alterations that may be imposed 
by their disability or illness. 

 Orem ’ s (1995)  [10]  theory of self - care management is one of the theo-
ries that are used to support the rehabilitation and restoration of the 
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6  Introduction

patient. Orem suggests that the nurse offers wholly compensatory, 
partly compensatory, or supportive - educative care to the patient. The 
patient who must have total care because she/he is unable to partici-
pate in self - care receives wholly compensatory care, while the patient 
who can do some things for her/himself receives partly compensatory 
care. The clinician compensates for the things that the patient cannot 
do. Supportive - educative care is the ideal. This involves supporting 
and educating the patient who is able to provide self - care but needs to 
be taught how and to be supported in efforts to do so. 

 Henderson ’ s (1978)  [7]  theory also revolves around the concept of 
self - care. The home health clinician stands in or substitutes for those 
activities or functions that the patient is unable to complete alone. As 
the patient gets better, the clinician helps the patient convalesce and 
works in partnership with the patient toward progressing through the 
plan of care. The clinician also works on the environment to make it 
malleable to the patient ’ s needs and abilities. In the case of projected 
death due to the illness, the clinician assists the patient to make it 
peaceful and dignifi ed. 

 Roy ’ s adaptation model  [13]  focuses on the adaptation of the patient 
to the alteration in lifestyle caused by the illness or disability. The clini-
cian ’ s role is to encourage adaptation and to help the patient channel 
his/her resources toward adaptation.  

  THEORIES OF CHRONIC ILLNESS MANAGEMENT 

 Home care patients are often chronically ill. Consequently, home care 
clinicians must understand concepts of chronic illness since caring for 
those who are chronically ill is inherently different from caring for 
acutely ill patients. The Commission on Chronic Illness (1957)  [2]  origi-
nally outlined certain characteristics that describe someone who has a 
chronic illness. The illness or impairment caused by the illness:

    •      Is permanent  
   •      Leaves a residual disability  
   •      Is caused by a nonreversible pathologic condition  
   •      Requires special training of the patient for rehabilitation  
   •      Requires a long period of supervision, observation, or care  [2, 6]     

 Patients with chronic illnesses often gain experience with aspects of 
their illness such as wound care, procedures, or medications. It is 
important that the home health clinician respect that knowledge and 
the routine with which the patient has become comfortable. That is not 
to say that the clinician (and the ordering provider) will not have better 
methods. However, if a method needs to be altered, the patient should 
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be taught the reasoning behind the need for change and the patient 
should be made a partner in the plan of care. 

 Patients with chronic illnesses live with the consequences of their 
illnesses all of the time, such as pain, possible disfi gurement, reduced 
function, dependence on others, and the inability to participate in 
everything they ’ d like to do. These patients often experience a lack of 
patience with their symptoms on the part of health care providers, 
friends, and family. They are often not taken seriously and may tell 
people they feel well when they don ’ t so that they don ’ t disappoint 
others. They may worry that others will tire of hearing about how they 
feel or what they cannot do. 

 Home care clinicians are likely to achieve a rapport and cooperation 
from chronically ill patients if they allow time to listen to patient con-
cerns and show respect and empathy for what these patients know 
about how they feel and how they want to be cared for. Patients in 
home care (as should all patients regardless of setting) should be made 
to feel that they are equal partners in care particularly because care 
takes place in the patients ’  homes and the patients must be willing to 
allow the care to be provided. Family members and other caregivers 
must be recruited to  “ buy into ”  the plans for home care so that they 
can encourage and assist patients to participate. 

 Some patients with chronic illness may blame others for their mis-
fortune, and other patients may feel that they have done something 
wrong, such as smoking or gaining weight, to cause their illness. The 
truth is probably a combination of both, but it is helpful for the clinician 
to assess the patient ’ s perspective regarding the illness so the clinician 
will be able to know how to approach the patient as they work together 
to proceed through the plan of care. 

 In order to effect changes in health behaviors to move toward the 
restoration of function, it is helpful to understand how people perceive 
health behaviors. This understanding can enable the home care clini-
cian to identify and begin with the patient ’ s perception so that inter-
ventions can be realistic and doable. It is unrealistic to expect a patient 
to change behavior when they are not ready and willing. However, the 
clinician can help the patient reach a point of readiness to accept 
change. 

 One model of health behavior change is the Health Belief Model 
(HBM)  [3, 12] . The patient must accept that he/she has or can get the 
disease or condition (perceived susceptibility), then must recognize 
that the condition is serious and that it has serious consequences (per-
ceived severity). Once the patient has accepted these concepts, he/she 
must accept that the recommended intervention or treatment can work 
to reduce the risk of acquiring the disease or reduce its impact. However, 
the patient must then recognize the perceived barriers (tangible and 
intangible) that can prevent changing the behavior and be ready to 
learn about how those barriers can be reduced or eliminated. Cues to 
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action are useful to clinicians to remind patients of the need to change, 
and self - effi cacy is ultimately the confi dence one has to take action. 

 The Shifting Perspectives Model  [4]  explains how patients switch 
the perspectives of their illness at any given time. When the patient 
views wellness as in the foreground, the illness is viewed as an oppor-
tunity for growth and for meeting people the patient might otherwise 
not have met. The person who is thinking this way seems able to sepa-
rate his/her sense of self from the illness and does not allow the illness 
to defi ne them. During this time, the person may also neglect to seek 
health care when they need services because they may avoid allowing 
themselves to focus on their symptoms. 

 When illness is in the foreground, the patient ’ s illness may be tied 
up with their identity. They may appreciate the secondary gain from 
having an illness, such as getting attention from others, being excused 
from activities or responsibilities they do not want to be part of, and 
avoiding other painful aspects of their lives by dwelling on their illness. 
This perspective allows clinicians to feel needed by their patients but 
also fosters patient dependence when the patient should be achieving 
optimal and maximal self - care management.  

  HOME HEALTH NURSING THEORY 

 There are three major theories or conceptual frameworks in home care. 
The fi rst two are based on the theorists ’  experience, anecdotal experi-
ence, and reviews of the literature. The last theory is based on a research 
study of home health nurses. 

  The Rice Model of Dynamic Self - Determination (1996)  [11]  
 This framework is patient focused and incorporates the patient ’ s per-
ceptions, motivations, health beliefs, sociocultural infl uences, support 
systems, and disease process. As the title suggests, the goal is for the 
patient to be able to manage their own health care needs and in so 
doing, achieve personal harmony. The nurse ’ s role is to facilitate patient 
independence by educating, advocating, and case managing. The 
patient and caregiver form a unit and should be cared for in a holistic 
manner. The nurse, patient, and caregiver move through stages of 
dependence, interdependence, and independence. They work together 
in partnership to achieve independence in the home.  

  The Albrecht Model for Home Health Care (1990)  [1]  
 Albrecht used a review of the literature and her own experience to 
identify 18 concepts that are interrelated and refl ect the dynamic rela-
tionships and complex processes of home care. Like the other models 
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used in home care, Albrecht describes the primary goal of home care 
as patient self - care. (Table  1.1.1 )    

  The Neal Theory of Home Healthcare Nursing 
Practice  [8, 9]  
 The Neal theory is based on a study of practicing home health nurses. 
Nurses were asked to defi ne their practice. From the research evolved 
a model consisting of 3 stages: dependence, moderate dependence, and 
autonomy. The ability to adapt to an unstructured setting enables the 
clinician to move through the stages toward autonomy. Once the clini-
cian has achieved stage 3, autonomy, it is possible to fall back briefl y 
to stages 2 or 1, because of role changes, process changes, the physician -
 nurse relationship, reimbursement factors, offi ce procedures, unfamil-
iar clinical situations, or the infl uence of anyone or anything that has 
an infl uence or potential impact on the patient ’ s care (patient entity). 

 The theory is helpful to home health care clinicians because certain 
characteristics defi ne a clinician who can function effectively in home 
care, and the theory helps clinicians to see that not everyone can func-
tion effectively in the home setting. The ability to adapt is key to being 
able to move through the stages. Clinicians in different stages will 
likely handle patient cases differently, and home health agencies can 
help clinicians to move more quickly through the stages to reach their 
optimal effectiveness. Each case discussed in this book will further 
highlight how a nurse in each stage, according to the theory, would act 
and perform (Figure  1.1.1 ).    

  Family Theory 

 Home health is holistic and very frequently involves the family as the 
unit of care. Caregivers may or may not be relatives of the patient. 
Regardless, the people who informally care for the patient, whether 
related by blood or not, are often the patient ’ s family for the purposes 
of home care. 

  Table 1.1.1.    Albrecht ’ s 18 Concepts. 

  Accessibility    Accountability  
  Availability    Comprehensiveness  
  Continuity    Coordination  
  Cost - effectiveness    Client/consumer  
  Demand    Effi ciency  
  Intervention    Nurse  
  Client classifi cation    Productivity  
  Provider    Quality of care  
  Satisfaction    Use of home care  
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 It is important that clinicians in home care understand family theory 
so that the power and infl uence of the  “ family ”  is not underestimated. 
A thorough understanding by the clinician can help him/her work 
with the family in order to attain patient - centered goals. 

 One family theory is Duvall ’ s Family Development Theory  [5] . 
Duvall identifi ed 8 stages through which the family proceeds, begin-
ning with the couple separating from their families of origin and ending 
with the aging family. While, Duvall ’ s theory needs some updating to 
refl ect families who are not always made up of the traditional hetero-
sexual married couple, the stages through which a couple and, later, a 
family progress remain largely unchanged. Certain fundamental prin-
ciples underlie Duvall ’ s family theory:

    •      Families progress through predictable stages.  
   •      There are different expectations of the family in each stage.  
   •      The relationships and interactions among family members change 

as the expectations change.  
   •      Roles change as family members try to fulfi ll their roles in each 

stage.  
   •      The family has its tasks to accomplish in each stage, as does each 

individual.  
   •      The family as a whole must help the family and the individuals 

accomplish their tasks in order to function effectively as family 
unit.  

   •      Confl ict can result between the tasks of the family and the tasks of 
the individual.      

     Figure 1.1.1.     The Neal Theory of Home Health Nursing Practice.  

Time Experience Confidence

Collaborator

ADAPTATION

Nurse

Role Change
Process Change

Physician-Nurse Relationship
Reimbursement
Unfamiliar Clinical Situations
Patient Entity
Office Procedure

STAGE ONE
DEPENDENCE

STAGE TWO
MODERATE

DEPENDENCE

STAGE THREE
AUTONOMY
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  THE PHILOSOPHY OF HOME CARE 

 The theoretical foundation of home care rests solidly on a core of 
patient self - care, functional restoration or substitution, and chronic 
illness management. The setting of care is in the patient ’ s home, 
whether that is the street, a homeless shelter, or a mansion. The envi-
ronment of the patient ’ s home infl uences patient care and the role of 
the nurse. The environment has both tangible and intangible qualities. 
The tangible environment includes the building or street, the rooms, 
the furniture, the hallways, the presence or lack thereof of food or 
refrigeration, heat, or air - conditioning. 

 The intangible aspects of the environment are just as important. 
They include, but are not limited to, the dynamics between the patient 
and the family and/or caregivers, the knowledge and/or educational 
level of the patient, the perceptions of the patient and caregivers regard-
ing receiving care in the home and their ability to comply with recom-
mended treatment. Often the environment outside of the home fi lters 
inside, such as in the case of an unsafe neighborhood or the lack of 
neighbor support, community resources, or transportation. However, 
the environment outside of the home can have positive effects, such as 
a spiritual community that helps the patient and offers support. 

 The home setting is inherently different from the inpatient setting. 
The clinician must be comfortable working in an unstructured setting 
and in making many autonomous decisions, often without assistance 
or guidance. The clinician must have excellent communication skills, 
not only to communicate with the patient and the caregivers but to 
report effi ciently and accurately to the primary care provider and other 
health care professionals who are involved with the case. Interdisciplinary 
conferencing and collaboration are even more vital when working in 
home care than in other settings, because other professionals are not 
as readily available. Communication must be regular and goal - oriented 
so that all team members work toward the same goals and reinforce 
each other ’ s plans of treatment. 

 Since care occurs in the patient ’ s home, the clinician must be certain 
to partner with the patient and caregivers and make the effort to under-
stand the patient ’ s routine, what is realistic within the patient ’ s envi-
ronment, and what is not possible to accomplish. The clinician becomes 
very creative and fl exible as he/she works with the patient and care-
giver to fi nd ways to achieve goals and objectives. 

 The following 3 chapters will further enlighten the reader regarding 
the processes of home care and the details that make it so different and 
so rewarding for both patients and clinicians. The cases that follow 
these chapters will further illustrate how the home health clinician 
works to care for patients who have specifi c needs, conditions, and 
treatment goals in their home.  
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  2 Managing the Complexities 
of Home Health Care  

  By Mary Curry     Narayan  ,   MSN, RN, HHCNS - BC, COS - C       

     Home health care nursing is a highly complicated fi eld of nursing 
practice. Its complexity frequently astounds nurses when they fi rst step 
into patients ’  homes to provide patient care. Even nurses who come to 
home health from intensive care units, critical care units, and emer-
gency rooms frequently fi nd home health nursing to be quite chal-
lenging and overwhelmingly complex. To become autonomous home 
health nurses — confi dent, profi cient and highly effective at helping 
patients achieve optimal health and well - being and maximal 
independence — requires time and experience in the distinct nursing 
fi eld of home health nursing  [1] . 

 Yet despite its challenges and complexities, many nurses in home 
care say they love home health nursing and would never return to 
facility - based care. They emphasize that home health nursing is a par-
ticularly rewarding type of practice despite its challenges and com-
plexities. They value the opportunity they have to use all their nursing 
assessment and care planning skills to help patients with multiple 
diagnoses from AIDS to wounds. They enjoy home health nursing, 
because it gives them the opportunity to care for patients at all stages 
across the life spectrum from prenatal patients on bedrest to palliative 
care patients who choose to die at home. 

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.
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 Home health nurses talk about the satisfaction they get from using 
their creative talents to adapt care to meet the needs of patients in 
diverse home environments, from mansions to homeless shelters. They 
report that they enjoy teaching patients in their homes, adapting edu-
cational plans to unique patient needs and unique home situations and 
settings, and enabling optimal self - care and maximal independence. 
Although home health nurses complain about the diffi culty in keeping 
up with productivity standards, regulatory and payers ’  requirements, 
and the massive documentation burden in home care (which shocks 
and, at fi rst, overwhelms most nurses new to home health nursing), 
they quickly tell you that the independence, autonomy, fl exibility, and 
daily challenges that occur in home care keep home health nursing 
interesting and rewarding. 

 This chapter provides an overview of the characteristics that make 
home health nursing a distinct and complex fi eld of nursing practice, 
including the roles home health nurses undertake and the way they 
use the nursing process. It outlines the structure of a typical home 
health agency and the typical course of care home health nurses provide 
to patients in their homes.  

  DEFINITION OF HOME HEALTH NURSING 

 Home health nursing is defi ned by the American Nurses Associa-
tion ’ s (ANA)  Scope and Standards of Home Health Nursing Practice  (2008) 
 [2] . Home health nurses provide care to patients in their homes, wher-
ever patients live, including assisted living facilities and even some-
times, though rarely, in unconventional residences, such as shacks 
under bridges. Home health nurses provide care to patients of all 
ages, to anyone who needs nursing care within their homes. Thus, 
they provide care for patients with diagnoses that occur across the life 
spectrum. 

 Home health nurses focus not only on the needs of the patient, but 
on the needs of the family and others caring for the patient, to achieve 
optimal health and well - being for the patient. The goals of home health 
nursing are to help patients achieve optimal health, well - being, func-
tion, and self - care and to support patients and families at the end of 
life.  “ Nursing activities necessary to achieve this    . . .    may include pre-
ventive, maintenance, restorative, and rehabilitative interventions to 
manage existing health problems and prevent potential problems ”   [1] . 
Nurses assess the needs of patients and their families within the home 
environment, including assessments of the patient ’ s physical, mental, 
spiritual, cultural, social, functional, safety, medication, and equipment 
needs and the needs of the family/caregivers which impact the patient ’ s 
health and well - being.  
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  DISTINGUISHING CHARACTERISTICS 
OF HOME HEALTH NURSES 

 By examining the defi nition of home health nursing, it becomes obvi-
ous that the complexity of home health nursing includes the scope of 
its practice — all ages, all diagnoses, every type of dwelling. Another 
level of complexity is the independence of the home health nursing 
practice. 

  Independence and Autonomy 

 Since nurses provide care in patients ’  homes, they practice indepen-
dently (by themselves). When they are in a patient ’ s home, everything 
the patient needs is up to them. There are no colleagues to confi rm 
assessment fi ndings, no doctor who will make rounds, no second shift 
to pick up any missed pieces. (Of course new home health nurses will 
have preceptors and mentors, and supervisors should always be avail-
able to provide support when requested.) The home health nurse may 
be the only health professional that the patient sees for months. 

 Thus home health nurses not only assess the patient, they develop 
a plan of care for the patient, essentially writing the orders for the 
patient ’ s stay in home care and making those recommendations to the 
physician. If the physician agrees with the plan of care, the physician 
authorizes and signs the nurse ’ s plan of care for the patient. Home 
health nurses update the orders as the patient ’ s needs change based on 
their ongoing patient assessments. 

 In addition, home health nurses generally determine their patients ’  
schedules. They determine, along with the patient, caregiver, physi-
cian, and other interdisciplinary team members, when the patient will 
be seen, how often, and at what time of the day.  “ When consider-
ing the professional autonomy of the nurse, it is helpful to remember 
that the nurse is no less autonomous than is the physician … . The 
nurse assesses the patient ’ s needs, develops a plan to meet those needs, 
and recommends interventions to the physician who then gives the 
orders ”   [1] .  

  Adaptability, Flexibility and Creativity 

 Home health nurses must adapt care to the patient ’ s unique home situ-
ation. Without the supplies and resources available in facilities, home 
health nurses frequently must use their adaptation skills to  “ make 
things work ”  in the home setting. According to the  Scope and Standards 
of Home Health Nursing Practice   [2] ,  “ competent home health nursing 
practice requires fl exibility, creativity and innovative approaches to 
situations and problems in the context of individual environmental 
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differences and widely varying resource availability. ”  And Neal - Boylan 
states:

  The nurse adapts to logistical and clinical aspects of home health, 
to each patient ’ s home, to the patient ’ s ability to learn, resources, 
and needs, and to change. The nurse adapts procedures, equip-
ment, him or herself, and his/her own resources (both tangible 
and intangible) to provide patient care. To be adaptable, the nurse 
must be creative, innovative, and fl exible (2008, p. 22).    

  Highly Developed Clinical Assessment Skills 

 Since many home health patients are homebound, unable to see their 
physicians except with great diffi culty, home health nurses are the 
 “ eyes and ears ”  of patients ’  physicians, reporting their assessment fi nd-
ings to the physicians. Thus, home health nurses must have expert 
physical assessment skills. They need to be able to perform complete 
physical assessments (as appropriate for nursing practice), hone in on 
signs and symptoms, and be able to relate normal and abnormal fi nd-
ings to the physician. 

 In addition, home health nurses need to develop several assessment 
skills not ordinarily needed by nurses in other settings or, at least, in 
as much depth, as they are needed within home health nursing. For 
instance, home health nurses must be able to perform a functional 
assessment, identifying abnormalities in the patient ’ s strength, balance, 
gait, ambulation, ability to do activities of daily living, and ability to 
live independently. Related to the functional assessment is the safety 
assessment, as nurses need to assess the home for all kinds of safety 
hazards from fi re to infestations. They must assess the patient ’ s ability 
to access basic needs, such as adequate food and shelter (e.g., heat in 
winter) and to avoid injuries such as those caused by medication errors 
or by falls in the bathroom. 

 Medication assessment is one of the most important parts of home 
health nursing practice. Home health nurses assess the effectiveness of 
medications in achieving their desired goals, the presence or risk of 
adverse effects and side effects, and the ability and compliance of the 
patient to take medications as prescribed. 

 Psychosocial assessment is another area of importance. Patients are 
unable to meet the home care goals of self - care and independence 
unless they have mental health and social support. In addition to 
assessing the patient, home health nurses must assess the family ’ s and 
caregiver ’ s knowledge and skills to assist and cope with the patient ’ s 
care needs. Cultural norms and spiritual needs must also be assessed, 
and care must be adapted to the patient ’ s and family ’ s cultural/
spiritual needs and preferences. In other words, excellent holistic 
assessment skills are crucial to home health nursing practice.  
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  Highly Developed Care Coordination and Care 
Management Skills 

 Holistic comprehensive assessments demand holistic and comprehen-
sive care planning. In home health, the  “ leader ”  of the interdisciplinary 
team is usually the nurse. The nurse ’ s responsibility is not only to 
identify the patient ’ s nursing needs, but the nurse must also coordinate 
the care of all the other members of the patient ’ s team — physicians, 
rehabilitation therapists, home health aides, volunteers, family 
members, caregivers, and, of course, the patient — to achieve the 
patient ’ s optimal health, well - being, self - care, and interdependence 
goals. If the physician did not order services the patient needs during 
the referral to home care, it is the nurse ’ s responsibility to identify the 
need for those services, discuss the need with the physician, write the 
order (which the physician will sign), and secure those services. 

 If the nurse ’ s home health agency does not provide a particular 
service or resource that the patient needs, the nurse needs to identify 
where and how the patient can obtain the service. The depth and 
breadth of the services that the patient might need are practically infi -
nite, but include things like medical equipment (e.g., oxygen, wound 
vac); equipment to promote safety (e.g., shower seats, raised toilet 
seats, grab bars); supplies needed for nursing care (e.g., wound care 
dressings, catheter kits, venipuncture and laboratory tubes); services 
of additional disciplines (e.g., dietician, chaplain, clinical nurse special-
ists), services to meet psychological, social, spiritual, functional, and 
fi nancial needs (e.g., counseling, socialization opportunities, respite 
services, homemaker services, medication assistance programs); and 
all of the other unique needs patients have in the home environment 
if they are to achieve health and well - being. 

 Home health nurses need to provide this type of care coordination 
and management throughout the patient ’ s stay in home care, evaluat-
ing effectiveness of each service and discipline in meeting the patient ’ s 
expected outcomes, always evaluating, reassessing, and updating the 
care plan. In order to achieve expert care coordination and manage-
ment, home health nurses need to communicate concisely yet compre-
hensively, in a way that is organized and timely.  

  Teaching and Consulting Skills 

 One of the main duties of a home health nurse is patient education 
because patient self - care and independence are among home health 
nursing ’ s primary objectives. The fi rst step in achieving this goal is 
to determine  with the patient and family/caregivers  what the education 
goals are. Home health nurses cannot tell the patient what they need 
to know, as they are  “ guests ”  in the patient ’ s home and serve more as 
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 “ consultant coordinators ”  rather than as  “ directors ”  or as  “ the person 
in charge. ”  The patient (or the family/caregiver) is  “ in charge. ”  The 
nurse must be a motivator and learn to relinquish control while main-
taining responsibility  [1] . 

 From the moment patients are admitted to home care, the nurse 
needs to begin assessing their learning needs and needs to begin plan-
ning education interventions that will enable patients to be safe at 
home; to be able to manage independently within the home situation; 
and to be able to manage signs, symptoms, and chronic illnesses 
without needing rehospitalization. According to the  Scope and Standards 
of Home Health Nursing Practice   [2] :

  A major responsibility of home health nurses is to provide instruc-
tion to patients, families and other care providers on acute and 
chronic disease processes, and to help patients develop other self 
management skills and abilities. In this role, nurses provide infor-
mation, demonstrate techniques, and evaluate performance of pro-
cedures by patients, families, and other caregivers. Nurses must 
be able to identify barriers to learning, provide instructions using 
a variety of methods, and incorporate health beliefs and cultural 
and religious practices into the process of patient education.    

  Reimbursement Knowledge and Skills 

 The primary payer for home health care is Medicare, which is admin-
istered under the Medicare Home Health Benefi t established by 
Congress in 1965. The Centers for Medicare and Medicaid Services 
(CMS) prescribes and manages these systems. 

 The amount an agency is paid for a patient ’ s care varies depending 
on the patient ’ s status and needs  as assessed by the nurse  at the admission 
to home care (and every 60 days after that if the patient continues to 
need home care services). The nurse admitting the patient completes a 
demanding Medicare document called the OASIS (Outcomes and 
Assessment Information Set) assessment, which is used to calculate the 
payment the agency will receive for 60 days of care. In many home 
health agencies, in order to complete the OASIS, the nurse also needs 
to have a working knowledge of how the international classifi cation of 
diagnoses (ICD) coding system applies to the diagnoses their home 
care patients have. 

 The nurse must also determine if the patient meets Medicare ’ s strin-
gent criteria for home care. The patient must be  “ homebound ”  and 
need  “ skilled and intermittent ”  nursing or rehabilitation services. The 
services must be administered  “ under the care of a physician, ”  and 
they must be  “ reasonable and necessary. ”  The CMS defi nes each one 
of these criteria in detail, sometimes in surprising ways ( http://www.
cms.gov ). Mastering this body of knowledge can be quite daunting, yet 
it is a necessity for home health practice. 
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 Although Medicare is the major payer, it is not the only home care 
payer; and so, in addition to Medicare criteria for home care, home 
health nurses also need to master or know how to access, information 
about other payers ’  criteria for home care. These payers include other 
government programs — Medicaid, Veterans Administration, and Title 
programs — and many different private insurance companies and 
health maintenance organizations. Each has their own criteria for when 
the program or insurance carrier will pay for home care and when it 
will not pay. The admitting nurse needs to discuss these criteria with 
the patient and determine if the patient meets these criteria before 
admitting the patient for home health services. Once admitted, many 
private insurance companies and health maintenance organizations 
(HMO) require the nurse case manager to obtain authorization for each 
visit before the visit is performed. This may require the nurse to justify 
the reason the patient needs home care services, negotiating with the 
insurance case manager to obtain those authorizations.  

  Tolerance for Documentation 

 Since home health nursing is such an independent nursing practice, it 
is nonetheless, highly regulated. In addition, agency reimbursement is 
directly related to how well the nurse ’ s documentation addresses the 
patient ’ s fi t into the payer ’ s criteria for home care reimbursement. 
Therefore, home health documentation is notoriously demanding. 

 To meet regulatory standards, documentation for each visit needs to 
clearly demonstrate that the nurse followed the nursing process includ-
ing assessment, identifi cation of diagnoses and expected outcomes, 
care planning, implementation and evaluation. Paradoxically, despite 
the autonomy of home health nursing practice, anything and every-
thing the nurse assesses, plans, or implements must be included within 
the plan of care. Even basic nursing care, which does not need a physi-
cian ’ s order in other settings, requires a physician ’ s order in home care. 
(This serves as a checks - and - balances system to assure that all of the 
care that agencies provide, and for which they bill, is necessary service). 
Remembering to obtain such orders and completing the documenta-
tion for those orders is one of home health nursing ’ s great challenges.  

  Organization and Time Management Skills 

 Home health nurses usually carry a  “ caseload ”  of patients; these are 
the patients for whom they are directly responsible for as long as each 
patient requires nursing services. Caseload size varies depending on 
the acuity of the patients and the geographic area each nurse covers, 
but it is typically about 20 – 30 patients. In addition, home health nurses 
typically make 5 – 8 visits per eight - hour day. Managing a caseload, 
while meeting each patient ’ s multiple needs, requires advanced orga-
nization and time management. 
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 Home health nurses need to plan each day to assure that each 
patient is home for scheduled visits and that the nurse has all the tele-
phone numbers, directions, teaching resources, and supplies needed 
for the day ’ s care. Many nurses keep a  “ car offi ce ”  and a  “ car supply 
closet, ”  which they must keep stocked and organized in way that 
doesn ’ t case waste from expirations, yet enables the nurse to always 
have what is needed for patients ’  unplanned needs.   

  WORKING FOR A HOME HEALTH AGENCY 

 Home health agencies, whether they are large or small, generally have 
a similar organizational structure. If the agency is large, it may have 
many offi ces with many people required to fulfi ll the responsibilities of 
each department within each offi ce. If the agency is small, one person 
may be responsible for multiple responsibilities within the agency. 

 The basic  “ working unit ”  of an agency is the interdisciplinary clini-
cal team. The team is usually coordinated by a clinical manager (some-
times called a coordinator or supervisor) who frequently works 
primarily in the offi ce coordinating the interdisciplinary clinical team 
members who see the team ’ s patients. Within the team are nurses, 
physical therapists (PTs), occupational therapists (OTs), speech lan-
guage pathologists (SLPs), medical social workers (MSWs) and home 
health aides (HHAs). Most teams have several nurses and PTs and 
perhaps only one OT, SLP and MSW.

    •      Nurses   coordinate and deliver patient care, working closely with 
the patient, family, physician, interdisciplinary team and commu-
nity resource agencies. Nurses provide comprehensive patient 
assessments and skilled nursing care procedures. They teach 
patients and their families to become independent in meeting self -
 care needs, and they manage patients who have complex care 
needs. Usually, one nurse is responsible for a patient ’ s care from 
admission to discharge from the agency, coordinating the care of 
the interdisciplinary team to achieve the patient ’ s expected out-
comes and the patient - determined goals.  

   •      Physical Therapists (PTs)   provide therapy exercises to improve 
patients ’  physical strength, balance, and ability to ambulate and 
transfer. They determine the best assistive devices to assure safe 
ambulation and safety in the home.  

   •      Speech - Language Pathologists (SLPs)   specialize in communica-
tion and swallowing problems. They help patients with speech, 
hearing, or comprehension problems. SLPs also assess and make 
recommendations for patients who are having diffi culty with swal-
lowing or who have tracheostomies.  

   •      Occupational Therapists (OT)   assist patients in meeting their 
optimal ability to perform their activities of daily living (ADL) and 
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other physical, mental, and social activities that make life meaning-
ful. They also specialize in fi ne motor skills needed to perform ADL 
and instrumental activities of daily living (IADL).  

   •      Medical Social Workers (MSWs)   help patients and their families 
identify needs and community resources that can help meet those 
needs. MSWs also help patients develop solutions to long - term 
social/living problems. They are experts in the local, state, and 
federal assistance programs, and help fi nd fi nancial assistance for 
medications, safe housing, adequate nutrition, and so forth.  

   •      Home Health Aides (HHAs)   are also known as home care aides 
(HCAs). They provide personal care, such as bathing, dressing, and 
grooming. They may also perform some basic nursing tasks (e.g., 
vital signs) and homemaking tasks (e.g., change bed linens).    

 Very small agencies may contract for some of the less frequently used 
rehabilitation or social services. Larger agencies may have additional 
staff who can help the interdisciplinary team meet the patients ’  needs, 
including clinical nurse specialists (e.g., Certifi ed Diabetic Educators, 
Wound - Ostomy - Continence Nurses, and Psych - Mental Health Nurses), 
Licensed practical Nurses (LPNs), Licensed Physical Therapy Assistants 
(LPTAs), Certifi ed Occupational Therapy Assistants (COTAs), dieticians, 
chaplains, and volunteers who serve as friendly visitors. When working 
for smaller agencies that do not have these staff resources, nurses need 
to know how to obtain these services from other community - based 
agencies and resources if their patients need these services. 

 Supporting the clinical team are other agency employees and depart-
ments, such as  administration  (e.g., CEO or Executive Director, and 
Quality Director);  administrative support  (e.g., staff who help with 
telephone calls, data entry, and scheduling);  human resources  (who 
help with hiring, benefi t programs, maintaining mandatory employee 
records, etc.); and the  fi nancial department  (who send bills to Medicare 
and the patients ’  other insurance providers, pay the staff for the patient 
visits they make, etc.). Each agency also has a person or department in 
charge of  intake/referrals , which takes the referrals made by hospital 
discharge planners, physicians, and other referral sources and obtains 
the initial information about patients that the agency will admit for 
home health care services.  
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  3 Transitioning  
  By Jeanie     Stoker  ,   MPA, RN, BC       

     The  Wall Street Journal  reported in December of 2007  [6]  that nearly 18% 
of Medicare patients admitted to the hospital were readmitted within 
30 days of discharge accounting for $15 billion in health care spending. 
It was also reported by the Institute for Healthcare Improvement that 
as many as 46% of the admissions could have been prevented. It is 
articles like these, as well as fi ndings from the Medicare Payment 
Advisory Commission (MedPac), that have pushed rehospitalization 
to the forefront of healthcare reform. This single item has shifted the 
acute care mind set to see beyond  “ getting them out of the hospital ”  
to a true care transitions model. 

 Beginning in October, 2011, hospitals will receive a reduction in all 
Diagnostic Related Groups (DRGs) if their readmission rates exceed the 
defi ned bar. While inpatient organizations have attempted to reduce 
length of stay and rehospitalization, the loss of funding in an already 
scaled back reimbursement model forces this issue to become a key 
priority. Enter post acute care providers. 

 While home health providers have seen the value of this model, we 
are now at the dawn of new opportunities that will not only provide 
signifi cant cost savings, but improved clinical outcomes and improve 
the quality of life for chronic care patients. 

  “ Transitional care ”  is defi ned by Mary Naylor, PhD, RN as  “ a range 
of time limited services and environments designed to ensure health 
care continuity and avoid preventable poor outcomes among at risk 
populations as they move from one level of care to another, among 
multiple providers and/or across settings ”   [9] . 

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.
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 Key roles have been developed across all continuums of care to 
assess chronic care needs as well as alternative service providers. The 
Care Manager/Coordinator of Care (Case Manager) is often the one 
who leads the acute care discharge planning process. Some of his/her 
duties include:

    •      Coordination and collaboration of services by all disciplines  
   •      Performance of a comprehensive, holistic assessment  
   •      Development of a plan of care based on each patient ’ s needs and 

unique situation  
   •      Collaboration with each patient to develop mutual goals  
   •      Completion of thorough and precise documentation  
   •      Delegation of care, education, and discharge planning to other staff  
   •      Evaluation of services and goals for outcomes  [1]     

 The discharge planner is an RN or social worker who is responsible 
for arranging for post acute care needs based on an established plan of 
care. Medicare requires a participating hospital to complete a discharge 
evaluation and discharge plans developed by or under the supervision 
of an RN, social worker, or other qualifi ed individual. 

 Discharge Planning Services provided by the hospital discharge 
planner include:

    •      Identifying those in need of post acute care services  
   •      Completing an evaluation on all patients based on a physician ’ s 

order or the discharge planning evaluation  
   •      Documenting the evaluation and ensuring that it is part of the 

medical record  
   •      Discussing alternatives with the patient and family or 

representative  
   •      Developing and completing the discharge plan    

 The National Alliance for Caregiving states  “ Discharge Planning is 
a short term plan to get you out of the hospital. It is not a blueprint for 
the future. ”  This organization encourages everyone to be proactive and 
participate in the discharge planning process. The National Alliance for 
Caregiving as well as the CMS website have good checklist for patients 
and caregivers so they can be part of this important process (National 
Alliance of Caregiving)  [8] . 

 The case manager and/or discharge planner will look at a variety 
of settings and services that will best meet the needs of the patient. 
While most patients want to go home, to do so often requires the 
support and services of many community providers. Community pro-
viders are organizations that provide medical and social support to the 
patient and family. Some examples include:

    •      Home health agency  
   •      Home medical equipment  
   •      Pharmacy  
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   •      Hospice  
   •      Area agencies on aging  
   •      Aging and disability resource centers  
   •      Transportation services    

 Another key element in the discharge process is the  “ handoff ” . 
While the inpatient facility calls the transfer of care  “ a discharge, ”  it is 
really a handoff from one health care provider to another. The Joint 
Commission requires that an organization have a process that addresses 
the patient ’ s needs for continuing care or services after discharge or 
transfer. Additionally, when a patient is discharged or transferred, the 
organization is required to give information about the care, treatment, 
and services it provided to the patient to other service providers who 
will provide the patient with ongoing health care. 

 While there are many people involved in the process of handing off 
a patient from the acute care hospital to home care, more and more 
agencies are using a home care coordinator. The home care coordinator 
(HCC) may have a variety of titles (Liaison, Patient Care Coordinator, 
etc.) but serves as the transition coordinator from hospital to home care. 
Once the patient is given a choice of providers, the agency HCC may 
go to the hospital to gather data and provide information to the patient. 
The most common duties of this person include:

    •      Reviewing the medical record for continuing care needs  
   •      Meeting with other providers to understand current treatment and 

goals  
   •      Discussing orders and plans with the physician  
   •      Beginning the teaching process  
   •      Beginning the medication reconciliation process  
   •      Initiating patient rights activities, including the review of the 

consent to treatment, HIPAA rights, advanced directives, fi nancial 
responsibilities, and other similar items  

   •      Interviewing the patient and caregivers to develop a rapport and 
defi ne needs and expectations  

   •      Assessing supply, equipment, and service needs for the patient at 
home    

 Another element in the transition of care is medication reconciliation. 
The Joint Commission has recognized the extreme importance of medi-
cation reconciliation at each point in transitioning the patient across the 
health care continuum. While the process and success has been a strug-
gle for all areas, outcomes validate that this needs to be done. 

 Hospital 2 Home (H2H) is a joint initiative between the American 
Academy of Cardiology and the Institute for Healthcare Improvement 
with an overall objective to improve the transition from impatient to 
outpatient status for patients with cardiovascular disease. The stated 
goal is to reduce all cause readmission of heart failure patients by 
20% in 2012. To achieve this, there are three action domains including 
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medication management post hospital discharge. Home Care will play 
a vital role in this process.  

  ACUTE CARE TO HOME HEALTH 

 The discharge planning process begins at admission in the acute care 
setting when the nurse completes the admission assessment. As the 
patient progresses toward discharge, the staff will call in the discharge 
planner to provide additional direction and action as ordered by the 
physician. As previously discussed, a handoff must also occur between 
the hospital and home health agency. The Joint Commission recognizes 
that the process of transitioning the patient from one unit of health care 
to another is a critical opportunity to promote safety. Whether it is from 
the emergency department to the intensive care unit or from the medical 
fl oor to home health, a clean handoff promotes consistent and safe 
patient care across the continuum. 

 The Joint Commission had previously deemed patient handoffs as 
a serious issue. In March 2009 it was reported from The Joint 
Commission ’ s Sentinel Event Database that communications break-
downs were the root cause of more than 65% of 3811 sentinel events 
with 75% resulting in the patient ’ s death. Many home health agencies 
still get limited information about the patient coming home, as the 
discharge practice of  “ the easiest referral gets the business ”  remains. 
This leads to poor transitions and challenging home care admissions. 
The patient expects that the home health agency will come to their 
home with the knowledge and details of the acute care stay so that care 
is not compromised and their rehabilitation period continues in a posi-
tive direction.  

  HOME HEALTH TO ACUTE CARE 

 A hand - off is required when a patient is admitted to an acute care 
setting. This is often done with a phone call or transfer summary. The 
transfer summary provides basic medical information including the 
reason for the transfer, a summary of the care and services provided 
by home health, the patient ’ s progress towards goals, and any addi-
tional referrals made. A phone call to the admitting fl oor is ideal, but 
this often goes undone. Several factors that prevent this from occurring 
include: lack of awareness by the agency of the admission, lack of 
awareness by the home health nurse regarding where the patient is, or 
failure of the staff on the inpatient fl oor to see the value in getting this 
information. While the two practice environments are very different, 
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all parties have valuable information that will help care for the patient 
and improve overall health outcomes.  

  HOME HEALTH TO HOSPICE 

 Home Health is viewed as a provider that focuses on skilled care and 
assistance with activities of daily living (ADL) toward an overall objec-
tive of assisting the patient to return to his pre - event level of function. 
Hospice provides symptom management and holistic care to help a 
patient and support a family to a peaceful death. There are many times 
when home health providers recognize the need to transfer the patient 
to this type of care. 

 When transferring to hospice, the home health interdisciplinary 
team works together to ensure that all criteria are met and more impor-
tantly, that hospice care will better meet the needs of the patient and 
family. A referral is made: and at time of transfer, a call and transfer 
summary should be completed to ensure that a smooth transition 
occurs.  

  HOME HEALTH TO ANOTHER COMMUNITY PROVIDER 

 Home health social workers often assess patient and family needs to 
discover the need for other community resources. Some of these 
resources include: Social Security Administration, Medicaid, Medicare, 
Area Council on Aging, Meals on Wheels, support groups, and many 
others. The agency must provide enough information to the commu-
nity provider while insuring that all HIPAA laws and confi dentiality 
are maintained. A summary is not sent to these providers. At times the 
agency staff may provide information for the family and caregiver to 
follow up on or may make a direct referral.  

  INTERNAL TRANSITIONS 

 Home health agencies provide service through a variety of profession-
als and para - professionals. These include home health aides, social 
workers, registered nurses (RNs), licensed practical nurses (LPNs), 
Physical Therapists (PTs), therapy assistants, occupational therapists, 
speech therapists, and others. It is important that all disciplines com-
municate as the patient needs and care plan change. For example, the 
nurse is in the home providing skilled care and notices that the patient ’ s 
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gait is unsteady and that he is having a hard time completing his per-
sonal grooming. After physician approval is obtained to add a home 
health aide and a physical therapist to the team, the nurse needs to 
provide the physical therapist and home health aide with information 
about the patient so that collaborative care can provide maximum 
outcomes for this patient. As patient needs change, case conferences 
and one - on - one communication provide other avenues for the transi-
tion of care.  

  PHYSICIAN COMMUNICATION 

 The Medicare Conditions of Participation (COPs) clearly defi ne the 
physician ’ s role in ordering and overseeing the home health plan of 
care. The home health agency staff is required to notify the physician 
of any changes in the patient ’ s condition or plan of care. Some provid-
ers will provide a written or electronic summary to the physician before 
a scheduled medical visit. This keeps the doctor informed of the most 
recent activity and allows him/her to have a more complete picture to 
provide appropriate care management and oversight. 

 The most common form of communication involves a phone call to 
the physician ’ s offi ce. This allows the nurse or therapist to provide the 
physician with real time information. Many agencies and physicians 
develop parameters of care so the physician can defi ne when he would 
like to be notifi ed. An example of this may be a diabetic patient whose 
blood sugar is always between 150 and 250. The physician may give an 
order to call him only if the blood sugar is greater than 250. This process 
is also seen with vital signs and congestive heart failure protocols.  

  HOME CARE SERVICES 

 Many people think  “ home care ”  and  “ home health ”  are synonymous. 
While home health refers to an agency that provides specifi c clinical 
visits, home care is the full gamut of health services provided in the 
home setting. These include: 

  Home Health 

     •      Skilled nursing services  
   •      Rehabilitation services including physical therapy, occupational 

therapy, and speech therapy  
   •      ADL support with home health aides  
   •      Medical social services  
   •      Other health care support such as a dietician or respiratory 

therapist     
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  Home Medical Equipment 

     •      Oxygen and other respiratory services  
   •      Medical equipment including beds, wheelchairs, walkers, etc.  
   •      Medical supplies such as diabetic and wound care supplies  
   •      Specialized items including power mobility items and seat lift 

chairs     

  Home Monitoring 

     •      Emergency response systems are available to provide quick 
response at the push of a button. Lifeline and other providers offer 
peace of mind and independence in the home setting as the patient 
and family know that someone is always available.  

   •      Telehealth services are provided in many agencies across the United 
States. These services vary based on equipment and electronic capa-
bility but may include, vital sign assessment, weight monitoring, 
video observation, and question and answer feedback, and blood 
sugar tracking.     

  Medication Management 

     •      While home health provides education and assistance for patients 
and their families, the ultimate goal is to ensure that medications 
are taken safely, as prescribed. Since home health is only in the 
home for a short period of time, other avenues of medication man-
agement may be sought.  

   •      Pharmacies are providing an increasingly involved role as many 
now provide a medication management service which allows regu-
lar counseling and followup with patients, especially those dealing 
with polypharmacy. Several insurance providers now pay for this 
service as they see the many benefi ts of pharmacy oversight.     

  Infusion Services 

     •      A safe, cost savings alternative to a lengthy hospital stay, home 
infusion services are able to provide a variety of intravenous (IV) 
services in the home setting. Patients are taught how to care for IV 
lines as well as how to administer IV therapy.  

   •      Enteral services are often provided by infusion companies, includ-
ing the provision of pumps, bags, nutritional products, and the 
needed education.     

  Other 

     •      The health care coach is one of the newer services being offered in 
limited amounts. The Center for Medicare and Medicaid (CMS) has 
provided funding in the development of a care transitions model 
that includes health care coaches. These non - clinical team members 
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are able to provide basic education, support, as well as medication 
management via telephone of home visits. While the duties and 
activities vary, an early project in Louisiana was able to reduce 30 -
 day readmissions in the coached population to a surprising 7% 
compared to the national readmission rate of 17.6%  [10] .      

  HOME HEALTH ROLES DURING TRANSITIONS OF CARE 

 The home health agency will receive either a written or oral referral 
with transfer report from the referring agent. This will includes current 
status as well as orders for home health care. The nurse taking this 
referral will obtain as much information as possible related to current 
diagnosis, medications, treatments, as well as any infection control 
issues. The nurse then will provide a comprehensive assessment, as 
well as a medication review and reconciliation. The nurse then notifi es 
the physician of any additional needs and services. 

 The admission nurse will then complete a care plan and provide a 
report to other home health staff, including the therapist, home health 
aides, and other nurses. Additionally, she will work with a medial social 
worker to obtain community resources as needed and available. 

 When the patient is transferring out of the agency to another pro-
vider of care the nurse will educate the patient and family prior to the 
transfer/discharge about all aspects of care including ongoing needs, 
resources available, coverage requirements (as applicable), as well as 
fi nal goal status. A transfer/discharge summary will be completed and 
the clinician will offer a written summary or a verbal report to the next 
provider of care. This process is in line with the American Nurses 
Association ’ s  Scope and Standards of Home Health Nursing . The nurse is 
responsible for the coordination of system and community resources 
that enhance delivery of care across the health care continuum  [1] . 

 The physical, occupational, or speech therapist receives an initial 
report from the home health nurse or, if only therapy services are 
ordered, receives information from the referring agent. A therapy 
evaluation/assessment is completed and a plan of care is developed 
with approval from the physician. The therapist will provide reports 
to other home health staff to promote consistency and collaboration in 
the plan of care. Each will work with the medical social worker (MSW) 
to obtain community resources as needed and available. Ongoing 
reports of changes in care plan and progress should be reported during 
case conference and as needed. When the patient has completed therapy 
services, the therapist will complete a discharge/transfer summary. 

 The MSW will receive an initial report from the home health 
nurse or therapist and then will complete a social work evaluation/
assessment. It is important to note that the social worker should be 
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involved only if psychosocial issues are interfering with the plan of 
care. Examples include when a patient cannot afford their medication 
or their depression interferes with the home exercise program. The 
MSW will facilitate the acquisition of community resources as needed 
and available and provide ongoing reports of changes in the care plan 
as well as progress to the home health team. Upon discharge, the MSW 
will complete a discharge/transfer summary. 

 The role of the home care coordinator is unique at each agency; 
however, it has evolved over the years. As previously noted, the HCC 
is responsible for making the transition from the hospital to home care 
as seamless as possible. In today ’ s busy acute care environment, it is 
often the coordinator who provides home health nurses with the most 
up - to - date progress and orders from the acute care setting. 

 All providers will need to be sure that guidelines are followed when 
using home care coordinators in the acute care setting. Medicare has 
very specifi c guidelines on the requirements for hospital discharge 
planning services. Home care providers cannot provide this service in 
place of the hospital; however, once the referral is made, the HCC may 
participate in all aspects of the hospital to home care transition process. 

 Home care coordinators may also assist the agency and the home 
health nurses in the start of the care (admission) process. The Home 
Health COP 484.10 states that the agency must provide the patient with 
a written notice of their rights before the beginning of care or treatment. 
This allows the HCC to begin consent, education, and documentation 
processes while the patient is still in the hospital. Frequently this better 
informs the patient of what to expect from home care while reducing 
the time of the initial visit. 

 Telehealth, though slow to catch on in the home care community, 
has taken off in recent years and now is seen as a pivotal part of home 
care today. The benefi ts, cost savings, and improvement in quality of 
life have been documented in the literature. Today ’ s high tech environ-
ment will impact the transition and communication processes in many 
ways. More doctors are using smart phones, electronic medical records, 
web cams, and other devices to keep in touch with their patients and 
other health care providers. 

 Managed care organizations are using the Internet as a tool to 
educate their patients. They offer classes on nutrition, weight loss, 
exercise, disease management, etc., in an effort to keep the patient 
knowledgeable and in charge of his condition while reducing overall 
health care costs. 

 A variety of monitors are used by physicians, HMOs, home health, 
while others are bringing wireless care into the home. Some of these 
services include: sensors for patient location or for falls, peak fl ow 
meter readings for asthma sufferers, medication compliance devices 
that alarms caregivers of medication errors or mismanagement, wire-
less scales, BP monitors, thermometers, oximetry, and others. 
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 Home care has always been about taking care of people where they 
preferred to be cared for — at home. While cost savings and outcomes 
are validated, the time has come to recognize home care as a pivotal 
part of the transition process and health care continuum. As acute care 
dollars continue to shrink, home care will be viewed and appreciated 
as the better alternative. As this outpatient service grows, providers 
must ensure that the transition process continues to improve so that all 
patients and providers can work together to get the best outcomes 
possible.  
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  4 The Home Visit  
  By Pamela     Teenier  ,   RN, BSN, MBA, CHCE, HCS - D, COS - C   , and  

  Lelah R.     Marzi  ,   RN, MBA, BSN, COS - C, HCS - D       

     The home visit is a critical piece of any patient ’ s recovery from or 
adaptation to a new or exacerbated disease. The home visit is fre-
quently a transition between a hospital stay and independence, a 
means to identify the support needed to prevent a hospitalization or 
the help needed for a patient to remain in his home. A home visit can 
be broken into three sections:

    •      The  pre - visit , which includes a review of patient information, 
determining a plan, and making the initial phone call to the patient  

   •      The  home visit,  which includes all of the activities that will need 
to be completed while in the patient ’ s home and involves 8 steps  

   •      The  post - visit,  which includes communicating with other mem-
bers of the home care interdisciplinary team and completing 
documentation.    

 By following a logical process for home visits, the clinician can stay 
focused, stay in control of the interview, gather all the information 
necessary to complete the assessment, and formulate with the patient 
reasonable and attainable goals.  

  THE PRE - VISIT 

 The preparation for the home visit starts by reviewing available infor-
mation regarding the patient. Home care begins with a referral. This 
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may come from a hospital or physician ’ s offi ce. This referral should 
contain basic information about the patient including diagnosis, 
address, and date of birth. If the patient is being discharged from a 
facility, there might also be a history and physical, discharge summary, 
and medication list. The referral is accompanied by an order from the 
physician to initiate care. The order will delineate, often very briefl y, 
what the nurse is expected to do for this particular patient. As the nurse 
prepares for the home visit, she/he should always review orders for 
the patient. It is critical that orders be followed exactly as written. Each 
state has a survey process that will verify that each clinician has fol-
lowed all orders received from the physician. 

 If the patient is already established in home care and has been receiv-
ing care from professionals in other health care disciplines, then the 
nurse who is coming in on the case should review existing orders and 
discuss the patient with the other clinicians who have already been 
seeing the patient. This initial review will give the nurse a picture of 
the patient and allow a plan for nursing visits to be developed. The 
plan for this initial visit may be simply to assess and admit the patient 
to home care. For existing patients, it is important to provide care that 
is coordinated with that provided by the other clinicians who are 
already on the case. 

 Based on this plan, the nurse is able to gather needed supplies and 
forms for ordered treatments such as wound care, infusion therapy, or 
catheter changes. The last step in the pre - visit is to contact the patient 
to schedule the visit; however, this is not the only purpose of the initial 
contact. This is the fi rst opportunity to gather assessment data from the 
patient. It tells the nurse whether the patient is able to manage the 
phone in a case of emergency. What is their cognitive status? Can he 
provide directions? The nurse might also give them a task. For example, 
on the initial visit the nurse will want to examine all of the medications 
the patient is taking. The nurse should ask the patient to have all of 
their medications (over the counter and prescription) available to 
review together. This contact allows the nurse to start the patient - nurse 
relationship with a positive rapport and to improve the patient ’ s overall 
home care experience.  

  THE HOME VISIT 

 The actual time spent in the patient ’ s home can be broken into eight 
steps. Following this process will make the visit organized and focused. 
Just as nurses are trained to follow a logical head - to - toe process when 
performing a physical exam, it is important to follow a logical and 
consistent process for the home visit. These steps may be adapted as 
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warranted by a particular patient ’ s needs. However, it is highly recom-
mended that a process be followed whenever possible. 

  Step One: Introduction 

 The nurse ’ s fi rst visit should begin with introductions. It is very impor-
tant to remember that home visiting clinicians are guests in the patient ’ s 
home. Following the introductions, the nurse should sit with the patient 
(and possibly the caregiver and/or family) to review the referral and 
history information. This review of information that is already familiar 
to the nurse will allow the nurse to convey to the patient that the nurse 
is prepared for the visit. 

 After this brief review, it is helpful to sit back and get the patient ’ s 
story. Ask the patient what happened to result in this admission to 
home care. While listening and observing the patient; assess the home 
environment; the patient ’ s general appearance; and the status of the 
patient ’ s speech, hearing, and cognition. Other important information 
about the patient ’ s history and condition may be revealed during this 
discussion which can be very useful when developing the Plan of Care 
(POC). The POC includes and augments the complete orders from the 
physician. A particular format is used that all home care agencies 
follow. For instance, a patient may say that he fell in the hospital. This 
may not be in the records from the hospital, but it is still very important 
to know so that a POC can be developed that includes reducing the 
risk of injury from falling. Throughout the visit, the nurse should make 
observations of the home to assess for safety and for the availability of 
needed resources. This assessment should continue throughout the 
visit as the nurse gains more information about the patient and evalu-
ates his living environment. 

 In home care, one must always consider the safety of the patient ’ s 
environment as it relates to the condition of the individual patient. 
Homes are as varied as the people who live in them. These are  “ non-
controlled ”  environments as compared to the controlled environments 
of hospitals. Be prepared to politely suggest and instruct the patient to 
alter their home if it is necessary to maximize their safety. An example 
of this would be asking a patient to remove loose throw rugs to reduce 
the risk of falling. 

 As the introduction comes to a close, ask the patient targeted ques-
tions to fi nd out what has happened since the last visit (if there have 
been any previous visits). For example, one might ask if there have 
been any doctor visits. Has the patient been taking their medications? 
Have there been any medication changes? Has he had any falls? This 
will formulate a background picture of the patient and allow the nurse 
to outline for the patient what the nurse will be focusing on during this 
visit.  
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  Step Two: Assessment 

 With the introductions complete, the nurse moves to the assessment of 
the patient. Although one should always perform complete assess-
ments during all visits, the initial visit is much more comprehensive 
than the others typically are as it will be the basis of the POC, which 
may also include other disciplines. In many cases, it will also determine 
the agency ’ s reimbursement for services. 

 Always ask the patient for permission before proceeding with this 
step.  “ Do you mind if I check your blood pressure and do a physical 
exam? ”  The level of detail for each system will depend on the diagno-
ses. The clinician ’ s judgment is required to identify and to document 
issues that must be addressed in the POC. Gather subjective and objec-
tive information that include the following:

    Subjective:  Perform a review of systems by asking the patient if he is 
currently having any problems with any of the following systems. 
Consult with a good textbook on history and physical examination 
regarding targeted questions to ask and appropriate physical exami-
nation techniques. 
   HEENT: Headache, scalp lesions, alopecia, visual changes, hearing 

loss or tinnitus, epistaxis, rhinorrhea, throat pain, dysphagia  
  Skin: Lesions, rashes, ulcers  
  Cardiac: Chest pain, palpitations  
  Pulmonary: Dyspnea, dyspnea on exertion, coughing, wheezing, 

pain with breathing  
  Abdomen: Pain, bowel or bladder diffi culties, blood in stool or 

urine, dysuria, dyspareunia, changes in color or odor of stool or 
urine, changes in ability to control bowel or bladder  

  Vascular: Extremity pain or swelling, varicosities, history of blood clots  
  Musculoskeletal: Pain; fractures; osteoporosis; osteopenia; intake of 

calcium and vitamin D; diffi culty moving, walking, ambulating, 
performing activities of daily living (ADL) or instrumental activi-
ties of daily living (IADL)  

  Neurological/Psychosocial: Confusion, change in mentation, depres-
sion, anxiety, suicidal ideation, change in balance or sensation  

  General: Ask the patient about his nutritional status and ability to 
meet transportation, housekeeping, and shopping needs. What 
support systems are in place?    

   Objective:  
   Vital Signs  
  Weight/Height  
  Pulse oximetry if available  
  HEENT: 

   Head: Palpate scalp and hair. Evaluate cranial nerves and check 
for temporal artery dilatation.  

  Eyes: Check eyes for PERRLA and to see if EOMs are intact.  



The Home Visit  37

  Ears: Examine ears if possible.  
  Mouth and Throat: Look in mouth at dentition and look for 

masses under the tongue. Check for ulcers. Check for redness 
or exudates.  

  Neck: Check for carotid pulses and bruits. Check for thyroid 
enlargement and lymphadenopathy.    

  Skin: Check for tenderness and edema. Check for lesions, bruising, 
ulcers or rashes. Assess turgor and elasticity of recoil.  

  Cardiac: Listen to heart and check rate and rhythm. Evaluate whether 
there are murmurs, clicks, gallops or rubs.  

  Pulmonary: Listen to lungs and check for adventitious sounds.  
  Musculoskeletal/Neurological: Evaluate mental status. Assess joint 

function (mobility, fl uidity of movement, range of motion and 
strength), hand grasp, ability to perform the TUG test. Observe 
gait if possible. Check to see if wheelchair or other assistive device 
is properly fi t and comfortable for the patient.  

  Abdomen: Check for bruits, bowel sounds, and organomegaly.      

 As previously mentioned, the environment and support structure 
that may infl uence that patient ’ s ability to become safe and indepen-
dent in his home must also be assessed in home health care. Considering 
that the ultimate goal is independence and safe functionality of the 
patient within his family/caregiver unit, one must take into consider-
ation all aspects of the home. This will include obtaining information 
from family members or caregivers who may be present and assessing 
the interpersonal dynamics, availability, ability, and willingness of the 
caregivers. 

 Part of the initial assessment process includes a review of the medi-
cations that the patient is supposed to be taking. These medications 
include any orals, injectable, inhalants, drops, ointments, oxygen, 
vitamins/herbals, transdermals, fl ushes, enterals, and parenterals. 

 Verify that the medications match any lists provided by the hospital 
or by the physician ’ s offi ce. Check the expiration dates. Suggest putting 
away or separating medications not currently prescribed but kept by 
the patient. Asking the patient to read the labels of the medication 
containers is an ideal way to assess his vision. Does he require glasses 
or a magnifying glass to see print? If so, check to see if he can see how 
many fi ngers are raised at an arm ’ s length from his face. This is very 
important to know, as a patient who has serious visual compromise is 
certainly at a higher risk for falls and other injuries. This data will be 
included in the POC, if appropriate. 

 Risks associated with polypharmacy require assessment as part of 
an evaluation of the safety of the patient. Assess the patient ’ s knowl-
edge and ability to independently handle his medications. What level 
of assistance is needed for him to be safe? Does he require another 
person to safely access and administer any of his medications? Does 
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he require the use of a device to access or open the bottles? Does he 
know what each medicine is for? Ask if he ever has any negative side 
effects with any of his medications. 

 During the initial visit a Medication Profi le will be completed. At 
each follow - up visit, it will be updated based on information commu-
nicated by the patient. Medication management is frequently included 
in the home health POC; thus it is critical to always have an up - to - date 
list.  

  Step Three: Hands - On Care 

 In home care, as with other settings, nursing care is delivered based 
on physician orders. After the initial visit these orders are developed 
in communication with the physician. Frequently, the initial referral 
orders will contain a specifi c order for treatments and procedures. 
These procedures might include injections, wound care or catheter 
changes. 

 Hands - on care includes any assessment or treatment. Examples are 
checking vital signs, doing transfer or gait teaching, wound care, cath-
eter care or insertion, administration of injectable medications, per-
forming ostomy care instruction or diabetic foot care instruction. 
Always ask the patient ’ s permission before proceeding with any hands -
 on intervention, and remember to always explain beforehand what will 
be done. During each step of the procedure, it is helpful to inform the 
patient and caregiver of what is being done and why it is being done, 
especially if they will be learning how to perform the procedure inde-
pendently. While one should never coerce a patient or caregiver to 
perform a skilled procedure, many may feel more comfortable and 
confi dent to learn if they know each time what the steps are and how 
each step is done.  

  Step Four: Instruction 

 One service provided by home care nurses is the teaching of patients 
and their family and other caregivers. Clinicians must be knowledge-
able on disease process, medications, diet, pain management, and 
skilled procedures. As teaching is completed, the clinician must also 
continue to assess the patient ’ s understanding. Many home care 
patients are seniors. Some older adults do not learn at the same pace 
as younger patients. If they have to integrate changes into their day -
 to - day lives, it may take additional time for them to adjust comfortably 
to the changes. One needs patience to allow each patient to learn at his 
own pace with continual assessment of his understanding. 

 Consider that in home care, as in other environments, patients will 
have different learning styles. Some may be visual learners, others may 
be auditory learners, and still others may be primarily kinetic learners .  
In addition, the  “ student ”  may be a family member who is older or 
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impaired in some way. Being fl exible with teaching styles is imperative 
in home care. 

 Many home care agencies offer a wealth of patient teaching materi-
als, written in layman ’ s terms and with illustrations and diagrams, 
which are valuable resources during this step. If the agency allows it, 
make two copies of any teaching material, have the patient  “ sign off ”  
on the copy, and return the copy to the patient ’ s offi ce record. This will 
represent and augment documentation of that teaching.  

  Step Five: Evaluation 

 Once treatments and teaching are complete, the patient ’ s response to 
the care provided should be evaluated. Did the dressing change increase 
the patient ’ s pain? Are they tolerating the infusion well? Are they 
having any reactions to any of the procedures? This step also includes 
the patient ’ s response to any teaching that was done, including the 
teaching format — verbal, written, demonstrative. The family response 
to teaching is also important to note. Is there progress toward patient 
goals as predicted, or do we need to alter our teaching methods? Does 
another caregiver need instruction? Do treatments need to be altered? 
All of these are possible scenarios at this point in the process.  

  Step Six: Goal Progression 

 When documenting this information, reference should be made to the 
goals that were established at the time of admission. Specifi c terms 
and stages should identify the progress and show planning towards 
discharge. Discharge planning starts at admission and occurs through-
out a patient ’ s admission. It does not occur on the visit made just prior 
to the discharge. Establishing goals in home care is really an exercise 
in negotiation, for the nurse must be able to understand what the 
patient ’ s personal goals are, as well as what the physician - driven goals 
are. An example of this is when the nurse may write that the goal is 
for the patient ’ s knee to reach 120 degrees of fl exion. The patient ’ s goal 
may be expressed as  “ I just want to be able to go to my grandson ’ s 
wedding in two months and walk down the aisle. ”  Patient - centered 
goals should be documented clearly in the assessment of the patient. 
If the patient is not a  “ partner ”  in this effort, then the outcome will 
defi nitely refl ect it!  

  Step Seven: Care Coordination 

 Throughout the visit, the nurse will need to coordinate care with others. 
Care coordination is a requirement of many state regulations, as well 
as several certifying bodies such as the Joint Commission on the 
Accreditation of Healthcare Organizations (JCAHO) and Medicare. 
Care coordination, or lack thereof, is frequently cited in state surveys. 
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This communication regarding the patient may be with internal pro-
viders, such as members of the home care team; or it may be with 
external providers such as Durable Medical Equipment (DME) suppli-
ers or community resource providers. With this communication, the 
nurse may identify and relate changes in the patient ’ s condition, relate 
supervision of team members such as Licensed Practical Nurses (LPNs), 
or relate identifi ed educational needs of the patient that may be better 
addressed by another team member. The nurse may also be communi-
cating discharge planning information to other members.  

  Step Eight: Concluding the Visit 

 At this point the nurse will want to discuss the plans for the next visit. 
The patient and/or caregivers should be involved in all aspects of his 
care, and concluding the visit is no exception. 

 At this point in the visit, the nurse may wish to review with the 
patient and family what was accomplished during today ’ s visit, remem-
bering to emphasize his progress toward patient - centered and 
physician - ordered goals. This should be specifi c to what the nurse is 
teaching the patient or what the patient is demonstrating. Make sure 
the patient has understood any instructions; and provide homework 
assignments, things for the patient to complete between visits, such as 
reading food labels, weighing himself or testing blood glucose. Ensure 
that there is no unfi nished business, and agree on a date and goals for 
the next visit. Many agencies may require that the patient sign a docu-
ment as evidence of the visit. This is a requirement of many payers, 
including Medicare, and may be accomplished during this step.   

  POST - VISIT 

 After each visit is complete, there frequently are still several tasks to 
be completed. During the visit, care coordination was performed, and 
it will continue after leaving the patient ’ s home. Depending on staffi ng 
patterns, there may be more than one nurse to see the patient. However, 
only one nurse can visit per day unless multiple visits are ordered by 
the physician. Communication between nurses is a must. Additionally, 
in home care today, frequently more than one discipline is providing 
care to a patient. When there is a change in the patient, either an 
improvement or a decline, this information must be shared with all of 
the clinicians providing care. For example, if the nurse notices some-
thing in the assessment that might have an impact on the physical 
therapist ’ s (PT ’ s) ability to complete the exercise program with the 
patient, it must be communicated. Any change in the patient ’ s condi-
tion also must be reported to the physician. Changes may need to be 
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made to the POC. Only a physician can give verbal orders and sign 
orders, although legislation is imminent to allow NPs to give orders. 

 Documentation in home care is different from documentation in a 
hospital. The hospital will bill based on days present, tests performed, 
and medications administered. Home care is reimbursed based on the 
documentation of the clinicians. Each time one visits a patient; docu-
mentation must include the details of the encounter, the progress and 
any coordination needs that refl ect the services provided to the patient. 
This documentation will occur during the visit and might need to be 
completed after the coordination is complete. See Chapter  2  for more 
information regarding reimbursement practices, home care scope and 
standards, and care coordination.  
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  Case 2.1    Congestive Heart Failure  
  By Jeanie     Stoker  ,   MPA, RN, BC       

     This case study illustrates how the home health nurse and several other 
disciplines works with a younger patient (pre - Medicare) to improve 
her quality of life and develop mutually agreeable goals. Ms. M is 
considered a  “ frequent fl yer ”  at the local community hospital as she is 
admitted every 2 – 3 months for an exacerbation of congestive heart 
failure (CHF) or chronic obstructive pulmonary disease (COPD), 
including complete respiratory failure requiring intubation 2 years ago. 
At only 48 years of age she deals with chronic health conditions as well 
as a multi - generational home environment. There are numerous rela-
tives in the home, along with several dogs and cats. While the indi-
vidual relationships are unclear, her daughter - in - law states that she is 
Mrs. M ’ s caregiver. Ms. M is friendly and appears eager to learn and 
participate in her plan of care. She would like to improve her overall 
quality of life and wants to be out and about more. 

    

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

 Reimbursement Considerations 

 The patient is too young to be eligible for Medicare but currently 
has Medicaid. Her prescriptions are covered by Medicaid, but the 
state only allows 5 prescriptions per month. The MSW will work 
with the pharmacist and Free Clinic to seek means to cover more 
of her prescriptions. 
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     ORDERS FOR HOME CARE 

    Patient: 48 - year - old white female  
  Diagnoses: Congestive heart failure, respiratory failure, COPD, hyper-

tension, atrial fi brillation, osteoarthritis, sleep apnea, obesity  
  Current medications:  

   •      Acetaminophen 500   mg 1 – 2 tabs every 4 – 6 hours as needed for 
pain, fever  

   •      Advair Diskus 250   mcg — 1 inhalation twice a day  
   •      Cimetidine 200   mg once a day  
   •      Digoxin 250   mcg once a day  
   •      Enalapril Maleate 10   mg once a day  
   •      Furosemide 40   mg once a day  
   •      Oxygen 2   L continuously  
   •      Spironolactone 25   mg twice a day  
   •      Warfarin Sodium 5   mg once a day  
   •      Oxygen @ 2   L per nasal cannula continuously    

  Relevant past medical history: 
    •      Hypertension controlled with medication  
   •      COPD requiring medication and oxygen  
   •      Sleep apnea: Had a BiPAP but the dog broke it    

  RN: Skilled observation and assessment  
  PT: While not originally ordered, after assessment, order was given to 

 “ evaluate and determine plan of care (POC). ”   
  MSW: Assess social factors that adversely impact the POC.     

     THE HOME VISIT 

 After scheduling the visit to meet the caregiver ’ s time frame, the nurse 
enters the home, which is a small, two -  story house. The home is clean, 
cluttered, but with clear pathways; and numerous dogs and cats run 
freely throughout. The daughter - in - law (DIL) greets the nurse and 

 Cultural Competence 

 Ms. M is a middle - aged, white female who is dependent on others 
to help with her needs as well as her daughter ’ s. Her cultural chal-
lenge will be obesity and the stigma attached to it in America. The 
team will assist her in focusing on her weight - loss goals and seek 
outside support for this initiative. They will also need to provide 
encouragement and reinforcement at every opportunity. 
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shows her to a living room where the patient is sitting in a large 
recliner. A bedside commode is in the corner. The nurse notes that Ms. 
M appears older than her noted age of 48 and is very slow to stand and 
greet her. Numerous family members are around and are quick to greet 
the nurse and offer her a place to sit. The family appears very sup-
portive and eager to help Ms. M. They listen very attentively to the 
nurse ’ s questions and directions.    

 The nurse works with Ms. M to establish the following goals:

    •      Ms. M becomes short of breath (SOB) with minimal exertion. She 
would like to be able to climb her stairs and not to be so SOB at 
the top.  

   •       “ To stay out of the hospital ”   
   �      Patient will be compliant with daily weights.  
   �      Patient will verbalize 3 signs and symptoms of cardiac distress.  
   �      Patient will verbalize 3 signs and symptoms of respiratory 

distress.  
   �      Patient will verbalize ways to reduce edema.  
   �      Patient will recall at least 3 foods high in sodium.  
   �      Patient will verbalize the relationship between sodium intake 

and edema.    
   •      Ms. M will be able to take all her medications as ordered, including 

being able to afford them.  
   •      Patient will verbalize purpose, action, and dose of each medication.  
   •      Ms. M will lose weight so she can do more with her family.    

   

 Neal Theory Implications 

 Stage 3: The nurse completes the assessment of the patient and 
home and sees the need for multidisciplinary intervention. She 
knows that a physical therapist referral has been made, but she 
quickly sees the benefi t of requesting occupational therapy and 
respiratory therapy services. While PT and OT are routine services 
provided in home health, this experienced nurse recognizes that an 
RT will provide additional support for sleep and oxygen issues. She 
has the knowledge to realize that the BiPAP is critical to overall 
improvement of CHF and needs the RT to support her teaching and 
thus improve compliance. The RT will also focus on O 2  safety in 
the home. She develops a plan of care that will focus on medication 
understanding as well as on early exacerbation recognition. She 
will ask the physician for  “ as needed ”  orders for increased edema 
and weight gain. Although not initially ordered, she will ask for 
the CHF protocol, too. 

(Continued)
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 Based on the history and physical examination, the nurse discovers 
the following data:

    •      Ms. M states that her legs hurt every day but not all the time. She 
describes the pain as  “ fi re ”  that is relieved with medications and 
rest.  

   •      She has 2 +  pitting edema in both lower extremities.  
   •      A pedal pulse could not be palpated in either foot.  
   •      Ms. M has diminished breaths sounds bilaterally, but no rales, 

rhonchi, or wheezing.  
   •      Ms. M is currently on oxygen 2   L per nasal cannula.  
   •      Ms. M becomes dyspneic with minimal exertion and states that the 

nurse has tired her out with this visit.  
   •      She complains of occasional urinary stress incontinence. She uses a 

bedside commode in the living room as the bathroom is upstairs 
and she does not feel she can make it that far every time she has 
to urinate. She goes upstairs to have a bowel movement and is 
able to do this without diffi culty, but she is very tired when she 
is done.  

 Stage 2: The nurse completes the assessment but will leave feeling 
overwhelmed by the many caregivers and issues. She will work 
with the PT as the referral has been made but may not see the 
benefi t of the OT. While she has a basic understanding of regula-
tions, she may not be aware that other disciplines can and should 
work collaboratively on the plan of care. She will call the Durable 
Medical Equipment company and report the problems but may not 
ask for an RT visit to coincide with the nurse ’ s visit. As the case 
progresses and other services are recommended to her, she will call 
the physician to ask for those orders. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case. The age of the patient 
may surprise her as many new home health nurses are not much 
younger than this very sick patient. She may feel overwhelmed and 
unsure of what needs to be done fi rst. Many nurses are not aware 
of how to develop a care plan for sleep apnea or the impact on the 
patient ’ s health. She will need much assistance in developing this 
plan of care as well as education on sleep apnea. While she may be 
able to complete the CHF POC, additional issues and resources will 
also need to be addressed. The preceptor or supervisor will need 
to guide this nurse in the appropriate care and safety issues related 
to the care of Ms. M. 
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   •      Ms. M can perform her activities of daily living (ADL) with minimal 
assistance but is unable to get in a bath or shower. She bathes 
herself in the chair or on the toilet.  

   •      While Ms. M denies any depression, she shares that she is anxious 
about her current health.  “ I am too young to be this fat and sick. ”     

    

 Relevant Community Resources 

    Free prescription programs  
  Free clinic  
  Home medical equipment (HME) (Durable Medical Equipment)  
  Pharmacy  
  Weight Watchers or similar program    

     CRITICAL THINKING 

    1.      What is the priority for care for Ms. M?  
  Answer:  The priority for care for this patient is disease management, 
as well as weight control. She is very eager to improve her overall 
health status but will need a great deal of instruction, oversight, and 
support to balance her physical symptoms with the need to lose weight. 
The nurse sees a need for physical therapy for strength training and 
possibly the development of a home exercise program. While the nurse 
has already received an order for the MSW, she plans to request a dieti-
cian to provide additional nutritional education.  

  2.      What safety issues need to be considered?  
  Answer:  Ms. M is on oxygen, which has obvious fi re hazards. The 
nurse noted when looking around the room that there were ashtrays 
with extinguished cigarettes in them. She immediately educates the 
patient and family of the fi re hazard and the urgent need to have all 
smoking taken outside. She also quizzes Ms. M about her back - up 
oxygen cylinders and discovers that they are in a small cramped closet. 
She educates everyone about the proper storage of oxygen cylinders; 
they should be fl at and in an area that is well ventilated. They agree to 
put them under a bed for now. The nurse encourages the family to 
obtain smoke detectors and a fi re extinguisher.  

  3.      What needs should to be addressed by the MSW?  
  Answer:  Social services should become involved when real or potential 
social issues interfere with the plan of care. The nurse identifi ed several 
factors. There is a concern that community resources are needed to 
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assist with medications and that another BiPAP is needed. While 
Ms. M denies depression, the nurse is concerned about her coping 
abilities. The MSW can assess and intervene as poor coping skills could 
have a great effect on Ms. M ’ s ability to reach her goals. The social 
worker may also be able to assist with weight loss support programs.  

  4.      What will the physical therapist (PT) do to support the goals for 
Ms. M?  
  Answer:  The PT will do an assessment to determine Ms. M ’ s needs and 
goals for therapy. The PT will also assess the home environment and 
develop a plan to improve ambulation and strength. As disease man-
agement and weight loss goals go hand in hand, the therapist will also 
establish a home exercise program that the patient can do on her own. 
This will need to be monitored and progress charted to ensure that 
there is a balance between dyspnea and exercising. Due to Ms. M respi-
ratory status, the PT will also need to complete an O 2  saturation level 
prior to and at the end of each exercise program. Any abnormalities 
will need to be reported to the doctor and care may be altered for that 
visit.  

  5.      Is there anyone else who should be called into this case?  
  Answer:  Yes. The nurse should call the physician for orders for an 
occupational therapist (OT), a dietician, and respiratory therapist (RT).  

  6.      What will each of these disciplines do?  
  Answer:  The OT will reinforce the teaching and interventions of the 
nurse and the PT as they all collaborate to meet the patient ’ s goals. 
Additionally, the OT will teach Ms M. energy conserving methods to 
improve her ability to complete ADL and improve her overall 
independence.    

 A dietician is not always part of the home care team as it is usu-
ally not recognized as a required or reimbursable visit. As agencies 
continue to strive for better outcomes, other disciplines such as a 
dietician will be able to strengthen the knowledge and skills in the 
interdisciplinary team. A dietician would serve well on this case as the 
patient needs to learn the details of a 2 gram sodium diet while focus-
ing on weight reduction. Multiple medication interactions and side 
effects will also be considered by the dietician as she develops the 
optimal dietary plan. This plan then can be reinforced by other members 
of the team. 

 A respiratory therapist (RT) would also be a valued team member 
to work with Ms. M. The nurse has already noted issues with oxygen 
safety and BiPAP noncompliance. The RT will assess the cardiac and 
respiratory status and oxygen utilization and report fi ndings to the 
physician and other health care providers. The RT may be able to seek 
other solutions to help the patient meet her oxygen requirements as 
well as sleep apnea needs. 
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     BACK TO THE CASE 

 The nurse reviews the fi nalized goals and recommendations for other 
disciplines. The patient is hopeful and demonstrates a deep desire to 
follow the plan of care. Others in the home are eager to help, and two 
family members offer to learn the exercise program so that they can all 
 “ get healthier together. ”  Everyone agrees that all smoking will now 
occur outside. The physician is called and provided a report as well as 
a request for an RD and RT. She agrees to the plan and orders the 
additional disciplines. The pulmonary specialist is called to request a 
new BiPAP. The physician says he will provide the new prescription 
only after seeing the patient as it has been a while since she has been 
to his offi ce. The patient agrees to set this appointment up soon.  

     CRITICAL THINKING 

    1.      How will the members of the interdisciplinary team communicate 
with one another?  
  Answer : The team has become larger, and some members are outside 
the home health offi ce walls. The hospital RD and the RT each agree 
to provide a written report each month and attend case conferences. 
Any changes in the condition or plan of care will be communicated by 
the primary nurse.    

    

 Rehabilitation Needs 

    Physical therapy  
  Occupational therapy  
  Respiratory therapy    

 Interdisciplinary Care Plan 

   Problem     Plan     Interventions     Evaluation  

  Knowledge 
defi cit 
regarding 
disease process, 
CHF symptoms  

  Patient will verbalize 
understanding of 
symptoms of CHF 
and respiratory 
distress in one week.  

  Teach patient about 
specifi c signs and 
symptoms 
including 
weakness, weight 
gain SOB, and 
edema.  

  Patient will 
participate in 
self - care 
management 
and be able to 
recall 
symptoms.  

(Continued)



52  Cardiac

   Problem     Plan     Interventions     Evaluation  

  Knowledge 
defi cit 
regarding 
disease process, 
CHF symptom 
management, 
and 
interventions  

  By 3 weeks, the patient 
will verbalize 3 
examples of when to 
call the home health 
agency or physician.  

  Teach patient about 
specifi c signs and 
symptoms, 2 +  lbs 
weight gain, 
increased SOB, 
increased 
swelling in 
ankles or 
abdomen.  

  Patient and/or 
family will call 
agency if any 
symptoms 
occur.  

  Fluid volume 
excess  

  Within 24 hours, 
patient will be able to 
recall correct 
medication regime if 
there is a 2   lb wt gain.  

  Teach patient to 
weigh each day 
with same clothes 
and an empty 
bladder. Teach 
medication 
regime.  

  Patient will 
obtain a set of 
scales, weigh 
each morning, 
and record it 
in the weight 
log.  

  Knowledge 
defi cit: Sodium 
infl uence in 
CHF  

  Within one week, 
patient and caregiver 
(CG) will be able to 
verbalize relationship 
between sodium 
intake and edema.  

  Teach patient and 
CG about high 
sodium foods 
and physiological 
response.  

  Patient will be 
able to recall 
diet and its 
impact if 
edema 
increases.  

  Knowledge 
defi cit; low 
calorie diet  

  Within 2 weeks, patient 
and CG will be able 
to plan and prepare a 
balanced low calorie 
meal.  

  Teach patient and 
CG about healthy 
food choices, 
food pyramid, 
and healthy low 
cost food items.  

  Patient will lose 
1 – 2   lbs per 
week not 
related to fl uid 
changes.  

  Cardiac output 
decreased  

  Within 4 weeks, patient 
will be able to 
ambulate greater 
distances and walk 
up the stairs without 
SOB. 

 Within 24 hours, 
patient will use O 2  as 
ordered  

  PT will provide 
strengthening 
exercises. 

 Nurse will teach 
about energy 
conserving 
activities. 

 RT will educate and 
assist with O 2  
support  

  Patient will be 
able to 
ambulate up 
the stairs to 
complete 
toileting and 
ADL needs 
independently.  

  Altered mobility    Within 4 weeks, patient 
will be able to 
ambulate up the 
stairs.  

  PT will provide 
strengthening 
exercises and a 
home exercise 
program.  

  Patient will be 
able to 
ambulate up 
stairs with 
minimal 
exertion.  

  Knowledge 
defi cit: Sleep 
apnea  

  Within 1 week, patient 
will schedule and see 
pulmonary physician. 

 Patient will verbalize 
importance of 
utilization of BiPAP  

  Nurse will assess 
compliance and 
teach possible 
outcomes of 
non - compliance.  

  Patient will 
understand 
the risk 
associated 
with non - use 
of BiPAP and 
will comply.  
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 Case 2.2   Atrial Fibrillation  
  By Jeanie     Stoker  ,   MPA, RN, BC       

     This case study illustrates how the home health nurse works with the 
patient and spouse to develop goals for chronic care and declining 
health. While the nurse estimates a life expectancy of less than 6 months, 
the patient and wife are not ready to discuss end - of - life needs. Mr. G 
is admitted to home health after recurring admissions to the hospital 
for congestive heart failure (CHF) and atrial fi brillation requiring a 
pacemaker during this most recent hospitalization. He is also manag-
ing Diabetes Type 2 with oral medication. While Mr. G has required 
minimal assistance in doing the things that are important to him, he is 
now dealing with new limitations. He and his wife feel very comfort-
able in managing his needs and living independently of additional 
family support. 

    

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

 Reimbursement Considerations 

 The patient has Medicare and meets all qualifi cations for Medicare 
home health. In addition, he has a Blue Cross/Blue Shield supple-
mental policy. The HomMed monitor is provided at no cost to 
Medicare or the patient. 
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    ORDERS FOR HOME CARE 

    Patient :      87 - year - old Caucasian male  
  Diagnoses :      Congestive heart failure, atrial fi brillation, hypertension, 

type 2 diabetes, abnormality of gait  
  Current medications: 

    •      Omeprazole 20   mg once a day  
   •      Levothroid 100   mcg once a day  
   •      Digoxin 125   mcg,  ½  tablet once a day  
   •      Spironolactone 25   mg twice a day  
   •      Crestor 10   mg once a day  
   •      Cozaar 50   mg,  ½  tablet twice a day  
   •      Ferrous Sulfate 325   mg once a day  
   •      Combivent 2 puffs every 4 – 6 hours as needed for SOB or 

wheezing    
  Relevant past medical history: 

    •      Hypertension controlled with medication  
   •      Iron defi ciency anemia  
   •      Esophageal refl ux    

  RN :      Skilled observation and assessment  
  PT :      While not originally ordered, after assessment an order was given 

to  “ evaluate and determine plan of care (POC). ”      

    THE HOME VISIT 

 The nurse initiates home care services and visits Mr. and Mrs. G in 
their single level home. The home is clean, uncluttered, and well orga-
nized as Mrs. G assumes the role of head of house and primary nurse 
for her husband. Mr. G is sitting in a recliner with his legs elevated 
but slowly gets up to greet the nurse warmly. He states he is very 
happy to be home and appreciates the nurse being able to help keep 
him there. 

 As the primary provider, his wife takes his health care needs very 
seriously. She shows the nurse a diabetic cookbook and demonstrates 
her knowledge of a low sodium diet by pointing out in the refrigerator 
the foods she has bought for him. 

 When the nurse reviews routine home safety instructions, including 
fall prevention and infection control, the patient and wife seem very 
aware of measures to keep the home safe. Hand hygiene and clear 
pathways are observed by the nurse. 

 Mr. G is concerned about his condition; and he verbalizes to the 
nurse that, though fl uid was drained from his abdomen, his stomach 
remains large. He is tired of going in and out of the hospital and is 
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eager to work with the home health staff to prevent or reduce the fre-
quencies of admission. 

   

 Cultural Competence 

 Ms. G is an elderly Caucasian male who is newly dependent on his 
wife for personal and medical needs. His cultural challenge will be 
giving up the head - of - household role and allowing his wife to 
direct him with medications, MD orders, and basic needs. The team 
will assist him to focus on what he can do and the success he 
obtains when the agreed upon goals are met. There will also need 
to be a focus on the couple as a team, successfully working together 
to achieve goals! 

 Along with his wife, he reviews with the nurse his expectations; and 
they all agree on the following goals: 

  Goals 

     •      Patient and caregiver verbalize understanding of 2 GM NA, low 
carbohydrate diet.  

   •      Patient and caregiver verbalize purpose, action, and dose of each 
medication instructed on.  

   •      Patient and caregiver verbalize and provide a return demonstration 
on the HomMed monitor.  

   •      Patient and caregiver will be compliant with daily monitoring and 
daily weights.  

   •      Patient and caregiver verbalize an understanding of safety and 
emergency plan.  

   •      Patient and caregiver verbalize an understanding of actions to 
prevent falls.  

   •      Patient and caregiver verbalize 3 signs and symptoms of cardiac 
distress.  

   •      Patient and caregiver verbalize 3 symptoms of Digoxin toxicity.  
   •      Patient and caregiver verbalize 3 signs and symptoms of respira-

tory distress.  
   •      Patient and caregiver verbalize ways to reduce edema.  
   •      Patient and caregiver recall at least 3 foods high in sodium.  
   •      Patient and caregiver verbalize the relationship between sodium 

intake and edema.  
   •      Patient and caregiver verbalize understanding of signs and symp-

toms of hyponatremia and hypernatremia.  
   •      Patient and caregiver will monitor blood glucose levels daily.  
   •      Patient and caregiver verbalize 3 signs and symptoms of hypergly-

cemia and hypoglycemia.    
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 Neal Theory Implications 

 Stage 3: The nurse at this stage will be able to provide education 
and support for the chronic condition of CHF. She will need to focus 
on medication teaching and compliance while addressing symptom 
monitoring and management. She has attended the H2H confer-
ences that her agency is involved in, and this has provided her with 
additional education on long term CHF management. She has 
learned that the 3 areas which lead to rehospitalization are (1) 
medication compliance, (2) symptom management, and (3) physi-
cian follow - up. She realizes that this is her focus of care and will 
spend most her time educating in these areas. She will also be pro-
active in assuring that follow - up appointments have been sched-
uled. She will collaborate with physical therapy to ensure that both 
are focused on the same outcomes. This nurse will follow up with 
the telehealth nurse to look for trends when regular visits are not 
scheduled. She will call the physician if she sees an indication to 
initiate the CHF protocol. As time progresses, she will also be able 
to bring up hospice care or palliative care as the opportunity pres-
ents itself. 

 Stage 2: The professional nurse at this level is able to complete the 
OASIS assessment independently and can identify needs and gaps. 
She will review the CHF plan of care and begin disease manage-
ment and medication teaching. The telehealth nurse will inform her 
of any activities out of the prescribed range, but the stage 2 nurse 
may not be proactive enough to ask for this information. She will 
notify the physician of any symptoms and will follow orders as 
prescribed. 

 Stage 1: The novice will presume that this is an easy case and may 
develop some confi dence in her home health skills. However, while 
basic assessment skills are needed, she will need to be profi cient in 
the early signs of CHF exacerbation. If she is advised to follow the 
protocol, she will need specifi c direction and a mentor or supervi-
sor to be with her during the fi rst few events. At this time she may 
not understand the value of telehealth services and will need direc-
tion on this as well. She will not be as comfortable discussing end -
 of - life care and may ask the MSW to help with this. Support of a 
preceptor or supervisor will be needed in case managing Mr. G. 

 Based on the history and physical examination, the nurse discovers 
the following data:

    •      Mr. G has 3 +  pitting edema in both ankles.  
   •      Mr. G has SOB upon moderate exertion, walking less than 20 feet.  
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   •      Mr. G has lower extremity weakness and an unsteady gait.  
   •      Mr. G has generalized weakness.  
   •      Mr. G uses a cane to ambulate.  
   •      Rales and wheezes are heard bilaterally, but there is no SOB at this 

time.  
   •      Mr. G has intermittent refl ux and heartburn.  
   •      Mr. G has a healing wound on his right chest wall from the pace-

maker insertion.  
   •      Mr. G has diarrhea.  
   •      Mr. G is continent of bowel and bladder.  
   •      Mr. G has ascites with an abdominal girth of 40 inches (down 5 

inches).  
   •      Mr. G can provide for his toileting needs independently but his wife 

assists with bathing.  
   •      Mr. G is on a 2 GM low sodium, low carbohydrate diet.  
   •      Mr. G has no diffi culties with speech or swallowing.  
   •      Mr. G monitors his blood glucose independently before each 

meal.  
   •      Mr. G sleeps well at night, getting 7 – 8 hours of sleep. He also takes 

a 30 – 60 minute nap during the day.  
   •      Mr. G is alert and oriented. He does not appear to be anxious or 

depressed at this visit.    

     

 Rehabilitation Needs 

    Physical therapy    

    CRITICAL THINKING 

    1.      What is the priority for care for Mr. G?  
  Answer:  The priority of Mr. G ’ s care is to maximize his cardiac output. 
This will be done with care and recommendations made by both the 
nurses and therapist and as ordered by the physician. Medication man-
agement, cardiac conservation activities, early symptom recognition, 
and strengthening exercise will be priorities for him.  

  2.      What will the nurses do to maximize the cardiac output?  
  Answer:  
   a.     Cardiac and respiratory assessment at each visit  
  b.     Medication assessment and reconciliation at each visit  
  c.     Daily assessment via HomMed monitor, including BP, pulse, weight, 

O2 saturation, and questions  
  d.     Educate patient on disease process, signs and symptom manage-

ment including interventions, other conserving activities.    
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  3.      What will the physical therapist (PT) do?  
  Answer:  
   a.     The PT will conduct a PT assessment to determine Mr. G ’ s needs 

and goals for therapy.  
  b.     A home assessment will include home safety and fall prevention 

review.  
  c.     Mr. G will complete strengthening exercises.  
  d.     The PT will develop a home exercise program that he and his wife 

can do when the therapist does not visit.    

  4.      Are any other disciplines needed at this time?  
  Answer:  
    •      A home health aide is offered but declined at this time.  
   •      The nurse would like to request a social worker to begin dis cussion 

of end - of -  life needs and planning. At this time neither Mr. nor Mrs. 
G are ready to discuss this; but both understand that a social worker 
is available to discuss coping strategies, health care surrogacy, and 
other similar needs, as well as long term care support.       

    BACK TO THE CASE 

 The nurse completes the initial assessment and plans to follow up with 
the physical therapy referral. She offers home health aide services but 
both Mr. and Mrs. G decline at this time, opting for as much indepen-
dence as possible. Both are hopeful that physical therapy will improve 
Mr. G ’ s strength and that he will be able to resume full responsibility 
of all of his ADL. 

 The nurse also follows up with the primary care physician to request 
that this patient be placed on the  “ CHF protocol ” . The physician agrees 
and the protocol is established as follows:

    •      RN to provide  “ as needed ”  visits for cardiopulmonary assessment 
if set monitor parameters are out of range.  

   •      If weight increases by 2 pounds and fl uid retention is suspected, 
the patient and caregiver is to be instructed to double dose the loop 
diuretic for 48 hours.  

   •      If weight returns to baseline, resume routine dose of loop diuretics.  
   •      If the patient complains of nausea, vomiting, diarrhea, or other 

symptoms of dehydration and has a 2 pound or more weight loss, 
instruct him/her to hold the loop diuretic and call the home health 
nurse for an evaluation.  

   •      If this does not work, use Zaroxolyn Protocol. 
  Zaroxolyn Protocol  (Patient must have Zaroxolyn in the home and 
a physician ’ s order.) 
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    �      If doubled dose of loop diuretic is not effective, instruct patient 
to take Zaroxolyn 2.5   mg by mouth x1 day 30 minutes prior to 
doubled diuretic dose, then 5   mg by mouth x1 day 30 minutes 
prior to doubled diuretic dose.  

   �      If weight continues to rise or fails to improve, instruct patient 
and caregiver to call the home health nurse.    

   •      If this does not work use Lasix Protocol (after consulting with the 
physician). 
  IV Lasix Protocol  
    �      Start peripheral line and heparin lock as needed.  
   �      Draw basic metabolic panel before administering IV Lasix.  
   �      Give IV Lasix (4   mg/min) 40   mg x1. Give 80   mg of IV Lasix if 

oral dose of Lasix is more than 40   mg. Double IV Lasix dose after 
1 hour if fi rst dose of IV Lasix is not effective.  

   �      Notify physician if second dose of IV Lasix is not effective.      

 The protocol is discussed with the patient and wife, and both are 
eager to do whatever is needed to keep him at home. The patient also 
comments that the daily monitoring will allow him to have more 
control over his heart problems. 

    

 Relevant Community Resources 

 Future needs may include:

    •      An emergency response system such as Lifeline  
   •      A social worker referral for long term needs  
   •      Hospice    

    CRITICAL THINKING 

    1.      How will daily monitoring be used to assess the patient and how 
will fi ndings be communicated?  
  Answer:  The telehealth nurse will download daily monitoring results. 
She will monitor trends and report any fi ndings out of prescribed 
ranges to the primary nurse. She will also call the patient to complete 
a telephone assessment. If indicated, she will arrange for a prn visit 
to address advancing symptoms. The physician will be notifi ed of 
any change in the patient ’ s condition and the need for additional 
intervention.  

  2.      How will the physical therapy team be aware of the patient ’ s 
cardiac status prior to physical activity?  
  Answer:  The therapist will complete a vital sign assessment as well 
as O2 Sat before beginning a therapy program at each visit. If the 
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patient has any exacerbated symptoms or abnormal vitals signs, the 
physician and primary nurse will be notifi ed for further intervention 
as indicated.  

  3.      How will the members of the interdisciplinary team communicate 
with one another?  
  Answer:  Team members will communicate by phone and arrange to 
hold a monthly case conference that includes the patient by phone or 
in person.  

  4.      Should the nurse consider a hospice referral?  
  Answer:  The nurse should be aware of an opportunity if it pres-
ents itself to discuss end - of - life care. If the patient and wife show an 
interest, the nurse can provide more information, request a social work 
referral, or ask hospice to visit the patient. Hospice can provide addi-
tional resources that may be needed by the patient and family in this 
environment.    

    

 Interdisciplinary Care Plan 

  Problem    Plan    Interventions    Evaluation  

  Knowledge 
defi cit 
regarding 
disease 
process, CHF 
symptoms  

  Within 1 week, 
patient and wife 
will verbalize 
understanding of 
symptoms that 
led to recent 
hospitalization.  

  Teach patient and 
wife about 
specifi c signs and 
symptoms 
including pain, 
weight gain, SOB, 
and edema.  

  Patient and spouse 
will participate 
in self - care 
management.  

  Knowledge 
defi cit 
regarding 
disease 
process, CHF 
symptom 
management, 
and 
interventions  

  In 3 weeks, patient 
and wife will 
verbalize 3 
examples of when 
to call the home 
health agency or 
physician.  

  Teach patient and 
wife about 
specifi c signs and 
symptoms, 2 +  lbs 
weight gain, 
increased SOB, 
increased 
swelling in ankles 
or abdomen.  

  Patient and spouse 
will call agency 
if any symptoms 
occur.  

  Fluid volume 
excess  

  Within 24 hours, 
patient and wife 
will be able to 
recall correct 
medication 
regime if there is 
a 2   lb weight gain.  

  Teach patient to 
weigh each day 
with same clothes 
and an empty 
bladder. Teach 
medication 
regime.  

  Patient will be 
weighed each 
morning and 
will increase 
Lasix if there is a 
2 +  lb weight gain 
in 1 day.  
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  Problem    Plan    Interventions    Evaluation  

  Knowledge 
defi cit: 
Medication 
management  

  By week 9, patient 
and wife will 
verbalize 
purpose, action, 
and dose of each 
medication.  

  Teach patient and 
spouse about all 
medications, 
purpose, action, 
dose, and side 
effects.  

  Patient will safely 
and correctly 
take all 
medications as 
prescribed and 
report any 
adverse reactions.  

  Knowledge 
defi cit: 
Sodium 
infl uence in 
CHF  

  Within 3 days, 
patient and wife 
will be able to 
verbalize 
relationship 
between sodium 
intake and 
edema.  

  Teach patient and 
wife about high 
sodium foods and 
physiological 
response.  

  Patient will be able 
to recall diet and 
its impact if 
edema increases.  

  Knowledge 
defi cit; use of 
the HomMed 
monitor  

  In one visit, patient 
and wife will be 
able to complete 
assessment 
process as 
directed by verbal 
cues of the 
monitor.  

  Teach patient and 
wife how to use 
the monitor and 
complete a return 
demonstration.  

  Daily reports verify 
utilization and 
intervention as 
indicated.  

  Cardiac output 
decreased  

  Within 2 weeks, 
patient will be 
able to ambulate 
greater distances 
and complete 
more ADL 
without his wife ’ s 
assistance.  

  PT will provide 
strengthening 
exercises. 

 Nurse will teach 
about energy 
conserving 
activities.  

  Patient will be able 
to ambulate at 
least 50 feet with 
minimal exertion 
and complete 
most ADL 
independently.  

  Altered 
mobility  

  Within 2 weeks, 
patient will be 
able to ambulate 
greater distances.  

  PT will provide 
strengthening 
and balancing 
exercises.  

  Patient will be able 
to ambulate at 
least 50 feet with 
minimal exertion.  

  Knowledge 
defi cit: Type 
2 diabetes  

  Within 3 weeks, 
patient and wife 
will verbalize 
disease 
management of 
patient ’ s type 2 
diabetes.  

  Nurse will assess 
current 
knowledge and 
teach on all 
aspects of care  

  Patient will be able 
to identify signs/
symptoms of 
hyperglycemia, 
hypoglycemia, 
blood glucose 
monitoring, and 
medication 
management.  
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 Case 2.3   Wound following a Coronary 
Artery Bypass Graft ( CABG )  

  By Jeanie     Stoker  ,   MPA, RN, BC       

     This case study provides an opportunity to look at a complex cardiac 
and wound case, and to see how cultural diversity and understanding 
play key roles in outcome obtainment and success. Ms. L previously 
received home health care because of a recent CABG. At 5 weeks post-
operative, she was sent to the hospital by the home health nurse due 
to drainage from the chest wall site. She has now returned home after 
an incision and drainage and has a wound vac in place as well as 
intravenous (IV) antibiotics. 

 Ms. L is very conscious and protective of the PICC line (right sided) 
as both she and the nurse observe Mr. L (the caregiver) care for it. 

 While Ms. L acknowledges the nurse ’ s questions and directions, she 
and her spouse frequently converse in Spanish. Ms. L has requested 
that her husband serve as her interpreter. 

    

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

 Cultural Competence 

 Ms. L is a 56 - year - old Hispanic female with serious and chronic 
health care issues. She has limited resources but does receive 60 
hours of CLTC support each week. The home care staff will have 
to address culturally sensitive issues that may include: language, 
religion, elder care, family support, and lifestyle patterns. The use 
of an interpreter and other Hispanic team members will promote a 
good report with the best possible outcomes. 
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    ORDERS FOR HOME CARE 

    Patient :      56 - year - old Hispanic female  
  Diagnoses :      Coronary atherosclerosis of artery bypass graft, coronary 

artery disease (CAD), Infected CABG, diabetes mellitus type 2  
  Current medications: 

    •      1   g Ceftazidime IV every 12 hours  
   •      Normal saline fl ush 10   mL fl ush before and after each IV  
   •      Aspirin 81   mg, 1 three times a day  
   •      Carvedilol 3.125   mg 1 twice a day  
   •      Gabapentin 600   mg  ½  tablet three times a day  
   •      Hydrocodone - acetaminophen 7.5   mg – 500   mg, 1 every 4 – 6 hours 

for pain  
   •      Lasix 20   mg once a day  
   •      Lipitor 20   mg once a day  
   •      Metformin NCL 1000 once a day at bedtime  
   •      Lantus 100   U/ML Vial, 30 units once a day at bedtime sq    

  Relevant Past Medical History 
    •      Hypertension controlled by medications  
   •      Hyperlipidemia    

  RN :      Skilled observation and assessment, wound care, IV infusion and 
education  

  PT :      Assess for strengthening program    

    
 Reimbursement Considerations 

 The patient is currently receiving Medicare and Medicaid benefi ts. 
These will cover the cost of home health visits, medical supplies, 
and DME. Her medications are covered by Medicaid in her state, 
including the infusion drugs and supplies. 

    THE HOME VISIT 

 After scheduling the visit to meet the caregiver ’ s time frame, the nurse 
enters the home, which is a small apartment. The home is cluttered, 
but adequate walkways are noted. The husband greets the nurse, and 
it is noted that he is on oxygen with a slightly unsteady gait. He informs 
the nurse,  “ I am the nurse for her IV ”  with a proud grin. A private duty 
nursing assistant assists him back to his seat while observing and lis-
tening to the nurse and patient. 

 The patient is on the couch and greets the nurse warmly. Many 
medical supplies are in a large box on the table beside the patient. The 
patient explains that the two of them live alone but the nursing assis-
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tant (NA) helps them 6 days a week. Ms. L says that the wound care 
is done only by the nurse but that her husband takes care of the IV. The 
spouse was trained in the hospital and feels  “ OK ”  about caring for the 
infusion. The NA helps with meals, household duties, shopping and 
drives them to doctor appointments. They also have a daughter who 
lives 30 miles away and visits occasionally. 

   

 Relevant Community Resources 

    Community long term care (CLTC is a special Medicaid waiver 
program in the state.)  

  Social Services will assess additional community needs.  
  Assisted living may become an alternative for both Mr. and Ms. L  
  Home medical equipment (HME)  
  Home infusion pharmacy  
  Pharmacy    

 Ms. L is eager to improve her strength and  “ not be tied to all this 
medical stuff. ”  With the assistance of her husband as interpreter, she 
and the nurse agree upon goals for her care:

    •      Ms. L complains of being tired and wants to be able to complete 
her bath and change clothes without being so tired. 
    �      Patient will improve strength and endurance.  
   �      Patient will be able to participate in self care.    

   •      Ms. L would like to stay out of the hospital and for her wound to 
heal. 
    �      Patient will be compliant with IV medication.  
   �      Patient and caregiver will manage IV administration and PICC 

line care.  
   �      Patient and caregiver will verbalize understanding of the 

wound vac and when to call the nurse. They will not remove 
the wound vac.  

   �      Patient will verbalize 3 signs and symptoms of wound infection.  
   �      Ms. L ’ s chest wound will have 40% tissue regeneration in 30 

days.    
   •      Ms. L states that she wants to keep her blood sugar in control as 

she feels this has contributed to her infection. 
    �      Patient will verbalize 3 signs and symptoms of hyper - /

hypoglycemia.  
   �      Patient will verbalize 3 ways she can manage her diabetes.  
   �      Patient will recall diet and work with nurse to improve food 

choices.    
   •      Ms. L will be able to take all her medications as ordered.  
   •      Ms. L will verbalize purpose, action, and dose of each medication 

instructed on.    
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 Neal Theory Implications 

 Stage 3: The nurse at this stage will be able to coordinate a complex 
plan of care while providing a high level of assessment and inter-
vention. This multifaceted case will require the RN to provide 
intensive teaching to ensure that IV site care and administration 
occur when she is not in the home. She will need to be profi cient 
in wound assessment as well as wound vac procedures. Routine 
wound knowledge will not address the issues in this case. This case 
is even more challenging as the language barrier may impede 
teaching and planning, thus she will call the appropriate team 
members for this. She will also want to address the multidisci-
plinary needs of the patient and spouse. This will include over-
sight of the private aide and collaboration with the therapists. 
She will be able to plan beyond the current scope to determine an 
alternative action plan if the husband becomes sick enough to be 
hospitalized. 

 Stage 2: The professional nurse at this level is able to complete the 
OASIS assessment independently and can identify needs and gaps. 
She will ask for an MSW for additional direction and will seek out 
and take action on all advice to which the the patient agrees. She will 
be able to set up interpreter services and therapy visits, but will rely 
on these disciplines for additional direction. She should have docu-
mented competencies in IV therapy and wound vac care but will be 
uncomfortable managing all of this at each visit. She may struggle 
with addressing diabetic education with other priorities in place. 

 Stage 1: The novice is often still overwhelmed with all of the regula-
tory and documentation requirements. She will have the skills to 
complete a nursing assessment but will need guidance on the best 
way to answer the OASIS questions as well as proper coding. Upon 
completion of the initial visit, this nurse will meet with a preceptor 
or supervisor to be directed regarding additional services and refer-
rals that need to be made. This case could not be adequately 
managed with a nurse at this level; but with the assistance of a 
strong preceptor, a novice nurse could assist in jointly managing 
this case. 

 Based on the history and physical examination, the nurse discovers 
the following data:

    •      There is a midsternal chest wound that is covered by a wound vac. 
The wound vac is intact and the area around the vac is clean, tan, 
and dry.  
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   •      There is a PICC line in the right forearm. The dressing is dry, intact, 
and is scheduled to be changed at the next visit. The line extends 
0.7   cm from the site. There is no redness, swelling, or pain around 
the area.  

   •      The patient reports that her blood sugar was 116 this morning 
before breakfast. She states that it runs between 120 and 140, so she 
was pleased with this reading. The nurse assesses the blood sugar 
and fi nds it to be at 136 two hours after a meal.  

   •      VS: 132/70, 98.8, 84, 18  
   •      Ms. L is 5 ′ 5 ″  and weighs 199 pounds  
   •      Ms. L complains of chest wound pain, level 5 on a scale of 

1 – 10. She states that the pain is relieved with warmth, rest, and 
medication.  

   •      Pedal and popliteal pulses are weak bilaterally, with 1 +  pitting 
edema  

   •      Ms. L ambulates slowly with a walker. Her gait is unsteady and she 
becomes tired after walking 10 feet.  

   •      She is able to bathe herself on the toilet with assistance only. She is 
unable to get into the tub or shower.    

    

 Rehabilitation Needs 

    Physical therapy  
  Occupational therapy    

    CRITICAL THINKING 

    1.      What is the priority for care for Ms. L?  
  Answer:  The priority for this patient is wound healing. This will require 
multifaceted focus areas to include: wound management, IV therapy 
management, and diabetic management. The patient is on a wound vac 
and was seen by the wound care specialist RN in the hospital. If wound 
healing does not progress as planned, it may be reasonable to request 
a home consult with this specialist.  

  2.      What safety issues need to be considered?  
  Answer:  Since Ms. L is on IV therapy she will need to be educated 
on how to safely discard all sharps. The nurse and therapist will also 
need to focus on fall prevention as Ms. L is considered at high risk for 
falls. Infection control is also a safety risk. Both the patient and care-
giver will need to be taught proper hand hygiene as well as aseptic IV 
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administration. Mr. L is on oxygen so the nurse will also need to teach 
everyone about O 2  safety.  

  3.      What will the physical therapist (PT) do to support the goals for 
Ms. L?  
  Answer:  The PT will do an assessment to determine Ms. L ’ s needs and 
goals for therapy. The PT will also assess the home environment and 
develop a plan to improve ambulation and strength. Ms. L is focused 
on regaining her strength and independence, so the PT will provide 
a home exercise program that will allow her to work on this in his 
absence. Since it has been identifi ed that she is at high risk for falls, 
the therapist will also educate about how to avoid falls as well as 
how to  “ fall safely. ”  He will monitor the vital signs before and after 
each visit to ensure that the patient ’ s overall health is not compro-
mised by the therapy interventions. Any issues or abnormalities will 
be reported.  

  4.      Is there anyone else who should be called into this case?  
  Answer:  Yes. The nurse should consider asking the physician for orders 
for an occupational therapist (OT), a dietician, and possibly a wound 
care specialist.  

  5.      What will each of these disciplines do?  
  Answer:  The OT will reinforce the teaching and interventions of the 
nurse and the PT as they all collaborate to meet the patient ’ s goals. 
Additionally, the OT will teach Ms. M. energy - conserving methods 
to improve her ability to complete ADL and improve her overall 
independence. 

 A dietician, while not a part of the traditional home care team could 
provide additional support and education to the patient and both care-
givers. Ms. L wants to improve her blood sugar, and this is the best 
time to educate her. She will provide diabetic diet teaching as well as 
reviewing diet diary feedback. This plan can be reinforced by other 
members of the team 

 A wound care specialist would be needed to provide additional 
assessment and recommendations if the wound does not progress as 
planned.  

  6.      Are there any confi dentiality issues with the nurse discussing the 
plan of care (POC) with the private nursing assistant?  
  Answer:  The nursing assistant should be considered part of the health 
care team. The patient has the ultimate control of who may or may not 
have access to any health and personal information. The nurse asked 
the patient if there were any limitations and she denied any. To insure 
complete confi dentiality, the nurse also asked the patient in private if 
she wanted the NA to be included in the POC. Ms. L acknowledged 
that due to her complex health issues, communication limitations, and 
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her husband ’ s condition that she did want her second caregiver, the 
NA, to be involved in the POC.     

    BACK TO THE CASE 

 The nurse reviews the fi nalized goals and recommendations for other 
disciplines. On the second visit the nurse reviews these goals with the 
patient and both caregivers. The NA notes that she is overwhelmed 
with taking care of two patients, trying to remind them to take their 
medications, cooking, and just keeping everyone clean. The nurse 
plans to request MSW services to see if any other services may be 
available. 

 The wound vac is removed at the visit, and wound care is provided 
in accordance with the MD orders. While the wound is healing, the 
patient appears frustrated at the size and the amount of time it will 
take to heal. She is also concerned that her husband is not feeling well 
and that she needs him to give her the IV each day. 

 The nurse will ask for a home health order for the spouse. There is 
a concern that communication may become an issue if the spouse is 
hospitalized, so a language interpreter visit will be set up to insure 
a communication plan that will enable all to move toward goal 
obtainment.  

    CRITICAL THINKING 

    1.      How will the team communicate with Ms. L if her husband is 
hospitalized?  
  Answer:  Health providers are required to provide interpretation ser-
vices. While this may be done by phone, this agency has an interpreter 
available through a local hospital. The nurse would like to have this 
person visit to insure all goals and directions are clearly understood. 
This will also allow them to develop an alternative plan if the spouse 
is not available.  

  2.      What if the patient and/or spouse cannot administer the IV 
antibiotic?  
  Answer:  In today ’ s environment, home health agencies are fi nding it 
more challenging to provide daily, much less BID visits. While this 
may be accomplished in the short term, the nurse will need to look at 
other alternatives. Some of these alternatives include an outpatient 
infusion center, private duty nursing, or possible rehospitalization. 
While this issue may never develop, it is good for the nurse to prepare 
proactively.    
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 Interdisciplinary Care Plan 

  Problem    Plan    Interventions    Evaluation  

  Knowledge 
defi cit 
regarding 
disease 
process, CAD  

  Within 1 week, patient 
will verbalize 
understanding of 
symptoms of CAD 
signs and 
symptoms to report.  

  Teach patient about 
specifi c signs and 
symptoms 
including chest 
pain, SOB, 
weakness and 
edema.  

  Patient will 
participate in 
self - care 
management 
and be able to 
recall symptoms.  

  Knowledge 
defi cit 
regarding 
disease 
process, 
diabetes 
mellitus (DM)  

  Within 3 weeks, 
patient will 
verbalize 
management of DM 
and blood sugar 
control.  

  Teach patient about 
specifi c signs 
and symptoms 
of hypo - /
hyperglycemia. 
Provide diet 
teaching and diary 
feedback.  

  Patient and/or 
family will be 
able to keep 
blood sugar 
under 140 
without periods 
of hypo - /
hyperglycemia.  

  IV site/
PICC line 
management  

  Patient and caregiver 
will be able to 
verbalize care and 3 
IV problems for 
which to call the 
nurse. Caregiver 
will be able to 
administer drug 
after fi rst visit.  

  Teach patient and 
caregiver to call the 
nurse if the IV does 
not infuse, comes 
out, or appears 
infected. Call 911 if 
severe SOB, 
itching, etc. during 
infusion.  

  Caregiver 
completes IV 
infusion 
successfully. 
Both caregiver 
and patient care 
for line and call 
nurse if 
problems.  

  Infection of a 
postoperative 
wound  

  Within 1 week, patient 
and caregiver will 
be able to verbalize 
signs/symptoms of 
infection and 
preventive 
measures.  

  Teach patient and 
caregiver about 
proper hand 
hygiene, proper 
sharps disposal, 
and signs/
symptoms of 
infection.  

  Patient ’ s wound 
will heal 
without any 
additional 
infections.  

  Wound care/
wound vac  

  Within 2 weeks, 
patient and 
caregiver will be 
taught about the 
wound vac and its 
effi cacy.  

  Teach patient and 
caregiver that 
process of 
removing all tissue 
and allowing new 
growth will 
maximize wound 
healing. Only nurse 
will change vac.  

  Patient ’ s wounds 
will heal.  



Wound following a Coronary Artery Bypass Graft (CABG)  73

    REFERENCES  &  RESOURCES 

  [1]      American Nurses Association ,  Home Health Nursing: Scope and Standards of 
Practice ,  Nursesbooks ,  2008 .  

  [2]       P.   Anderson   and   D.   Mignor  ,  Home Care Nursing: Using an Accreditation 
Approach ,  Thomson Delmar Learning Corporation ,  2008 .  

  [3]       M.D.   Harris  ,  Handbook of Home Health Care Administration ,  Jones and Bartlett 
Publishers ,  2010 .  

  [4]       T.M.   Marrelli  ,  Handbook of Home Health Standards  ( 5th ed. ),  Mosby ,  2009 .       
 

  Problem    Plan    Interventions    Evaluation  

  Altered 
Mobility  

  In 4 weeks, patient 
will be able to 
ambulate greater 
distances.  

  PT will provide 
strengthening 
exercises and a 
home exercise 
program.  

  Patient will be able 
to ambulate 100 
feet with a 
walker with 
minimal 
exertion.  

  Altered ADL 
independence  

  Patient will be able to 
complete ADL 
without assistance  

  OT will provide 
energy - conserving 
ADL education and 
intervention.  

  Patient will be able 
to complete 
ADL and 
possibly a 
shower without 
assistance.  
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 Case 3.1   Peripheral Vascular Disease  
  By Linda     Royer  ,   PhD, RN       

     This case illustrates the importance of diligent management of lifestyle -
 driven and genetically infl uenced chronic peripheral vascular disease 
and the effective role of the home health nurse (HHN), through team-
work, in reducing the demise of diagnosed patients. 

 Lower extremity arterial disease (LEAD) affects approximately 9 
million individuals in the United States; its presence is often silent until 
life - threatening symptoms become apparent. Resulting impaired cir-
culation, if left untreated, leads to non - healing wounds with serious 
tissue damage and possible amputation due to infection and gangrene. 
If treatment is delayed, quality of life declines and health care costs 
increase tremendously. LEAD is associated with cardiovascular and 
cerebrovascular diseases; therefore, impending or asymptomatic poten-
tial for LEAD should be anticipated in patients displaying those risk 
factors (hypercholesterolemia, other lipid disorders, hypertension, smok-
ing, obesity, diabetes, physical inactivity, and a family history), begging 
a thorough assessment. National guidelines have been published; 
however, LEAD is not recognized in many patients seen by health care 
providers. It is of higher prevalence than other vascular, diseases 
including myocardial infarction and cerebrovascular accident. 

  Background 

 The HHN has driven 12 miles into the country from his home health 
agency offi ce in the county ’ s governing center to admit a new patient 
for services. Mr. B, 68 - year - old Caucasian, was a machinist in a metal 
fabrication plant for 25 years. He retired 8 months ago after undergoing 
left femoral - popliteal bypass surgery. He and his wife of 38 years have 
lived all of their married life in the rural farmhouse the HHN is now 
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approaching. The house is in good repair from outward appearances, 
the fi elds stretch for a mile before another farmhouse is sighted, and 
the yard is fenced and neat. A dozen chickens roam about. The HHN 
has been informed that good cell phone and Internet service extends 
to this rural setting. The HNN is greeted warmly at the door by Mrs. 
B and is ushered into a neat and airy living room displaying pictures 
of their three grown children and their families. He learns that they all 
live in the area and are a close - knit family. One daughter - in - law is a 
licensed practical nurse. Mrs. B states that she works during the school 
year as a school bus driver. 

 The HHN received this referral from discharge planners at the 
regional medical center where Mr. B was treated for a large stage III 
tibial ulcer on his right leg. He had stumbled over some equipment in 
his barn, resulting in a wound that would not heal. While in the hos-
pital, he admitted to his physician that he had been experiencing pain 
in his right leg similar to that of his earlier admission for a left femoral -
 popliteal bypass 8 months ago. While hospitalized this time, he was 
diagnostically tested, his medication was adjusted, wet - to - dry dress-
ings with normal saline were applied to his wound, and he received 
physical therapy (PT) of active and passive exercises to his lower 
extremities. The home health supervisor was wise to assign this par-
ticular HHN to this case, because he is a new HHN with 10 years 
experience in a cardiac care unit.   

     ORDERS FOR HOME CARE 

    Patient: 68 - year - old Caucasian male  
  Diagnoses: Status post left femoral - popliteal bypass of 8 months, 

peripheral arterial disease (PAD) right lower extremity with absence 
of claudication, 6 - cm stage III anterior tibial ulcer RLE. (Claudication 
is defi ned as exercise - induced lower limb ischemia distal to the site 
of arterial occlusion that is relieved within 10 minutes of rest.)  

  Medications: 
    •      Atorvastatin (Lipitor) 40   mg once a day by mouth at bedtime  
   •      Amlodipine (Norvasc) 10   mg once a day by mouth in a.m.  
   •      Lisinopril 40   mg by mouth once a day in a.m.  
   •      Cilostazol 100   mg by mouth twice a day  
   •      Low - dose aspirin (80   mg) once a day  
   •      Vitamin supplements of A, B 6  and B 12 , C, and D.    

  Relevant past medical history: 
    •      Cardiovascular disease (atherosclerosis)  
   •      Hypercholesterolemia  
   •      Hyperlipidemia (LDL - C)  
   •      Hypertension  
   •      Overweight    
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  RN: Wound care with Mepilex dressing change weekly; diet and 
physical activity regimen teaching and reinforcement; reinforce 
importance of appointment - keeping for blood work to monitor 
infl ammatory factors.  

  PT: Home assessment and rehabilitative ambulatory exercise regimen 
 [2]  (American College of Cardiology/American Heart Association 
[ACC/AHA] Practice Guidelines, p. 47 – 49).    

    
 Reimbursement Considerations 

 Mr. B has Medicare coverage, Parts A, B, and D. He is able to pay 
his out - of - pocket expenses with funds from his Health Savings 
Account his employer set up for employees 10 years ago. He is also 
drawing Social Security monthly. 

     THE HOME VISIT 

 The HHN begins the visit with an environmental scan about the home 
interior and friendly conversation about the country setting of the 
home and the family dynamics. He proceeds to focus on the patient ’ s 
history and current condition and concerns. Mr. B has been a diligent 
worker at physically challenging jobs most of his life and has always 
boasted of his strength and endurance. Besides his full - time job he 
worked his farm in corn and cattle until age 55. The machinist job 
required standing for long hours on concrete fl oors and some heavy 
lifting. In recent years, Mr B ’ s after - work activities have been limited 
to chores around the home and sedentary relaxation before the TV due 
to fatigue. His diet for most of his life had been mainly meat, potatoes, 
and dairy products, with few vegetables and fruits. Consequently, he 
gained weight to 290 pounds (height 5 ′ 10 ″ ). 

 He became hypertensive with a blood pressure of 168/106. There is 
a family history of cardiovascular disease. His older brother died of a 
myocardial infarction at age 66, and his father suffered with LEAD in 
the fi nal years of his life. 

 Surgical intervention for clot removal and a bypass graft on his left 
leg were done 8 months ago after extreme ischemic calf pain made 
walking and working unbearable. His surgeon is pleased with his 
recovery and the quality of perfusion in that extremity. However, Mr. 
B is not performing regular walking exercise. 

 The patient had been a smoker most of his life; he quit successfully 
1 year ago. Since surgery, some improvements have been made to his 
diet so that he now eats a few more vegetables each day, eats low - fat 
dairy products, and has reduced meat intake to lean red meat and 
chicken. Developmentally, he is a graduate of vocational school where 
he learned the machinist trade. Mr. and Mrs. B ’ s interest in local and 
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world affairs is evident by the type of reading matter scattered around 
the house and a news program on TV. A computer screen glows in the 
nearby offi ce. 

   

 Cultural Competence 

 There is no ethnic or racial diversity in this case. The HHN is from 
this region of the Midwest and understands beliefs and practices 
of this couple. He demonstrates sensitivity to the opinions and 
preferences of the Bs and is able to anticipate future needs. 

 Neal Theory Implications 

 Stage 3: The professional in this stage is accustomed to the neces-
sities of traveling to make home visits. This nurse is also aware of 
the latest wound-care products that can be used in the home.  

 Stage 2: The professional in this stage may not feel comfortable 
collaborating with the physician regarding orders for other disci-
plines, case managing, working within the patient ’ s environment 
to manage care. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. In this case, the HHN is in 
Stage 1 as a new HHN; however, he is comfortable relating and 
collaborating with the physician and working with another team 
member — the PT. He may still be unsure of the culture, procedures, 
and community resources of the home health setting. 

 The patient and his wife collaborate with the nurse regarding the 
following goals for home care. Mr. B identifi es the following:

   1.     Avoid another surgery through diet, medication, and activity 
changes.  

  2.     Lose 50 pounds.  
  3.     Get this sore on my leg cleared up. It has me worried. I would hate 

to get it infected.  
  4.     Create meaning in my retirement years, such as: assisting my 

pastor in his work, teaching my grandchildren some vocational 
skills, painting the exterior of this old house, and putting down 
new fl ooring inside the house.  

  5.     Reduce the worrying my wife does over me.    
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 Based on the history and physical examination, the nurse discovers 
the following data:

    •      BP 142/90 (both arms are similar)  
   •      Apical pulse 84 regular and strong  
   •      Respirations 20 with clear lungs and deep excursions  
   •      Weight on the home scale today is 270 pounds.  
   •      No bruits in the carotid arteries; the upstroke and amplitude of 

pulses bilaterally are good.  
   •      The referral record history denotes that Mr. B ’ s EKG showed normal 

sinus rhythm. Because he demonstrates no cardiovascular limita-
tions, he was not put on anticoagulants (except for low dose ASA) 
to avoid risk of bleeding.  

   •      Good pulses are noted in both femoral arteries, the left popliteal 
site, and left pedal site; however, the right popliteal and pedal 
pulses are diminished. The right foot is slightly cool and pale com-
pared to his normal left foot. No edema is noted in either foot.  

   •      The hygiene and integrity of the skin and tissues of the toes and 
feet are excellent. The footwear consists of cotton socks and sup-
portive shoes.  

   •      Capillary refi ll bilaterally is spontaneous on left, delayed on right 
foot.  

   •      The HHN uses the infrared thermometer from the peripheral arte-
rial disease (PAD) kit over large blood vessels sites to identify any 
localized  “ hot spots ”  (an increase of 20 degrees Celsius) that might 
indicate infl ammation. None are found.  

   •      The Ankle Brachial Index (ABI) (the brachial systolic and dorsa-
lis pedis systolic pressures are compared with a Doppler - assisted 
sphygmomanometer  [1, 4] ) score is 1.0 in the left lower extremity 
(normal) and 0.8 in the right lower extremity (borderline perfusion).  

   •      The HHN also notes that the patient ’ s lab values for homoscysteine, 
C - reactive protein, and lipoprotein - associated phospholipase A 2  
(Lp - PLA 2 ) are elevated (perhaps indicating that he never fully 
recovered vascular integrity after the previous surgery and treat-
ment medications). Research demonstrates that statin medications 
and ambulatory exercise lower those infl ammatory product levels 
 [4, 5] . Drugs and supplements have been prescribed to improve 
that. 

       •      There are no abdominal bruits.  
   •      Hydration is adequate and there are no diffi culties with bowel or 

bladder function.  
   •      Cursory neurological exam reveals no obvious abnormalities. 

Sensation is somewhat diminished in sole of right foot when 
ambulating.  

   •      The patient is able to ambulate with a cane at this time; he could 
not 2 months ago.    
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 The wound on the mid - anterior lower leg is inspected after removal 
of the dressing. The edges are clean. There is no eschar, but a moderate 
amount of yellow drainage oozes from the center where the fascia can 
be seen. Thus far, there have been no obvious signs of infection, either 
by visualization, blood work, or culture. The nurse measures the 
wound as 6   cm across, approximately 2   cm deep. There is tenderness to 
the touch around it. The nurse has brought a new Mepilex dressing 
which he applies after cleansing the wound with normal saline and 
drying it with sterile gauze. He instructs the wife in this aseptic proce-
dure as he does so. 

    

 Mepilex Dressings 

 Mepilex dressings are composed of a soft polyurethane vapor -
 permeable membrane (wound contact side) bonded to polyure-
thane foam that collects exudates in nonstick fashion and maintains 
a moist environment at the wound surface, causing no additional 
trauma to the wound. It can be sized and shaped by cutting with 
sterile scissors and held in place with a gauze pad and a retention 
aid (tape or wrap). It is changed according to the amount of drain-
age and the need for inspection ( http://www.dressings.org/
Dressings/mepilex.html ). 

 Traditional Risk Factors for Cardiovascular 
Disease and Stroke from the Framingham Risk Score 
( FRS ) Procedure 

 Hypercholesterolemia and other lipid disorders, hypertension, 
smoking, obesity, diabetes, physical inactivity, and family history. 
Newer research demonstrates that an infl ammatory atherosclerotic 
condition (initiated by high levels of LDL particles clinging to 
vessel walls) is the cause which can be evaluated with certain 
markers in the blood: C - reactive protein (CRP) and lipoprotein -
 associated phospholipase A 2  (Lp - PLA 2 ). The  Adult Treatment Panel 
III Cholesterol Guidelines of the National Cholesterol Education Program  
has determined a simple screening method for determining how to 
utilize these markers: count the number of FRS (risk factors). If 2 
or more, test the Lp - PLA 2 . Patients over 65 with one risk factor 
should be tested  [5] . 
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     CRITICAL THINKING 

    1.      What should be the priority of care for Mr. B?  
  Answer:  The primary priority is restoring circulation integrity to the 
right lower extremity (RLE), thus avoiding the extreme measure of 
amputation. It is possible that Mr. B will still need another surgery 
similar to that done on his left lower extremity (LLE). The secondary 
priority is to facilitate healing of the wound.  

  2.      What should be some concerns and interventions of the home 
health nurse as he thinks about the psychosocial support structure 
of this couple?  
  Answer : Of concern is the comprehension of necessary lifestyle changes 
that must be made and Mr. B ’ s level of motivation to do so. The nurse 
should commend Mr. B ’ s smoking cessation accomplishment and high-
light that as one of the most diffi cult behavior changes there is to make. 
If he can succeed in that, he can probably make other changes. The 
nurse should review the physician ’ s orders, the medications, and the 
supplemental vitamins. The nurse might direct Mr. and Mrs. B to reli-
able sites on the Internet (such as The PAD Coalition;  http://www.
padcoalition.org ) for reinforcing information.  

  3.      What should the nurse teach the couple about nutrition and diet?  
  Answer : Encourage them to convert to a vegetarian diet with low - fat 
dairy products and limited eggs and eventually to convert to a strict 
vegetarian. Stress the need to lower cholesterol, LDL, and triglyceride 
levels and explain that the drugs alone might not make the corrections 
needed. On subsequent visits he will provide educational dietary 
resources. Address salt intake and encourage reduction. Discuss read-
ing food labels. Give suggestions of using herbs to season.  

  4.      What additional orders/referrals are appropriate?  
  Answer:  Dietician visits to educate them.  

  5.      What else should the nurse teach Mr. and Mrs. B?  
  Answer:  Resume walking about his farm and playing with the dogs. 
Supervised exercise has thus far demonstrated the most progress in 
mitigating claudication  [6] . Studies have shown that 6 – 8 months are 
needed. PT will not be covered that long under Medicare, so a plan 
must be created for sustaining the regimen set up by the professional. 
Mr. B assures the HHN that family members can be recruited; an 
accountability system will be arranged.     
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     BACK TO THE CASE 

 Mr. Blackwell states that his wife has such a sense of humor and interest 
in life that she is able to encourage him and keep his spirits positive 
most of the time. They have a close connection with their church and 
can call on the members for assistance when needed. The family off-
spring are close and attentive. The HHN asks that the daughter - in - law 
who is an LPN be present at the next visit so that he may teach her 
how to care for the wound and support the diet changes. 

 The HHN, Physical Therapist, and PCP will consult together on 
patient goals, lifestyle change teaching, monitoring of wound healing, 
assessment of circulation and pain (claudication), changes in labora-
tory values over time, and overall health status on a weekly basis. The 
HHN and the PT will develop a smooth transition plan for patient and 
family to assume the exercise regimen when Medicare reimbursement 
ends. 

    

 Interdisciplinary Care Plan 

   Problem     Plan     Intervention     Evaluation  

  Defi cit in 
circulatory 
perfusion 
RLE  

  To effect improved 
perfusion in RLE 
adequate enough 
to avoid surgical 
intervention over 
next 3 months.  

  HHN will closely 
monitor weekly for 3 
months via ABI and 
infrared thermometer 
testing. 

 HHN will ensure that 
patient has blood work 
done to check 
infl ammatory markers 
as ordered. 

 HHN will support the 
instructions PT 
prescribes for activity 
regimen. 

 HHN will instruct in diet 
(see below).  

  HHN is looking for 
ABI index to 
improve to 1.0 
and for absence of 
 “ hot spots ”  over 
vascular structure 
of RLE. 

 HHN expects to see 
infl ammatory 
markers 
reduce with 
improvements 
in patient ’ s 
lifestyle.  

Defi cit in 
skin 
(dermal) 
integrity 
d/t injury

Patient’s wound will 
reduce to stage II 
in 1 month and 
heal by 3 months.

HHN will instruct 
patient, wife, and the 
LPN family member in 
aseptic wound care to 
be done “as needed” 
as exudates build up 
and after showering. 
(Wound to be 
protected from shower 
water.)

Weekly wound 
inspection and 
discussion with 
patient and family 
should reveal 
healing at 
progressive 
stages.
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   Problem     Plan     Intervention     Evaluation  

  Knowledge 
defi cit of 
disease 
process  

  Patient and family 
will verbalize the 
signifi cance of 
patient ’ s risk 
factors and the 
progression to 
current state of 
disease while also 
acknowledging 
their familial 
risks.  

  HHN will lead them to 
reputable internet sites 
for educational videos 
and text concerning 
CVD and PAD. 

 HHN and PT will also 
reinforce the 
importance of lifestyle 
with each visit.  

  HHN will look for 
demonstration of 
adoption of 
healthy lifestyle.  

  Knowledge 
defi cit of 
diet  

  Patient and wife will 
verbalize and 
demonstrate the 
importance of a 
cardiovascular -
 healthy diet.  

  HHN will instruct 
(through internet 
resources and written 
materials) in low - salt, 
low - fat, high fi ber, low 
sugar diet. Minimal 
meat and 5 servings 
per day of fruits and 
vegetables will be 
stressed.  

  Patient and wife are 
internet savvy 
enough to learn 
from popular, 
evidence - based 
websites and 
guidance from 
HHN to preclude 
need for dietician.  

  Physical 
activity  

  Patient will adopt a 
regular exercise 
regimen to 
improve skeletal, 
muscle, and 
circulatory health.  

  PT will assess patient 
and prescribe, 
demonstrate, and 
guide in a walking, 
aerobic, and strength 
exercise program along 
with an accountability 
monitor for patient 
and family to assure 
compliance.  

  Success will be 
demonstrated 
in the ABI 
and thermal 
thermometer 
assessments, in 
vital signs, and 
wound healing, as 
well as patient ’ s 
testimony of 
well - being.  

Knowledge 
defi cit in 
care of 
wound

HHN will monitor 
wound weekly 
(observe, measure, 
document).
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 Case 4.1   Chronic Obstructive 
Pulmonary Disease (COPD)  

  By Lisa A.     Gorski  ,   MS, HHCNS, BC, CRNI, FAAN       

     This case study demonstrates how the home health nurse works with 
the patient with chronic obstructive pulmonary disease (COPD) and 
their family to decrease the patient ’ s risk for disease exacerbation and 
hospitalization and to help the patient remain safely in the community. 
The patient is a 75 - year - old African American female who also has 
diabetes, arthritis, and heart failure (HF). She lives independently in 
her home with some assistance from her daughter; but she is weak, has 
chronic dyspnea, and has fallen in her home in the past, although she 
has not sustained injuries. She has been referred to home care after 6 
hospitalizations over the past 18 months for exacerbation of her COPD 
symptoms. Attention to medication management issues, management 
of her dyspnea, and patient education emphasizing early recognition 
of COPD symptoms are essential in helping this patient stay at an 
optimal level of wellness in her home. 
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 Cultural Competence 

 Ms. R is African American. The nurse and therapists will need to 
help Ms. R to recognize the importance of regular appointments 
with her physician and the importance of calling at the fi rst indi-
cation of signs or symptoms. Studies show that patients with 
lower incomes and lack of social supports are more likely to use 
emergency departments as their regular places of care. 
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     ORDERS FOR HOME CARE 

    Patient: 75 - year - old African American female  
  Diagnosis: COPD  
  Current medications: 

    •      Furosemide 20   mg once a day  
   •      Advair Diskus 100/50   mcg (fl uticasone and salmeterol) 2 puffs 

once a day  
   •      Lantus insulin 10 units subcutaneous every night  
   •      Metoprolol tartrate 50   mg once a day  
   •      Prednisone 30   mg once a day x1 day, 20   mg once a day x1 day, 

10   mg once a day x1 day and then discontinue  
   •      Azithromycin 250   mg once a day x2 days and then discontinue  
   •      Nexium 40   mg twice a day (esomeprazole)  
   •      Ventolin 100   mcg (albuterol) metered dose inhaler 2 puffs every 

6 hours as needed  
   •      Acetaminophen 350   mg every 4 – 6 hours as needed for pain    

  Relevant past medical history: 
    •      Type 2 diabetes mellitus  
   •      Heart failure and blood pressure controlled with medication  
   •      Arthritis. History of falls at home.    

  RN: Assess and evaluate. Medication management. Teach patient and 
family disease management.    

    

 Reimbursement Considerations 

 This patient qualifi es for Medicare. Based upon Medicare criteria, 
the patient must be homebound and require skilled care. Skilled 
care includes assessment, medication management interventions, 
and other patient education. Due to her functional limitations, 
especially her shortness of breath, Ms. R is currently homebound. 
As she recovers from her recent COPD exacerbation and increases 
her activity with PT and OT intervention, she will likely no longer 
be homebound. Discharge and transition to an outpatient pulmo-
nary rehabilitation program may be considered depending upon 
her progress. 

     THE HOME VISIT 

 The patient lives in her own small home that is relatively clean. The 
patient ’ s daughter answers the door and lets the nurse in but promptly 
goes to her room. The patient walks in using a cane. She moves slowly 
into the kitchen asking the nurse to follow her. After introducing herself, 
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the nurse begins to perform the initial assessment, fi rst explaining 
agency services and expectations. Ms. R is cooperative during the home 
visit. While in the kitchen, the nurse asks Ms. R about meals and how 
she adheres to her diabetic and low sodium diet, noting on the referral 
information that her most recent HgA1C level was 6.8%, refl ective of 
good diabetic management. Ms. R receives two delivered meals per 
day. She prepares breakfast by herself — usually milk, cereal, and coffee. 

 To assess her living situation and her ability to safely ambulate and 
transfer, the nurse asks the patient to give her a tour of her single level 
home. Laundry facilities are in the basement and Ms. R explains that 
her daughter does her laundry as she does not feel safe going down 
the stairs. The bathroom is small; there is a raised toilet seat, a shower 
grab bar, a hand - held shower, and a tub bench present. Ms. R explains 
that her daughter helps her get into the tub; but, once in, she is able to 
bathe herself. The bedroom is small and somewhat cluttered. Medicine 
bottles are noted on a bedside table, and some inhalers are visible on 
a shelf above the bed. The nurse asks permission to obtain all of the 
medications and bring them into the kitchen. Ms. R is agreeable and 
mentions that there is another plastic bag of medications in the corner. 
As Ms. R and the nurse walk around the home, the nurse notes Ms. R ’ s 
increased breathlessness with the activity. They return to the kitchen 
where the nurse completes the rest of the physical assessment. She 
focuses on the respiratory assessment, asking the patient to rate the 
level of breathlessness during their tour and after sitting down for a 
few minutes. She uses a 0 – 10 scale, showing the patient a copy of the 
scale. She asks the patient about the usual activities that produce short-
ness of breath. The patient explains that she is most short of breath 
during bathing and activities of daily living such as getting dressed. 
The nurse further asks the patient about the circumstances surrounding 
her hospitalizations, what happens just before she goes into the hospi-
tal. Ms. R explains that she starts becoming more short of breath; and 
when it gets worse, she goes to the emergency room. The nurse notes 
that most of the hospitalizations occurred during the winter months in 
the cold climate where she lives. She asks Ms. R about fl u and pneu-
monia vaccines. Ms. R states that she always gets her fl u vaccine, and 
she  thinks  she had a pneumonia vaccine. 

 The nurse then completes a thorough respiratory assessment. She 
auscultates Ms. R ’ s lungs, listening for any adventitious sounds and 
notes that her lungs are clear. She notes no evidence of accessory 
muscle use. She asks Ms. R if she has a cough, which currently she does 
not, and then asks about coughing prior to her hospitalization. Ms R. 
remembers then, that in addition to  “ bad ”  shortness of breath, she was 
coughing more. The nurse assesses for any evidence of edema in her 
extremities, also noting the rapidity of capillary refi ll in her fi nger and 
toenail beds. She proceeds to check Ms. R ’ s vital signs and also checks 
her oxygen saturation using a pulse oximeter. Her saturation level 
is 93%. 
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 The patient is due for a  “ puff ”  of her inhaler during the visit, so the 
nurse asks Ms. R to show her how she uses her inhaler. As Ms. R and 
the nurse go through her medications, the nurse notes that there are 
several duplicates, that 3 different pharmacies have been used, and that 
there are numerous expired and old prescription bottles. 

   

 Relevant Community Resources 

    Home meal services  
  Outpatient pulmonary rehabilitation programs    

 As she completes the assessment, the nurse asks Ms. R about her 
goals and what she expects from home care. Ms. R simply states she 
wants to live in her home and not  “ end up in a nursing home. ”  As they 
discuss her care, they both agree that a major goal is to try and stay 
well at home and stay out of the hospital. 

 Based upon the history and physical assessment, the nurse identifi es 
the following:

    •      Ms. R has diffi culty managing her oral medications.  
   •      Ms. R does not use her inhaler correctly.  
   •      Ms. R has no diffi culty consistently administering her single dose 

of daily insulin in the evening/ Her diabetic management is ade-
quate at this time, as refl ected by her HgA1C.  

   •      Ms. R does not recognize early signs of COPD exacerbation that 
could be managed at home.  

   •      Ms. R is a frequent emergency department (ED) user, believing that 
if you feel sick, you go to the ED.  

   •      Ms. R has signifi cant dyspnea when performing activities of daily 
living (ADL) and with ambulating distances in the home over 20 
feet.  

   •      Ms. R has some assistance with instrumental ADL (e.g., laundry) 
and ADL from her daughter.  

   •      Ms. R uses her cane safely within the home, and her bathroom is 
adapted to allow her to safely use the toilet and the bath.  

   •      Ms. R has some mild pain associated with her arthritis but it is 
managed to her satisfaction with over - the - counter analgesics.     

     CRITICAL THINKING 

    1.      Why did the nurse ask questions about the circumstances sur-
rounding her previous hospital admissions?  
  Answer:  An important overarching goal of home care is to keep patients 
out of the hospital and at an optimum level of wellness in their com-
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munity. So the question must be asked: why is she in the hospital so 
often? The nurse should investigate and address potential contributory 
factors. Such information is helpful in providing relevant patient edu-
cation. While it is not  always  possible to identify a specifi c cause with 
exacerbations of COPD, known factors include environmental causes 
such as extreme weather, exposure to irritants in the home such as 
visitors who smoke, or exposure to infections such as colds. Clues 
might include the times of the year when hospitalizations happen. It 
is also important to understand the symptoms associated with worsen-
ing of Ms. R ’ s condition because the nurse will want to focus education 
on early recognition of those symptoms that would allow intervention 
and possibly avoid hospitalization. Ascertaining vaccination status is 
critical for patients with COPD. Ms. R obtains her annual fl u vaccine 
but is uncertain whether she has ever received the pneumococcal 
vaccine. Pneumococcal disease occurs year - round and COPD patients 
should receive the vaccine at least once in their lives; in high risk 
patients, it may be given every 5 – 10 years.  

  2.      Why did the nurse ask the patient to rate her shortness of breath?  
  Answer:  Dyspnea has been referred to as the  “ sixth vital sign ”  for 
patients with COPD, just as pain is commonly called the fi fth vital sign. 
Dyspnea is a disabling symptom associated with great distress and 
suffering for patients with COPD, which is a progressive disease. 
Exacerbations occur with increasing frequency over time. Increasing 
dyspnea is the major symptom associated with COPD exacerbation. 
Tools such as numerical rating scales are recommended and are useful 
in assessing the patient ’ s current state and effectiveness of interven-
tions such as medications. Like pain, dyspnea is a subjective symptom, 
and it is important for the nurse to accept the patient ’ s self - report. Early 
recognition of exacerbation is essential to allow early treatment and 
reduce the risk of hospitalization.  

  3.      How should the nurse address the patient ’ s belief in use of the 
ED whenever she feels sick?  
  Answer:  Because the patient ’ s dyspnea is the symptom that causes 
the patient to seek care, patient education addressing early identifi ca-
tion of worsening breathlessness is critical to early intervention. Use 
of a  “ stoplight ”  tool is helpful to many patients as it ties in symptoms 
to  “ green ”  (feeling good),  “ yellow ”  (caution, potential worsening of 
condition and need to take action), and  “ red ”  (emergent care). Helping 
Ms. R identify her yellow zone symptoms, which might also include 
a cough and increased fatigue, is critical. Then the nurse can work 
with the patient in developing an  “ action plan ”  of steps to take, 
such as calling her home care nurse or doctor right away and using 
an as - needed inhaler. The goal is to improve the patient ’ s self - care 
management of her disease, and to try to avoid, whenever possible, 
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the ED. In fact, in many instances, early symptoms can be managed at 
home.  

  4.      Why did the nurse ask the patient to demonstrate her inhaler use?  
  Answer:  This could be another possible factor in Ms. R ’ s COPD exac-
erbations. It is well - documented that most patients do not use their 
inhalers correctly. An important aspect of COPD medication man-
agement is inhaler use. If the patient does not use the inhaler cor-
rectly, dyspnea associated with the disease is not going to be well 
managed.  

  5.      What is another priority of care for Ms. R?  
  Answer:  A major priority of care for Ms. R is safe management of her 
medications. Poor medication management is a factor in chronic disease 
exacerbations and a documented cause for potentially preventable hos-
pitalizations. The nurse will help Ms. R simplify her medication man-
agement. This will include discarding or setting aside any medications 
the patient is not currently taking, helping the patient identify a system 
that will help her remember to take her medications and stay on track 
with refi lls. It will also be important to assess if there are fi nancial 
issues, making it diffi cult for Ms. R to order and pay for her refi lled 
medications on time.  

  6.      Is there anyone else who should be called into this case?  
  Answer:  Yes. The nurse should discuss the need for occupational and 
physical therapy (OT and PT) services with the patient and the physi-
cian, obtaining orders for the services.  

  7.      What would an OT and PT do?  
  Answer:  The OT will further assess the patient ’ s performance of ADL 
and IADL, both in terms of safety and in relation to her dyspnea. The 
OT will work with Ms. R to identify ways to conserve her energy while 
performing her ADL. This might include storing household items in 
ways to limit reaching and bending, pacing activities by breaking them 
into smaller steps, and helping Ms. R to be realistic about how much 
she can do. The PT and the OT will work with the patient in developing 
a home exercise program, as part of a pulmonary rehabilitation program. 
Pulmonary rehabilitation for patients with COPD is a well - recognized, 
evidence - based intervention. Major components of pulmonary reha-
bilitation include lower and upper extremity exercises and patient 
education addressing self - management, as well as prevention and 
treatment of exacerbations. Pulmonary rehabilitation is associated with 
improvement in level of dyspnea and in overall quality of life. Some 
home care agencies provide formal pulmonary rehabilitation programs 
and some may initiate an exercise program and refer the patient to a 
formal outpatient program following home care. Both the OT and PT 
will teach Ms. R breathing techniques to use during ambulation and 
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other activities, as well as exercises including pursed lip breathing, 
and will monitor response to activity using a pulse oximeter.    

    

 Rehabilitation Needs 

    Occupational therapy  
  Physical therapy    

     BACK TO THE CASE 

 The nurse helps Ms. R with her medications, giving her a pillbox to 
help with organization and monitoring her adherence. Her daughter, 
although a somewhat reluctant and shy caregiver, agrees to help and 
will place the pills in the box every week. Due to the patient ’ s insurance 
coverage, it turns out that there are not signifi cant fi nancial problems 
related to medications. The patient is just overwhelmed with keeping 
track of prescriptions and refi lls. The patient likes the pillbox because 
it is easier than opening all the bottles and her daughter will let her 
know when refi lls are needed. The nurse contacted Ms. R ’ s physician 
and found out that she did have a pneumococcal vaccine 2 years earlier. 
She talked to the physician, discussing the need and rationale for 
getting a PT and OT involved in Ms. R ’ s care, and obtained the order 
for those services. During a visit about 3 weeks into home care services, 
Ms. R rates her shortness of breath as worse and states she has had a 
dry cough over the weekend. The nurse points out that these are symp-
toms in her yellow zone of her action plan. Ms. R has orders for use of 
her as -  needed bronchodilator inhaler. The nurse instructs her to use a 
dose during the home visit, which she does with good technique. The 
nurse completes a respiratory assessment and notes no evidence of 
accessory muscle use and that Ms. R ’ s other vital signs are stable other 
than a slight decrease in her oxygen saturation to 91%. The physician 
is notifi ed because this represents a change in her condition; there are 
no further orders at this time other than activating the as - needed 
inhaler use. The nurse collaborates with the physician, stating she will 
follow up with a home visit the next day to reassess Ms. R ’ s respiratory 
status and response to the medication intervention, obtaining the order 
for the extra home visit. The next day, symptoms are improved. The 
nurse uses this opportunity for patient education, helping the patient 
recognize the importance of early intervention in averting symptoms 
and also helps the patient recognize that while the outcome was good, 
she should not have waited 2 days before letting the nurse know about 
her worsening dyspnea and cough. 
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     CRITICAL THINKING 

    1.      Why did the nurse obtain an order to assess the patient the next 
day?  
  Answer:  When treating a potential COPD disease exacerbation, it is 
important to assess Ms. R ’ s response to the as - needed inhaler treat-
ment. A thorough reassessment of her respiratory status is warranted. 
If there is no improvement or if the symptoms signifi cantly worsen, the 
physician should be notifi ed and emergent care may be needed.  

  2.      How will the nurse, the PT, and the OT work together to ensure 
the best patient outcome?  
  Answer:  Communication and discussion about progress toward goals 
is essential. An interdisciplinary care plan will outline the specifi c areas 

 Neal Theory Implications 

 Stage 3: The professional in this stage is comfortable in collaborat-
ing with other disciplines and recognizes the benefi ts to interdisci-
plinary care for COPD management. The nurse recognizes that 
patient education alone is inadequate in helping the patient to self -
 manage and that the PT and OT will provide the patient with 
additional tools and strategies to manage COPD. The nurse becomes 
confi dent in identifying early signs of disease exacerbation and 
uses this patient ’ s situation to help the patient make the connection 
among early recognition, early treatment, and a positive outcome 
of  not  going into the hospital. 

 Stage 2: The nurse in this stage recognizes a lack of knowledge in 
chronic illness management and will seek out and use care guide-
lines to guide practice. She may still feel uncomfortable asking a 
physician for orders for additional disciplines or extra home visits 
but will fi nd care guidelines helpful in providing rationale for such 
decisions. 

 Stage 1: The nurse at this stage may be comfortable performing a 
thorough respiratory assessment but may be less clinically compe-
tent and confi dent in assessing and investigating causes of disease 
exacerbation. She may lack specifi c knowledge, for example, may 
assume that a long - term patient with respiratory disease would 
know how to use her inhalers and wouldn ’ t feel comfortable asking 
the patient to demonstrate her skill. 
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of intervention by the nurse, the PT, and OT. All of the clinicians should 
be consistent in assessing the level of dyspnea with activities during 
their visits and should reinforce patient education about identifying 
and responding to early signs of exacerbation. Ongoing communica-
tion between each discipline, via the telephone and through documen-
tation, is essential.    

    

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge 
defi cit 
regarding 
disease 
process  

  Patient will 
verbalize the 
importance of 
minimizing 
COPD 
exacerbation 
triggers. 

 Patient will 
identify early 
signs of COPD 
exacerbation.  

  Teach patient about 
causes of COPD 
exacerbation and how 
to minimize them. 

 Contact physician about 
whether patient had 
pneumococcal vaccine. 

 Teach patient about 
early signs, using the 
Stoplight tool and 
teach the importance 
of reporting.  

  Patient will 
participate in 
self - monitoring 
of disease 
signs/
symptoms. 

 Patient will 
utilize 
strategies to 
reduce risk of 
disease 
exacerbation.  

  Ineffective 
medication 
management  

  Patient will 
utilize a 
method to 
improve 
adherence 
with taking 
medications.  

  Teach patient about 
importance of 
medications in 
optimizing disease 
management. 

 Work with patient and 
daughter to use a 
pillbox and 
medication list to 
improve adherence. 

 Teach patient about 
importance of sharing 
current and updated 
medication list at 
every doctor visit and 
if going into the 
hospital.  

  Patient will take 
medications as 
ordered.  

  Self - care 
defi cit 
regarding 
proper use 
of inhaler  

  Patient will 
demonstrate 
correct 
technique for 
inhaler use.  

  Teach patient how to use 
inhaler properly. 

 Obtain spacer for use 
with inhaler.  

  Patient will have 
less dyspnea.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Dyspnea with 
ADL 
performance  

  Patient will use 
energy 
conservation 
strategies.  

  Contact physician for 
order for OT. 

 Teach patient to use 
energy conservation 
measures.  

  Patient dyspnea 
is interfering 
less with 
ability to 
perform ADL.  

  Dyspnea with 
ambulation  

  Patient will 
demonstrate 
improvement 
in distance 
walked and 
with less 
dyspnea.  

  Contact physician for 
order for PT. 

 Develop home exercise 
program to improve 
endurance.  

  Patient ’ s dyspnea 
is interfering 
less with 
ability to 
ambulate and 
exercise.  
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 Case 4.2   Pneumonia  
  By Leigh Ann     Howard  ,   RN, MSN       

     This case study examines the complexities of home care for a woman 
with multiple needs and how family dynamics play a role. Mrs. Z, a 
78 - year - old woman, has just been discharged from the hospital after 
being admitted for high fever, cough with green sputum, and decreased 
appetite. She fell at home and called 911. She was found to have pneu-
monia and broken ribs. She is the primary caregiver of her husband, 
who has dementia. Mrs. Z was driving and doing most activities inde-
pendently before being admitted to the hospital.  

     ORDERS FOR HOME CARE 

    Patient: 78 - year - old woman  
  Diagnosis: Community acquired pneumonia with new oxygen (O 2 )  
  Current Medications: 

    •      Metoprolol 25   mg twice a day  
   •      Azithromycin 250   mg once a day for 10 days  
   •      Furosemide 40   mg twice a day  
   •      multiple vitamin once a day  
   •      Metformin 500   mg twice a day  
   •      Prednisone Taper 20   mg for 2 days, 10   mg for 2 days, 5   mg for 2 

days, 2.5   mg for 2 days  
   •      Codeine 15   mg every 4 – 6 hours as needed for pain    

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.
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  Relevant past medical history: 
    •      Heart failure  
   •      Diabetes  
   •      Occasional falls    

  RN: Assess and evaluate    

    

 Reimbursement Considerations 

 The patient is old enough for Medicare. Medicare does have home-
bound requirements. The patient is in an acute state and will qualify 
for Medicare home health care services. 

 Cultural Competence 

 Mrs. Z is Caucasian. She has been the primary caregiver and fi nds 
herself in a new role needing to receive care. Her daughter has been 
overwhelmed caring for her parents and having her family so far 
away. It is important that they support each other with the help of 
any community resources as available. 

     THE HOME VISIT 

 The nurse arrives at the home to assess and evaluate the patient. A 
 “ frazzled ”  middle - aged woman answers the door. She ushers the nurse 
into the bedroom where the person whom the nurse assumes is the 
patient is resting in bed. The three exchange greetings, and the nurse 
starts the admission process. After verifying the patient ’ s name and 
date of birth, the nurse begins the assessment. 

 Mrs. Z is pleasant throughout the visit but is visibly fatigued and is 
slow to answer questions. She is alert and oriented to time, place, self, 
and situation and introduces the younger woman as her daughter. Mrs. 
Z states that her daughter fl ew home to care for her father while Mrs. 
Z was in the hospital. Her daughter is anxious to get back home as she 
has teenaged children and a full - time job. Mrs. Z tells the nurse that 
she thinks she was so worn down by caring for her husband that she 
was not caring for herself. She was getting progressively sicker until 
she fell in the home and awoke in the hospital. 

 Mrs. Z ’ s daughter interrupts at this point and asks what time they 
can expect the nurse every day  “ so I can get back home. I have a very 
important job. ”  The nurse explains to the daughter what home health 
nursing is and believes that there is confusion between what the daugh-
ter believes is home health care and reality. 
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 The nurse notes that the couple lives in a one fl oor condo unit. The 
bathroom is handicapped accessible and the area is not cluttered. The 
husband is sitting in a recliner in the living room reading a magazine. 
He says  “ Hi ”  to the nurse and goes back to reading his magazine. 

 The nurse continues her assessment of the patient and the home. 
The patient is friendly during the process and says she  “ enjoys the 
company ” . The nurse notes that the patient ’ s daughter is very anxious 
and impatient during the home visit. 

 The nurse works with Mrs. Z to establish the following goals:

    •      To be able to care for her husband again  
   •      To be independent with activities of daily living (ADL)  
   •      To not rely on her daughter as much for her total care  
   •      To identify caretaker support systems in place to help her care for 

her husband    

   

 Neal Theory Implications 

 Stage 3: The nurse in this stage understands how and why the 
caregiver role of the patient for her husband with dementia must 
be considered in the plan of care. The daughter is anxious to return 
home. The nurse in this stage understands that the family is the 
patient entity and that the family must be considered when plan-
ning any care for the patient. 

 Stage 2: The nurse in this stage understands that arrangements 
must be made to provide care of the patient and her husband 
during this time but may not be aware of the resources that are 
available or how to access them. 

 Stage 1: The nurse in this stage is most likely to focus care on the 
patient and may be less aware of the implications the loss of the 
caregiver role by the patient has on the family dynamics and on 
the patient ’ s self - image. This nurse may be less likely than nurses 
in other stages to include the family in the plan of care. 

 The history and physical exam uncovers the following data:

    •      Mrs. Z is having diffi culty with pain on deep breathing and is only 
taking shallow breaths.  

   •      Mrs. Z has very diminished lung sounds.  
   •      Mrs. Z is new to oxygen, and it is set at 2 liters.  
   •      Mrs. Z has lower and upper extremity weakness.  
   •      Mrs. Z has only been standing at the bedside for bathing and using 

the bedside commode.  
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   •      Mrs. Z is still raising slightly yellow tinged sputum.  
   •      Mrs. Z is unable to state her medications, what they are for and 

when to take them.  
   •      Mrs. Z has  + 2 edema to her lower extremities.  
   •      Mrs. Z has been continent of bowel and bladder.  
   •      Mrs. Z has diabetes and has been having elevated blood sugars.  
   •      Mrs. Z reveals that she has not been careful to change positions 

frequently.  
   •      Mrs. Z has slight redness to her coccyx.  
   •      Mrs. Z denies any pain or frequency with urination.  
   •      Mrs. Z denies any problems with swallowing or speech.     

     CRITICAL THINKING 

    1.      What are some priorities for Mrs. Z ’ s care?  
  Answer:  Mrs. Z must be taught to splint her ribs with a pillow when 
coughing to help raise secretions and decrease her pain. She can be 
taught to do this with a pillow to splint her ribs. She and her daughter 
must be taught to change positions frequently, even though it may be 
painful in order to help prevent development of pressure sores. The 
nurse will speak with Mrs. Z ’ s daughter about staying longer as Mrs. 
Z cannot care for herself and her husband at this time. It is also extremely 
important to teach and document oxygen safety.  

  2.      What other disciplines should be involved?  
  Answer:  Home health aides (HHA) will help in bathing the patient and 
with basic care needs. Occupational therapy (OT) will assist in helping 
the patient with ADL. Physical therapy (PT) is needed for strength and 
balance training and to develop and implement an exercise plan. A 
medical social worker (MSW) will assist with setting up community 
and family resources and support for the daughter. The patient may be 
able to receive in - home support for housekeeping, meal preparation, 
and errands. Long - term planning and possible assisted living place-
ment can also be discussed. Enrolling Mrs. Z in the agency ’ s telehealth 
program would also be benefi cial. 

    

 Rehabilitation Needs 

    Physical therapy  
  Occupational therapy  
  Social worker  
  Home health aide    
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  3.      What would telehealth do for the patient?  
  Answer:  Telehealth is proven to help decrease re - hospitalizations. It 
will allow for vital signs to be assessed every day without a nurse 
making a home visit every day. The telehealth nurses would be able to 
see any changes in patient status, blood pressure, oxygen, heart rate, 
and weight. Also, with Mrs. Z ’ s history of heart failure it is very impor-
tant that she get in the habit of checking her weight every day.  

  4.      What would be some important teachable topics?  
  Answer:  Educate on heart failure to include heart failure medications, 
daily weight checks, and diet. The importance of changing positions 
frequently needs to be taught and reinforced to help with the pre-
vention of pressure ulcers. Medication management is also important. 
Mrs. Z may benefi t from using a pill box to help organize her medi-
cations. Also, education is needed to be sure she knows what medica-
tions she is taking, why she takes them, and any special considerations. 
Fall prevention is also important as Mrs. Z is at risk for another fall. 
She should be reminded to call for help and use a cane or walker as 
appropriate.    

    
 Relevant Community Resources 

    Housekeeping services  
  Alzheimer ’ s support groups when the patient is able to attend  
  Friends and family in the area who can help provide care    

     BACK TO THE CASE 

 The patient ’ s daughter pulls the nurse aside and is tearful about leaving 
her parents. She says that she knows they are not ready to be alone, 
but she is not sure what else to do. The nurse asks the daughter if it is 
possible to take a leave from work in order to get things in order for 
her parents. They discuss having a social worker visit to help discuss 
community resources and possible assisted living. The daughter is in 
agreement with this. 

 The nurse discusses enrolling the patient in the agency ’ s telehealth 
program. She explains that this will allow Mrs. Z to check her blood 
pressure, weight, pulse oximetry, and heart rate. These will be checked 
every day by the nurse in the agency offi ce who can alert the doctor as 
necessary. The nurse reviews the medications with the patient and her 
daughter. The daughter states that she will pick up a pillbox to help 
keep all of the medications in order. She and the patient appear more 
at ease than they appeared on the nurse ’ s arrival. The nurse reviews 
the pain medication and the patient states that she will use the pain 
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medication before she gets to the point where the pain is intolerable. 
The nurse reviews the patient ’ s blood sugars and discusses the diabetic 
diet with the patient and her daughter. Her daughter states that they 
have been eating take out foods as that is what has been easier. The 
nurse discusses with the daughter and the patient the importance of 
following a diabetic diet and quick meals that would be appropriate for 
the patient to eat. They will continue to keep a log of blood sugars for 
the nurse to review at the next visit. The patient states that she will try 
and get up twice a day to sit in the bedside chair. They agree that the 
patient will try and do deep breathing exercises frequently throughout 
the day to prevent further pulmonary issues. The nurse notes that the 
patient ’ s daughter has relaxed quite a bit throughout the visit. She tells 
the nurse she feels more competent to care for her mom and will start 
calling family and community resources to prepare for her return home. 
The nurse also discusses assisted living, and the patient states that she 
is open to that as long as she and her husband can stay together. 

    

 Interdisciplinary Care Plan 

   Problem     Plan     Interventions     Evaluation  

  Gas 
exchange, 
impaired  

  Patient will continue 
with O2 use, deep 
breathing and 
splinting when 
coughing. 

 She will use her pain 
medication more 
appropriately to help 
keep her pain level 
down and help her 
take deep breaths 
with less pain within 
1 week.  

  Teach patient about 
the importance of 
deep breathing and 
coughing. 

 Reinforce the use of 
splinting her cough 
and appropriate use 
of pain medication.  

  Patient will 
discuss methods 
to decrease her 
pain when 
coughing and 
deep breathing. 

 She will continue 
to have clear 
lung sounds.  

  Pain, acute    Patient will use pain 
medication 
appropriately to 
prevent her pain from 
becoming intolerable 
within 1 week.  

  The nurse will educate 
the patient 
regarding pain and 
proper use of pain 
medications.  

  The patient will 
state decreased 
pain levels 
verbally and by 
pain scale.  

  Weakness 
generalized  

  Patient will have 
increased strength 
within 2 month.  

  Physical and 
occupational 
therapies will work 
with the patient to 
increase strength 
and teach exercises 
to maintain strength.  

  Patient will have 
more endurance 
to sit up in her 
chair or 
ambulate to her 
kitchen.  
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   Problem     Plan     Interventions     Evaluation  

  High risk for 
impaired 
skin 
integrity  

  Patient and daughter 
will state the 
importance of the 
patient changing 
position by 1 week.  

  Nurse will educate the 
family on the 
importance of 
frequently changing 
position to prevent 
skin breakdown. 
PT/OT will work 
with the patient to 
gain strength 
making it easier for 
the patient to 
change position.  

  Patient will be 
free of skin 
breakdown 
issues and will 
increasingly 
become more 
independent 
with position 
changes.  

  Injury, high 
risk for  

  Patient will have 
increased awareness 
of risk for falls within 
2 weeks.  

  The nurse will educate 
the patient and 
daughter about the 
importance of using 
a cane or walker for 
ambulation. PT/OT 
will work with the 
patient to increase 
strength.  

  The patient will 
be free from 
falls and 
demonstrates 
use of walker 
or cane for 
ambulation.  

  Potential for 
ineffective 
family 
coping  

  The patient and family 
will be able to cope 
with the increased 
needs of aging 
parents and the 
possibility they will 
continue to need 
increasing care within 
3 months.  

  The nurse will 
continue to provide 
help and support. 
MSW will also 
be set up to assist 
the patient and 
family in setting 
up community 
resources in 
addition to 
supporting the 
family in making 
the necessary 
decisions and long 
term care planning.  

  The patient and 
the family will 
have increased 
resources for 
help and 
emotional 
support. They 
will 
demonstrate 
use of these 
resources.  
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 Case 4.3   Tuberculosis  
  By Leigh Ann     Howard  ,   RN, MSN       

     This case study illustrates how the home health nurse works with a 
tuberculosis (TB) patient. This patient, Mr. Y, is a 32 - year - old man who 
is a cafeteria worker at a local inner city school. His family immigrated 
here when we was a young man. He has limited English speaking 
skills, but he can read some in his own language. A few months ago 
he took a trip to visit family in his home country. He has always been 
active until the past few weeks when he started feeling ill. He has had 
a severe cough for the past few weeks, as well as loss of appetite, fever, 
and weight loss. He has been out of work for the past week and a half 
due to his symptoms. The patient has a young child at home, and he 
and his wife are expecting another child. He presented to the emer-
gency room (ER) after developing chest pain. A sputum culture was 
positive for TB, and the chest x - ray was abnormal. He admits to cough-
ing up blood. The patient says that he was afraid to tell his family this 
and was in denial that there was a problem. Patient education and strict 
adherence to TB medications is a must. Before making the home visit, 
the nurse reviews the agency ’ s TB policy and ensures that the N95 
mask fi ts properly and has a seal. The patient has requested that a male 
nurse be sent to visit him. 
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     ORDERS FOR HOME CARE 

    Patient: 32 - year - old male  
  Height: 5 ′ 7 ″   
  Weight: 130 pounds  
  Diagnosis: Tuberculosis  
  Current Medications: 

    •      Isoniazid (INH) 900   mg  
   •      Rifampin (RIF) 600   mg  
   •      Pyrazinamide (PZA) 600   mg once a day  
   •      Ethambutol (EMB) 750   mg once a day    

  Relevant past medical history: None noted.  
  RN: Assess, evaluate, direct observation therapy (DOT), monitor adher-

ence to medication regime.     

     THE HOME VISIT 

 The nurse arranges a visit time through an interpreter service, and the 
interpreter will meet the nurse at the patient ’ s home. The nurse meets 
the patient for the fi rst time. The patient is friendly but obviously 
anxious about his diagnosis. He states that he is relieved to see the 
nurse arrive. The home is clean, but slightly cluttered with children ’ s 
toys. The nurse is greeted by a friendly dog and a toddling 18 - month -
 old. A young woman obviously in the later stages of pregnancy, whom 
the nurse assumes is the patient ’ s wife, comes out from the kitchen. 
She greets the nurse through the interpreter, apologizes for the house 

 Cultural Competence 

 Mr. Y is the primary caregiver for his family and comes from a very 
patriarchal background. He feels strongly that he is to provide for 
their needs and that all decisions must go through him. Health care 
information is not to be shared with the entire family and is to be 
kept private. The home care team will respect this way of life while 
including his family in his care. Health assessments can be done 
privately and out of earshot of family members if so desired. The 
home health agency respects the patient ’ s request to send only male 
nurses. The nurse discusses with Mr. Y that there may be situations 
when that is not possible. Mr. Y appreciates that the agency is doing 
everything they can to accommodate this request as part of his 
cultural considerations. 
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being a mess and thanks the nurse for coming. The nurse introduces 
himself to the patient, spouse, and child. 

 The nurse asks where would be a good place to talk and fi ll out the 
paperwork. The patient ’ s spouse guides the toddler with her down the 
hall to another room, and the nurse and patient sit at the kitchen table. 
The patient is friendly and hospitable to the nurse. The nurse obtains 
a health history and asks how things have been going for the patient. 

 The patient expresses stress and fear around his health and need to 
work in order to continue to care for his wife and child. He is concerned 
about them. The patient is also concerned about being out of work for 
some time and is worried about fi nances. 

   

 Reimbursement Considerations 

 The patient ’ s insurance needs fall under the local department of 
health as he is a patient with TB. He and his family may be eligible 
for Medicaid or other health services through the state. 

 Neal Theory Implications 

 Stage 3: The nurse is aware of community resources and how they 
can help the patient. The nurse understands the implications of this 
public health problem and makes a concerted effort to alert all those 
who need to know about the patient and his disease in order to care 
for him without exposing themselves to the disease. 

 Stage 2: The nurse may not be fully aware of the implications of 
tuberculosis as a public health problem but should know about the 
personal protective equipment required by the agency. The nurse 
may not be fully aware of community resources that are available 
to help this patient and the family. 

  Stage 1:  The professional in this stage may be able to recognize a 
need for other disciplines and resources but may not know how to 
incorporate them into the situation. 

 The nurse examines the patient, and works with Mr. Y to establish 
the following goals:

    •      To remember to take his medications as prescribed  
   •      To be able to state medication side effects and to know when to 

alert the physician  
   •      To be able to cope effectively with this diagnosis  
   •      To return to work as soon as medically possible    
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 The nurse discovers the following data during assessment:

    •      Mr. Y denies having any cough.  
   •      Mr. Y is having some diffi culty sleeping due to anxiety.  
   •      Mr. Y is anxious about the possibility of forgetting to take his 

medications.  
   •      Mr. Y reports a 15 - pound weight loss since last month.  
   •      Mr. Y continues to have a decreased appetite and nausea.  
   •      Mr. Y denies coughing up blood tinged sputum at this time.  
   •      Mr. Y does continue to have slight chest pain.  
   •      Mr. Y still has fatigue.  
   •      Mr. Y has a history of depression.  
   •      Mr. Y has periods of lose bowel movements     

     CRITICAL THINKING 

    1.      What other referrals may the nurse want to make?  
  Answer:  The nurse may want to obtain a physician ’ s order and make 
a referral for a social work visit. The social worker may know where 
the patient can go for help to meet both his emotional and fi nancial 
needs. This may help the patient feel more in control and better able 
to cope with the situation. 

    

 Rehabilitation Needs 

 Social worker 

  2.      What strategy may the nurse use to help the patient remember his 
medications?  
  Answer:  The nurse may have access to pillboxes that can be used to 
help the patient organize his medications, or the patient can have a 
family member purchase one. The nurse can assist and observe the 
patient fi ll the box for the week. The nurse would review the impor-
tance of keeping the pillbox in a safe place where his child could not 
reach them. This would also help the patient to feel more empowered 
and a part of his care.  

  3.      How might the nurse educate this patient on his medications?  
  Answer:  The nurse can obtain written medication information in the 
patient ’ s native language. Another idea would be to make a chart for 
the patient with drawn or photographed pictures of the medication and 
pictures of the side effects.    
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     BACK TO THE CASE 

 The nurse begins to question the patient about his medications and 
discovers that the patient is not very knowledgeable about them. The 
patient is able to properly state when to take the medications, but he 
is not informed about the side effects and special considerations. He 
states that he just cannot remember much as he is in such fear about 
the diagnosis and worried about his family. He states that he is afraid 
he will forget to take his medications. The nurse presents him with a 
free agency medication box. The patient is happy about this, feels that 
this will help him keep everything organized, and feels that he has a 
little more control over his situation. 

 Mr. Y and the nurse also review the medication information sheets 
that the nurse prepared in the patient ’ s own language. Mr. Y states that 
he is having trouble understanding the information on the sheets. The 
nurse asks him if pictures and drawings would help. He agrees that he 
thinks that would be the most helpful. The nurse plans a visit time to 
see Mr. Y the next day and plans to bring pictures or drawings of the 
medications. 

 The nurse calls the patient ’ s physician and relays how the visit went. 
The nurse requests an order for the social worker to help Mr. Y cope 
with his situation and identify community and fi nancial resources. The 
physician is agreeable to this and thanks the nurse for the information. 

    

 Relevant Community Resources 

    Community supports within cultural group  
  Financial resources/food pantry    

 Interdisciplinary Care Plan 

   Problem     Plan     Interventions     Evaluation  

  Knowledge 
defi cit 
surrounding 
disease 
process  

  Patient will 
acknowledge 
verbal 
understanding 
of tuberculosis 
within 3 days.  

  Teaching will include 
culturally relevant 
and appropriate 
materials and the 
use of interpreters as 
needed.  

  Patient will participate 
in educational 
activities. He will 
verbalize knowledge 
with the nurse.  

(Continued)
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   Problem     Plan     Interventions     Evaluation  

  Impaired gas 
exchange  

  By the next visit, 
the patient 
will alert the 
nurse and 
physician with 
any changes 
in respiratory, 
issues 
including 
cough.  

  Discuss and teach 
signs and symptoms 
to be alert for. Alert 
physician ’ s offi ce 
that patient will alert 
them immediately 
should there be 
changes.  

  Patient is able to list to 
the nurse symptoms 
that would need to 
be made known to 
the physician. 
Patient also 
verbalizes the 
reasons why it is 
important to do this.  

  Nutrition 
altered: Less 
than body 
requirements  

  Patient will be 
able to discuss 
appropriate 
nutritious 
foods within 3 
weeks.  

  Nurse and patient will 
discuss nutritious 
foods with 
consideration to the 
patient ’ s culture.  

  The patient will gain 
1 pound a week 
by eating nutritious 
foods until he 
reaches the 
appropriate weight 
for his height and 
age.  

  Fear    Patient will 
verbalize fears 
regarding 
taking care of 
his family and 
his diagnosis 
within the 
fi rst week.  

  Nurse will discuss 
feelings of fear and 
validate those 
feelings. Nurse will 
contact physician to 
see if treatment for 
depression should be 
initiated and 
collaborate with 
community resources 
for counseling.  

  Nurse will evaluate 
and document the 
patient ’ s moods in 
addition to 
questioning the 
patient about 
feelings of fear.  

  Knowledge 
defi cit 
regarding 
medications  

  Within 3 weeks, 
the patient 
will be able to 
discuss 
medications 
and when to 
take them.  

  Nurse will teach the 
patient with 
appropriate 
materials regarding 
the medications. This 
may mean pictures, 
charts, and graphs.  

  Patient will be able to 
tell/show the nurse 
his medications, 
when he takes them, 
and when to notify 
the doctor. This may 
include using 
pictures, charts, and 
graphs.  
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 Case 5.1   Stomach Cancer  
  By Sharron E.     Guillett  ,   PhD, RN       

     This case study illustrates how the home health nurse works with the 
family of a non - English speaking patient to provide end - of - life care in 
a culturally appropriate manner for a patient with a gastrointestinal 
cancer. The patient is a 94 - year - old Vietnamese female, diagnosed with 
end - stage pyloric cancer and dementia. She lives with her daughter 
and son - in - law who report that she has recently begun to wander at 
night and has fallen attempting to get to the bathroom. The family is 
determined to care for her at home. Integrating supportive therapies 
with cultural practices is essential to providing quality care for the 
patient and her family.  

     ORDERS FOR HOME CARE 

    Patient: 94 - year - old Vietnamese female  
  Diagnoses: Dementia, pyloric cancer, hemorrhoids  
  RN: Assess and evaluate.  
  Current medications: 

    •      Reglan 10   mg once a day 6 hours as needed  
   •      Bextra 10   mg once a day  
   •      Docusate 100   mg once a day  
   •      Nexium 40   mg once a day at bedtime  
   •      Zantac 150   mg twice a day  
   •      Prevacid 5   mg once a day  

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.



116  Gastrointestinal

   •      Xanax 0.5   mg at bedtime  
   •      Skelaxin 200   mg three times a day  
   •      KU - Zyme 1 cap four times a day    

  Relevant past medical history: Arthritis     

     THE HOME VISIT 

 The nurse arrives at the patient ’ s home, which is a small, two - story 
condominium. The home and yard are well kept. There is one short 
fl ight of steps to a covered porch where many pairs of shoes are 
arranged outside the door. A woman dressed in white pants and a 
uniform smock greets the nurse at the door. The woman smiles but 
apparently does not understand or speak English. She bows slightly 
and motions for the nurse to come in. The nurse returns the bow, shows 
the woman her stethoscope, takes off her shoes in the entry hall, and 
waits to be taken to the patient. A woman who does speak English 
comes down from the second fl oor and introduces herself as the 
patient ’ s daughter. The daughter takes the nurse to the kitchen where 
the patient is lying on a daybed against the back wall of the room. This 
is where the patient stays during the day and sleeps at night. It is near 
the bathroom. 

 The woman who answered the door is introduced as the  “ cook ” . It 
appears that the cook provides meals and supervision for the patient 
while the daughter is at work. The daughter works at a nearby account-
ing fi rm that serves Vietnamese clients. A rather disheveled looking 
gentleman then comes downstairs and is introduced as the son - in - law. 
He works nights and sleeps most of the day, but he is home in case 
there is a problem with the patient. He speaks English but not as well 
as his wife. After making introductions, he returns upstairs to sleep. 

 The nurse turns her attention to the patient, who is wearing a long -
 sleeved garment over a short - sleeved top, a knit hat, long pants, socks, 
and slippers. She is covered with a blanket. It is warm in the kitchen, 
so the patient appears overdressed. Her skin is pale, but her face is 
fl ushed. The nurse bows slightly and introduces herself to the patient. 
The daughter translates, explaining to Ms. W why the nurse has come. 
Ms. W smiles (she is edentulous) and motions for the nurse to sit next 
to her. Once the nurse is seated, Ms. W points to her abdomen, her 
back, her knees, and her head. The daughter explains that Ms. W has 
chronic constipation and pain in her knees because of arthritis. The 
head and back pain are the result of a recent fall. It is the falls that have 
prompted the request for home care services. 

 Further questioning reveals that Ms. W has begun to get up in the 
night to use the bathroom and has fallen several times. The daughter 
now sleeps in the kitchen on a cot that she places next her mother ’ s 
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bed. The nurse notes that there is a walker and portable commode 
folded up and not in use. The daughter explains that Ms. W will not 
use either one. The nurse notes that there are a number of medication 
containers on a bedside table along with a number of containers written 
in a foreign language. The daughter explains that they also have a 
traditional physician who provides them with herbal medicines. She 
does not know what they are made of but says that their purpose is to 
improve appetite and strength. The nurse begins the assessment by 
examining Ms. L ’ s head and back for signs of injury. Finding no redness, 
bruising, or tenderness, the nurse continues with the standard admis-
sion assessment. 
   

 Cultural Competence 

 Ms. W is Vietnamese and still follows traditional therapies. Like the 
Chinese, many Vietnamese people believe in the concept of yin and 
yang. This concept is based on the belief that health requires balanc-
ing the positive and negative forces of the universe and that illness 
results if there is an imbalance between these forces. Food is com-
monly used as treatment  [2] , but in Ms. W ’ s case food use is limited 
due to her pyloric mass. 

 Older Vietnamese people commonly consult an herbalist and 
mix Western medicine with traditional therapies. The daughter 
needs to be taught the potential dangers of mixing herbs and 
Western medications. 

 Many Vietnamese believe pain and illness are experiences to be 
endured and therefore do not take medications prescribed for pain 
relief. This may explain in part why Ms. W has 2 pain relievers 
ordered and 4 medications related to stomach acidity. It may be that 
the physician believes the medication is not working when in fact 
it is not being taken. 

 Her daughter and son - in - law feel strongly about keeping Ms. W 
at home and allowing her to die there. The family needs to know 
that they can change their mind at any time and that hospice care 
is available for them at home as well as in a health care setting. 

 Ms. W is pleasant and cooperative, smiling often. The daughter 
provides the history and reports the following: Ms. W denies stomach 
pain, nausea, or vomiting but feels bloated most of the time and does 
complain of  “ gas ”  and  “ heartburn ” . She feels the need to defecate 
frequently but is unable to pass stool. Currently she has  “ small BM ”  
only every  “ couple of days, ”  intake is minimal and consists primarily 
of soups and Ensure. There has been a 5 - pound weight loss over the 
last few weeks, which is making the patient weak. The daughter 
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believes that Ms. W is more confused lately and that this plus the weak-
ness are causing her to  “ fall a lot ” . 

 The nurse examines Ms. W and fi nds her vital signs within normal 
limits; lungs are clear; skin is dry and intact with turgor consistent with 
her age. Nail beds are blue tinged, and conjunctivae are pale. The 
abdomen is slightly distended but soft and nontender, and bowel 
sounds are present. Ms. W is able to stand without assistance and takes 
a few steps. She is weak but steady. 
   

 Reimbursement Considerations 

 The patient is eligible for residential care, but the family has 
requested a Medicaid waiver for the elderly and disabled in order 
to have home care. Ms. W ’ s level of care score is 6, which allows 
her to have only 25 hours of care per week. This not enough to 
provide an overnight caregiver Monday through Friday. The nurse, 
as case manager on this case, will need to negotiate with the home 
care agency to utilize respite hours beyond those originally allowed. 

 When the exam is completed, the nurse explains that Ms. W qualifi es 
for residential care and asks the daughter what her goals are. The 
daughter explains that they are aware that Ms. W is terminal and that 
if she continues to refuse food she will likely die. The family has 
decided to keep Ms. W at home and to let her die at home. She reveals 
that they do occasionally have her  “ transfused ”  at the doctor ’ s offi ce 
when she is  “ very weak ” . 

 The nurse establishes the following goals for Ms. W:

    •      Prevent further weight loss  
   •      Prevent injury  
   •      Manage therapeutic regimen  
   •      Provide palliative care  
   •      Minimize disruption of family members ’  health and cohesion    

   

 Neal Theory Implications 

 Stage 3: The professional in this stage is confi dent and collaborates 
with other disciplines both within and outside of home care. She 
contacts the herbalist to determine what traditional  “ medicines ”  
are being given to the patient and makes sure the medical provider 
is aware of the complementary therapy being utilized. The nurse 
is respectful of cultural ways but fi rmly and gently advocates for 
the patient. 
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 Based on the history and physical examination, the nurse discovers 
the following data:

    •      Ms. W has profound weakness but is able to take a few steps 
unassisted.  

   •      Ms. W has refl ux and occasional epigastric pain.  
   •      Ms. W has arthritic pain in the knees.  
   •      Ms. W consistently consumes 2 or 3 cans of Ensure per day.  
   •      Ms. W is confused at night and at risk for injury.  
   •      Ms. W is taking many meds for the same diagnosis and combining 

them with unknown herbal therapies.  
   •      The daughter and son - in - law are sleep deprived and experiencing 

increased stress due to caregiver responsibilities.     

     CRITICAL THINKING 

    1.      What is the priority of care for Ms. W?  
  Answer:  The priority of care must always be safety. The factor that 
places patients at the highest risk for falls is a history of falls. The nurse 
and Ms. W ’ s daughter need to explore possible solutions for minimiz-
ing the likelihood of injury. Since Ms. W tends to fall at night, a health 
aid who will assist Ms. W to the bathroom at night is essential. Other 
strategies include leaving a dim light on during the night, removing 
all scatter rugs, providing bathroom rails and grab bars, and using side 
rails on the daybed.  

  2.      What is the priority for Ms. W ’ s family?  
  Answer:  The priority for the family is respite care. Ms. W ’ s daughter 
is overwhelmed with the responsibility of caring for her mother, man-
aging her job, and keeping her marriage stable. She is not sleeping at 
night, which is affecting her work; and she is reluctant to have  “ outsid-
ers ”  in the home while her husband is sleeping for fear his rest will be 

 Stage 2: The professional in this stage may not feel comfortable 
contacting the herbalist or questioning the family ’ s methods. She 
may accept the family ’ s refusal for outside help without exploring 
the reasons for the refusal, overlooking signifi cant resources that 
would be of benefi t. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case, but the language 
barrier and cultural health habits may create uncertainty as to how 
to proceed in the home setting. 
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disrupted and his job will be jeopardized. It is essential that the family 
develop a trusting relationship with the nurse as case manager, and it 
is important for the health care team to show respect for the family ’ s 
living patterns and to keep disruptions to a minimum. 

    

 Relevant Community Resources 

    Housekeeping services  
  Respite care  
  Hospice or palliative care services    

  3.      Is there anyone else who should be called into this case?  
  Answer:  Yes. The nurse should call the physician for orders for a 
home health aide (HHA), dietician (D), and a medical social worker 
(MSW). Considerations should be given to starting hospice care in the 
home. This option should be discussed in the home and with the 
physician.  

  4.      What will each of these disciplines do?  
  Answer:  The HHA will visit Ms. W biweekly to help her bathe and 
dress, put the dirty laundry in the washing machine, and tidy the 
bathroom and Ms. W ’ s living space.    

 The dietician will assess Ms. W ’ s nutritional intake and caloric needs 
and develop a diet plan that incorporates her cultural preferences, 
promotes elimination, and retards gastric refl ux. The MSW will assist 
the family in fi nding respite care at night so the daughter can get suf-
fi cient sleep and so that Ms. W will remain safe at night. The MSW will 
also work with Ms. W ’ s family to fi nd culturally relevant hospice/
palliative care resources to provide quality end - of - life care for both Ms. 
W and her family.  

     BACK TO THE CASE 

 The nurse explains to Ms. W ’ s daughter that her mother can be kept 
comfortable while the daughter is at work and safe while the daughter 
sleeps, with a minimum of outside help. The nurse assures her that the 
team will respect their cultural practices and beliefs and that the goal 
is to support the family in providing care, not to take their place The 
nurse calls the primary care provider (PCP) to discuss the multiple 
medications addressing refl ux, acidity and pain and requests that 
duplicates be discontinued. The physician agrees to discontinue Zantac, 
Prevacid, and Skelaxin.  
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     CRITICAL THINKING 

    1.      How will the members of the interdisciplinary team communicate 
with Ms. W, the daughter, and the  “ cook? ”   
  Answer:  Ms. W ’ s daughter will write out some key phrases for saluta-
tion and courtesies and some key terms such as  “ pain, ”   “ bathroom, ”  
 “ hunger. ”  A picture board will be used. Ms. W ’ s daughter is also avail-
able by phone at her workplace.  

  2.      What will happen after each discipline makes its initial visit?  
  Answer:  Team members will communicate by phone and arrange to 
hold a monthly case conference that includes the patient ’ s daughter by 
phone or in person. Each team member will reinforce what the other 
members are doing with the patient and family. Each team member 
will be alert to changes that indicate a decline in the patient ’ s condition 
warranting a shift from promoting health to providing a peaceful dig-
nifi ed passing.    

    

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Risk for injury 
due to falls  

  Patient will be 
free of injury.  

  Provide nighttime caregiver. 
 Keep dim light on in 

patient ’ s room. 
 Get side rail for daybed. 
 Install safety bars in 

bathroom. 
 Remove scatter rugs and 

clutter.  

  Patient will 
navigate 
environment 
without injury.  

  Pain in knees    Patient will have 
reduced pain 
in lower 
extremities 
within 2 
weeks.  

  Encourage patient to take 
pain meds as ordered. 
Get prescription for 
liquid analgesics. Teach 
alternative pain 
management strategies.  

  Patient states pain 
in knees is a 
2 – 3/10.  

  Altered 
elimination: 

 constipation  

  Patient will 
maintain 
bowel pattern.  

  Promote high fi ber liquids. 
 Teach family members to 

assess and document 
character and quantity of 
stool. 

 Assess bowel sounds at 
each visit.  

  Patient has small 
formed bowel 
movement every 
1 to 3 days. 

 Abdomen remains 
soft. 

 No impaction 
evident.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Altered 
nutrition: 
Less than 
body 
requirements  

  Patient will 
increase 
calorie intake.  

  Contact dietitian to plan 
diet that is consistent 
with patient ’ s diagnosis 
and food preferences. 

 Provide small, frequent 
liquid meals.  

  Patient ’ s weight 
will remain 
stable.  

  Caregiver 
stress  

  Daughter will 
identify 
resources that 
decrease 
burden of 
caregiving. 

 Daughter will 
report getting 
adequate rest.  

  Provide daughter with list 
of community resources 
as well as MSW contact 
numbers. 

 Provide information related 
to home and agency 
hospice care. 

 Encourage daughter to 
express feelings about 
caregiving (personal and 
use of resources).  

  Daughter is 
sleeping in her 
own room. 

 Daughter and her 
husband are 
able to maintain 
employment. 

 Daughter 
verbalizes 
satisfaction with 
caregiving 
arrangements.  
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 Case 5.2   Malnutrition/Anemia  
  By Linda     Royer  ,   PhD, RN       

     This case illustrates the complexities that a chronic disease generates 
and the ingenuity required of an intuitive home health nurse. Mrs. B, 
a 72 - year - old Caucasian female, was served by a nonprofi t home health 
Agency 8 years ago when she needed physical therapy after a knee 
replacement brought on by rheumatoid arthritis (RA). At that time she 
and her spouse were educated about self - care management including 
diet, medications, and activity. She was discharged satisfactorily after 
2 months. In the interim, her husband died, her daughter and family 
moved 1,200 miles away, and her son was convicted of a felony and is 
serving 15 years in prison. Her son ’ s wife takes no interest in Mrs. B ’ s 
well - being, even though she lives in the same neighborhood. 
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 Cultural Competence 

 Mrs. B may feel like an outsider because her son is incarcerated, 
and she may need support. 

 The experienced nurse from that agency visits in the morning, 
knowing that the visit will take about 1 ½  hours and that some referrals 
will have to be initiated. She drives alone to a low socio - economic 
neighborhood that she is familiar with in a middle - sized city. Driving 
down Mrs. B ’ s street she takes note of single and multiple dwellings 
in a mixed state of order and repair or disrepair. At the corner Quick 
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Mart, about a dozen Hispanic would - be laborers linger in the parking 
lot looking for an invitation to work. The homes on Mrs. B ’ s block have 
uncluttered yards and a new coat of paint, the result of a cooperative 
neighborhood improvement campaign in the Spring. The patient ’ s 
two - story bungalow is half painted; her trash is overfl owing the recep-
tacle; the dog run at the side yard has odorous excrement piles. Mrs. B 
has been living alone with her cocker spaniel, Fritz, as her companion 
and  “ protector. ”  

 Previous trips to this neighborhood for other patient referrals have 
revealed that a national chain grocery store is 3 blocks away. A bus line 
runs through the neighborhood. An ambulatory postman delivers mail, 
and police regularly patrol so that the crime rate has declined in the 
past 3 years. 

 Mrs. B has been referred to home health for professional case man-
agement by the hospitalist physician who managed her overnight inpa-
tient hospital stay for abdominal pain and tarry stools, the third in as 
many months. She was discharged yesterday. 
    

 Reimbursement Considerations 

 The patient is enrolled in Parts A, B, and D of Medicare. She has 
no private insurance, but she receives a small pension from her 
career as an employee of the telephone company. She also receives 
Social Security payments (from which her Medicare A and B pre-
miums are deducted). While she was hospitalized, Medicare Part 
A covered her expenses (provided the institution  “ accepts assign-
ment ”  or charges no more than Medicare). She was strongly advised 
by the patient representative there to apply for Medigap insurance 
(Medicare Supplement Insurance). Part A also covers home health 
services as long as they are medically necessary, particularly as she 
is homebound (cannot leave the home without assistance). Part B 
covers her primary care — both medical and preventive. Unfortu-
nately, Medicare does not cover routine dental care or dentures. 
Because she has Parts A and B, she applied for Part D of Medicare, 
which covers her medication costs. At the beginning of each year 
she must meet the deductible before the coverage resumes. And 
there is a small out - of - pocket co - pay required when prescriptions 
are fi lled. Because of her limited array of medications, she probably 
will not run the risk of dealing with the  “ donut hole ”  — the coverage 
gap when expenses for her drugs have reached $2,830 and further 
purchases are out of pocket until they reach $4,550 when Part D 
resumes for the rest of the year. In fact, Mrs. B has wondered if the 
monthly premiums for Part D are really necessary, particularly if 
they total more than the actual cost her medications would be 
without it. 
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     ORDERS FOR HOME CARE 

    Patient: 72 - year - old African American female  
  Diagnoses: Gastritis, gastric bleeding, tarry stools, iron - defi ciency 

anemia (Hgb    =    9.5; normal minimum    =    12), secondary to misman-
agement of rheumatoid arthritis  

  Medications: 
    •      Iron 325   mg once a day  
   •      Celebrex 100   mg twice a day    

  Relevant past medical history: 
    •      3 recent hospitalizations for gastrointestinal bleeding  
   •      Uncontrolled pain due to RA of hands, right shoulder, knees, 

and back  
   •      Overuse of analgesics  
   •      Weight loss; malnutrition    

  RN: Assess and evaluate home setting; case manage; monthly phle-
botomy for reticulocyte count and hemoglobin and hematocrit.     

     THE HOME VISIT 

 Mrs. B welcomes the nurse cordially. She is frail and thin and appears 
weak. She can ambulate only a few steps before she becomes dyspneic. 
A quick environmental scan of the home inside reveals unswept fl oors 
and bedclothes on the couch where she has been sleeping for sometime 
because of her inability to negotiate the stairs to her bedroom and 
bathroom on the second fl oor. Dirty dishes are in the sink and on the 
counter, some with moldy food in them. Only a few food items —
 mostly soup cans — are seen beyond the open cupboards. There is dry 
food in the dog ’ s dish. The kitchen screen door is unlatched so that the 
dog may go outside as needed. 

 The nurse accepts the chair Mrs. B offers her and attends actively to 
the immediate past history related to her about her illness. As she talks, 
it becomes evident that she is of average intelligence and developmen-
tally consistent with her age. She examines her affect for signs of 
depression and counts her respiratory rate and depth for adequate 
oxygen support while she places an oximeter clamp on her fi nger. She 
notes the paleness of her conjunctivae and skin turgor quality for 
hydration and looks for edema of the lower extremities, all this while 
building rapport and listening to Mrs. B ’ s discourse. She then gains 
permission to assess her blood pressure and auscultate her heart and 
lungs. The nurse continues with her assessment by asking about her 
urinary habits, color of urine and characteristics of any bowel move-
ments she may have had since arriving home. She is eager to gain a 
diet recall from Mrs. B because of apparent lack of food supplies and 



126  Gastrointestinal

household management. Mrs. B offhandedly brushes her off with the 
statement,  “ I eat mostly cream soups and milk to soothe my stomach; 
I get along all right. ”  The nurse opens the refrigerator to see only some 
dairy products, eggs, white bread, and sodas.  “ I don ’ t like vegetables, 
and fruit is too acidy, ”  she says.  “ How are you sleeping at night? ”  the 
nurse asks.  “ I don ’ t sleep too good; my jumpy legs keep me awake 
a lot. ”  

 The OASIS assessment is conducted and, supplemental to that, 
the Patient Health Questionnaire – 2 is used to screen for depression. 
Once the assessment is complete, the nurse begins to formulate her 
nursing diagnoses and her plan of care. The nurse notes the following 
data:

    •      The patient ’ s facial affect is somewhat fl at; she smiles very little 
and wears a worn, pinched expression as she rubs her knees and 
knuckles. She obviously is in pain and struggles to look uncon-
cerned about it. On inquiry, the patient does have her prescrip-
tions and has taken her analgesic this morning with a small glass 
of milk.  

   •      The O 2  saturation by oximeter is 89. Because of her pain the patient 
breathes shallowly and strains. Her nail beds are pale and venous 
return is slow. Breath sounds are clear, but respirations are shallow. 
Her heart rate is 90, BP is 96/66. There is 1 +  edema of her ankles 
and feet; her feet are bright pink.  

   •      The patient ’ s skin is dry and turgor reveals slight tenting. The nurse 
hands her a fresh glass of water to drink during the visit. Mrs. B 
reports that her urine is very dark yellow and of low volume. 
Further questioning revealed she drinks water by the sips —
 approximately 2 glasses per day. She has seen no tarry stools today.    

 The nurse asks Mrs. B:  “ What most concerns you now? ”  The answer 
is surprisingly,  “ The care of my dear Fritz. I can ’ t take him for walks 
like I used to. We would walk through the neighborhood and visit with 
the neighbors. Now, he just lies around watching me. I can ’ t even go 
out with him in the yard as often as he needs, so the yard is looking 
and smelling pretty bad. ”  
   

 Relevant Community Resources 

    Housekeeping services from a contractual provider. Mrs. B will 
have to pay for those services.  

  Area Agency on Aging: To provide transportation to the Senior 
Center for socialization and oversight.  

  Support groups for individuals with RA and for families of the 
incarcerated    
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 When asked to continue, she mentions the following:

    •       “ My jumpy legs    . . .    they bother me so at night that I can ’ t sleep. I 
remember my father had this problem. ”  (Restless leg syndrome is 
common with arthritis and anemia and may diminish with success-
ful treatment. The cause is uncertain and a cure is unsure. [NINDS; 
Reuters])  

   •       “ My pain and the threat of more bleeding in my stomach. ”   
   •       “ My teeth are bad; they say I need to have them all out and get 

dentures. I dread that    . . .    and it costs so much. ”   
   •       “ I miss my son and my daughter and the grandchildren. She had 

to move with her husband because his company sent him. He got 
a raise by doing that. She hated to go and leave me. She calls every 
week, but she is busy, works, too. My son is in prison, you know. I 
haven ’ t been able to see him in 4 months; he is only about 30 miles 
away. My daughter took me before they moved away. ”     

 The nurse asks the patient to identify some immediate goals the 
team can work on together and notes the following:

    •      To feel stronger and as pain free as possible  
   •      To clean up her house and get the outside paint job completed; to 

fi nd someone to clean up her yard  
   •      To be able to go upstairs to her room again    

   

 Neal Theory Implications 

 Stage 3: The nurse in this case is comfortable synthesizing her 
observations of the patient and her environment with the services 
she can provide through the home health agency, and she is knowl-
edgeable of community resources. She is also confi dent in the capa-
bilities of other disciplines on the team and can plan interventions 
incorporating them. The nurse began to plan her approach to care 
as she drove through the neighborhood and walked to the front 
door of Mrs. B ’ s home. 

 Stage 2: The professional in this stage may not feel comfortable 
collaborating with the physician regarding orders for other disci-
plines, case management, and working within the patient ’ s envi-
ronment to manage care. 

 Stage 1: A newly - hired nurse may have had orientation and educa-
tion about home care but is still hesitant in garnering professional 
and community services, since she is not yet familiar with them 
and has not formed relationships with contacts. She has much to 

(Continued)
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 There are many concerns in this home, and the nurse realizes from 
experience with chronically diseased elderly people that changes 
toward improved quality of life often take time with incremental steps 
of acceptance of new lifestyle practices. However, she realizes that 
facilitating a safe and relatively symptom - free lifestyle will create emo-
tional and mental health, physical strength, greater interest in social 
relationships and, ultimately, less expense to the health care system that 
serves her.  

     CRITICAL THINKING 

    1.      What are the priorities for this case?  
  Answer:  While many critical observations have been made concerning 
the patient, her lifestyle, and her environment, the foremost problem 
is facilitating the healing of her stomach and restoring her gastrointes-
tinal system to normal function. Each time she experiences a bout of 
gastric bleeding, her body stores weaken more than before, eliciting a 
recurrence of anemia. In fact, elderly patients with chronic RA are typi-
cally anemic, not necessarily due to depleted iron stores. Other priori-
ties from the patient ’  point of view are to put the house in order, meal 
preparation, and food shopping until the patient has strength enough 
to accompany a home health aide to the store where they can select 
foods the patient will accept. Housekeeping services will clean the 
home and do the laundry on a weekly visit.  

  2.      Are there referrals that are appropriate at this time?  
  Answer:  Yes — a dietician to assess, teach, and develop a nutritious 
meal plan. The dietician should include the aide on a joint visit to plan 
the shopping and menu planning; An Occupational Therapist (OT) to 
teach joint - saving, safe, and strengthening activities and to assess the 
home for safer, conservational adjustments; a medical social worker 
(MSW) to determine economic assets and needs and to address the 

learn about the roles and functions of the other team members. 
Having never worked with an occupational therapist before, she is 
unaware that improvements can be made in mobility and coping 
with RA by this discipline. Medicare regulations are a confusing 
maze to her thus far, and how to interpret changes in health care 
reform will pose diffi culty for some time. She has worked with 
certifi ed nursing assistants before, but she is still unsure of the 
reimbursement boundaries on the functions of the home health 
aide. 
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bitter relationship with her daughter - in - law and possible community 
support for home management, supervision of the dog ’ s health and 
care, future independent shopping, and social relationships, such as 
the Senior Center. Also, the MSW can address the need for better 
contact with the patient ’ s son.    

    

 Rehabilitation Needs 

    Occupational therapy    

     BACK TO THE CASE 

 There is a difference between anemia of chronic disease (which Mrs. B 
may naturally have due to the RA) and iron - defi ciency anemia. 
Scientists note that chronic anemia in the elderly is due to the inability 
of the body to utilize the iron that is stored in the reticuloendothelial 
system. In fact, the iron stores may be increased, but unavailable  [10] . 
The HHN, the dietician, and the aide will work together with her in 
developing a healthful eating lifestyle with foods high in vitamins and 
minerals in the texture and frequency that aids healing. The nurse has 
attended a conference on health care needs of the elderly in which 
anemia was addressed as a public health crisis — 3 million +  elderly 
(65 + ) in the U.S. are anemic. Even in mild cases the risk for functional 
impairment and increased mortality is of concern  [5] . Common physi-
cal performances of standing, rising from a chair, and walking decline; 
and more co - morbidities are brought on through weakness. 

 Secondary to that problem is the administration of analgesics. 
Providers have tried several analgesics with Mrs. B with varying 
degrees of success. Celebrex is a new one for her. It is important that 
she take it as prescribed along with proper nutritional intake and 
adequate fl uids to avoid gastric side effects. The nurse will need to 
monitor the effectiveness of this new medication and observe for any 
side effects. Common side effects with Celebrex are: constipation, diar-
rhea, dizziness, gas, headache, heartburn, nausea, sore throat, stomach 
upset, and stuffy nose. Gastrointestinal (GI) side effects have included 
nausea (3.5% to 9.09%), upper abdominal pain (7.32% to 10.4%), dys-
pepsia (2.8% to 8.8%), abdominal pain (1.3% to 8.5%), vomiting (less 
than or equal to 7.3%), diarrhea (4.9% to 10.5%), gastroesophageal 
refl ux (4.7%), and fl atulence (2.2%). Constipation, diverticulitis, dry 
mouth, dysphagia, eructation, esophagitis, gastritis, gastroenteritis, 
hemorrhoids, hiatal hernia, melena, stomatitis, tenesmus, tooth disor-
der, intestinal obstruction, intestinal perforation, GI bleeding, colitis 
with bleeding, esophageal perforation, pancreatitis, cholelithiasis, and 
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ileus have been reported in less than 2% of the patients ( http://www.
Drugs.com ). 

 The nurse will instruct Mrs. B to take Celebrex whole with meals 
to reduce side effects, to avoid adding other nonsteroidal anti -
 infl ammatories to her regimen, to avoid drinking alcoholic beverages, 
and to report any of the above symptoms to her physician or the nurse. 
To augment the pain - relieving properties of Celebrex, Mrs. B might use 
a topical agent such as Bengay or Voltaren Gel on her painful joints, 
which will then bypass the stomach and bring local relief. 

 Rest is important to building strength, and the patient ’ s restless leg 
syndrome is disturbing her rest and sleep in the evening and night. To 
avoid resorting to prescription drugs, the team will work with natural 
interventions, such as warm baths, increased exercise during the day, 
and her improved diet. Once her anemia is corrected, the problem may 
retreat. 

 The team will monitor the patient ’ s state of emotional health as 
improvements are made in her care management. Should the need for 
intervention become apparent, a referral to psychological services will 
be sought from the physician. 

 Education and assistance in activities of daily living (ADL) until 
strength is gained and she gives evidence of managing herself satisfac-
torily are important to Mrs. B ’ s independence and self - determination. 
It is prudent to empower her toward restoration of health rather than 
to provide minimal services and see her move to a nursing home.  

     CRITICAL THINKING QUESTIONS 

    1.      What will the other team members do?  
  Answer:  The dietician will visit 2 or 3 times to assess and teach restor-
ative dietary practices and will guide the aide in collaborative meal 
planning and cooking. She will also consult with the nurse. The OT 
will assess fl exion, movement, and capability of Mrs. B ’ s hands and 
arms and will teach conservation movements and strengthening activi-
ties that will safely maintain use of her extremities. The OT will also 
give suggestions for assistive devices if necessary and for adjustments 
in the features of the home to facilitate movement and necessary 
activities. 

 The MSW will examine Mrs. B ’ s economic assets to test for eligibility 
for any further or long - term services under state or federal programs, 
and she will assist her in choosing and applying for supplemental 
insurance. She will introduce her to senior services through the Area 
Agency on Aging and to support groups for both individuals with RA 
and for families of incarcerated individuals. She will look for support-
ive dynamics of the neighborhood to obtain help for yard cleanup and 
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exterior painting. Mrs. B indicated that she used to attend the Baptist 
church; the pastor will be contacted with her permission so that their 
outreach services might be extended to her. Finally, she will attempt to 
meet with the daughter - in - law to facilitate reconciliation with Mrs. B 
and work toward a helping relationship between them. The aide will 
assist with bathing and other aspects of hygiene and prepare one bal-
anced meal for her daily times 2 weeks and then reduce her visits to 3 
per week. A housekeeper will clean the home and do the laundry in 
Mrs. B ’ s washer and dryer.  

  2.      How will the team communicate?  
  Answer : Since the hospitalist physician ordered case management, the 
nurse is confi dent that she can make referrals to the rest of the team. 
Once all have made their fi rst visits and assessed from their perspec-
tives, they will meet in the offi ce to discuss their management plan and 
create collaborative goals that the nurse will share with Mrs. B at her 
next visit. The team will meet again for a case conference in a month 
to determine progress.    

    

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge defi cit 
regarding 
management of 
arthritis, 
medications, 
and nutrition, 
as evidenced 
by (AEB): 
weakness, blood 
loss, weight 
loss, pain, 
inadequate diet 
recall  

  Patient will describe 
the relationships 
among adequate 
therapeutic 
nutrition, fl uid 
balance, 
restorative 
mobility 
techniques and 
regular exercise, 
and responsible 
medication 
regimen in 1 
week and will 
demonstrate 
changing 
behaviors 
compliant with 
the above in 3 
weeks.  

  The nurse will 
establish a 
restorative care plan 
among a 
multidisciplinary 
team and continue 
to teach patient 
about her chronic 
condition, 
reinforcing 
education of other 
members. The nurse 
will monitor vital 
signs, weight, draw 
labs as ordered and 
interpret to patient. 

 The dietician will 
teach and 
demonstrate proper 
diet with support of 
the aide.  

  With a goal of 
self - care 
management 
aided by family 
and community 
support, the 
nurse will 
measure 
knowledge and 
behavior 
change weekly, 
collaborating 
with the 
physician 
toward 
discharge from 
home health in 
3 months.  

(Continued)



132  Gastrointestinal

   Problem     Goal/Plan     Intervention     Evaluation  

  Potential risk for 
mental/
emotional 
disruption —
 depression, sleep 
loss, AEB: fl at 
affect, expressed 
anxieties, poor 
coping strategies 
with chronic 
disease  

  Patient will 
experience hope, 
peace, and 
confi dence in 
self - care 
management once 
condition is 
improved, a 
support system is 
in place, and 
strategies are 
learned for coping 
with discomforts 
of chronic disease.  

  Team will monitor for 
decline in depressive 
symptoms and 
anxieties; and nurse, 
aide, and OT will 
introduce acceptable 
treatments for RLS 
and insomnia.  

  Once anemia has 
been corrected, 
diet has been 
improved, and 
strength has 
been gained, 
expect to see 
decline in RLS 
and to see 
improved sleep, 
leading to 
improved 
mental health.  

  Hygiene and 
environmental 
defi cits  

  Patient will assume 
self - care once 
strength is gained 
and pain 
diminished. The 
clean home 
environment will 
elicit motivation 
and pride.  

  Provide home health 
aide, intensely at 
fi rst, to assist with 
hygiene of self, 
facilitate adequate 
nutrition. Shop for, 
cook, and serve one 
meal per day M - F for 
2 weeks, and then 3 
times per week. 
Housekeeper will 
restore cleanliness 
and order to home 
environment. MSW 
will recruit 
individuals to clean 
up the yard.  

  Expect patient to 
manage hygiene 
independently 
in 2 weeks and 
to assume easy 
household tasks 
in 3 weeks.  

  Financial concerns    Potential for decline 
into need for 
institutional 
housing if medical 
and nursing needs 
are not met. 
Potential for 
decline to poverty 
status if unable to 
assume self - care 
and homestead 
management. 
Uncertainty about 
fi nancial supports 
and future health 
care costs.  

  MSW will assess 
fi nancial needs, 
concerns, and desires 
of patient and will 
advise and refer to 
community sources 
as needed.  

  Patient will 
demonstrate 
responsibility 
toward fi nancial 
obligations and 
homestead 
management.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Lack of social 
support —
 familial and 
community  

  Potential for risk of 
further 
depression 
without 
meaningful 
contact with 
family and 
neighbors. 
Cannot continue 
in home without 
support of 
custodial services 
of the 
community.  

  MSW will establish 
contact and a plan 
of regular 
communication 
with the daughter 
and her family. She 
will attempt to 
improve 
relationship with 
nearby daughter - in -
 law for regular 
support. She will 
collaborate with 
prison authorities 
and community 
sources to establish 
a visiting schedule 
with her son.  

  Family and 
community 
supports will 
be put in place 
to effect 
stability of 
patient in her 
home by 
discharge time 
(3 months).  
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  Case 6.1    Neurogenic Bladder  
  By Kathleen     Francis  ,   RN, MSN, CWOCN       

     This case illustrates how the nurse works with the patient and her 
signifi cant others to achieve positive outcomes by individualizing the 
plan of care to meet the goals and expectations of the patient. By assist-
ing the patient and her family in adapting to her illness, the nurse can 
increase the patient ’ s independence and improve the patient ’ s ability 
to maintain her health. 

 Mrs. J is a 51 - year - old female with a past medical history of multiple 
sclerosis (MS), hypertension, and hypothyroidism, who is admitted to 
the home health agency for skilled nursing services management of her 
Foley catheter. The patient was recently hospitalized for sepsis second-
ary to urinary tract infection (UTI). Mrs. Jones is known to the agency 
and has received multiple services in the past related to her disease 
progression, such as skilled nursing, physical therapy (PT), occupa-
tional therapy (OT), and medical social work (MSW). Prior to hospital 
admission, the patient was able to manage her neurogenic bladder with 

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

 Cultural Competence 

 Mrs. J is a white American female. Her family is very supportive 
and available to assist her in any way necessary. The patient would 
like to be as independent as possible. The team will need to provide 
positive feedback to the patient and family members and encour-
age their ongoing support as the patient works toward maximizing 
her functional status to improve her quality of life. 
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clean intermittent catheterization (CIC), but she has had increased 
diffi culty performing CIC secondary to reduced manual dexterity as 
her disease has progressed. She reports that she has had some recent 
diffi culty with constipation. The patient also receives weekly self -
 administered intramuscular injections.     

    ORDERS FOR HOME CARE 

    Patient: 51 - year - old female  
  Diagnoses: MS, neurogenic bladder, indwelling Foley catheter  
  Current medications: 

    •      Baclofen 20   mg tablet by mouth three times a day  
   •      Diovan 80   mg tablet by mouth once a day  
   •      Avonex 30   mcg by intramuscular injection once weekly  
   •      Levofl oxacin 250   mg by mouth once a day for 10 days  
   •      Synthroid 100   mcg by mouth once a day    

  Relevant past medical history: 
    •      Hypertension  
   •      Hypothyroidism    

  RN: Assess and evaluate. Manage Foley catheter. Change Foley cath-
eter monthly. Instruct patient and caregiver about catheter care. 
Assess patient ’ s ability to self - administer Avonex (interferon beta 
1a). Instruct the spouse as needed to ensure continued independence 
with this treatment regimen.  

  PT: Assess and evaluate.        

 Reimbursement Considerations 

 The patient is too young to be eligible for Medicare and has too 
much income and too many assets to qualify for Medicaid. If she 
was employed and became disabled for 24 months, she may be 
eligible for Medicare; however, she has not been employed since 
her daughter was born. She may be eligible for Medicaid in the 
future. At present her health care is covered under her husband ’ s 
policy, which is managed care insurance. Their insurance policy 
does not limit the number of home care visits. However, insurance 
company approval is required for all services, and the services must 
be deemed necessary. 

 The nurse, as the case manager, will need to negotiate with the 
insurance company for any needed approvals. In addition, the 
nurse (as well as the PT, OT, and MSW) will need to thoroughly 
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    THE HOME VISIT 

 On admission, the visiting nurse identifi es that the patient lives with 
her spouse and two teenage children in a single - family home. The 
house and grounds are well kept, clean and non - cluttered, with a ramp 
access located next to her driveway. The home is a three - bedroom, two -
 story structure with a bedroom and bathroom located on the fi rst fl oor. 
The patient ’ s husband and teenage daughter are present and assisting 
her during the admission. Both have verbalized that they are able and 
willing to learn, as needed, all aspects of her care. The nurse conducts 
the initial assessment interview with the patient ’ s husband and daugh-
ter present. However, the physical assessment is performed in the 
patient ’ s bedroom to maintain her privacy. 

 The patient is alert and oriented and able to respond appropriately. 
The patient denies any food or medication allergies. The skilled nursing 
assessment indicates that the patient is afebrile with a temperature of 
98.7 degrees Fahrenheit; her blood pressure is 130/80   mmHg; her 
apical/radial pulse is 88/88 with a regular rhythm. Her respiratory rate 
is 20/minute, with no adventitious sounds on auscultation. Her 
abdomen is soft, non - tender when palpated, with bowel sounds aus-
cultated in all four quadrants of her abdomen. There are no abdominal 
bruits on auscultation. The patient denies any bowel problems and 
reports that she has regular bowel movements (BMs) every other day. 
Her last BM was one day ago, per patient report. Her skin is soft, dry, 
of normal color, and intact with no skin lesions or pressure ulcers. She 
appears well nourished. 

 The patient is able to ambulate with a rolling walker and close 
supervision. The patient utilizes the following durable medical equip-
ment (DME) to perform her activities of daily living: a wheelchair with 
a high - end pressure redistribution cushion, a wheeled walker, and a 
wheelchair lift. 

 The Foley catheter is a 14 - French silicone type catheter connected to 
a bedside urinary drainage bag. The catheter is intact and patent, drain-
ing clear amber urine in good amounts. The patient has expressed 
diffi culty ambulating with the bag in tow and is fearful that she may 
dislodge the tube or fall over it.    

document all services. Upon discharge, the insurance company will 
likely ask for a copy of the record to verify and review the episode 
of care. If the insurance company identifi es that the visit documen-
tation is incomplete, they will request reimbursement for those 
visits. 
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 Mrs. J denies any feelings of depression or sadness. However, she 
verbalizes frustration regarding the need for the urinary catheter and 
drainage bag and wishes she could return to her previous level of 
functioning. She expresses anxiety and embarrassment related to her 
altered body image. She mentions that she is fearful of having inter-
course with the catheter in place and would prefer to return to her prior 
level of functioning. 

 The patient does not appear to have a hearing defi cit. She is wearing 
eyeglasses and informs the nurse that they are progressive - type lenses 
that she wears all of the time for both distance and near vision. She is 
able to read the medication labels with her corrective lenses in place. 
She denies the presence of pain that may interfere with her ability to 
perform activities of daily living, and she appears to be free of pain 
when she moves about.    

 Relevant Community Resources 

    MS support group  
  Community agency for independent living    

 Rehabilitation Needs 

    Physical Therapy  
  Occupational therapy    

 When the nurse has completed gathering data and her assessment, 
the nurse and patient identify the following goals:

    •      The patient will be free of infection.  
   •      The patient will have increased endurance and improved manual 

dexterity.  
   •      The patient will return to her previous level of functioning.  
   •      The patient will be able to manage her neurogenic bladder utilizing 

CIC.  
   •      The patient will be able to self - administer her injection.       

 Based on the history and physical examination, the nurse discovers the 
following data:

    •      The patient has a good support system available.  
   •      The patient has increased fatigue, requiring assistance with some 

of her activities of daily living (ADL).  
   •      The patient has poor endurance.  
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   •      The patient has anxiety related to her altered body image.  
   •      The patient is continent of bowel.  
   •      The patient has neurogenic bladder dysfunction.  
   •      The patient is at high risk for a urinary tract infection that will have 

an impact on her neurogenic bladder management.  
   •      The patient does not have diffi culty with speech or swallowing.  
   •      The patient has normal visual acuity.  
   •      The patient is sexually active and has increased anxiety secondary 

to the presence of the indwelling catheter.     

    CRITICAL THINKING 

    1.      What is the priority for care for Mrs. J?  
  Answer:  Since Mrs. J is not exhibiting diffi culty ambulating with assis-
tive devices and her home is equipped with the necessary DME, safety 
is established. However, she has verbalized diffi culty ambulating with 

 Neal Theory Implications 

 Stage 3: The professional in this stage collaborates with other dis-
ciplines both within and outside of home care and is autonomous 
with the clinical aspects of the case and the logistical aspects of 
working with the agency. This nurse understands and appreciates 
the limitations of the patient ’ s environment but also how the envi-
ronment and the patient ’ s lifestyle can be utilized to optimize self -
 care management and quality of life. 

 Stage 2: The professional in this stage may not feel comfortable 
collaborating with the physician regarding orders for other disci-
plines, case managing, working within the patient ’ s environment 
to manage care. This nurse may not be confi dent enough to request 
the orders needed from the PCP or to make recommendations that 
might have to be defended in a discussion with the PCP. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. This nurse may not under-
stand how to translate hospital practices regarding catherization 
and the use of indwelling catheters to the home setting in which 
CIC and clean technique is used and the patient manages her own 
catheterization. 
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the urinary drainage bag, and this may create a fall risk. The nurse can 
provide and instruct the patient on the safe way to utilize a leg bag 
apparatus in place of the urinary drainage bag while she is out of bed 
and ambulating. This would require the nurse to instruct the patient 
on the proper way to change the bags without contaminating the tubing 
so that the patient is not at an increased risk for infection.  

  2.      What is the next priority for her care?  
  Answer:  The next priority for care is to keep the Mrs. J free from infec-
tion. She has an indwelling catheter to manage her neurogenic bladder 
dysfunction. She will require instructions on catheter care and manage-
ment. In addition, she has verbalized dissatisfaction with this method 
of urinary incontinence management. PT and OT services can help Mrs. 
J return to her optimal level of functioning.  

  3.      What goals do you think the PT can help Mrs. J to achieve?  
  Answer:  The PT will determine the patient ’ s needs and goals for 
therapy. The PT can teach the patient exercises to increase endurance 
and to strengthen her upper and lower extremities. Once her endur-
ance is improved, she may be able to self - administer her injection, 
manage her urinary incontinence (UI) with CIC, and have an increased 
level of functioning.  

  4.      What goals do you think the OT can help Mrs. J to achieve?  
  Answer:  The OT can assist the patient to become independent in the 
self  - management of UI and injection administration. The OT will eval-
uate the patient ’ s needs and goals and can instruct the patient about 
the use of assistive devices to achieve her goals. The OT will also 
instruct the patient regarding exercises that she can do to increase her 
endurance and manual dexterity.  

  5.      Is there anyone else who should be called to this case?  
  Answer:  Yes. The patient should have an MSW evaluation to assist the 
patient with long - range planning and community linkage. The patient 
has verbalized anxiety related to her altered body image and may 
require additional counseling for sexual dysfunction (real or perceived) 
due to the presence of the indwelling catheter.    

  Neurogenic Bladder 

 Urinary continence is generally defi ned as the ability to store urine in 
the bladder until the bladder can be evacuated at a socially acceptable 
time  [1, 5, 6] . Continence is a result of the complex interrelationship of 
psychosocial, physiologic, and mechanical factors  [5, 6] . Urinary 
bladder elimination involves relaxing the pelvic fl oor muscles, con-
tracting the detrusor muscle, and simultaneously opening the urethral 
sphincter to achieve complete emptying of the bladder  [4 – 6] . An intact 
neurological system is essential for these activities to occur  [3, 5, 6] . 
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 Multiple sclerosis (MS) is a chronic, demyelinating, autoimmune 
condition that affects the central nervous system. Although the clinical 
course of MS is unpredictable, it generally presents with a pattern of 
relapsing and remitting symptoms that may result in increased func-
tional loss  [11] . Patients with MS commonly have bladder storage prob-
lems and incontinence, such as urinary retention, bladder spasticity, 
overactivity, and incomplete emptying of the bladder  [7, 11] . 

 When the neurologic lesion affects the spinal segments C2 to S1, the 
associated bladder symptoms are termed refl ex UI or neurogenic 
bladder and can result in damage to the upper urinary system due to 
the occurrence of detrusor sphincter dyssynergia (DSD)  [5, 6] . DSD is 
described as the loss of coordination between the bladder and the ure-
thral sphincter. The detrusor muscle contracts, but the sphincter does 
not consistently relax, resulting in an obstruction of the bladder outlet
 [5, 6] . DSD obstructs urine fl ow, causing large amounts of residual 
urine to be left in the bladder. This can result in upper urinary tract 
distress, with damage to the renal parenchyma, by increasing the 
potential for bacteriuria and urinary tract infections  [3, 5 – 7] .  

  Management of Refl ex  UI  

 CIC is a common method utilized to manage refl ex UI. CIC involves 
insertion of a straight catheter into the bladder at specifi ed time inter-
vals, usually every 4 to 6 hours, depending on the individual. CIC can 
be considered as a management option for patients who have suffi cient 
manual dexterity or a willing caregiver to perform the catheterization 
and a bladder capacity greater than 200   cc (required to prevent bladder 
and renal complications)  [1 – 3, 8] . Generally, if the patient has the func-
tional ability to dress and feed him or herself, they have the functional 
ability to perform CIC 3 . The advantages associated with this method 
include regular, complete bladder evacuation for the patient and a 
reduced effect on the patient ’ s body image with an unaltered appear-
ance of the genitalia. Studies indicate that the long - term compliance 
with this method is substantial  [2, 5, 6] . 

 The long - term use of an indwelling catheter for the management of 
refl ex UI has been associated with multiple complications, including 
infection, bladder spasms with urine leakage, urethral erosion, calculi, 
bladder cancer, and hematuria  [5, 6, 9] . In addition the long - term 
use of indwelling catheter has the highest rate of patient dissat isfaction 
 [5, 6] . Because of this, indwelling catheter use should be reserved for 
those patients for whom it is the best option. When an indwelling 
catheter is selected as the best management option for the patient, 
serious thought should be given to the creation of a suprapubic cystos-
tomy as this alternative can eliminate the risk for urethral erosion. 
However, it does require a minor surgical procedure for placement 
 [5, 6] .  
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  Catheter Care and Patient Instructions 

 Indwelling catheter placement is accomplished using strict aseptic 
technique. Ensuring that the catheter is well lubricated will prevent 
urethral trauma. Once the catheter is in place and the balloon is 
fi lled according to the manufacturer ’ s recommendations, the catheter 
should be secured. Unsecured catheters can lead to complications, such 
as urethral erosions, bleeding, and bladder spasms  [10] . For the ambu-
latory patient, a leg bag may be preferred as it is less cumbersome and 
easier to conceal. The patient can then attach the catheter to a larger 
drainage bag at night, when they go to bed. The nurse can instruct the 
patient to attach the nighttime drainage system directly to the leg bag 
using the bottom spout so they can maintain a closed system and 
reduce the risk of catheter - associated urinary tract infections  [10] . 

 Patients and caregivers should be instructed on routine care of the 
indwelling catheter intended to prevent complications. Instructions 
should include the positioning of the drainage bag and tubing, mea-
sures to maintain a closed system and prevent contamination, catheter 
stabilization, and adequate fl uid intake  [10]  (Table  6.1.1 ).   

 If CIC is utilized to manage refl ex UI, the patient is typically taught 
to self - catheterize using clean technique. Teaching the caregiver or 
family members can increase compliance if the patient becomes ill and 

  TABLE 6.1.1.    Points to emphasize when teaching caregivers. 

   Indwelling Catheter Care  

      •      Keep drainage bag off the fl oor, and position drainage bag below the level 
of the bladder at all times to prevent refl ux.  

   •      Keep drainage tubing straight and free of kinks, and don ’ t allow the tubing 
to fall below the level of the drainage bag.  

   •      Empty the drainage bag when one - half to two - thirds full to avoid undue 
traction on the catheter.  

   •      When emptying the drainage bag, do not allow the spout to come in contact 
with the collection container or the fl oor.  

   •      Disinfect the urine collection containers after each use.  
   •      Drainage bags can be cleaned with a vinegar solution of one part vinegar to 

three parts water (1:3) or a bleach solution of 1 ounce bleach and 10 ounces 
of water (1:10).  

   •      Adequate fl uid intake is important to prevent catheter - associated urinary 
tract infections by promoting a constant fl ow of urine.  

   •      Limit caffeinated beverages and avoid bladder irritants such as alcohol, 
smoking, carbonated beverages, artifi cial sweeteners, heavily spiced foods, 
and citrus fruits and juices as these can increase bladder spasms.  

   •      Perineal cleansing is recommended, and the ambulatory patient can shower. 
The area can be cleansed gently avoiding catheter manipulation as this can 
increase catheter - associated urinary tract infection (CAUTI).  

   •      The use of petroleum based creams or ointments should be avoided as this 
can degrade the catheter material.     
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unable to self - manage. Patient and caregiver instructions should 
include pharmacologic and non - pharmacologic methods to reduce 
bladder spasms and urinary leakage between catheterizations. If neces-
sary, the physician can include an anticholinergic, such as oxybutynin, 
to the patient ’ s medication regimen. Some common side effects include 
dry mouth and constipation. Frequently, the patient may reduce fl uid 
intake to avoid urine leakage that occurs in between catheterizations. 
Patients should be instructed to avoid fl uid restrictions unless instructed 
to do so by their doctor, as concentrated urine can irritate the bladder 
causing increased detrusor spasms. Instead, the nurse should encour-
age adequate fl uid volume intake with fl uids evenly distributed 
throughout the day and avoidance of high volume intake over a short 
period of time  [5, 6]  (Table  6.1.2 ).     

  TABLE 6.1.2.    Points to emphasize when teaching patients and caregivers. 

   Clean Intermittent Catheterization  

      •      The CIC can be performed using clean technique. 
   a)        Instruct patient or caregiver to wash their hands prior to performing the 

CIC.  
  b)        Instruct the patient to identify the urethral opening (females use a mirror).  
  c)        Lubricate the tip of the catheter and insert the catheter gently.  
  d)        Resistance may be felt as the catheter passes the sphincter. Instruct the 

patient to use steady gentle pressure to advance the catheter until urine 
starts to fl ow.  

  e)        Once the urine is drained, the patient can gradually remove the catheter 
to ensure complete emptying of the bladder.  

  f)        Instruct the patient to wash their hands and the catheter when they have 
completed the catheterization procedure.       

      •      The catheters can be washed in antiseptic soap and water. If needed, they 
can be fl ushed with a syringe.  

   •      Once the catheters are cleaned, they can be air dried and placed in a plastic 
container or storage bag.  

   •      CIC frequency should be every 4 – 6 hours.  
   •      Normal bladder capacity is approximately 500 cc, limiting fl uid intake and 

ensuring timely CIC will prevent overdistention of the bladder.  
   •      The volume of urine in the bladder should be maintained at or below 450   cc.  
   •      If the patient consistently has urine volumes  > 450   cc, increased CIC fre-

quency may be required.  
   •      Avoidance of caffeine and bladder irritants (see Table  6.1.1 ) can reduce the 

incidence of bladder spasms and urine leakage between CIC.  
   •      Signs and symptoms of urinary tract infection, including new or increased 

urinary leakage between catheterizations, cloudy or foul - smelling urine, or 
not feeling well should be communicated to their primary care physician for 
evaluation.  

   •      Always take a  “ travel kit ”  when leaving home. The kit should include all of 
the necessary supplies for catheterization away from home.     
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    BACK TO THE CASE 

 The visiting nurse explains to the patient that she may be able to 
achieve independence with her UI management and with her injection, 
pending additional therapy. Since the patient has been able to self -
 manage in the past using CIC, then she may be agreeable to a plan of 
care that includes returning to this management option. The nurse may 
suggest PT and OT evaluations to achieve this goal. PT can have a 
positive effect on the bladder management program by maximizing 
the patient ’ s wheelchair mobility and endurance and occupational 
therapy can be instrumental in developing any needed assistive devices 
 [3, 5, 6] . 

 The patient and her family are agreeable to the plan. The nurse 
explains that she will need to instruct the patient and family on the 
care of the indwelling catheter (see Table  6.1.1 ) as this will not be 
removed without an alternative plan for UI management and physician 
approval. The nurse instructs the patient about safety and ensures that 
the catheter is secured on the patient ’ s anterior thigh with tape to 
prevent inadvertent removal. Since the patient has expressed anxiety 
related to the tube and drainage bag, the nurse can use this opportunity 
to discuss some of the feelings (self - image) that the patient may have 
regarding the indwelling catheter. The nurse recommends an MSW 
referral. The patient ’ s initial reaction to this suggestion is negative. 
However, she reluctantly agrees with the encouragement of her 
husband. 

 The nurse calls the primary care provider (PCP) to report her assess-
ment, fi ndings, and recommendations. The nurse asks the PCP for 
additional orders:

    •      MSW evaluation for resource and community linkage and for long 
range planning  

   •      OT: To assist the patient to have increased endurance and 
improved manual dexterity so that she can self - manage her UI 
via CIC  

   •      The nurse also asks the physician if the patient can use a leg bag 
rather than the urinary drainage bag during the day to prevent falls 
and increase patient acceptance.    

 The nurse also discusses the patient centered goals for care, which 
are that the patient would like to return to her previous level of func-
tioning. The PCP approves the plan of care with the additional orders. 
As for the UI management, the PCP states that the patient will need to 
be evaluated by urology before any changes in UI management 
can occur.     
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 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Weakness in 
upper and 
lower 
extremities  

  Patient will 
have 
increased 
strength 
in all 
extremities 
within two 
months.  

  PT will help the patient engage in 
increasing levels of physical 
activity and exercise. 

 Teach patient strengthening 
exercises.  

  Patient is able 
to participate 
in self - care 
activities 
related to 
increased 
strength.  

  Fatigue    The patient 
will have 
strategies 
to manage 
fatigue 
within 1 
month.  

  Exercise Promotion 
 PT will help the patient engage in 

increasing levels of physical 
activity and exercise. Exercise 
can reduce fatigue and help the 
patient build endurance for 
physical activity. 

 The OT can provide the patient 
with assistive devices and teach 
the patient energy conservation 
techniques. 

 Encourage the patient to use 
assistive devices for ADL and 
IADL: long - handled sponge for 
bathing 

 Encourage the patient to identify 
tasks that can be delegated to 
others. Delegating tasks and 
responsibilities to others can 
help the patient conserve energy.  

  The patient 
will report 
less fatigue 
and 
increased 
ability to 
self - manage 
activities of 
daily living.  

  Risk for 
infection 
related to 
indwelling 
catheter  

  The patient 
will be 
free from 
infection.  

  Monitor for signs of infection: 
cloudy urine, sediment in urinary 
drainage system, abdominal 
pain, fever, malaise, etc. 

 Teach the patient/family catheter 
care. 

 Teach hand washing. 
 Encourage adequate fl uid intake 

( > 2000   cc/day). 
 Instruct the patient on medication 

regimen and antibiotic 
treatment. Ensure medications 
are taken as directed. 

 Teach patient and caregiver the 
signs and symptoms of infection 
and when to report these to the 
physician or nurse. 

 See Table  6.1.1  for indwelling 
catheter care instructions.  

  The patient 
remains free 
from urinary 
tract 
infection.  

(Continued)
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  Case 6.2    Urostomy Care  
  By Kathleen     Francis  ,   RN, MSN, CWOCN       

     This case illustrates that the nurse can assist the patient in verbalization 
of feelings of anxiety related to his disease process and change in body 
image and in identifi cation of realistic goals to maximize level of func-
tion and independence. In addition, the nurse can offer suggestions 
that will help the patient adapt his altered personal needs (urostomy 
care) to his cultural beliefs. 

 Mr. B is a 62 - year - old African American Muslim male with a past 
medical history of type 2 diabetes mellitus, gastroesophageal refl ux 
disease, hypertension, hyperlipidemia, and bladder cancer, who is 
status post radical cystectomy and pelvic lymph node dissection with 
the construction of an ileal conduit for urinary diversion (urostomy). 
The patient is married with 5 adult children, and has been employed 
for 33 years as a lawyer for a local law fi rm. He is the sole breadwinner 
in the household and is anxious to return to work.     

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
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 Cultural Competence 

 Mr. B is an African American Muslim male. Observant Muslims 
pray 5 times a day. 

 It is very important to observe strict personal hygiene during 
prayer, and therefore a ritual cleansing process is required before 
prayer. It is important that the team ask Mr. B about his religious 
practices so the team can act appropriately to assist Mr. B in a way 
that is conducive to his practices. Mr. B may want to change the 
bag prior to each prayer. Therefore a 2 - piece system is most conve-
nient for him; otherwise, the skin may be damaged by frequent 
removal of the adhesive  [2] . 
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     ORDERS FOR HOME CARE 

    Patient: 62 - year - old African American, Muslim male  
  Diagnoses: Bladder cancer, surgical removal of the bladder, and cre-

ation of ileal conduit for urinary diversion  
  Current medications: 

    •      Benazepril 20   mg by mouth once a day  
   •      Simvastatin 40   mg per day by mouth once a day in p.m  
   •      Glucophage 500   mg by mouth twice a day  
   •      Omeprazole/sodium bicarbonate 20   mg by mouth once a day  
   •      Cephalexin 500   mg by mouth twice a day  
   •      Acetaminophen 650   mg by mouth every 4 – 6 hours as needed for 

pain    
  Relevant past medical history: Hypertension 

    •      Diabetes  
   •      Gastroesophageal refl ux disease  
   •      Bladder cancer    

  RN: Assess and evaluate patient for safety and postoperative manage-
ment of ileal conduit. Teach patient self - management techniques. 
Assess and evaluate midabdominal incision line; monitor it for signs 
and symptoms of infection.  

  Follow - up appointment with urologist in 1 week for evaluation and 
removal of stents.  

  Follow - up appointment in 2 weeks with oncology.        

 Reimbursement Considerations 

 The patient is 62 years old and may qualify for Medicare. However, 
he is employed and has managed health care (HMO) coverage 
through his employer. Most HMO coverage plans limit home health 
care service visits to no more than 120 per year, and/or they require 
HMO authorization for continued home health care visits. 
The nurse will need to ensure that he/she documents and com-
municates the need for continued home health services to the 
managed care case coordinator to obtain authorization for all home 
health service visits. Some agencies have a managed care depart-
ment that can obtain the written reports from all disciplines and 
communicate these reports (via electronic records) to the HMO to 
secure needed approvals. If the HMO does not issue approval for 
home health care services, the patient will need to be informed so 
that he can make the decision to accept the services for a predeter-
mined fee. Many home health care agencies have systems in place 
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     THE HOME VISIT 

 The patient lives with his wife and 3 adult children in a private 2 - story 
home. The home is clean, well kept, and uncluttered; but there is an 
odor of urine in the air. The patient is found sitting on the living - room 
sofa. He is dressed in loose fi tting gym pants and a t - shirt. His wife is 
nearby and offers to get his papers from the hospital and the list of 
medications. She appears happy and relieved to see the nurse, while 
the patient does not appear happy at all. Upon questioning, the patient 
admits he is anxious and states,  “ I don ’ t like being ill, and I have no 
idea where this is all going. I really do not like the  ‘ not knowing ’ ! ”  

 Once the preliminary questions are answered, the visiting nurse asks 
the patient if he would prefer to complete the physical assessment in 
the privacy of his bedroom. He agrees, but would like his wife to look 
on so she too can learn how to pouch his stoma. Mrs. B follows them 
into the bedroom, reluctantly. During the removal of the pouch and 
examination, her facial expression is one of disgust. The nurse notices 
that the patient appears embarrassed, and the wife tries to busy herself 
doing other tasks rather than looking at the patient ’ s abdomen. 

 The patient is alert, oriented, and able to verbalize. His skin color is 
normal, with normal temperature and texture. He appears well nour-
ished with a height and weight of 6 ′ 2 ″  and 200 pounds. However, the 
patient reports that he has,  “ lost about 25 pounds over the last 3 or 4 
months. ”  His vital signs are as follows: blood pressure is 140/88, heart 
rate (apical/radial) 72/72, regular with no ectopic beats noted; respira-
tory rate 24, lungs clear with no adventitious sounds noted. No edema 
noted in his extremities. Capillary refi ll is less than 3 seconds. Strong 
bilateral pedal pulses are palpable, his toes are warm and mobile, and 
his feet are free from injury. His abdomen is soft, with bowel sounds 
audible in all four quadrants; the midline incision is well approximated 
with staples; the healing ridge is palpable; periwound is intact, with 
no erythema noted. The right lower quadrant stoma is pink, well 
budded, with urinary stents visible in the os and draining amber urine. 
The stoma is pouched with a two - piece pouching system connected to 
a gravity drainage bag. The nurse notes that the wafer is taped at the 
corners. Upon questioning, the patient reports that there was some 

to obtain needed authorizations for services. In addition, some 
HMO ’ s do not cover the cost of disposable supplies, such as dress-
ing supplies and gauze. The patient may need to contact his insur-
ance company to fi nd out the details of his coverage regarding 
ostomy supplies. 
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urine leakage, so he taped it to secure the bag. He admits that he does 
not know how to change the wafer and was afraid to try it alone. 

 The patient reports that he does not have pain and has not had to 
take his pain medication. He is able to ambulate independently. He has 
normal vision but requires reading glasses and is able to read the medi-
cation labels with his reading lenses. 

 After obtaining the assessment data, the nurse asks the patient to 
identify his goals. They are as follows:

    •      He will be independent with his urostomy care.  
   •      He will be able to resume activities (personal/sexual/religious).  
   •      He will be able to go back to work.  
   •      He will return to his previous level of health and be cancer free.       

 Neal Theory Implications 

 Stage 3: The nurse in this stage will be knowledgeable and comfort-
able managing a urostomy and teaching the patient and family 
about its care. He will immediately see the value in including the 
WOCN and the MSW in the patient ’ s care. 

 Stage 2: The nurse in this stage might be inclined to manage the 
urostomy the way it would be managed in the hospital setting 
without taking into account the home environment, the patient ’ s 
religious/ethnic priorities, and the wife ’ s diffi culty accepting the 
situation. 

 Stage 1: The nurse in this stage may be uncomfortable managing 
the patient ’ s care in the home and might need guidance from a 
more experienced home health nurse to arrange the care and inter-
disciplinary team. 

 Based on the history and physical exam, the nurse identifi es the fol-
lowing data:

    •      The patient has a support system available (wife).  
   •      The patient ’ s incision is healing well with no signs of infection.  
   •      The patient ’ s urostomy is draining amber urine in good amounts 

via patent stents.  
   •      The patient ’ s urostomy pouch is leaking.  
   •      The patient is unable to self - manage the urostomy.  
   •      The patient ’ s wife was not able to assist effectively.  
   •      Mrs. B ’ s reaction to the urostomy may impact negatively on the 

patient ’ s ability to accept it and return to his previous level of 
health.  
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   •      The patient and his wife are having diffi culty coping with the 
change in his body image.  

   •      The patient and his wife are having diffi culty coping with the 
change in his health status.  

   •      The patient will need to be independent with his urostomy in order 
to return to work.     

     CRITICAL THINKING 

    1.      What is the priority for Mr. B?  
  Answer:  The priority for Mr. B is to prevent infection. He has an 
abdominal incision that is not yet fully healed; and if his ileal conduit 
continues to leak, it may impair the wound healing process and cause 
a wound infection. Pouching the stoma with an appropriate pouching 
system that does not leak and helping Mr. B to self - manage it will 
prevent the ileal conduit from leaking and possibly contributing to 
postoperative wound infection. 

 If urine leakage is allowed to remain on abdominal skin, the peris-
tomal area will become denuded and prone to fungal infections which 
will have a negative effect on the pouch seal, as a weeping peristomal 
area will not allow an adhesive barrier/wafer to adhere to the area and 
it becomes diffi cult to obtain an adequate seal.  

  2.      What can skilled nursing services do to help Mr. B reach his goals?  
  Answer : Skilled nursing services can assess and monitor the patient ’ s 
wound for progress toward healing and can instruct the patient regard-
ing when to notify the nurse or the physician. The nurse can assist the 
patient to become independent with his urostomy care and can also 
help him to become more at ease with his changed status by maintain-
ing a nonjudgmental approach. She can offer suggestions to the patient 
and his wife related to self - management, troubleshooting, and ADL 
tips to help the patient return to his previous level of functioning.  

  3.      Is there anyone else who should be called into the case?  
  Answer : Yes. Since the patient and his wife have demonstrated diffi -
culty in accepting the change in the patient ’ s body image and health 
status, the patient should have a medical social worker (MSW) evalu-
ation for long - range planning and community resource linkage.    

 Rehabilitation Needs 

 Medical social worker 
 Wound ostomy continence specialist 
 Patient may require ongoing psychological counseling. 
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 If the nurse is unable to obtain adequate pouch seal, he may suggest 
that the patient be evaluated by a wound ostomy continence specialist 
(WOCN) or enterostomal therapy nurse (ETN). Some home health care 
agencies have WOCN/ETN available for home health care visits. 
Others may be able to direct the patient to an ostomy clinic in their 
region or area. These are usually affi liated with the hospital clinics.  

  4.      What will each of these disciplines do?  
  Answer:  Nursing will assess and monitor the patient ’ s physical and 
emotional status and continue to monitor his abdominal incision 
wound for healing progress. The nurse will also instruct the patient 
about ileal conduit/urostomy care and self - management skills. In addi-
tion, the nurse will instruct the patient and wife on dietary concerns 
(related to the stoma), and about how to obtain needed supplies. He 
can direct the patient and family to resources available in their com-
munity (United Ostomy Association, American Cancer Society). The 
nurse can initiate sexual counseling, based on the PLISSIT model  [1]  
that involves four levels: permission, limited information, specifi c sug-
gestions, and intensive therapy. If intensive therapy is needed, the 
nurse will refer the patient to a specialist for further counseling. 

 The MSW will evaluate the patient and council him and his family 
regarding acceptance of his changed body image and health status. The 
MSW will also be able to assist the patient to identify resources in his 
community and access to his needed supplies as well as initiate sexual 
counseling. The MSW may suggest ongoing psychotherapy if the 
patient demonstrates the need for continued therapy and sexual 
counseling.  

  5.      How will the members of the interdisciplinary team communicate 
with each other?  
  Answer:  The members of the team will document their initial assess-
ments, evaluations, and recommendations in the electronic medical 
record, making this information easily accessible to other members of 
the team. They can communicate via electronic mail, telephone case 
conferences and hold a monthly case conference that includes the 
patient either by phone or in person. Case coordination and commu-
nication are essential components of the home health care plan.     

     BACK TO THE CASE 

 The nurse removes the leaking urostomy appliance (Figure  6.2.1. ) and 
discovers that the peristomal area is denuded, with weeping satellite 
lesions noted in the periphery. The stoma is pink, budded; and the 
mucocutaneous junction is intact with sutures visible. There are 2 stents 
protruding through the os. These are patent and draining amber urine. 
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The patient has some additional pouches and barriers that the WOCN 
gave him in the hospital. The nurse determines that a WOCN evalua-
tion may be needed and plans to schedule a joint home visit (RN and 
WOCN) within the week. In the meantime, he demonstrates the process 
for changing the urostomy appliance to the patient and his wife. The 
nurse teaches them about peristomal care and cleaning and then dusts 
the denuded area with stomahesive powder. He measures the stoma, 
cuts the barrier to the identifi ed dimension, and applies the barrier and 
pouch. Once the barrier and pouch are applied, the nurse demonstrates 
how to empty the pouch and how to change the pouch so that the 
patient can self - manage before prayer.   

 The RN also demonstrates how to connect the nighttime drainage 
system so that the pouch does not get overfi lled and pull off the 
abdomen, which would cause leakage under the barrier. The RN also 

     Figure 6.2.1.     One -  and two - piece urostomy system: (a) two - piece urostomy pouch and 
barrier; (b) one - piece urostomy pouch, and (c) urinary drainage bag connector.  (Photos 
from Hollister online brochure.)   
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suggests that the patient utilize an ostomy belt to help secure the wafer, 
especially if the patient will be bending during prayers. The RN 
instructs the patient to empty the pouch when it is one - third full 
and that doing this in conjunction with the usage of the nighttime 
drainage system will prevent urine and moisture from being in contact 
with the area around the stoma which can contribute to increased bac-
terial growth  [1] . He explains that the barrier and pouch will need to 
be changed if a leak is detected. This will prevent the skin from becom-
ing irritated and damaged. If that occurs, the wafer may not adhere 
properly, compounding the problem that may result in additional 
leakage. 

 By the end of the initial visit, the patient is able to verbalize the steps 
in the pouch changing process and he is able to demonstrate emptying 
the pouch as well as how to connect it to the nighttime drainage bag. 
He verbalizes his satisfaction with the visit and is looking forward to 
the WOCN/RN joint visit. He has the telephone numbers for emer-
gency contact, if needed. 

 The nurse plans the next visit in 48 hours as the pouch will need to 
be changed at least every 2 days and as needed for leakage due to the 
current condition of the surrounding skin.    

 Relevant Community Resources 

 United Ostomy Association:  http://www.ostomy.org/  
 Friends of Ostomates Worldwide:  http://www.fowusa.org/

newsite/page.php?page = home  
 American Cancer Society:  http://www.cancer.org/  
 Wound. Ostomy Continence Nurses Society:  http://www.wocn.

org/  

 After the visit, the RN telephones the physician to discuss the initial 
assessment and the plan of care. He asks for additional orders: MSW 
evaluation for counseling and long range planning needs and antifun-
gal powder for dusting the peristomal area. The physician agrees to 
the proposed plan of care and will call the patient ’ s pharmacy for the 
order of nystatin powder. This can be dusted around the stoma with 
the stomahesive powder with each pouch change. 

 The ileal conduit is the most frequently performed urinary diversion 
for the treatment and management of invasive bladder cancer  [4, 5] . 
A segment of the ileum is used to form the ileal conduit stoma, and 
the ureters are then anastomosed to the ileal segment so that the urine 
can drain through the stoma into an external collection pouch  [6]  
(see Figure  6.2.2. ). Because the area of the small bowel is used to form 
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the stoma and the bowel continues to create mucus, the urine that 
drains into the pouch will have mucus; this should not be mistaken 
for a sign of clinical infection  [5] . In addition, patients with urinary 
diversions are at increased risk for urinary infection due to their short-
ened urinary tract system. Teaching the patient hand - washing and 
stoma care techniques will help the patient to avoid urinary tract infec-
tions  [1, 5] .   

 Breaking down the steps of stoma care may help to lessen the 
patient ’ s anxiety when teaching (see Figure  6.2.3. ).       

     Figure 6.2.2.     Abdomen.  

Transverse
colon

Small intestine

Descending/
sigmoid
colon

Stoma

Ascending colon

     Figure 6.2.3.     Urostomy care procedures.  

Equipment:  Skin barrier/wafer, drainable urostomy pouch, scissors, measuring guide, 
washcloth or soft paper towels, and plastic bag for disposing of old pouch.  
 

1. Empty pouch into toilet. 
2. Gently remove current pouch using care not to injure the underlying skin. 
3. Gently cleanse around the stoma with water; then pat dry. 
4. Measure stoma with measuring guide (up to six to eight weeks after surgery).  
5. Transfer the measurement to the cut to fit barrier and cut the barrier opening to the required 

size. 
6. Remove the paper backing and apply the barrier to the abdomen.  Hold in place for 30-60 

seconds so the pressure and warmth can activate the adhesive. 
7. Apply urostomy pouch to skin barrier and test for secure seal; ensure the pouch spout is 

closed. 
8. You can shower with the pouch in place. 
9. Use a night drainage bag or get up regularly to empty the pouch during the night.  
10. If the skin becomes red, sore, or you have difficulty getting the barrier to stay on, please 

contact the WOC nurse or your doctor for evaluation.  
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 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Potential for 
infection  

  The patient 
will be free 
from 
infection 
within 8 
weeks.  

  Monitor the wound for signs 
and symptoms of infection. 
Report any unusual fi ndings 
to the physician for followup. 

 Instruct patient on ostomy 
self - management to prevent 
effl uent leakage on incision 
site. 

 Encourage fl uid intake of 
2000   mL to 3000   mL of water 
per day to fl ush the renal 
system and prevent urinary 
complications. 

 Instruct the patient on 
meticulous hand - washing 
technique prior to pouch 
change.  

  The patient ’ s 
incision will 
be healed. 

 The patient will 
be free from 
urinary tract 
infection.  

  Inability for 
self - care 
(urostomy) 
management  

  The patient is 
able to 
demonstrate 
urostomy 
care 
self -
 management 
within 8 
weeks.  

  Instruct patient on self -
 management of his urostomy. 

 Break procedure for urostomy 
pouch change down to 
separate steps and instruct on 
each one (see Figure  6.2.3 ). 

 Allow patient some time to 
adjust/accept his stoma while 
teaching aspects of stoma 
care.  

  The patient 
verbalizes 
confi dence in 
his ability to 
independently 
care for his 
urostomy.  

  Anxiety 
related to 
current 
health status  

  The patient 
will be able 
to verbalize 
feelings of 
anxiety 
within 2 
weeks. 

 The patient 
will be able 
to identify 
coping 
strategies to 
alleviate his 
anxiety 
within 8 
weeks.  

  Maintain a calm manner while 
interacting with patient. 

 Use simple language and brief 
statements when instructing 
patient about self - care 
measures. 

 Encourage patient to seek 
assistance from an 
understanding signifi cant 
other or from the health care 
provider when anxious 
feelings become diffi cult.  

  The patient will 
have reduced 
anxiety levels 
related to his 
health status.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Ineffective 
coping for 
the patient 
and family  

  The patient 
and family 
will be able 
to cope with 
his disease 
process and 
altered body 
image.  

  Assist family in setting realistic 
goals. 

 Encourage family members to 
seek information and 
resources that increase coping 
skills 

 Refer family to social service or 
counseling.  

  The patient will 
verbalize 
acceptance of 
his altered 
body image. 

 The patient will 
have 
resources for 
emotional 
support and 
use them.  



163

  Case 6.3    Urinary Tract Infection and 
Functional Incontinence  

  By Kathleen     Francis  ,   RN, MSN, CWOCN       

     This case illustrates how the home health care nurse can work with the 
multidisciplinary team and the patient to identify mutually agreeable 
goals that will return the patient to her optimal level of functioning. 
Mrs. S is a 75 - year - old female who is admitted to the home health 
agency following a right hip total joint arthroplasty. The patient has a 
history of hypertension, hypothyroidism, osteoarthritis, and coronary 
artery disease. She had coronary artery stenting 2 years ago. On admis-
sion, the patient admits that she fell on her way to the bathroom and 
fractured her right hip, requiring the recent surgical repair. The patient 
explains that she takes frequent trips to the bathroom to avoid  “ acci-
dents, ”  such as urinary leakage.  

    ORDERS FOR HOME CARE 

    Patient: 75 - year - old female  
  Diagnoses: Joint replacement of right hip; gait abnormality; 

osteoarthritis  
  Current medications: 

    •      Enalapril 10   mg by mouth once a day  
   •      Hydrochlorothiazide/triamterene 25   mg/37.5   mg by mouth once 

a day  
   •      Simvastatin 20   mg by mouth once a day  
   •      Warfarin 2   mg by mouth once a day  

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
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   •      Acetaminophen 650   mg by mouth every 4 – 6 hours as needed  
   •      Ibuprofen 400   mg by mouth three times a day    

  Relevant past medical history: 
    •      Hypertension  
   •      Coronary artery disease  
   •      Coronary artery stent placement (2 years ago)  
   •      Osteoarthritis.    

  RN: Assessment and evaluation for home healthcare services. Teach 
medications, pain management, and disease self - management; 
assess and evaluate for safety.  

  PT: Assessment and evaluation.  
  Labs: 

    •      CBC weekly  
   •      PT/INR weekly          

 Reimbursement Considerations 

 The patient is eligible for Medicare. In order for the services to be 
covered under the Medicare home care benefi t, the patient must be 
homebound. The homecare services must be skilled, necessary, and 
ordered by the physician who oversees the plan of care. In addition, 
the services are intermittent and short term, meaning the services 
do not exceed 40 hours per week or 8 hours per day and the services 
will be tapered when the patient improves their level of function-
ing. When the services are reduced or discontinued, the patient will 
be advised of the changes in the plan of care and will be asked to 
sign a home health advanced benefi ciary notice (HHABN). 

    THE HOME VISIT 

 The patient lives alone in a fi rst - fl oor apartment with six stairs at the 
entrance. The home is well kept, clean, and uncluttered. A young 
woman, who identifi es herself as the patient ’ s niece, greets the nurse 
at the door. The patient is found dressed in her bathrobe, sitting up in 
a living room chair with her walker close by. The table adjacent to the 
chair is covered with her medications, food tray, and reading material. 
It seems to the nurse that the patient has placed these items here so 
that she does not have to walk or move to get them. 

 The patient appears happy to see the nurse and is pleasant while the 
nurse reviews the physician ’ s orders for home care, obtains the patient ’ s 
history, asks the necessary questions, and reviews the medication 
regimen with the patient. After the initial interview, the nurse asks the 
patient ’ s permission to complete the physical assessment in the patient ’ s 
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bedroom, to provide more privacy. The patient slowly rises from the 
chair and ambulates with the walker to her bedroom. Here the nurse 
notes that the patient has a standard double bed with a dresser and a 
scatter rug near the foot of the dresser. The nurse also notes that the 
bathroom is well equipped with grab bars in the tub and a tub/shower 
chair and a raised toilet seat. The nurse notes an additional scatter rug 
in the kitchen and a well stocked refrigerator and cabinets. 

 Mrs. S ’ s vital signs are as follows: BP 136/82; A/R HR 66/66 and 
regular; temperature: 98 degrees Fahrenheit; respiratory rate: 22. Lungs 
are clear with no adventitious sounds noted. 

 Mrs. S is alert and oriented. The patient appears well nourished. She 
is easily able to answer the nurse ’ s questions. The patient reports that 
she wears eyeglasses with progressive type lenses for distance and for 
reading. She is able to read the labels on her medication bottles with 
the use of her eyeglasses. Her abdomen is soft, non - tender, with bowel 
sounds on auscultation in all four quadrants. The patient denies any 
constipation and reports regular bowel movements. However, she 
mentions that she had a urinary catheter inserted in the hospital and 
has had some feelings of urgency and frequency since it was removed. 
She initially denies urinary incontinence. However, after questioning, 
she admits that she often goes to the bathroom 3 or 4 times a night and 
may have an  “ occasional accident, ”  if she waits too long. The patient 
reports to the nurse that she uses sanitary napkins as containment for 
when she has to go out,  “ just in case. ”  She also admits that she fre-
quently stays home to avoid the embarrassment of an accident. When 
the nurse asks the patient if she has reported any of this information 
to the doctor, the patient states,  “ No. It is embarrassing. Besides, what 
is the doctor going to do? This is a part of old age, and I guess I have 
to live with it. ”     

 Cultural Competence 

 The patient is a Caucasian, who appears stoic. The nurse will need 
to observe for subtle signs of pain, when assessing the patient for 
pain management. In addition, the patient may have anxiety related 
to her UI, requiring the nurse to approach this topic with under-
standing and sensitivity. The nurse should ask the patient for per-
mission before discussing this issue. 

 The patient has a closed incision on her right hip. The margins are 
approximated with well - defi ned healing ridge on palpation, and no 
erythema is noted. There is no edema noted in her lower extremities, 
and the patient ’ s skin is intact. The patient reports that her pain has 
been managed with her medication regimen and that it sometimes 
interferes with her ability to perform her activities of daily living. The 
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patient is able to ambulate on level surfaces with her walker and with 
close supervision, but she is unable to negotiate stairs. She requires 
assistance to get in and out of her tub, using the tub/shower chair. She 
is unable to bend to wash or dress her lower body and requires assis-
tance to complete these activities. The patient currently requires the 
assistance of her niece for shopping, cooking, and cleaning. Prior to her 
accident, she was independent and able to manage all aspects of her 
activities of daily living. The patient mentions that she is anxious to get 
back to driving so that she does not need to inconvenience her family. 

 The patient identifi es the following goals:

    •      To live independently  
   •      To get back to driving her car  
   •      To be free from pain  
   •      To be able to go out without fear of urinary incontinence       

 The Neal Theory Implications 

 Stage 3: The nurse in this stage recognizes the value of adding other 
services and how the team can work together to reinforce one 
another ’ s plans to help the patient attain her goals. 

 Stage 2: This nurse may focus only on the possibility of a urinary 
tract infection and the need to resolve that, but may not recognize 
how the PT or HHA can signifi cantly contribute to the plan of care. 

 Stage 1: This nurse may focus on the rehabilitation and medication 
needs of the patient and may not recognize that the environment 
plays a signifi cant role in the future function of the patient and that 
functional incontinence must be resolved to prevent future falls. 

 Based on the history and physical examination, the nurse identifi es the 
following:

    •      Mrs. S has gait abnormality.  
   •      Mrs. S is at risk for falls.  
   •      Mrs. S is unable to transfer without assistance.  
   •      Mrs. S has urinary incontinence.  
   •      Mrs. S may have a urinary tract infection.  
   •      Mrs. S has pain with some activities.  
   •      Mrs. S is free from wound infection.  
   •      Mrs. S does not have diffi culty with speech, hearing, or vision.  
   •      Mrs. S has no history of depression and does not report any feelings 

of sadness.  
   •      Mrs. S is motivated to return to her prior level of functioning.        
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    CRITICAL THINKING 

    1.      What is the priority for care for Mrs. S?  
  Answer:  Safety is always the priority. The nurse and the physical thera-
pist (PT) will assess the patient ’ s environment and make recommenda-
tions to ensure safe transfers and ambulation in the home and to 
decrease the likelihood of falls. In this case, the nurse and PT will 
advise the patient that scatter rugs should be removed as they create a 
risk for falls, especially when the patient uses durable medical equip-
ment (DME), such as her walker, to ambulate. Since the patient lives 
alone and has a history of falls, she is at risk for falls and may benefi t 
from a personal emergency response system (PERS) that can be acti-
vated if she has another accident.  

  2.      What can the PT contribute to this case?  
  Answer:  The PT can assess and evaluate the patient ’ s environment for 
accessibility and safety. The PT can assess the patient ’ s ability to ambu-
late on level surfaces and then graduate the patient to unlevel (outside 
the home/sidewalk) surfaces. They can teach the patient transfer tech-
niques and how to navigate stairs. If able, the PT will teach the patient 
how to ambulate using a cane.  

  3.      Is there any other service that may be ordered for this patient?  
  Answer:  Yes. The patient can use a home health aide (HHA) to assist her 
with bathing and dressing. Based on the nurse ’ s assessment, the patient 
would be eligible for approximately 2 hours a day for a maximum of 10 
hours a week of HHA service. The HHA can assist the patient to bathe, 
dress, and provide supervision when she ambulates. Once the patient ’ s 
level of functioning improves, the HHA services will be reduced.  

  4.      What can each discipline (RN, PT, and HHA) contribute to this 
case?  
  Answer:  The RN assesses and evaluates the patient for safety and safe 
use of DME. He also instructs the patient on the medication regimen 
and ensures that the patient can safely manage their medications. The 
RN also monitors the incision site and instructs the patient on the signs 
and symptoms of infection. The RN will also instruct the patient on 
pain management, on urinary incontinence (UI) management, on 
dietary changes that may decrease urgency, and on timed voiding to 
reduce the incidence of UI. 

 Rehabilitation Needs 

    Physical therapy    
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 The PT assesses and evaluates the patient ’ s environment for safety 
as well as the patient ’ s ability to ambulate and transfer. They can 
instruct the patient on ambulation and transfer techniques, the use of 
DME, and how to navigate stairs. The PT can also teach the patient 
how to safely transfer in and out of an automobile when she is no 
longer homebound. In addition, they can instruct the patient on exer-
cises to increase stability and strength. 

 The HHA will assist the patient with activities of daily living (ADL), 
such as bathing, dressing, and making meals. The HHA can/may do 
light cleaning around the patient ’ s home to keep the fl oors free from 
clutter and may clean the patient ’ s dishes after meals. The HHA will 
also provide supervision when the patient ambulates.    

 UI is defi ned as the unintentional loss of urine which is suffi cient to 
be a problem or loss of bladder control  [1, 3, 8] . The etiology of UI can 
be multifaceted and diffi cult to determine. Regardless of the cause of 
UI, it should not be accepted as the norm or a normal part of aging. UI 
can be a distressing problem to many patients as feelings of shame are 
often associated with it  [1, 7] . This shame associated with UI can 
prevent the patient from addressing the topic with their health care 
provider. The patient may often be reluctant to discuss UI with the 
nurse. Because of this, the nurse may need to provide the patient with 
privacy during the assessement and interview. Offering an empathetic 
and nonjudgmental attitude while collecting the data can also help the 
patient feel at ease so that they can verbalize their feelings. 

 The major types of non - transient UI include: functional UI, stress UI, 
urge UI, overfl ow UI, and refl ex UI. Functional UI results when 
the patient is unable to get to the toilet. It results in urinary leakage 
due to either physical or cognitive impairments that prevent the patient 
from getting to the toilet  [1] . Providing these patients with physical 
therapy and occupational therapy may help to alleviate their UI. For 
the patient with cognitive impairment, a timed voiding schedule with 
toileting every 2 hours can help to decrease the episodes of UI. In this 
case, the patient may have a functional UI secondary to her reduced 
mobility. 

 In stress incontinence, the involuntary leakage of urine occurs with 
physical effort, such as coughing, sneezing, or other physical efforts 
that cause increased intra - abdominal pressure. The problem results 
from an incompetent urethral sphincter or a relaxed urethra  [1] . The 
patient will often report that she experiences a small loss of urine with 
increased physical efforts that she manages with a sanitary napkin. For 
these patients, teaching them Kegel exercises may help to increase the 
sphincter tone and reduce the incidence of stress UI. Offering advice 
on incontinence pads may help the patient to better contain the UI. 

 In urge UI, the patient has that  “ gotta go, gotta go ”  feeling. They 
have an overactive bladder. The detrusor muscle (bladder muscle) is 
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constantly irritated and will contract resulting in a loss of a large 
volume of urine. These patients often report frequent trips to the bath-
room, sometimes hourly, due to the compelling urge to void  [1] . Here 
the nurse can help the patient to avoid bladder irritants, such as coffee, 
spicy foods, alcohol, and citrus, and can encourage adequate fl uid 
intake to keep the urine diluted  [5] . Anticholinergic medications also 
help to reduce urgency, but they have systemic side effects that may 
make therapeutic dosing and patient compliance diffi cult  [5, 7] . 

 Overfl ow UI results from acute or chronic retention of urine. Lower 
urinary tract retention is usually due to some type of urethral outlet 
obstruction, such as that seen with benign prostate hypertrophy and is 
most often diagnossed in men. However, women can present with 
outlet obstruction resulting from uterine prolapse. The patient often 
reports frequent trips to the bathroom with hesitancy, poor urine fl ow, 
and feeling like they are not able to fully empty their bladder  [6] . 
Urinary leakage occurs when the bladder becomes irritated with the 
residual urine and contracts, forcing a small amount of urine to leak. 
Management often involves surgical interventions and/or use of alpha 
adrenergic antagonists (alpha - blockers) for patients whose retention is 
caused by excessive urethral tone or prostatic hyperplasia. They reduce 
urethral resistance by blocking sympathetic receptors at the bladder 
neck  [6] . 

 Refl ex or neurogenic incontinence results in the loss of urine second-
ary to neurological dysfunction and is typically associated with neuro-
logical disorders, such as spinal cord injury or multiple sclerosis  [1] . 
Management is focused on the preservation of renal function by avoid-
ing urinary tract infections and upper renal damage. Specifi cally, the 
patient will need a method to evacuate the bladder at regular intervals. 
This can be achieved by intermittent catheterization or indwelling cath-
eter placement  [2] . 

 Another type of urinary incontinence that should be discussed is 
transient UI. Transient urinary incontinence is caused by reversible 
factors, such as delirium, infection, atrophic vaginitis and urethritis, 
pharmaceuticals, psychological conditions, or other conditions that 
result in excess urine production, fecal impaction, or temporary immo-
bility  [1] . A patient who presents with acute onset incontinence or 
delirium should be evaluated for a systemic etiology, such as infection 
(usually urinary tract infection in the elderly). Once the cause of the 
incontinence is known, the incontinence can be alleviated by treating 
the cause or removing it if it is pharmaceutical. It is important for the 
nurse to ask the patient if his/her incontinence is a recent development/
symptom or if it is chronic. Urinary incontinence is not the norm for 
elderly patients; the nursing assessment and plan of care should be 
focused on improvement of the patient ’ s health status. The nurse can 
develop a plan of care for the patient to meet their needs and imple-
ment it to achieve positive outcomes.  
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    BACK TO THE CASE 

 The nurse explains to the patient that she can return to her previous 
level of functioning, with the help of RN, PT, and HHA services. The 
patient is pleased and satisfi ed with the plan of care and is highly 
motivated to work toward her goals.    

 Relevant Community Resources 

 The Community Agency for Senior Citizens (CASC) or similar local 
agency for senior citizens: may help the patient access assistance 
with housekeeping, shopping, etc. so that she can remain indepen-
dent in the home. 

 Personal emergency response system (PERS) so that the patient 
can remain safe at home and call for assistance when/if she has a 
fall and is unable to get up or to the phone to call for help. 

 The nurse discusses the  “ urinary issue ”  with the patient, and asks 
the patient to keep a 3 or 4 day diary that lists the patient ’ s intake (foods 
and fl uids) and voiding times. This is designed to get baseline data so 
that the nurse can instruct the patient about strategies to prevent 
urinary incontinence. 

 The nurse calls the primary care physician (PCP) to discuss her fi nd-
ings. He requests additional orders for the HHA services. He also tells 
the PCP of the patient ’ s report of urinary incontinence and frequency. 
The doctor orders the additional services and asks the nurse to obtain 
a urine sample for culture at the next RN visit.     

 Interdisciplinary Care Plan 

   Problem     Plan     Interventions     Evaluation  

  Pain    The patient will 
have reduced 
pain and 
increased 
mobility within 
8 weeks.  

  Pain management 
instructions 

 Pain medication 
regimen 

 Physical therapy 
 Guided imagery  

  The patient will report 
reduction of pain 
and increased 
mobility.  
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   Problem     Plan     Interventions     Evaluation  

  Urinary 
incontinence  

  The patient will 
report no 
urinary 
leakage or 
adequate 
urinary 
containment 
within 8 
weeks.  

  Bladder diary 
 Instructions on Kegel 

exercises 
 Instructions on dietary 

changes to reduce 
urge 

 Instructions on 
containment options 

 Urine culture and 
sensitivity 

 Monitor for urinary 
tract infection  

  The patient reports 
that she has not had 
urinary 
incontinence and/
or urge/frequency.  

  Gait 
abnormality  

  The patient will 
be able to 
ambulate 
independently 
with a cane 
within 8 
weeks. 

 The patient will 
be able to 
navigate stairs 
independently 
within 8 
weeks.  

  Physical therapy for 
strengthening and 
gait training 

 HHA services to 
support and 
supervise daily 
exercises  

  The patient will 
ambulate 
independently on 
all surfaces safely.  

  Potential for 
falls  

  The patient will 
be safe at 
home.  

  Removal of unsafe 
scatter rugs 

 Instruction on safety 
and keeping a safe 
environment 

 Use of PERS in home  

  The patient will 
verbalize 
knowledge of safety 
instructions and 
will demonstrate 
that she values 
safety, as evidenced 
by removal of 
scatter rugs.  

  Inability to 
perform ADL 
independently  

  The patient will 
be independent 
with ADL 
activities.  

  HHA services to assist 
patient with ADL 
activities  

  The patient will 
verbalize 
satisfaction with the 
level of assistance 
and demonstrate 
independence as 
her functional 
ability improves.  
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  Case 7.1    Bipolar Disorder  
  By Joanne DeSanto     Iennaco  ,   PhD, PMHCNS - BC, APRN       

     This case illustrates the complexity of caring for a patient with a psy-
chiatric disorder who is also pregnant. Ms. D is a 25 - year - old single 
Caucasian female who is pregnant. She has stopped her psychotropic 
medications due to concerns that they might be harmful to her baby. 
She has a history of bipolar I disorder with multiple hospitalizations 
over the past 5 years. In the midst of a manic episode, Ms. D got preg-
nant while having unprotected sex with an old boyfriend. She also has 
a history of substance abuse, including alcohol, marijuana, and cocaine. 
She lives in her own small house, which is on her parent ’ s property. 
There is tension between Ms. D and her parents, who are angry that 
she got pregnant again. 

 Ms. D has a 3 - year - old son, Ethan, who is placed with her parents 
due to her inability to appropriately care for him when she has manic 
or depressive episodes. Ms. D ’ s mood is frequently labile, and she fears 
that her new baby will be  “ taken away ”  by her parents like Ethan was. 
Ms. D wants to parent her own children; being their mother is impor-
tant to her.     

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

 Ethical Considerations 

 This case is already involved with the department of child protec-
tive services, which will be expected to continue its involvement 
after the birth of the child. 
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     ORDERS FOR HOME CARE 

    Patient: 25 - year - old Caucasian female  
  Diagnoses: Bipolar disorder; pregnancy  
  Current medications: 

    •      Folic acid 4   mg by mouth once a day  
   •      Prenatal vitamin once a day  
   •      Clonazepam 0.5   mg by mouth twice a day as needed for anxiety 

and insomnia    
  Relevant past medical history: None  
  Psychiatric RN: Assess and evaluate mental status and health needs; 

ensure that patient receives appropriate prenatal health; monitor 
psychiatric symptoms and use of medications to both treat patient 
and to protect the baby.        

 Reimbursement Considerations 

 This patient is a Supplemental Secure Income (SSI) recipient and 
has Medicaid (Title XIX) coverage to pay for her care, provide her 
with a small amount of monthly income, and provide prescription 
drug coverage. In high risk maternal - child health situations like 
this, home visits to monitor prenatal care can be provided. In addi-
tion the Medicaid coverage she has covers home visits for symp-
toms and medication management that will aid in preventing her 
need for hospitalization. 

     THE HOME VISIT 

 Ms. D lives in a small 4 - room ranch house on a rural road, about 45 
minutes from the nearest city (where she is being followed by a high -
 risk obstetrician and a psychiatrist). The yard is neatly cared for; and 
the interior of the house is well cared for, as well. The nurse visits with 
Ms. D who was tapered off of lithium 600   mg twice a day and risperi-
done 1   mg by mouth twice a day last month. She is now in her eighth 
week of pregnancy and has been doing well with her pregnancy. She 
tells the nurse that the plan for her symptom management during her 
pregnancy is to remain off of mood stabilizers and antipsychotics 
unless she experiences a full exacerbation and mood episode. She has 
discussed using a conventional antipsychotic (Haloperidol) to manage 
symptoms of mania if they recur. She realizes she may need to be hos-
pitalized at some point if she has a full - blown manic or depressive 
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episode. She is hopeful that she will not have one as her mood was 
stable in her fi rst pregnancy.    

 She tells the nurse that she has not used alcohol or drugs since real-
izing she was pregnant about a month ago. She has also tapered back 
on smoking and limits herself to less than half a pack per day. She says 
that she smokes outside to help her to limit the amount she smokes 
and to keep her home smoke free. She describes a positive relationship 
with her family who provides her with housing next door to them, but 
she has felt tension in the relationship since she realized she was 
pregnant. 

 Ms. D describes a history of both manic and depressive episodes. 
She tends to have more hypomanic episodes than full blown mania. 
She had been somewhat consistent in taking her psychiatric medica-
tions prior to the pregnancy, although she relates that her past two 
hospitalizations (in the past 2 years) have been after  “ forgetting ”  to 
take her medications regularly. She says that she knows when she is 
getting more symptomatic by changes in her sleep pattern (staying up 
late, not falling asleep, not needing sleep),  “ moodiness ”  and irritability, 
going out too much and partying with friends, getting much more 
talkative and  “ hyper, ”  having diffi culty concentrating, and forgetting 
to take care of herself. She sometimes has auditory hallucinations and 
focuses too much on religious ideas. 

 Ms. D denies current suicidal ideation or intent and says that she 
 “ wouldn ’ t do that, ”  particularly because it would hurt her children. 
She does say that, although she has never attempted suicide, she 
thought about it when she was told that the state was taking her son 
Ethan away from her 2 years ago. Now that she is pregnant, Ms. D says 
that she stays home more and tries to be more settled down. She reports 
that she has not had to take the clonazepam at all and has faithfully 
taken her folic acid and prenatal vitamin once a day. 

 Ms. D says that she has already talked with the department of child 
and family services who is concerned about her ability to care for a 

 Cultural Competence 

 This patient lives in a rural area, which means that she travels more 
than 45 minutes each way to access her prenatal and psychiatric 
care. Other aspects of rural life that might be considered are the 
resources the patient has in the area (family, friends, and other 
support systems), including availability of community mental 
health supports. Individuals living at or below poverty level in 
these areas may also have diffi culty obtaining transportation to 
stores for shopping and obtaining other resources. 
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new baby given her psychiatric illness and her history with Ethan, 
who is now being cared for by her parents. She has a caseworker 
who will be part of her care during the pregnancy. Her goals are to 
have a healthy baby and to be allowed to care for the baby after 
delivery.    

 The nurse and the patient decide on a plan with Ms. D to visit 2 
times per week during her pregnancy. Mutual goals would focus on:

    •      Monitoring and managing psychiatric symptoms and medications  
   •      Promoting physical health during the pregnancy    

 The maternal role is important to Ms. D. She would like to prove herself 
a capable mother, which has produced confl ict with her family who 
doesn ’ t think Ms. D has settled down enough to care for her own child. 
They are angry with Ms. D for getting pregnant and believe this is 
evidence to them of her lack of responsibility as a parent. This is of 
course an area of important consideration for the nurse. The nurse is 
required to report concerns about abuse or neglect of a child and will 
likely be asked to provide some kind of status report on how Ms. D is 
doing during her pregnancy. 

 There are several potential confl icts in this situation: The nurse ’ s role 
is to support her patient; and this may pose potential confl icts related 
to working effectively with the patient, the family, and other agencies 
involved in the case. For this reason the nurse decides to broach these 
issues directly by raising the topic during the following visits before 
the nurse has been contacted by either the parents or the state agencies 
involved. By being up front with the patient about her role and respon-
sibility in the care of both Ms. D and her unborn child, the nurse sets 
a precedent of honest disclosure. 

 As a young adult, it is currently of importance to Ms. D to gain 
independence from her family of origin; and beginning her own family 
and taking on the role of mother are important aspects of this devel-
opmental stage.     

 Relevant Community Resources 

 Referral to the local mental health center that offers group, voca-
tional, and social activities will improve Ms. D ’ s quality of life. 
Lamaze classes, 12 - step groups to maintain abstinence from sub-
stances, local community mental health center for peer support, 
local community resources for parenting support group, food 
pantry (she has limited funds with SSI), State NAMI chapter for 
support group, and local resources. 
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     CRITICAL THINKING 

    1.      How should the nurse handle Ms. D ’ s questions regarding use of 
medications during her pregnancy?  
  Answer:  During pregnancy, many women feel very strongly, as Ms. D 
has, about taking medications that could potentially harm their babies. 
For women with bipolar disorder, there is a high rate of recurrence of 
mania or depressive episode during pregnancy. One reason for the 
close monitoring with home care for Ms. D is to provide support and 
to closely manage Ms. D and her bipolar disorder to help her accom-
plish her wish to be medication free during pregnancy. The best 
approach for the nurse is to partner with Ms. D in her goal to be medi-
cation free, while teaching her that women are managed on both anti-
psychotic and mood stabilizer medications during pregnancy. With this 
patient, the prescribing psychiatrist has provided Ms. D with an as -
 needed dose of clonazepam for anxiety and to help with her sleep as 
needed. The dose of this agent is low, and Ms. D is encouraged to use 
it intermittently as needed to minimize risks. However, she should also 
be educated regarding the greater risk of a mood episode recurring if 
she does not have adequate sleep.     

     BACK TO THE CASE 

 The nurse visits Ms. D 2 days a week to monitor her psychiatric symp-
toms and provide education and support regarding her pregnancy. 

 Neal Theory Implications 

 The Stage 3 nurse may have engaged in family and parenting ses-
sions with the patient where her son was involved and provided 
direct assessment of the ability of the patient to parent. 

 The nurse in this case exhibits Stage 2 behavior: She collaborates 
with others in caring for the patient, and she assists the patient to 
cope and manage her needs in the home setting. 

 A Stage 1 nurse would focus her care strictly on assessing the 
patient and may not become involved in meetings where collabora-
tive problem solving is required. 
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Ms. D has some minor ups and downs in her mood, but nothing severe 
enough to cause a need for a change in medication. Over this time 
period, she has been getting along better with her parents, who allow 
her to have visits with Ethan while they are present. Ms. D is grateful 
for her parents taking care of Ethan and is glad they are raising him. 

 At her sixth month of pregnancy, the state agency involved contacts 
Ms. D and sets up a meeting to review how she is doing and to discuss 
plans for the birth of the child. The nurse and social worker from the 
agency are invited, as are Ms. D ’ s parents. Ms. D is extremely anxious 
and tearful about the meeting, raising concerns that the state will tell 
her they plan to take her baby after the birth. At the meeting, the ques-
tion of Ms. D ’ s ability to parent her child is raised. When the nurse is 
asked, she describes the relative stability of mood over the past months 
and the positive steps Ms. D has taken to have a healthy pregnancy 
including cutting down on smoking, walking, exercising daily, and 
avoiding alcohol and substance use. Her parents concur that Ms. D has 
been doing extremely well, although they fi nd her short tempered with 
Ethan when she cares for him; and they express a desire for Ms. D to 
have parenting support. 

 The state workers ask the parents if they are willing to provide care 
for the new baby if needed after delivery, and the parents agree that if 
needed they will take the baby in. The worker suggests that Ms. D 
attend a weekly parenting group, but explain that her attendance is not 
meant to suggest that she will be able to keep the baby after delivery. 
Ms. D is upset about this, but she agrees with the class.  

     CRITICAL THINKING 

    1.      How should the nurse have answered the questions about Ms. D ’ s 
ability to care for her new baby?  
  Answer:  The nurse ’ s role in this case is not to assess the parenting skills 
of the patient. The nurse ’ s role is to assess the mental health needs of 
Ms. D and her health during her pregnancy. For this reason, the nurse ’ s 
response was to speak to the psychiatric stability of the patient, which 
is why she is involved in this case.     

     BACK TO THE CASE 

 On the next visit with Ms. D, she is angry and upset about the meeting. 
She feels she is in limbo about the baby after trying so hard the past 
months to do well. She reports that she has not been sleeping well and 
has been having diffi culty concentrating. She reports feeling depressed 
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and anxious, thinking over and over again about the meeting and wor-
rying that the baby will be taken from her. The nurse discusses her 
concerns about the changes in symptoms that Ms. D has been having, 
and during the visit discusses the changes with the psychiatrist who 
suggests that Ms. D move to taking the clonazepam 0.5   mg by mouth 
twice a day for the next week to be sure that this does not progress to 
a manic or depressive episode. Ms. D is agreeable to the medication 
change and the nurse ’ s visits are increased to daily to monitor the 
mood changes more closely. 

 During the next few weeks, Ms. D talks through her concerns and 
comes to a better frame of mind regarding her parents having to care 
for her baby. She decides that there are some positives in that arrange-
ment. As a single mom she will have help caring for her baby. Her 
parents will allow her to sleep in their house for the fi rst few months 
as long as Ms. D does not smoke in the house. Ethan will be with her 
and the baby. After the fi rst week, Ms. D is able to decrease her use of 
the clonazepam back to an as - needed basis; and within three weeks she 
no longer needs to take the medication. She continues to cut back on 
her smoking, exercises daily, and has not used substances or alcohol 
since realizing she was pregnant. She is also attending the parenting 
class and feels hopeful that it will help her in her relationship with her 
children.     

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  High risk 
pregnancy, 
knowledge 
defi cit 
regarding 
pregnancy and 
parenting  

  Patient will 
identify 
expected 
changes in 
next stage of 
pregnancy 
and fetal 
development. 

 Patient will 
identify 
needs and 
goals related 
to support 
with 
parenting 
skills.  

  Assess for changes at each 
stage of pregnancy. 

 Educate patient related to 
expected changes and 
problems that may occur 
with information regarding 
how to follow up to obtain 
care if needed. 

 Discuss needs and concerns 
related to parenting, need 
for support, and available 
resources. Encourage 
attendance at parenting 
support group. 

 Encourage patient to develop 
goals related to parenting 
strategies and skills.  

  Patient will 
identify 
expected 
changes with 
pregnancy. 

 Patient will 
attend 
parenting 
support 
group.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Potential for 
mood 
instability due 
to 
discontinuation 
of psychiatric 
medications  

  Patient will 
report 
symptoms of 
changes in 
mood 
stability 
(moodiness, 
irritability 
decreased 
need for 
sleep) in next 
2 months. 

 Patient will 
report use of 
as - needed 
medication 
to improve 
sleep.  

  Assess for changes in mental 
status, mood, and 
symptoms of psychosis. 

 Assess for suicidal ideation 
and intent. 

 Educate patient regarding 
methods to cope with 
stressors. 

 Connect patient with 
appropriate mental health 
clinic resources to support.  

  Patient will 
report 
absence of 
suicidal 
ideation/
intent and 
safety plan 
to manage if 
thoughts 
recur. 

 Patient will 
report stable 
mood and 
use supports 
to decrease 
anxiety and 
stress.  

  History of 
substance use 
and abuse 
(including 
tobacco, 
marijuana, and 
cocaine)  

  Patient will 
smoke  <  ½  
pack per day 
within 4 
weeks. 

 Patient will 
develop plan 
for support 
in abstaining 
from alcohol 
and 
substance 
use.  

  Assess patient ’ s use of 
substances weekly. 

 Assist patient to identify 
community resources she 
can use to aid in 
abstaining from substance 
use. 

 Encourage use of healthy 
coping mechanisms with 
stress and increasing 
anxiety symptoms.  

  Patient will 
report 
decreasing 
use of 
tobacco. 

 Patient will 
report 
success in 
abstaining 
from 
marijuana 
and cocaine 
use.  
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  Case 7.2    Personality Disorders  
  By Debra     Riendeau  ,   MN, APRN, BC, PMHNP - BC       

     This case study illustrates the complexity of providing nursing care to 
individuals. This patient was involved in a motor vehicle accident 1 
year ago in which she sustained a crush injury to her right knee. Less 
invasive therapies for her knee have been attempted; however, the 
injury recently required a total knee replacement. Her family is located 
on the other side of the country. She lives alone in an apartment with 
her cat. She had to leave her job as a waitress due to her injuries and 
medical care. Her income includes monthly settlement payments from 
the insurance company of the driver deemed at fault for the motor 
vehicle accident. 

 As a result of the changes in her life, she has lost contact with her 
previous friends. The medical providers have become her primary 
social contacts. At the end of the fi rst week, the wound was healing 
without infection and the discharge was on schedule. When she learned 
that the daily visits were being decreased to every other day starting 
in the second week, the patient called the agency after hours to report 
an open wound with active bleeding. This call triggered an unplanned, 
unscheduled home visit by the primary nurse fi rst thing Monday 
morning. The primary home health nurse contacted the insurance 
company for approval for additional home visits. 

 Application of the understanding of the psychopathology of psychi-
atric disorders and the use of both the therapeutic relationship and the 
therapeutic communication techniques are key to navigating this 
patient towards successful resolution of the termination phase of the 
nurse - patient relationship, as well as the goal of successful wound 
healing.     
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     ORDERS FOR HOME CARE 

    Patient: 37 - year - old Caucasian female  
  Diagnoses: Right total knee replacement; borderline personality 

disorder  
  Current medications: Warfarin 1   mg once a day at 4 p.m.  
  Relevant past medical history: The patient has no history of other ill-

nesses or injury.  
  Durable medical equipment: Continuous passive motion (CPM) 

machine  
  RN: Skilled nursing assessment and evaluation. Weekly laboratory 

draws for prothrombin times with international normalized ratio 
(PT/INR). The insurance company authorized daily nursing visits 
for the fi rst week, then visits every other day for the second week. 
By the third week, the patient was to be seen 2 times, then dis-
charged by the end of the third week. There is authorization for 1 
emergency skilled nursing visit.  

  PT: Evaluation, assessment, and teaching related to the use of the con-
tinuous passive motion (CPM) machine.     

     THE HOME VISIT 

 On a Friday afternoon, the patient was admitted to home health ser-
vices upon discharge from an orthopedic unit in a local hospital. Due 
to the location of her injury and subsequent surgery, the patient could 
not drive. Initially, the nurse opened the case. The nurse was autho-
rized to perform a skilled nursing assessment of the wound as well as 
venipunctures weekly to monitor the PT/INR in relationship to war-
farin administration. It was anticipated that the wound would be 
healed without infection in 21 days. This discharge outcome was 

 Reimbursement Considerations 

 The private insurance company has authorized payment for the 
rental of one type of durable medical equipment (continuous 
passive motion machine) to be used by the patient and their pro-
vider. A specifi c number of visits that incorporates skilled nursing 
visits and venipunctures is designated. The nurse, as case manager 
on this case, will need to negotiate with the insurance case manager 
for visits beyond those originally authorized. 
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reviewed with the patient. The physical therapist performed their 
initial evaluation after the nurse completed the admission 
assessment.     

 Neal Theory Implications 

 Stage 3: The professional in this stage collaborates with other dis-
ciplines both within and outside of home care and is autonomous 
with the clinical aspects of the case and the logistical aspects of 
working with the agency. The nurse in this case demonstrated 
autonomy by recognizing the mental health disorder that is inter-
rupting the process of healing in this case and took appropriate 
action immediately to guide the case to a successful closure. The 
nurse recognized the underlying problems that the patient was 
experiencing (social isolation, ineffective social interactions, and 
fear of abandonment) and took action to diminish the effect of these 
issues in the treatment plan. 

 Stage 2: The professional in this stage will demonstrate more 
comfort in dealing with health care issues and the complexity of 
the home care environment. There is still a need to seek the experi-
ence of other health professionals to problem solve and negotiate 
the care needs of the patient. The nurse may be familiar with the 
medical issues of healing, but may unaware of the severity of the 
mental health disorder that has arisen. The nurse may be hesitant 
to employ a psychiatric nurse as a consultant in ways to deal with 
the behaviors being demonstrated by the patient in this case. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. The nurse will need to ask 
questions and require assistance in managing the patient ’ s care and 
treatment plan. The nurse may not realize the severity of the behav-
iors demonstrated by the patient in this case. The nurse may focus 
mainly on the wound care and recovery process of the total knee 
replacement. The nurse may not realize that a referral to a psychi-
atric nurse is indicated. 

     CRITICAL THINKING 

    1.      What is the nurse ’ s priority goal for the care of this patient?  
  Answer:  Initially, the nurse would focus on establishing trust 
and building a therapeutic working relationship with the patient. A 
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therapeutic relationship provides the foundation for a collaborative 
agreement with the patient to establish reasonable goals for care. In this 
case, these include the goal of the right knee incision healing without 
infection and discharge from home health services as soon as possible 
to be least disruptive to the patient ’ s normal life.  

  2.      What factors can interfere with achieving these goals?  
  Answer:  Environmental factors such as the availability of clean water 
to maintain wound cleanliness and nutritional factors, such as a well -
 balanced diet providing additional protein for wound healing, are nec-
essary. Psychosocial factors such as a patient ’ s personality traits can 
also interfere with goal or outcome attainment.  

  3.      What will the physical therapist (PT) do upon arrival at the home?  
  Answer:  The PT will evaluate the patient, educate the patient on the 
proper use of the continuous passive motion (CPM) machine, and set 
up a plan to gradually increase the amount of fl exion prescribed by the 
physician.     

     BACK TO THE CASE 

 The patient was seen daily over the weekend by both the physical 
therapist and skilled nurse. The following week, the physical therapist 
assessed the patient for compliance with the use of the CPM machine, 
as well as monitored for the increases in fl exion ability of the patient 
to coincide with the physician ’ s prescribed goal for the degree of fl exion 
available to the knee replacement hardware. This patient actively par-
ticipated in all aspects of physical therapy and complied with the use 
of the continuous passive motion machine. The degree of fl exion 
ordered by the physician began at 40 degrees (which had been obtained 
in the hospital) and progressed as tolerated by 10 degrees every day. 
The nurse performed skilled nursing visits every day to assess vital 
signs, monitor the wound for signs and symptoms of infection, and 
reinforce teaching related to warfarin. 

 During these daily visits, the patient was friendly, and cheerfully 
stated that the daily nursing visits are  “ the best part of my day. ”  
Additionally, she informed the primary nurse that she is the  “ best ”  
nurse she has ever met. The daily skilled nursing visits were lasting 
longer as the patient shared more details and stories of her life. The 
nurse was experiencing diffi culty managing the length of the visit 
because she would often have to cut off the conversation in order to 
follow her schedule to see her other patients scheduled for that day. 
The rehabilitation process was proceeding as expected. The physical 
therapist discharged off the case when the patient successfully reached 
the fl exion goal of 110 degrees.     
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     CRITICAL THINKING 

    1.      From the statement the patient is making, what psychological/
emotional factors could the patient be experiencing from the daily 
visits from the nurse?  
  Answer:  This patient is experiencing primary gain from the daily in 
home visits. Primary gain is the relief from emotional confl ict or tension 
provided by neurotic symptoms or illness. The patient is gradually 
increasing the length of the visits in order to escape the loneliness that 
is often experienced by patients with this diagnosis. The more the 
patient talks, the longer the nurse stays with her. Allowing the patient 
to extend the conversations in length reinforces the patient ’ s storytell-
ing. The nurse is rewarding the patient with positive attention the 
longer she stays.  

  2.      What actions can the nurse take to block the establishment of 
detrimental primary gain?  
  Answer:  The nurse can establish an anticipated length of visit during 
the initial admission process. This outlines the parameters of the thera-
peutic relationship. The nurse should list the skilled nursing activities 
that will be performed in each visit while demonstrating unconditional 
positive regard. For example,  “ During each visit, I will perform a 
general assessment, obtain your vital signs, assess your wound for 
signs and symptoms of infection, provide teaching as needed, and 
answer any questions that you have. This should take me about 40 
minutes. ”  This provides structure for each visit and allows the nurse 
to maintain professional boundaries.     

     BACK TO THE CASE 

 After completing the skilled nursing visits on Saturday and Sunday, 
the weekend per diem nurse informs the patient that nursing visits will 
be decreasing to every other day for the second week. Since the patient 
was seen on Sunday and there were no medical issues pending, a home 
health skilled nursing visit was not scheduled for Monday, but rather 
for Tuesday. On Monday, the primary nurse came to work to discover 

 Rehabilitation Needs 

 Physical therapy is needed to educate the patient in the use of the 
continuous passive motion (CPM) machine and oversee the increase 
in knee fl exion ordered by the physician. 
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that this patient had left 3 frantic messages on her voicemail requesting 
the primary nurse to come today because her wound is now open. 
Subsequently, the primary nurse makes this patient her fi rst priority 
visit to assess the wound. When the nurse arrives, she is greeted by an 
anxious patient who states,  “ I am so happy to see you; I wish you had 
to work weekends, too. ”  The nurse inspects the wound to see that the 
distal portion of the wound now has a 0.5 - cm open area. The patient 
states the scab was itchy and she picked off the scab. She states,  “ Now 
that it is open, will you have to be here every day? ”  She then proceeds 
to recount a detailed version of how she spent the weekend including 
the visits from the weekend nurse who she states is  “ not as good a 
nurse as you are. ”      

 Relevant Community Resources 

 Notifi cation of the fi re department and police department that she 
is homebound and unable to drive 

     CRITICAL THINKING 

    1.      Which statements and actions of this patient are indicative of a 
patient with a personality disorder?  
  Answer:  Patients with this type of personality disorder experience feel-
ings of abandonment (real or imagined). When the weekend nurse 
reviewed the care plan to decrease the number of visits per week with 
this patient, the reaction of the patient demonstrated her interpretation 
of the normal course of a successful rehabilitation as her nurse aban-
doning her. The patient ’ s statement comparing the primary and 
weekend nurses ’  levels of abilities is refl ective of a behavior known as 
 “ splitting. ”  Splitting is defi ned as  “ the primary defense or coping style 
used by persons with borderline personality disorder ”  refl ecting  “ the 
inability to incorporate positive and negative aspects of oneself or 
others into a whole image ”  (Varcarolis, 2010, p. 437). This is also an 
example of  “ all or none ”  or  “ black or white ”  thinking.  

  2.      What course of action by the nurse will be therapeutic for this 
patient?  
  Answer:  Patients exhibiting these behaviors may often be labeled dif-
fi cult patients. By empathizing with the patient concerning her situa-
tion (living alone, social isolation, and unemployment) the nurse can 
support the patient and empower her to identify and verbalize her 
feelings. The nurse should ignore the comment about the differences 
in abilities between the nurses. Without positive reinforcement, the 
behavior of splitting will then extinguish. The statement by the patient 
asking if the nurse will now need to come every day due to the open 
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wound is refl ective of the underlying fear of abandonment which is a 
hallmark of the patient ’ s psychiatric diagnosis. By opening the knee 
incision, the patient interferes with the planned schedule for discharge 
and delays the feelings of abandonment.  

  3.      What actions can the nurse take to assist this patient in dealing 
with her feelings of abandonment and continue with the planned 
discharge?  
  Answer:  Providing consistency in responses and interactions, setting 
clear and consistent boundaries and limits with regard to behaviors, 
setting goals, and the use of supportive confrontation are the most effec-
tive ways to support this patient. If behavioral problems such as those 
outlined in this case arise, the nurse should calmly review the therapeu-
tic goals or outcomes with the patient. In this case, the nurse should 
restate the plan for decreasing visits and the anticipated discharge next 
week. To help the patient lower her anxiety and transition to the pending 
discharge date, the nurse could elect to set aside a time for the patient 
to call the agency for a brief check - in with the nurse in the early morning 
on the days that no skilled nursing visit is scheduled. This brief phone 
call might assist the patient with alleviating the acute feelings of aban-
donment, decrease the patient ’ s anxiety, and allow her to adjust and 
transition to the pending discharge scheduled for the following week.        

 Interdisciplinary Care Plan 

   Problem     Plan     Interventions     Evaluation  

  Knowledge 
defi cit: 
Surgical 
recovery 
and use of 
CPM 
machine  

  Patient will verbalize 
an understanding 
of the surgical 
recovery process 
in 1 visit. 

 Patient will 
demonstrate 
proper use of CPM 
machine in 1 visit.  

  Teach the patient 
signs/symptoms of 
wound infection to 
report to the nurse. 

 Physical therapist will 
teach patient the 
correct use of the 
CPM machine as 
ordered by physician.  

  Patient participated 
fully with the 
therapeutic care 
plan and 
verbalizes s/s of 
wound infection. 

 Patient demonstrated 
independent use 
of CPM machine.  

  Alteration in 
cardiac 
status: 
Warfarin 
use  

  Patient ’ s cardiac 
status will remain 
stable on 
medication 
throughout the 
recuperation 
period.  

  Teach patient dietary 
restrictions (foods 
high in vitamin K) 
while on warfarin 
therapy. 

 Teach patient to take 
warfarin late in the 
afternoon. Teach 
patient about weekly 
blood draws for PT/
INR.  

  Patient demonstrates 
understanding of 
foods high in 
Vitamin K. 

 Patient takes 
warfarin at 4 p.m. 
each day. 

 Patient has weekly 
blood draws in the 
early morning.  

(Continued)
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   Problem     Plan     Interventions     Evaluation  

  Alteration in 
mobility  

  Patient will 
gradually increase 
activity level in 1 
month. 

 Patient does active 
range of motion 
on the unaffected 
leg 4 times a day 
while on CPM 
machine therapy 
time.  

  Physical therapist will 
teach the patient 
exercises for 
unaffected leg. 

 Teach patient to 
gradually increase 
activity level as 
ordered by physician.  

  Patient has complied 
with active ROM 
on unaffected leg 4 
times a day. 

 Patient gradually 
increased activity 
level.  

  Social 
isolation  

  Patient will 
experience less 
time spent alone in 
her home by 
having family and 
friends visit or by 
joining Internet 
support groups/
blog while 
recuperating at 
home in 1 week.  

  Encourage patient to 
interact with family 
and friends daily. 

 Assist patient with 
fi nding an Internet 
support group or 
blog that she prefers.  

  Patient ’ s family and 
friends are in 
contact daily. 

 Patient is active in 
an online support 
group/blog.  

  Impaired 
social 
interaction  

  Nurse will provide 
consistent 
structure to each 
home health visit 
in fi rst visit. 

 Patient will identify 
inappropriate 
behavior (opening 
a healing wound) 
in 1 visit. 

 Patient will work 
with nurse on 
appropriate ways 
to terminate the 
therapeutic 
relationship in 1 
visit.  

  The nurse will provide 
positive attention to 
patient behaviors 
that are appropriate 
and productive in the 
termination process. 

 Nurse will outline how 
each skilled nursing 
visit will be 
conducted. 

 Nurse may offer a short 
5 - minute telephone 
conversation each 
morning of the days 
there is no skilled 
nursing visit as 
needed.  

  Patient 
acknowledges the 
destructive 
behaviors used to 
lengthen the 
course of home 
health treatment 
(opening the 
wound). 

 Patient identifi es and 
verbalizes 
appropriate ways 
to terminate the 
therapeutic 
relationship and 
transition to 
independent 
self - care.  
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   Problem     Plan     Interventions     Evaluation  

  Ineffective 
coping  

  Patient will 
successfully 
terminate the 
therapeutic 
relationship by the 
end of treatment. 

 Patient will 
acknowledge and 
verbalize feelings 
of loss of the 
therapeutic 
relationship in 2 
visits.  

  Nurse will model a 
consistent positive 
pattern of interaction 
with the patient. 

 Nurse will provide 
positive praise when 
patient verbalizes 
feelings of loss with 
the termination 
process. 

 Nurse will lead patient 
through appropriate 
problem solving 
process: 

 Defi ne the problem. 
 Explain alternatives. 
 Make decisions.  

  Patient identifi es 
behaviors leading 
to a delayed 
discharge from 
home health care. 

 Patient demonstrates 
the ability to use 
new appropriate 
problem solving 
skills in regards to 
termination of the 
therapeutic 
relationship. 

 Patient engages in 
each home health 
visit within the 
time frame 
allocated for the 
visit. 

 Nurse recognizes 
splitting behavior 
as a maladaptive 
coping behavior.  

  Alteration in 
comfort: 
Pain in 
lower 
extremity  

  Patient will verbalize 
pain management 
to 2 – 3/10 in 1 
visit.  

  Assess pain level 
during each home 
health visit. 

 Nurse contacts 
orthopedic surgeon 
for pain not relieved 
to 2 – 3/10.  

  Patient verbalizes 
pain is consistently 
controlled to a 
level of 2 – 3/10. 

 Nurse advocates 
with physician for 
adequate pain 
control as needed.  
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  Case 7.3    Schizophrenia  
  By Joanne DeSanto     Iennaco  ,   PhD, PMHCNS - BC, APRN       

     This case study illustrates how the home health nurse cares for a 
patient with schizophrenia. John is a 24 - year - old, single African 
American male who has a history of schizophrenia. John was recently 
discharged from the hospital on depot antipsychotic medications. 

  “ Depot antipsychotic medications ”  refers to long - acting injectable 
antipsychotics that can be given every 2 to 4 weeks, usually relieving 
the patient of having to take medication daily or several times a day. 
Risperdal Consta is the form of the long - acting injectable antipsychotic 
risperidone. It is similar to fl uphenazine decanoate (prolixin decano-
ate), which is an older agent. The medication is delivered as a very slow 
release medication over the 2 -  to 4 - week period. Depot medications are 
very helpful when patients don ’ t take their medications consistently. 

 He lives in a very small apartment that is located within an apart-
ment building that his family owns. John was admitted due to being 
acutely psychotic, with auditory hallucinations of the command type. 
He believed that the devil was talking to him and telling him to run in 
front of a car on the busy street where he lived. Family members found 
him running across traffi c. The police were called, and he was admitted 
to a psychiatric unit for stabilization and treatment. John had not cared 
for himself for several days; therefore, he had poor hygiene and groom-
ing. He does not interact with his family much, feeling that they intrude 
on his life and judge him. He frequently becomes agitated during acute 
phases of illness, often becoming argumentative with passersby and 
family members in the neighborhood. John ’ s family is quite anxious to 
be involved in his care and support him so that he does not end up 
in an institution or on the streets. This was John ’ s third psychiatric 
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hospitalization this year, and he has had multiple hospitalizations in 
the 5 years since he was diagnosed with schizophrenia.     

 Cultural Competence 

 John is an African American who lives in the immediate vicinity of 
his large family who looks out for him. This is an important support 
and asset that John has that enables him more stable community 
living than many patients with chronic psychiatric needs. With 
John ’ s permission, the nurse can assist with family meetings, if 
needed, to help to sustain the family support without it interfering 
with John becoming more independent. Striking a balance between 
the family ’ s desire to help John and John ’ s perception of his family 
trying to  “ control ”  him is important to John ’ s adjustment in the 
community. 

 Reimbursement Considerations 

 John has title XIX Medicaid coverage that provides for his medical 
and psychiatric care. Medicaid also will cover home visits by a 
skilled psychiatric nurse to provide medication evaluation and 
management, particularly when adherence is a problem and when 
services can prevent rehospitalization. Medicaid coverage will pay 
for the administration of the depot medication John has been pre-
scribed. Reimbursement varies by state and should be investigated 
in terms of the frequency of care that can be covered. John has never 
worked, due to his disabling psychiatric needs, and may qualify 
for SSI, for which the nurse and the social worker may be able to 
help him apply. Supplemental Security Income (SSI) would provide 
some income monthly for John to assist him in living more inde-
pendently of his family. 

     ORDERS FOR HOME CARE 

    Patient: 24 - year - old African American male  
  Diagnoses: Schizophrenia; metabolic syndrome  
  Current medications: 

    •      Risperidone 1   mg by mouth twice a day  
   •      Risperdal Consta 25   mg IM once every 2 weeks    

  Relevant past medical history: Metabolic syndrome identifi ed during 
recent hospitalization  

  RN: Assess and evaluate needs for psychiatric nursing and medication 
management        
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     THE HOME VISIT 

 The nurse visits John in the afternoon and fi nds him lying on the couch 
with his headphones on. The 2 - room apartment has a strong odor of 
rotten food and cigarette smoke, and every surface is covered with 
clothing, used food containers, and wrappers. He tells the nurse that 
no one looked in on his place while he was in the hospital and allows 
the nurse to open the window to get some fresh air. John reports he is 
doing  “ okay ”  since he was discharged yesterday. He says that he is just 
resting and feels tired today. 

 He reports that he hears voices occasionally (approximately once per 
day) and they aren ’ t as frightening as they were before he was hospital-
ized. He says that he has not had any command hallucinations. He 
describes his mood as  “ okay ”  and says that he never feels really good, 
but says he currently is not feeling depressed. His affect is fl at, and he 
makes infrequent eye contact. He denies feeling paranoid, although he 
states this has been a problem in the past. He reports that he forgot to 
take the Riseridone during the day yesterday, so he took 2 pills last 
night and the 1 pill that was due this morning. When asked about his 
family, he says,  “ They just want to control me ”  and sounds angry with 
them. He says that they bug him about taking care of his apartment, 
taking his medication, and going to the doctor. They also bring his 
meals and groceries to him. He is unable to fi nd his information from 
discharge that tells him when his next appointment is and states he ’ ll 
call his psychiatrist tomorrow. He has a home phone but is unable to 
recall the name or phone number for his psychiatrist. He identifi es 
goals of: being more independent of his family and staying out of the 
hospital.    

 Ethical and Legal Considerations 

 Given John ’ s recent suicide attempt based on command auditory 
hallucinations, the nurse needs to be sure to assess for the status of 
psychotic symptoms, including hallucinations and delusions, as 
well as directly assessing for suicidal ideation or intent. As John is 
tapered off of the oral dose of medication, the nurse will monitor 
for changes in or increases in auditory hallucinations. John ’ s family 
desires involvement in his care. However, information cannot be 
shared with them nor can they be directly engaged in his care if 
John refuses permission. Documentation must clearly identify 
John ’ s safety and the absence or presence of suicidal ideation or 
intent. 
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 The nurse realizes that it would be appropriate to bring in the psy-
chiatric home health nurse for consultation on this patient ’ s case and 
to perhaps take over the case. The psychiatric nurse visits the next day 
and identifi es that he needs to assist John with meeting his goal of 
staying out of the hospital by assisting in medication management and 
psychiatric symptom management and to meet his goal of being more 
independent of his family by helping him with home management/
maintenance and self - care needs. The nurse helps John to put his medi-
cations in a medication box to aid him in remembering to take his dose 
as scheduled. He provides education regarding the patient ’ s medica-
tions and use of the medication box and explains that the feeling of 
being tired yesterday may relate to taking both doses of Risperidone 
the night prior, as well as his regular dose in the morning. He asks 
about the sedation and fi nds that it had improved later in the day, and 
the nurse reinforces the need to take the dose as prescribed in the 
morning and evening to avoid sedation.    

 Rehabilitation Needs 

 The nurse will consult with the agency social worker regarding 
helping John to access entitlements, such as SSI that may help John 
to live independently and with greater stability. 

 John ’ s most recent psychotic symptoms relate to the devil. It will be 
important to assess the role of religion and spirituality in his life and 
its expression within his acute and chronic symptoms. If John is hyper -
 religious, one would not encourage discussion and involvement in 
religious topics, as it may exacerbate the psychotic symptoms. However, 
the nurse does want to pay attention to the fact that a religious oriented 
symptom is a feature of his illness. 

 John is a young adult who is attempting to establish himself as an 
independent adult with a separate identity from his family. It will be 
important to engage John regarding his ability to care for his own 
needs, to identify vocational or avocational interests or goals, and to 
allow for his need for independence versus involvement of family 
members who might try to aid in improvement of his quality of life.     

 Neal Theory Implications 

 Stage 3: The nurse collaborates with community providers and 
family to support the patient, contacting them as appropriate to aid 
in titration of medications and reporting of changes in symptom 
status. 
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     CRITICAL THINKING 

    1.      Why was home care part of the discharge plan for John? In what 
situations would this be preferred and reimbursable versus attend-
ing an outpatient clinic?  
  Answer:  While John is young and physically able to attend an outpa-
tient clinic, his symptoms are such that he is not able to organize 
and attend outpatient appointments consistently. His history of 
multiple psychiatric hospitalizations in the past 5 years attest to the 
instability he experiences due to his psychiatric symptoms. Home 
care is a viable option and may be particularly useful when there is a 
history of sporadic attendance at mental health services, when there 
are comorbidities, and when additional support is required to stabilize 
the ability of the patient to remain living independently in the com-
munity. In John ’ s case there is a stable place for him to live, which is 
supported by his family who lives nearby. For this reason, a residential 
program is not the best choice, even though it might also offer a person 
with chronic psychiatric needs support, medication management, and 
other services to maintain community - based independent living. 
John has recently been started on a depot form of his antipsychotic, 
which will require some monitoring both with a tapering (and 
possible discontinuation) of the oral dose of the antipsychotic drug and 
possible dose adjustment of the depot form of medication. Having 
regular visits from the nurse can aid in evaluation of the day - to - day 
effects of the medication and provide further evaluation and identifi ca-
tion of needs that can be met by other community services. A hoped - for 
outcome with John would be his decreased need for nursing services 
to every 2 weeks when his depot medication is administered. Eventually 
as John further stabilizes he may obtain his medication through the 
clinic where he is prescribed the medication (if they provide this 
service).     

 Stage 2: The nurse works with the patient and his family to assure 
his positive adaptation and transition to living independently. 
The nurse works with patient to set goals regarding managing his 
apartment so that he can be more in charge of his own living 
situation. 

 Stage 1: The nurse assesses the patient ’ s psychiatric symptoms and 
reports them as needed to other providers. 
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     BACK TO THE CASE 

 The psychiatric nurse visits John daily at fi rst, to be sure that John is 
taking his medication properly with the help of the medication box. 
John is able to take his oral dose of medication without a problem. The 
nurse decreases his visits to twice a week the next week to monitor the 
patient ’ s symptoms as the prescriber has decreased the Risperidone to 
1   mg by mouth once a day. John is doing well and has had no increase 
in his auditory hallucinations. His mood is good, he is not feeling 
sedated, and he is taking better care of his apartment by throwing away 
the containers and food wrappers from his meals.    

 Relevant Community Resources 

 Referral of John to services that would assist him in independent 
living include: 

 Referral to the local mental health center that offers group, voca-
tional, and social activities that will improve John ’ s quality of 
life. 

 At the start of the following week, the nurse administers the depot 
Risperdal Consta injection and completes her assessment. John will 
remain at his current oral dose of risperidone, and the nurse guides 
John in fi lling his med box for the week. John has started taking a daily 
walk in the neighborhood in the afternoon and is considering whether 
he will try to quit smoking. He remains overweight, but his weight has 
been stable since his admission to care. He is  “ thinking about ”  attend-
ing a health concerns group at the mental health center, but he hasn ’ t 
followed through on that referral yet. He will meet with his psychiatrist 
this week at the clinic. The nurse and John discuss a plan to visit weekly 
for another month, then decreasing visits to every 2 weeks after that 
time if his symptoms remain stable.     

 Interdisciplinary Care Plan 

Problem Plan Interventions Evaluation

Psychosis 
(evidenced by 
auditory 
hallucinations, 
paranoia)

Within 2 weeks, 
patient will 
report a 
decrease in 
frequency of 
auditory 
hallucinations 
to weekly.

Assess for symptoms 
of psychosis.

Discuss ways to 
decrease stimuli or 
use other stimuli to 
distract from 
auditory 
hallucinations.

Patient will report 
absence of 
command 
hallucinations 
and lower 
frequency of 
auditory 
hallucinations. 



Schizophrenia  201

     REFERENCES  &  RESOURCES 

  [1]      American Psychiatric Association ,  Diagnostic and Statistical Manual of Mental 
Disorders  ( 4th ed. ),  Text Revision: DSM - IV - TR .  American Psychiatric 
Association ,  2000 .  

  [2]       K.   Edward  ,   B.   Rasmussen   and   I.   Munro  ,  “  Nursing care of patients treated 
with atypical antipsychotics who have a risk of developing metabolic insta-
bility and/or type 2 diabetes , ”   Archives of Psychiatric Nursing ,  24 ( 1 ): 46  –  53 , 
 2010 .  

  [3]       N.   Katakura  ,   N.   Yamamoto - Mitani   and   K.   Ishigaki  ,  “  Home - visit nurses ’  
attitudes for providing effective assistance to patients with schizophrenia , ”  
 International Journal of Mental Health Nursing ,  19 : 102  –  109 ,  2010 .  

  [4]      “  National Alliance for the Mentally Ill (NAMI) Consumer Web Site , ”  
 http://www.nami.org/template.cfm?section=Consumer_support   

  [5]       A.   Rudnick   and   J.   Martins  ,  “  Coping and schizophrenia: A re - analysis , ”  
 Archives of Psychiatric Nursing ,  23 ( 1 ): 11  –  15 ,  2009 .       

 

Problem Plan Interventions Evaluation

Within 2 weeks, 
patient will take 
daily 
medications 
correctly.

Discuss coping 
methods to decrease 
anxiety and 
symptoms.

Educate patient about 
related use and 
effects/side effects 
of medications.

Patient will take 
daily medications 
correctly.

  Diffi culty 
managing 
home 
environment  

  Patient will 
discard daily 
trash and clean 
kitchen area of 
apartment 
within 4 weeks.  

  Assess for needs for 
assistance with 
management of 
apartment. 

 Assist patient in 
setting realistic 
goals related to 
caring for 
apartment.  

  Apartment will be 
free from 
garbage.  

  Diffi culty 
managing 
own self - care  

  Patient will attend 
to daily 
hygiene. Patient 
will make an 
appointment 
with primary 
care provider 
for physical 
exam within 4 
weeks.  

  Assess for physical 
health needs. 

 Assist patient to 
connect with 
primary care 
provider. 

 Educate patient 
related to health 
promotion.  

  Patient will wear 
clean clothing 
and shower 
weekly. Patient 
will report 
attending the 
appointment 
with primary 
care provider.  
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  Case 7.4    Schizoaffective Disorder  
  By Joanne DeSanto     Iennaco  ,   PhD, PMHCNS - BC, APRN       

     This case illustrates how the home health nurse cares for a patient with 
psychosis and mood symptoms (schizoaffective disorder). Rob is a 
29 - year - old, single male who is referred to home care post pneumotho-
rax from a rib puncture and surgery to repair a broken radius, after a 
 “ fall from a height. ”  Rob has a history of psychotic symptoms as well 
as mood symptoms that have troubled him since the age of 16. He 
reports that at 16 his family decided to kick him out of the house 
because he  “ was more trouble than he was worth. ”  

 Rob has a history of substance abuse, including alcohol, marijuana, 
cocaine, and  “ whatever is available. ”  Rob is an active smoker. He has 
been homeless off and on for the past 2 years, since moving to the state. 
He has one friend he  “ can count on ”  with whom he frequently is able 
to stay. However, the friend is unemployed, has substance abuse prob-
lems, and is known to hang around with drug dealers and other addicts. 

 On the initial phone contact with Rob, he is abrupt and does not 
commit to being at home for the planned visit. He does not identify a 
time that would be good to visit and asks,  “ What the hell do you want 
to come to my house for anyway? ”  The nurse explains the need to 
follow up on both his mental health as well as medical needs, and he 
tells the nurse he has a doctor for that. The nurse explains that the role 
of the nurse is to help him manage his day - to - day health needs between 
doctor visits, and particularly now to be certain that his wrist is healing 
well. He states he does have some pain and  “ If you can help with that, 
I ’ ll be here. ”  The nurse reviews the medications and instructions pro-
vided by the hospital upon his discharge and discusses the importance 
of using his pain medication in a scheduled way if the pain is intense. 

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.
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The nurse ends the conversation with confi rmation of a visit to Rob at 
3:00 p.m. that afternoon.     

 Cultural Competence 

 Rob ends up homeless, which presents a variety of special needs 
different from patients in stable housing in the community. To start 
with, his homelessness makes it diffi cult for him to receive home 
care. Most individuals who are homeless are also living below the 
poverty level and have inadequate resources to support them when 
housing is unstable. Scheduling appointments with Rob and visit-
ing Rob will be diffi cult unless his lack of housing is addressed as 
a priority. 

     ORDERS FOR HOME CARE 

    Patient: 29 - year - old, single Caucasian male  
  Diagnoses: Fall from height: rule out suicidal ideation or intent; status 

post pneumothorax after rib puncture; right radius fracture; status 
post open reduction and internal fi xation; schizoaffective disorder; 
polysubstance abuse; rule out dependence  

  Current medications: 
    •      Tylenol #3 1 – 2 tabs by mouth once every 4 – 6 hours  
   •      Risperidone 3   mg by mouth twice a day  
   •      Lithobid 600   mg by mouth twice a day    

  Relevant past medical history: 
    •      Schizoaffective disorder  
   •      Polysubstance abuse (alcohol, marijuana, cocaine)  
   •      Long history of both inpatient and outpatient mental health 

treatment. Patient is known to  “ disappear ”  for long periods of 
time and reappear with full psychotic symptoms. Mood becomes 
hypomanic/irritable, with grandiosity, auditory hallucinations, 
and delusions. Intermittently becomes depressed per report of 
psychiatrist.    

  Referred to home care at hospital discharge by the orthopedic surgeon 
for followup, prevention of complications post pneumothorax and 
surgical reduction of radius fracture, and monitoring of psychiatric 
status.  

  RN: Assess and evaluate needs post pneumothorax and wrist surgery 
and assess mental health needs  
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  OT: Assess and evaluate right arm mobility post surgery  
  Rob may have multiple spiritual concerns. Many patients with 

psychotic disorders have become disenfranchised with their 
friends and families. They often have considerable diffi culties with 
disorganization and lack effective goal setting, initiative, and 
motivation to meet goals. This may result in a lack of purpose or 
meaning.  

  Rob is an adult who supports himself on Social Security Disability 
payments. He has not been successful in meeting usual developmen-
tal goals including establishing signifi cant interpersonal relation-
ships and establishing vocational or avocational interests and goals. 
His mental health problems have created instability due to frequent 
emergence of symptoms and transient relationships that often are 
not mutually fulfi lling.        

 Reimbursement Considerations 

 Rob receives Supplemental Security Income (SSI) and thus is eli-
gible for Medicaid coverage for his health needs. Medicaid pro-
vides for in - home care to those eligible. Medicaid does provide for 
in - home visits by a nurse and for medication management for those 
with psychiatric needs. Individual state requirements may vary, 
and the nurse should investigate the rules and requirements for the 
locale in which she works. Most states will provide for psychiatric 
home care services, given the need of the individual for in home 
services. It would be expected that Rob would qualify for assess-
ment and prevention of medical/surgical complications and assis-
tance in the stabilization of psychiatric needs and the transition 
home. 

     CRITICAL THINKING 

    1.      What factors make Rob at risk for not stabilizing and transition-
ing well to the home environment?  
  Answer:  Rob has multiple needs during the acute recovery from his 
injury and broken wrist, as well as psychiatric needs that require sta-
bilization. His lack of a stable home situation is a major risk factor, as 
are his mental health problems, given his prior symptom instability 
and lack of medication adherence.     
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     THE HOME VISIT 

 The nurse visits Rob later that day to complete the admission assess-
ment. The apartment where Rob is staying is in an impoverished neigh-
borhood that has a great deal of drug related activity. The building 
looks abandoned. After ringing the outside bell several times, the nurse 
is buzzed in and proceeds upstairs to the second fl oor apartment. Rob 
is standing, looking out the door as the nurse comes up the stairway. 
The lock on the door appears to have been partly broken. 

 Rob is anxious, irritable, and appears to be in pain. He is tall and 
very thin and appears disheveled. His arm is in a closed cast, and he 
says that he has a bandage over his chest wound. Initially, he stands in 
the doorway to the apartment and refuses to let the nurse enter, stating 
that it isn ’ t his place. The nurse asks him to check with his friend to 
see if it is okay for the nurse to come in. He allows the nurse to enter; 
and his friend, Tony, also greets the nurse. 

 His friend says that he is moving in a few weeks, and that ’ s why 
there is no furniture. The air is heavy with smoke inside the apartment, 
and the room is nearly bare except for a mattress on the fl oor in the 
corner where Rob indicates he has been sleeping. Both the patient and 
the nurse move to the kitchen where there is a table and two chairs. 
The cabinets do not have doors so it is possible to see that there is no 
food. Rob moves very slowly and appears weak. 

 The nurse begins the assessment of Rob, starting with the observa-
tion that it appears that he is in pain. He says that he was discharged 
with a 3 - day supply of pain medication and that he has been waiting 
until the pain is really bad to take them. He has not taken any since 
last night. He is knowledgeable about the purpose of his psychiatric 
medications and explains that he has been prescribed this combination 
for nearly a year. He reports that he often  “ gets messed up ”  taking 
them every day. He says that the best he did with taking his medica-
tions was several years ago when he got a shot, but he doesn ’ t like 
needles. 

 The nurse assesses his respiratory status and fi nds that his lungs are 
clear to auscultation and his dressing is dry and intact. He denies 
alcohol or illicit substance use since his discharge from the hospital 
yesterday. Rob says that he usually sees his therapist every other week, 
but he doesn ’ t remember whether his appointment is this week or next. 
He has a guardian who helps him with his fi nances, but he hasn ’ t been 
in contact with that guardian in several months. 

 He admits that he does not feel well enough physically to get to the 
mental health clinic this week. Rob is scheduled for a follow - up appoint-
ment with his orthopedic surgeon in 1 week. Rob says that his last meal 
was at the hospital yesterday. It is the last week of the month, and Rob 
is out of money until his SSI check comes in next week.     
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     CRITICAL THINKING 

    1.      What are the priorities of assessment with Rob?  
  Answer:  Whenever there is a safety concern, it is important to assess for 
the current presence of suicidal ideation and intent. Safety concerns also 
exist in this situation in terms of the safety of Rob ’ s home environment. 
He lives in a dangerous neighborhood, and the lock to his apartment 
seems to be broken. It is unclear how he might contact help if he needed 
it, although Rob says that he has access to his friend ’ s cell phone.     

     BACK TO THE CASE 

 The admitting nurse has brought the psychiatric nurse into the case, 
and it is the psychiatric nurse who sees Rob for the remainder of his 
visits, along with the OT. Rob reports that, when his mental illness gets 
worse, he is irritable and tends to feel paranoid. He often is more active 
than normal and can go long periods without needing sleep. He states 
that it is those times when he is most likely to use substances, including 
cocaine and marijuana. He admits that he sometimes has depressive 
feelings and that he was feeling very down when he fell and broke his 
arm. He denies suicidal thoughts or intent currently, but states that 
when he fell he was hoping he ’ d  “ land on his head and end it all. ”  He 
claims he didn ’ t jump off the second fl oor landing that he fell from; but 

 Neal Theory Implications 

 Stage 3: The nurse in this case was a stage 3 nurse. She is experi-
enced and able to autonomously determine the best action given 
the circumstance that now Rob is homeless and cannot be provided 
with in - home care. She contacts the ACT team, to provide some 
continuity in his care. 

 The stage 2 nurse would have knowledge of the community 
resources and appropriate possibilities for continuity of care, but 
may need assistance in making the referrals required. 

 A stage 1 nurse would recognize the problems inherent in Rob ’ s 
homelessness, but would not be able to proceed to identify the 
appropriate community resources that could pick up with Rob ’ s 
care at this time. 
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he says that he was pushed by a friend he was partying with and that 
it was a mistake. He says that he has had suicidal thoughts in the past 
but hasn ’ t tried to kill himself in the past. He denies ever planning to 
kill himself. 

 Rob currently denies auditory hallucinations, although he reports 
that he experiences them when he misses his medications or is under 
a lot of stress. He often hears a male voice that tells him that others 
don ’ t care about him or that he is not safe around certain people. He 
reports diffi culty managing his anger and frequently getting into verbal 
and sometimes physical altercations with others. He reports that these 
problems have been less of a concern since he was in the hospital for 
this injury where got his medications regularly and didn ’ t have to 
worry about where to live or get his next meal.    

 Rehabilitation Needs 

 Occupational therapy (OT) 

    His goals are to: 

    •      Get his own apartment  
   •      Pain relief in his arm    

  Based on the history and physical assessment the nurse ’ s concerns in 
treating Rob include: 

    •      Pain from wrist surgery  
   •      His unstable housing situation  
   •      Potential for exacerbation of psychiatric symptoms    

  The nurse has the following additional goals for her care of this patient: 

    •      To monitor for mood instability  
   •      To monitor for suicidal ideation and intent  
   •      To monitor for substance use  
   •      To assist in managing the medication regime to enhance 

adherence  
   •      To connect the patient with community resources including 

Meals on Wheels, ride/transportation to the next clinic appoint-
ment, and housing options.       

     CRITICAL THINKING 

    1.      Are there other providers that should be called to assist with the 
case?  
  Answer:  Yes, once the pain has subsided and the cast has been removed, 
an occupational therapist (OT) could be called in to assist with exercises 
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to ensure that Rob regains function in his hand and arm. In all likeli-
hood, if Rob is adherent to his medications, he can probably attend an 
outpatient rehabilitation center to see an OT. The MSW can work with 
Rob to assist him in fi nding more suitable housing.  

  2.      Are there any interventions required prior to leaving Rob ’ s resi-
dence today?  
  Answer:  Rob should be assisted to get engaged with community 
resources such as Meals on Wheels and to reconnect with the mental 
health clinic to determine his next appointment. If he is unable to walk 
or take the bus to this appointment, medical transportation can be 
arranged for him. Rob should also be instructed to contact either the 
nurse or the mental health clinic if he is feeling unsafe and having 
suicidal thoughts or having a return of other mental health symptoms. 
He should be helped to organize his medications and be provided with 
information about each medication.     

     BACK TO THE CASE 

 Prior to leaving today, the nurse assists Rob by calling and referring 
him to Meals on Wheels; and he contacts the local community mental 
health center clinic where he attends therapy to determine when his 
next appointment is. The nurse sets up his medications in a medication 
box to assist him in taking them regularly. She also instructs him on 
the need to take the pain medication when he starts to notice it, before 
the pain becomes intense and discusses how this will help to prevent 
him from ending up in as much pain as he is in currently.    

 Relevant Community Resources 

 Food pantry 
 Homeless shelters 

 The nurse arranges to visit Rob again before the end of the week to 
reassess his wound, and to reevaluate how he is taking his medications. 
She provides the contact number for the agency should he need a visit 
sooner or have further questions. In planning for the case with the 
social worker, a plan is made for Rob to be referred to a community 
residential treatment center to attempt to break the cycle of housing 
instability. He can also attend Alcoholics Anonymous and other 12 - step 
groups at the local clinic to support him in not abusing alcohol and 
other substances. Referral to local support programs for mental health 
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patients that offer recreational and other activities will also aid in Rob ’ s 
recovery. 

 Unfortunately, when the nurse contacts Rob to arrange a time for 
the follow - up visit, his friend Tony informs the nurse that they both 
got kicked out of the apartment where they were staying yesterday. 
They are both homeless right now and spent last night at a local shelter. 
Tony says that the nurse can probably fi nd Rob at the park near the 
center of the city or at the shelter if it is after 4:00 p.m.     

 Ethical and Legal Considerations 

 Caring for Rob may pose several ethical concerns, including:

    •      Providing care to individuals who do not perceive a need for 
care  

   •      Appropriate management of his pain medication given his 
history of substance abuse  

   •      Safety of the nurse while providing care to Rob in a setting of 
drug addicts and dealers    

 It will be important for the nurse to document whether Rob cur-
rently suffers from suicidal ideation or intent. It is unclear whether 
the fall he experienced was due to jumping from a height or a fall. 

     CRITICAL THINKING 

    1.      What should the nurse do now?  
  Answer:  To be able to receive home care, individuals generally need 
an address at which they can be visited. In the case where individuals 
do not have housing and are homeless, often they can be referred to 
the local Assertive Community Treatment (ACT) team, which has 
mobile clinicians who can follow Rob in the community. The nurse tells 
Tony to have Rob call her when he next sees him in case she is unable 
to fi nd him today. The nurse considers referral to the ACT team, and 
stops by the park to attempt to follow up with Rob and discuss the 
referral to the ACT team with him. 

 Rob is in the park, and the nurse and Rob discuss the change in Rob ’ s 
living situation. Rob tells the nurse that the pain is much better since 
earlier in the week and that he hasn ’ t needed medication today. He 
says that he took the medication and shows the nurse the medication 
box that confi rms this. Rob is agreeable to meeting with the ACT team, 
and the nurse helps him locate the nearest soup kitchen for lunch. 
Before leaving Rob, the nurse calls the ACT team, provides some refer-
ral information, and puts Rob on the line so they can arrange to meet 
later that day.        
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 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Potential for 
infection and 
altered 
respiratory 
status due to 
status post 
pneumothorax 
and surgery 
for wrist 
fracture  

  Chest wound will 
heal and be free of 
infection within 1 
week.  

  Assess for wound 
healing. 

 Assess respiratory 
status. 

 Encourage coughing 
and deep breathing. 

 Educate patient 
regarding hygiene 
surrounding the 
wound. Educate 
regarding signs/
symptoms of 
wound infection or 
respiratory 
infection.  

  Patient will have 
lungs clear to 
auscultation. 

 Wound will 
remain clean 
with dry sterile 
dressing and 
without signs/
symptoms of 
infection 
(redness, 
swelling, 
drainage).  

  Pain in arm/
wrist and 
chest wall due 
to fracture  

  Patient will report 
reduced pain 
within 1 week.  

  Assess for level/
degree of pain. 
Assess for change in 
ability to move 
freely and use arm. 
Educate patient 
regarding 
appropriate use of 
pain medication. 
Educate patient 
regarding splinting 
chest wall when 
coughing.  

  Patient will state 
pain is a 2/10 
or 3/10 on pain 
scale.  

  Instability of 
mood and 
psychotic 
symptoms  

  Patient will report 
stable mood, and 
decreased 
psychotic and 
other symptoms 
(auditory 
hallucinations, 
paranoid ideation, 
anger) within 4 
weeks. 

 Patient will report 
plan to call crisis 
line or mental 
health clinic if he 
has recurrence of 
suicidal thought or 
intent in 1 week.  

  Assess for changes in 
mental status, 
mood, and 
symptoms of 
psychosis. 

 Assess for suicidal 
ideation and intent. 
Educate patient 
regarding methods 
for coping with 
stressors. Connect 
patient with 
appropriate mental 
health clinic 
resources for 
support.  

  Patient will state 
decrease in 
auditory 
hallucinations 
and paranoid 
thinking, angry 
outbursts. 

 Patient will 
report lack of 
suicidal 
ideation/intent 
and plan to 
safely manage 
if those 
thoughts recur.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Need for 
symptom and 
medication 
management  

  Patient will identify 
new strategies to 
manage angry 
feelings within 1 
month. 

 Patient will correctly 
self - administer 
medications daily 
within 2 weeks.  

  Assess for effects and 
side effects of 
medications. 
Discuss positive 
methods to cope 
with angry feelings. 
Orient patient to 
medication box and 
educate related to 
correct self -
 administration of 
medications. 
Educate patient 
related to effects 
and side effects of 
medications.  

  Patient will state 
use of 1 new 
strategy to 
manage angry 
feelings. 

 Patient will 
correctly take 
medications.  

  History of 
substance use 
and abuse 
(tobacco, 
marijuana, 
cocaine)  

  Patient will attend 
self - help group to 
aid in avoiding 
substance use.  

  Assess patient ’ s 
substance use each 
visit. 

 Help patient locate 
and connect with 
resources for 
treatment of 
substance abuse. 
Educate patient 
related to negative 
effects of substance 
use and abuse on 
health and mental 
health.  

  Patient will 
report no use 
of illegal 
substances.  

  Housing 
instability and 
lack of 
community 
support 
systems  

  Patient will report 
stable housing has 
been attained 
within 1 month. 

 Patient will report 
reconnection with 
community mental 
health services.  

  Assess needs related 
to community 
mental health 
services. 

 Assist patient to locate 
community 
resources related to 
safer housing in the 
community. 

 Educate patient 
related to programs 
and entitlements 
that he may be 
eligible for and that 
will assist in search 
for stable housing.  

  Patient will 
report plan to 
move to safe 
housing 
situation. 

 Patient will 
report 
attendance at 
community 
mental health 
clinic.  
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  Case 8.1    Muscular Dystrophy  
  By Sharron E.     Guillett  ,   PhD, RN       

     This case study illustrates how the home health nurse works with the 
patient and family to promote physiologic functioning and to promote 
the patient remaining at home. The patient is a 40 - year - old female who 
was born with type 1 spinal muscular atrophy (SMA). Type 1 is the 
most severe form of this disease that destroys the anterior horn cells of 
the spinal cord. Type 1 children never learn to crawl, sit, or walk; have 
diffi culty holding up their heads; and are in constant danger of respira-
tory arrest. Remarkably, Ms. R has lived past all expectations with 
minimal sequelae. This is due in large part to the constant care she has 
received from her family, especially her sister who has lived with and 
cared for her for the past 20 years. Ms. R has just been released from 
the hospital following an upper respiratory infection that compromised 
her respiratory system. While hospitalized, she was also treated for an 
impacted bowel. The nurse will need to collaborate with a variety of 
disciplines to promote physiologic functioning and support vital organ 
systems.  

    ORDERS FOR HOME CARE 

    Patient: 40 - year - old Caucasian female  
  Diagnoses: SMA type 1, osteoporosis, diabetes, hypertension, sleep 

apnea, severe depression, gastroesophageal refl ux disease (GERD)  

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.
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  Current medications: 
    •      Protonix 40   mg once a day  
   •      Celexa, 20   mg once a day  
   •      Lotensin 20   mg once a day  
   •      Lipitor 10   mg at bedtime  
   •      Ambien 5   mg once a day  
   •      Diazepam 5   mg 1 – 2 tabs daily as needed  
   •      OxyContin 40   mg every 4 hours  
   •      Avandia 8   mg once a day  
   •      Colace 100   mg as needed  
   •      Caltrate once a day  
   •      Lexapro 20   mg at bedtime    

  Relevant past medical history: 
    •      Congenital SMA  
   •      Adult onset noninsulin - dependent diabetes diagnosed at age 30  
   •      Sleep apnea for past 5 years  
   •      Recently diagnosed hypertension    

  RN: Assess and evaluate.  
  OT: Assess and evaluate.  
  PT: Assess and evaluate.  
  RT: Assess and evaluate.  
  MSW: Assess and evaluate.        

 Cultural Competence 

 Ms. R is a middle - aged Caucasian woman. It is important for her 
to have some control over her environment and to make decisions 
regarding her plan of care. 

    THE HOME VISIT 

 The nurse arrives at the apartment building, which has a secured entry 
system, and pushes the buzzer by the patient ’ s name. After identifying 
herself, the nurse is buzzed in by someone with a female voice. The 
entry area of the building is clean and very well appointed. The apart-
ment is on the third fl oor. The nurse is greeted by a pleasant young 
woman who identifi es herself as the patient ’ s sister. She lives with and 
cares for the patient. Ms. R is in the living room watching TV. She is 
tetraplegic. The only body part she can move independently is her 
thumb, which she uses to control her powered wheelchair. The chair 
has a head support, tray table to support her arms, and a custom 
seating system. Ms. R is alert, talkative, and engaging. She is breathing 
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without assistance and is not using oxygen although there are discern-
ible marks on her face that suggest she has been using oxygen. Ms. R 
is sipping coffee from an elongated straw which frequently escapes her 
mouth and needs repositioning. Her sister is never more than an arm ’ s 
length away during the interview. 

 The sisters share great affection for each other and are obviously a 
team committed to extending Ms. R ’ s life and its quality. Ms. R is very 
knowledgeable about her illness and realizes that she has lived longer 
than most people with her illness. This makes her afraid that she is 
dying. She has explored many alternative therapies and metaphysical 
approaches to life and is frustrated by her inability to use her mind to 
its fullest because of her physical limitations. She has a voice - activated 
phone and computer system and does  “ counseling ”  for other people 
like herself. Her sister describes her as hypervigilant about her body 
and body functions and says she wakes up every morning in a panic 
that she is  “ running out of time. ”  The patient agrees that she has 
trouble calming her thoughts in the morning. As the day wears on, she 
is able to use self - talk and meditation to calm herself. She believes in 
alternative therapies and the healing nature of positive thought, essen-
tial oils, certain gems, prayer, and meditation. She is open to many 
world views. 

 The patient is chronically constipated and is on a bowel regimen. 
The sister is always looking for natural cathartics to promote bowel 
function. She acknowledges that the patient takes a great deal of 
OxyContin which contributes to the constipation. The patient some-
what defensively explains that she is in a great deal of pain most days 
and that the OxyContin  “ barely touches it. ”  She describes the pain as 
a constant boring pain that the medication keeps at level of 3 or 4. The 
patient also takes Valium regularly. The patient and her sister agree 
that the goals for care are aimed at preventing physiologic decline:

    •      Provide respiratory support at night.  
   •      Promote adequate nutrition without compromising the patient ’ s 

airway.  
   •      Manage pain with least amount of medication possible.  
   •      Promote bowel function.  
   •      Increase independence/self - actualization.  
   •      Prevent injury/skin breakdown.  
   •      Prevent caregiver burnout.    

 Physical exam reveals a woman with a  “ cushingoid ”  appearance 
(round face, truncal obesity, atrophied limbs) in no acute distress. Her 
vital signs are within normal limits. Her lungs are clear, although she 
struggles to take a deep breath. The sister reports that the patient has 
no trouble breathing during the day but uses Bi - PAP at night (explain-
ing the marks on her face). The nurse notes that the patient lists a little 
to the side and learns that they are in the process of getting a new 
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seating system that provides more support and less effort to manipu-
late. The patient ’ s skin is dry and intact, although there is evidence of 
a healed ulceration on the left earlobe. The patient is well groomed 
with manicured fi ngernails and toenails. Both feet and hands are edem-
atous. Edema is nonpitting and does not change with position of the 
limbs. The abdomen is diffi cult to assess, but bowel sounds are present.    

 Neal Theory Implications 

 Stage 3: The professional in this stage is confi dent and comfortable 
collaborating with other disciplines and agencies. The nurse recog-
nizes the need to take the lead role in case management even 
though the patient ’ s skilled nursing needs may be resolved in a few 
visits. The nurse at this stage knows that the patient ’ s quality of life 
will depend on how well the services are coordinated. The nurse is 
also aware of the need to incorporate the sister into the plan of care 
and assesses the sister ’ s well - being and ability to continue to 
provide the level of care required. 

 Stage 2: The nurse at this stage is capable of assembling the appro-
priate team. However, that nurse may believe that her job is done 
once the team is assembled. The nurse at this stage correctly focuses 
on physical and safety needs but may overlook the need the patient 
has for self - actualization, as well as the respite needs of the sister. 

 Stage 1: The clinician in this stage will assess the patient and may 
believe that she and her sister are managing well and just respond 
to the needs they express. The nurse at this stage may not be com-
fortable probing further or asking the sister to demonstrate care 
activities to see if there is potential to improve independence, nutri-
tion, mobility, or strength with the addition of other disciplines. 

 Based on the history and physical examination, the nurse discovers 
the following data:

    •      Ms. R is wheelchair bound but is able to move about home.  
   •      Ms. R is incontinent of bowel and bladder and wears Depends.  
   •      Ms. R is totally dependent for activities of daily living (ADL) and 

instrumental activities of daily living (IADL).  
   •      Ms. R is frightened of dying.  
   •      Ms. R could not summon help or exit the apartment in case of 

emergency.  
   •      Ms. R takes high doses of pain medications and tranquilizers 

without blunting her affect or cognitive abilities.  
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   •      Ms. R believes in the healing properties of prayer, essential oils, 
meditation, gem stones, and herbs.  

   •      Ms. R ’ s current seating system does not provide proper alignment 
and support respiratory efforts.  

   •      Ms. R is both depressed and anxious.  
   •      Ms. R is not sexually active.        

 Rehabilitation Needs 

    Physical therapy  
  Bowel program  
  Respiratory therapy  
  Vocational therapy    

    CRITICAL THINKING 

    1.      What is the priority for care for Ms. G?  
  Answer:  The priority is safety. Clearly Ms. R cannot be left alone for 
any length of time; but beyond that, she is always at risk for respiratory 
compromise or failure. The apartment has been adapted for safety and 
accessibility, but there is no way that Ms. R could exit in case of fi re or 
other emergency. Suppose the sister is taken ill and cannot summon 
help — How would Ms. R get help? A simple medical alert system needs 
to be installed, connecting them to someone in the building and or the 
fi re department or rescue squad. The respiratory therapist (RT) needs 
to evaluate respiratory function and make recommendations regarding 
pulmonary toilet positioning and ventilator support/alarms at night. 
The respiratory therapist can also teach the sister how to help the 
patient clear secretions, protect the airway, and do quad coughs.  

  2.      What will the physical therapist (PT) do when he/she arrives at 
the home?  
  Answer:  The PT will assess the seating system and recommend assis-
tive devices to maintain proper body alignment. The PT will also assess 
the extent of muscle atrophy in the limbs, suggest passive range of 
motion (ROM) exercises, and assess the need for orthotics to promote 
proper positioning.  

  3.      Who should take the leadership role in this case?  
  Answer:  The registered nurse (RN) is in the best position to lead the 
team as she has the big picture and can manage the patient ’ s plan of 
care holistically. Ms. R has numerous physiologic needs, but she and 
her sister also need a great deal of psychosocial support. A single point 
of contact will simplify the process of getting needed services, integrate 
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care, and ensure appropriate followup. This will decrease Ms. D ’ s 
anxiety. The nurse is also in the best position to evaluate how the sister 
is coping with the stress of caregiving.     

    BACK TO THE CASE    

 Relevant Community Resources 

    Notifi cation of the fi re department and police department that she 
is disabled  

  Transportation for shopping and socialization  
  Respite care    

 Reimbursement Considerations 

 The patient is too young to be eligible for Medicare; but she does 
qualify for Social Security benefi ts, Medicaid, and 35 hours per 
week of Medicaid - supported home care. 

 Her sister is paid to provide her care through a Medicaid waiver. 

 The nurse praises Ms. R and her sister for how well they have done 
in caring for each other. The nurse encourages Ms. R to pursue her 
intellectual interests and try to focus her concerns outward. She sug-
gests that they think about sharing their strategies for success with 
others. Ms. R likes this idea. The nurse discusses the medication regime 
with the sisters, and both are adamant that the pain medications are 
essential. The nurse suggests that they talk to the doctor about an 
alternative for Valium since it can be habit - forming. They agree to at 
least discuss it. The nurse suggests a medical alert system, which seems 
to increase Ms. D ’ s anxiety. She says her sister never leaves her unat-
tended. The nurse gets them to agree to let the fi re department and 
rescue squad know that she is disabled and provide the location of her 
bedroom. She will continue to pursue a life alert system in subsequent 
visits. 

 The nurse discusses the bowel management program and discovers 
that the sister actually physically massages the patient ’ s abdomen daily 
to move stool through the colon. The nurse provides a bowel manage-
ment booklet and orders enema sets for periodic use. She also provides 
a list of laxative producing foods.    



Muscular Dystrophy  223

 The nurse contacts the primary care provider (PCP) and requests a 
prescription for Ativan, which the PCP provides.  

    CRITICAL THINKING 

    1.      Should the nurse request a psychiatric consult?  
  Answer:  The patient is depressed and fearful. She is currently relying 
on a number of medications to manage her thoughts and emotions. 
Because the patient has studied counseling herself, it is a topic that 
could be discussed easily. One approach is for the nurse to ask if the 
patient has considered seeking some help from a counselor or religious 
leader. Regardless of the answer, the groundwork is laid for a more 
in - depth discussion of the benefi ts of receiving this type of help. The 
nurse could point out that at the very least a review of the antidepres-
sants, tranquilizers, and mood elevators she is on might be benefi cial.  

  2.      What should the nurse do about Ms. R ’ s use of alternative 
therapies?  
  Answer:  Ms. R is very bright, and she can research the benefi ts of 
alternative therapies herself. The nurse can encourage her to use trusted 
web sites such as the NIH to examine the research that is available. The 
patient should not take St. John ’ s Wort or any substance with Chinese 
herbs as these affect clotting and blood pressure. The patient should 
also be advised to let the caregiving team know any alternative thera-
pies that the patient is using so that they can be incorporated into the 
plan of care.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Potential for 
airway 
compromise  

  Patient will not 
aspirate or 
experience 
atelectasis, 
will be free 
of 
congestion, 
and will use 
measures to 
support 
ventilation at 
night.  

  RT will teach pulmonary 
hygiene techniques 
and assure proper 
care and use of Bi - PAP 
equipment. 

 RN will teach feeding 
strategies and 
positioning for eating. 

 PT will make 
recommendations for 
seating system that 
allows optimal lung 
expansion.  

  Sister performs quad 
cough twice daily. 

 Patient sleeps 
comfortably and 
does not awake 
with headache from 
oxygen defi cit. 

 Pulse oximetry on 
room air remains 
within normal 
limits.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Chronic pain    Patient will 
manage pain 
without 
increasing 
pain 
medications  

  Encourage patient to use 
meditation and other 
strategies to decrease 
pain levels.  

  Patient is able to 
manage pain on 
current medication 
regime.  

  Anxiety 
related to 
perceived 
decline in 
condition  

  Patient will 
verbalize her 
concerns and 
attempt to 
fi nd 
appropriate 
coping 
strategies.  

  Listen actively to patient 
fears and worries. 

 Encourage patient to 
engage in activities 
that allow her to 
express herself and 
feel that she is 
contributing to her 
care. 

 Refer to counseling if 
symptoms become 
overwhelming.  

  Sister reports that 
panic attacks are 
less severe. 

 Patient is able to 
control morning 
outbursts. 

 Patient is able to 
discuss fears openly 
and plan for end of 
life. 

 Patient engages in 
social activities.  

  Chronic 
constipation  

  Patient will not 
become 
impacted.  

  Recommend strategies 
for keeping stool soft 
and review bowel 
management program 
with sister.  

  Patient will be able to 
evacuate bowel 
according to her 
normal pattern.  

  Caregiver 
stress  

  Sister will 
maintain 
health and 
outside 
relationships.  

  Encourage sister to 
spend some time 
away from caregiving 
responsibilities. 

 Teach sister lifting and 
moving techniques to 
decrease risk for 
injury. 

 Recommend equipment 
to ease caregiving 
burden.  

  Sister engages in 
activities outside of 
the home weekly. 

 Sister and patient 
allow each other 
private time and 
space daily. 

 Patient is able to 
obtain lifting 

 equipment.  
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  Case 8.2    Cerebral Palsy  
  By Sharron E.     Guillett  ,   PhD, RN       

     This case study illustrates how the home health nurse works with the 
patient and family to promote quality of life. The patient is a 27 - year -
 old female who has had cerebral palsy, specifi cally spastic quadripare-
sis, since birth. She is in a wheelchair, has very little use of her right 
side, is cognitively delayed, and lives with her parents who are both 
in their late 50s and who are employed full time outside of the home. 
The patient has been in school or a sheltered environment during the 
day since the age of 3. She has now  “ aged out ”  of the educational 
system. Her parents had pieced together a system of caregiving relying 
on family, friends, and neighbors until the patient had a fainting spell 
and a subsequent lab test revealed a blood sugar of 45. The family no 
longer feels that the patient can be left alone; but, fi nancially, both 
parents need to work. The patient recognizes the need for help and is 
accustomed to having someone assist her with activities of daily living 
(ADL) and instrumental activities of daily living (IADL) but resents 
having someone in the house  “ following her around ”  all of the time. 

 The nurse case manager will need to assemble a team that protects 
the patient from harm while supporting the patient ’ s need for indepen-
dence and privacy.     

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

 Cultural Competence 

 Ms. T is a young Caucasian woman. The law provides for her to have 
age - appropriate care, but that is diffi cult to arrange. She is too old for 
most community - based athletic groups and younger than most of 
the care providers available. It is important for her to associate with 
her peers. The nurse can encourage her parents to support efforts at 
making and maintaining these associations and friendships. 
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    ORDERS FOR HOME CARE 

    Patient: 27 - year - old Caucasian female  
  Diagnoses: Cerebral palsy, hypoglycemia  
  Current medications: 

    •      Lisinopril 10   mg three times a day  
   •      Carbamazepine 60   mg twice a day  
   •      Claritin 10   mg once a day  
   •      MVI 1 once a day    

  Relevant past medical history: 
    •      Seizure disorder controlled with medication  
   •      Multiple surgeries to release tendons and correct hip 

positioning  
   •      Eczema/urticaria    

  RN: Assess and evaluate.  
  OT: Assess and evaluate.  
  MSW: Assess and evaluate.        

 Reimbursement Considerations 

 The patient is too young to be eligible for Medicare, but she does 
qualify for 30 hours per week of Medicaid - supported home care 
and has received Social Security since she was 18 years old. She is 
also covered by private insurance for routine medical care. The 
nurse, as case manager on this case, will need to work with social 
services to establish Medicaid supported home care and respite 
care for the hours not covered by Medicaid. 

    THE HOME VISIT 

 The nurse is the fi rst to enter the home, which is a 2.5 - story single 
home. The home is clean, uncluttered, and well organized. A woman 
who introduces herself as Ms. T ’ s mother meets the nurse at the door. 
Ms. T is waiting at the kitchen table. She is seated in a wheelchair with 
contoured seating. She appears frail and much younger than her stated 
age. She is clean and well groomed, without make up or jewelry. The 
nurse introduces herself and begins to do the admission assessment. 

 Ms. T is pleasant and cooperative. The nurse notes that the patient 
startles easily, has disconjugate gaze and pulls away when touched. 
Ms. T states that she is tactile defensive and that loud noises or sudden 
moves make her jump. The nurse asks the patient what she can do for 
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herself and the patient replies  “ not much. ”  The patient ’ s mother indi-
cates that the patient tries to do what she can for herself and does assist 
with dressing, brushing her hair, and brushing her teeth. She can also 
feed herself but needs help cutting up food and pouring liquids. She 
has adapted silverware and contoured plates. She is basically depen-
dent in all ADL and IADL. She is not able to sit or stand independently 
or transfer due to lack of balance, and she is very frightened of falling. 
Ms. T has good language skills, although she sometimes perseverates. 
She enjoys music and spends a lot of time on the Internet. She cannot 
do simple math, cannot fi gure out time without a digital clock, and has 
trouble spelling. She can print with varying degrees of legibility. She 
has a cell phone and knows how to summon help, but mental process-
ing is scattered. 

 The home is equipped with a full - size elevator that provides access 
to all 3 levels of the house. However, access to the elevator is situated 
differently on upper and lower levels so that the patient can enter the 
elevator independently but cannot exit without help. The patient ’ s 
living area is on the second fl oor. Her room and bathroom are spacious 
and adapted for use and safety. She has a computer and television 
in her room. Since she had the fainting episode, a small refrigerator 
has been placed in the adjoining room. It is stocked with candy, 
pudding, and applesauce. Ms. T ’ s mother and father prepare her meals 
and bring them to her room when she does not feel like joining them 
for dinner. 

 The nurse learns that the patient knows the importance of taking 
her medications on time and that her parents mix them with pudding 
and administer them to her. She denies seizure activity but states she 
sometimes blacks out. The parents state they have not witnessed any 
blackouts. The nurse wonders if perhaps the patient is experiencing 
absence seizures. 

 The nurse examines Ms. T and fi nds that she has severe lordosis 
and a small C curve at her upper thoracic spine. She maintains her 
balance by constantly grasping the right armrest of her wheelchair; 
and as a result, she has an overdeveloped right bicep. Her patellae are 
slightly higher than normal due to her spasticity, and she is most 
comfortable with her legs slightly extended. She is able to take a 
few steps if supported but is easily fatigued. The nurse notes fascicula-
tion in the right quadriceps. Ms. T denies problems with continence as 
long as someone can get her to the bathroom. She has a boyfriend 
but they rarely see each other. She is not sexually active. When ques-
tioned about her goals for care she states,  “ I just don ’ t want people 
to bug me. ”  Ms. T ’ s mother identifi es the following goals for her 
daughter.

    •      To remain safe  
   •      To maintain adequate nutritional intake  
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   •      To prevent contractures, skin breakdown  
   •      To increase independence with ADL and IADL  
   •      To participate in activities outside of the home  
   •      To develop skills leading to employment       

 Neal Theory Implications 

 Stage 3: The professional in this stage collaborates with other dis-
ciplines both within and outside of home care and is autonomous 
with both the clinical and reimbursement aspects of the case and 
the logistical aspects of working with a variety of agencies. 

 Stage 2: The professional in this stage may not feel comfortable 
requesting orders for other disciplines or working within the 
patient ’ s environment to manage care. The professional in this 
stage may also have trouble discriminating between services pro-
vided as part of this episode of care and those provided as a result 
of the patient ’ s disability status. 

 Stage 1: The clinician in this stage will assess the patient; and seeing 
that she is very communicative and engaging, the clinician may not 
recognize the true level of assistance needed. 

 Rehabilitation Needs 

    Physical therapy (PT)  
  Occupational therapy (OT)  
  Vocational therapy    

 Based on the history and physical examination, the nurse discovers the 
following data:

    •      Ms. T is wheelchair bound but is able to move about the home.  
   •      Ms. T has poor balance and no protective refl exes and cannot sit or 

stand independently.  
   •      Ms. T has limited use of right hand.  
   •      Ms. T has exaggerated startle refl ex.  
   •      Ms. T has cognitive delay and is at risk for caregiver abuse.  
   •      Ms. T has been receiving assistance with all of her ADL.  
   •      Ms. T denies pain but occasionally has headaches.  
   •      Ms. T has no history of depression but is often saddened by her 

inability to do things that other people do.        
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    CRITICAL THINKING 

    1.      What is the priority for care for Ms. T?  
  Answer:  The priority is safety. Maintaining a safe environment is 
complex in this case, because the patient appears to be capable of caring 
for herself and her cognitive delays are not readily ascertained. She also 
fabricates stories, which makes it diffi cult to discern real from imagined 
experiences. This makes her especially vulnerable to people who take 
advantage of individuals with limited intellectual capacity. Ms. T ’ s 
parents need to be cautioned about screening companions and home 
health aides (HHAs) as well as being vigilant for indications that their 
daughter is being manipulated. 

 All rooms in the house have been adapted for safety and accessibil-
ity, but there are still some areas of concern such as ungated stairways. 
Also, there is no way for the patient to get out of the house from the 
second fl oor in case of fi re or intrusion. A medical alert system might 
be useful. The physical therapist (PT) and the occupational therapist 
(OT) will make recommendations regarding keeping the home unclut-
tered, installing grab bars in the shower, installing smoke and carbon 
monoxide detectors, and insuring that the patient can reach the phone 
and the light switches in each room.  

  2.      What will the OT do when she/he arrives at the home?  
  Answer:  The OT will do an ADL assessment to determine ways to 
promote independence and make recommendations regarding adap-
tive equipment. The OT will also assess upper - extremity and hand 
strength and teach Ms. T exercises to maintain function. Although Ms. 
T is very good with the computer, she only uses one hand; therefore, 
sending emails is very time consuming for her. The OT is able to obtain 
computer adaptations that will help Ms. T work more effi ciently, as 
well as prepare her for opportunities to work from home.  

  3.      What is the role of the medical social worker (MSW) in this case?  
  Answer:  The MSW evaluates the needs and fi nancial resources of the 
patient to determine eligibility for state and federal support. Ms. T 
currently receives full Social Security benefi ts due to her disability. She 
also has a Medicaid number; but since he is covered on her parents ’  
insurance, she can only use her Medicaid monies for services not oth-
erwise covered. The MSW ascertains that Ms. T is eligible for a Medicaid 
supported HHA and provides a list of approved home health care 
agencies in the area. The HHA will visit Ms. T daily to assist her with 
ADL. The HHA will assist her with grooming and oral care, prepare 
her meals, assist her with toileting, get her in and out of her wheelchair, 
and assist her with her exercises. The HHA will also do Ms. T ’ s per-
sonal laundry, make her bed, and clean her room. Although the home 
health aide hours provided as part of this plan of care are limited, once 
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this episode is resolved, Ms. T is eligible to have a home health aide 
on daily basis by virtue of her disability. The MSW will work with Ms. 
T to fi nd community resources to help her with transportation for shop-
ping and appointments.     

    BACK TO THE CASE 

 The nurse explains to Ms. T and her mother that she can stay at home 
safely if a suitable HHA can be found. The nurse praises Ms. T for her 
desire to be independent and assures her that she can have a helper 
and still maintain privacy and control over her life. The nurse recom-
mends that a  “ lifeline ”  system be established and that local police and 
fi re departments be made aware of Ms. T ’ s disabilities and the exact 
location of her bedroom. This is especially important since evacuation 
in case of a fi re would be impossible without help. The patient reluc-
tantly agrees to try an agency but expresses concern over being either 
hurt or interfered with.    

 Relevant Community Resources 

    Notifi cation of the fi re department and police department that she 
is disabled  

  Transportation for shopping and socialization  
  Therapeutic sports/recreational groups    

 The nurse calls the primary care provider (PCP) and requests an 
order for a drug level for carbemazapine, a PT evaluation and a one 
time visit from a registered dietician to assess, evaluate and provide 
a diet plan to address the hypoglycemia. The physician agrees to 
the plan.  

    CRITICAL THINKING 

    1.      What can the family do to protect the patient from unscrupulous 
caregivers?  
  Answer:  Before allowing any caregiver into the home, the family needs 
to be sure that the agency has been vetted by the county department 
of social services. Additionally, the family should check that the home 
health aide had a criminal background check done by the home care 
agency and was cleared to provide care. Ms. T should be cautioned 
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against discussing fi nances or where money or other assets are kept. 
Money and jewelry should not be left in the open. Duplicates of home 
and car keys should be stored safely. Ms. T should also be encouraged 
to report any rough or inappropriate physical contact or inability to get 
help when summoned. Having friends and neighbors call or stop by 
periodically is also helpful.  

  2.      Why did the nurse decide to involve a dietitian?  
  Answer:  The patient is undernourished and frail in appearance. Her 
estimated weight is 70 – 75 pounds. The patient states she eats a lot, but 
her parents report that she does not eat breakfast and eats very small 
portions at lunch and dinner. She likes crunchy snacks before bedtime. 
Her personal refrigerator is stocked with simple sugar sources, which 
will only exacerbate hypoglycemia. A dietitian will be able to assess 
Ms. T ’ s caloric needs and work with her to develop a diet plan 
that contains nutrient - dense foods and snacks to address the 
hypoglycemia.  

  3.      What can the nurse do to promote a high quality of life for Ms. T?  
 According to the Canadian Health Model (1998), quality of life is the 
ability to enjoy the self defi ned important aspects of one ’ s life. The 
nurse promotes this quality of life by fi rst determining what it is that 
matters to Ms. T and then helping her attain that. For example, if 
walking is not something that Ms. T feels is important to the quality of 
her life, the nurse should not focus on walking no matter how strongly 
the nurse believes it will make a difference in Ms. T ’ s life. 

 In this case, Ms. T values her independence and her ability to spend 
time with her friends. Therefore, her quality of life will be enhanced if 
the nurse can put together a team that will increase Ms. T ’ s ability to 
carry out her ADL independently and manage her toileting needs and 
her blood sugar when out in the community.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge 
defi cit 
regarding 
hypoglycemia  

  Patient and family 
will verbalize 
understanding of 
factors 
contributing to 
hypoglycemia and 
dietary patterns to 
correct it.  

  Teach patient and 
parents about the 
importance of 
eating protein or 
complex 
carbohydrates 
every 2 hours.  

  Patient will stock 
personal refrigerator 
with boiled eggs, 
cheese sticks, or 
peanut butter 
snacks.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Self - care defi cit    Patient will be able 
to dress upper 
body and perform 
grooming without 
assistance.  

  Purchase clothing 
that is easy to 
pull on over the 
head, with easy 
fasteners. 

 Teach patient to 
use assistive 
devices to 
retrieve clothing. 

 Purchase adapted 
toothbrush for 
easy grip and 
angle that 
supports hand 
motion.  

  Patient performs 
morning and 
bedtime grooming 
with minimal 
assistance. 

 Patient puts on shirts 
and tops with 
minimal assistance 
and minimal 
frustration.  

  Weakness in 
extremities  

  Patient will have 
increased strength 
in all extremities 
within 2 months.  

  Teach patient 
strengthening 
exercises. 

 Encourage 
ambulation.  

  Patient is able to 
participate more in 
self - care related to 
increased strength. 

 Patient is able to stand 
and ambulate from 
bathroom to bed 
without 
fasiculations or 
fatigue.  

  Diminished 
quality of life 
related to 
lack of 
independence  

  Patient will express 
satisfaction with 
home care 
arrangements and 
ability to socialize.  

  Be sure that patient 
is allowed ample 
time alone for 
privacy needs 
and is given time 
to carry out ADL 
independently.  

  Patient reports that 
caregivers provide 
privacy, assist the 
patient as 
requested, and 
respect her need for 
independence.  

  Risk for injury    Patient will not 
incur any injury.  

  Home health aide 
will be present 
when parents are 
at work. 

 Caregiver will be 
alert to changes 
in condition 
consistent with 
low blood sugar 
or seizure 
activity.  

  Patient will not 
experience 
blackouts or 
fainting spells.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Social isolation    Patient will 
verbalize 
satisfaction with 
social 
relationships 
within 3 months.  

  Improve patient ’ s 
strength and 
mobility. 

 Obtain adaptive 
devices and 
equipment that 
will enable 
patient to 
participate in 
activities outside 
of the home.  

  Patient is able to meet 
friends at the 
shopping mall.  
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  Case 8.3    Osteomyelitis, Decubitus 
Ulcer, and Paraplegia  

  By Linda     Royer  ,   PhD, RN       

     This case illustrates the complexities of spinal cord injury (SCI) and its 
consequences to young adults, as well as the many - faceted aspects of 
service required of the home health agency to improve and maintain 
function and productivity in the patient. 

 Mr. Q is a 29 - year - old Caucasian male living alone in a 6 - story apart-
ment building in a medium - size city. He is divorced and has an 11 - year -
 old son; custody of the child is shared with his ex - wife. Relations 
between the parents are cordial but distant. The patient graduated from 
college and established his own computer programming and web man-
agement business, which he operates from his apartment. He is covered 
by his company ’ s insurance plan. His SCI was a result of a fall of 30 
feet while mountain climbing at age 18 years. He sustained injury at 
the C - 7 junction and is paralyzed in the lower extremities and unable 
to voluntarily control elimination functions. He has upper - extremity 
strength for mobility and moderate fi ne muscle control. He uses a 
hand - powered wheelchair, drives his own car modifi ed with hand 
controls, and enjoys activities on his all - terrain vehicles kept at his 
parents ’  farm. He has a history of hospitalizations for recurrent decu-
bitus ulcer breakdowns. 

 Mr. Q has been referred to the home health agency by the medical 
center where he has been treated for the past 7 days for a decubitus 
ulcer over his right ischial tuberosity, this time stage IV with osteomy-
elitis and methicillin resistant  staphylococcus aureus  (MRSA) infection. 
His wound was debrided and oxygenation - driven wound vacuum 
treatment begun as well as an intravenous (IV) antibiotic. (Refer to 
Box  8.3.1 ).  

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.
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    ORDERS FOR HOME CARE 

    Diagnoses :      Recurrent decubitus ulcer, stage IV, with methicillin -
 resistant  staphylococcus aureus  (MRSA); paraplegia due to spinal cord 
injury (SCI) for 11 years  

  Current Medication :      Vancomycin 1230   mg intravenously (IV) every 12 
hours; maintain PICC line  

  RN :      Assess and evaluate. Physician ’ s orders include care of PICC line 
and administration of IV antibiotic, Vancomycin, 1230   mg every 12 
hours, as well as continuance of wound protocol (negative pressure 
wound pump) except for off periods of 4 hours twice per day.        

  Box 8.3.1   CA  -  MRSA  Fact 

     “ In general, CA - MRSA has far less risk of any complications than 
HA - MRSA as long as the patient does well with treatment and does 
not require hospitalization. However, people that do get complica-
tions generally have a chance for a worse outcome, as organ systems 
may be irreversibly damaged. ”  

  Source:  http://www.medicinenet.com/mrsa_infection/article.
htm   

 In Mr. Q ’ s case, pneumonia is a threat. He was hospitalized due 
to his overall condition and defi cits of paraplegia and received 
effective treatment in a timely fashion. He was discharged to restric-
tive activity to his home.  

 Reimbursement Considerations 

 Mr. Q has a reliable insurance plan that has covered him since he 
became emancipated. He states he has good rapport with his agent 
and has been assured he will have coverage for needed home care 
services. 

    THE HOME VISIT 

 The home health nurse is familiar with Mr. Q because he fi rst managed 
his case in the community after the accident. Mr. Q has experienced 2 
other episodes of skin breakdown, but this is the fi rst time the site has 
become seriously infected. It has been disappointing to see him return 
to the hospital repeatedly over these intervening years, because it 
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seems he can never get Mr. Q to take full responsibility for his self -
 management status. That is due partly to several intervening factors: 
his zest for adventuresome activities and his bent for traveling, his 
casual attitude of disregard for self, long hours in his chair working at 
the computer, and an apparent defi cit sense of self - worth. The nurse 
hopes that this time he can make an impact on Mr. Q ’ s spirit and instill 
a more responsible regard for his own safety. Because Mr. Q is now 
battling MRSA, the nurse ’ s concern is heightened regarding successful 
treatment and prevention of further spread of the disease among his 
family, friends, caregivers, and the community.    

 Ethical Considerations 

 Ethical concerns beyond consent for treatment were discussed at 
the beginning of the visit, and the patient signed documents for the 
home health agency and a HIPAA acknowledgement form. Of 
primary importance is the appropriate handling of the knowledge 
that he has been infected with CA - MRSA. On questioning him, he 
states that his friends and family know that he is infected; and they 
were educated in various ways about the importance of limiting 
transmission through wound precautions, handling of linens and 
clothing, and frequent hand washing. 

 Mr. Q has been discharged to his own apartment with the provision 
that a family member visit him twice daily to assist with his wound 
care and activities of daily living (ADL). The other option was for him 
to go to his parent ’ s farm for several weeks until his decubitus healed 
to a stage II status; however, Mr. Q wanted to get back to work in his 
home offi ce as soon as possible to complete jobs for his current custom-
ers. When the nurse arrives at this fi rst visit, he brings a nursing 
student with him and meets Mr. Q ’ s mother, Ann. 

 They fi nd the apartment orderly, clean, and airy. The home care sup-
plier has already delivered equipment and supplies, such as a hazard-
ous waste disposal can with lid, small oxygen tank and wound vacuum 
apparatus, and dressings. The IV administration division of the 
home care agency had just delivered the IV pump and administra-
tion supplies. The pharmacy courier had delivered the antibiotic 
(Vancomycin). 

 Mr. Q is lying on his futon prone and propped with pillows. Rapport 
is reestablished between the nurse and the patient and his mother; the 
nursing student is welcomed. The nurse explains agency policies, some 
of which have changed as a result of new regulations of the Health 
Care Affordability Act; papers are signed and insurance information is 
documented in the agency software on the nurse ’ s laptop. Because this 
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will be a lengthy visit with much ground to cover regarding treatment 
and education, the assessment is begun. 

 In addition to information above about his SCI, Mr. Q ’ s health 
history reveals a normal upbringing in a loving rural family with 3 
other siblings, all of whom are in good health. It is unclear where he 
contracted MRSA, but is suspected that it was community acquired 
(CA - MRSA) due to exposure through a friend whom he often visits 
who had a boil on his leg that he had ignored for some time. 

 The student conducts the assessment under the nurse ’ s supervision 
and with Mr. Q ’ s permission. Before approaching the patient, the nurse 
and the student don gloves. Vital signs are normal; however, they will 
continue to be concerned about Mr. Q ’ s temperature and urge him to 
check it and record it every morning and evening. Heart sounds are 
normal; and his lungs are clear throughout, though respiration excur-
sion is shallow. Pulses in all extremities are evaluated by palpation and 
auscultation and by Doppler on the lower extremities. Inspection of 
Mr. Q ’ s skin for turgor and intactness reveals a dry condition with 
weak turgor, but generally with adequate venous return upon blanch-
ing. Toenails need trimming. Daily emollient treatment to his skin will 
be necessary. There are no signs of scarring or disfi gurement of skin 
tissue on his body, in spite of sensation defi cits. There is a PICC line in 
his left antecubital space with a transparent dressing intact. The site is 
free of redness or streaking. 

 Finally, with aseptic technique, they examine Mr. Q ’ s right ischial 
decubitus ulcer, covered by a fl exible hydrocolloid dressing. Over the 
7 days in the hospital the wound was treated continuously with the 
wound vacuum, absorbing sponges, and periodic normal saline fl ushes. 
The wound bed is bright red, which is a typical result of this organism 
 [3] . Of concern, however, is the exposure of approximately 2   cm of the 
ischial osteum in the bed of the wound and the thick yellow exudate. 
They are happy to see evidence of epithelialization — the forming of 
granulation tissue. The wound is approximately 8   cm. across. While the 
wound is exposed, the wound vacuum apparatus is set up for continu-
ous vacuum. Mr. Q ’ s mother is taught how to operate it. Mr. Q has been 
managing the equipment in the hospital; but, in this case, it is impor-
tant for the caregivers to also be profi cient in its use and importance 
(Refer to Box  8.3.2 ). 

 Box 8.3.2   Negative Pressure Wound Evacuation 

    The wound pump consists of a nonadherent, porous dressing, 
and a drainage tube inserted into a port in the dressing and con-
nected to an electric vacuum pump that supplies negative pres-
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sure to the wound. Some pumps have a sponge - like item that rests 
on the wound, soaks up the exudate, and disperses the pressure 
gradient. Suction levels of  − 125 to  − 150   mmHg are usually applied. 
A clear plastic dressing covers the area. The pump promotes healing 
by: (1) increasing tension on the tissues and thus stimulating mitotic 
cell division, (2) increasing blood fl ow in the local capillary bed, 
and (3) evacuating the exudate so that granulation tissue may form. 

 Because bleeding could occur as a complication, the practitioner 
and the user must be vigilant in observing the site of treatment. It 
is applied intermittently once exudate has reduced to a manageable 
volume. 

  Sources: 
 Institute for Clinical Systems Improvement.  Health Care Protocol: 

Pressure Ulcer Prevention and Treatment Protocol.  (April, 2006). 
 Miller, S., Ortegon, M., and Serena, T. (January, 2006). Negative 

pressure wound therapy: An option for hard - to - heal wounds. 
 Nursing Homes . Retrieved on 8/8/10 from  http://www.
thefreelibrary.com/Negative + pressure + wound + therapy: + an +
 option + for + hard - to - heal + wounds - a0141755736  

 Agency for Health Research and Quality (AHRQ) has published 
technical guidelines for wound care and posted them on their 
website at  http://www.ahrq.gov/clinic/ta/negpresswtd/npwtd
02.htm .   

 Mr. Q persists in an undernourished condition; he is of slight build, 
but about 10 pounds underweight. He lacks enthusiasm for cooking 
and planning meals for himself. He eats out once per day. On his occa-
sional stays at his parents ’  home, his nutritional status improves for 
awhile because of his mother ’ s attention and good cooking. He also 
eats well when he visits his buddies (Refer to Box  8.3.3 ). 

 Box 8.3.3   Specifi c Nutritional Needs 

       For wound healing: Foods high in protein and antioxidants to aid 
in the production and work of neutrophils, lymphocytes, mac-
rophages, and fi broblasts.  

  Protein:  ½  the patient ’ s weight in grams. (Patient weighs 110 
pounds; therefore, 55 grams.)  

  Carbohydrates (with limited added sugars) and fats (unsaturated 
and not trans fat)  

  Vitamin C: At least 60   mg per day  
  Zinc: 12 – 15   mg per day  

(Continued)
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 Mr. Q must be proactive about his fl uid intake, as evidenced by his 
dry skin condition. Examination of his urine in the temporary external 
collection device reveals an amber color. He states he does self -
 catheterization approximately 3 times per day and has had few bladder 
infections. With adequate hydration, he should be doing self -
 catheterization every 6 hours. He states he has moderately soft bowel 
movements stimulated, of course, with a daily suppository. This isn ’ t 
always the case, the nurse remembers; so he notes that bowel manage-
ment will need to be monitored. 

 Developmental considerations of the client/patient:

    •      College graduate, divorced father, businessman  
   •      Question of unresolved adaptation to physical state; neglects physi-

cal needs; takes risks  
   •      Has good support from and camaraderie with friends  
   •      Lacks long - term intimate relationship of a caring companion  
   •      Is teachable, but has a short social attention span  
   •      Has a diffi cult time sitting still for long in a quiet mode and feels 

he has to be on the go most of the time    

 Mr. Q described the following goals:

    •      To reach a state where the infection is arrested so that he can 
welcome his son back into his home and spend time in activities 
with him. (Mr. Q ’ s fi rst wife was pregnant with their son at the time 
of the accident. She insisted on marrying him during his rehabilita-
tion; but they divorced amicably when the son was 4 - years - old. She 
is now remarried and has shared custody of the child.)  

   •      To minimize time - consuming procedures that rob him of time to do 
his work and visit with friends  

   •      To get stronger, feel better, and improve his appetite  
   •      To gain more independence (He admits that this is wishful think-

ing, given his disability.)  
   •      To avoid future hospitalizations    

 The nurse and the student consider the following factors:

    •      The patient must be educated and supervised in self - administration 
of IV Vancomycin 1230   mg every 12 hours.  

   •      The patient will need twice daily oral temperature.  

  Typical daily food components: Grains — 7 ounces.; Vegetables — 
3 cups; Fruits — 2 cups; Milk — 3 cups; Meat and/or beans 
(legumes) — 6 ounces; 6 tsp. oil (olive) per day  

  Water: 2 quarts per day    

  Sources:  www.mypyramid.gov ;  http://fnic.nal.usda.gov ; 
 http://www.realage.com/eat - smart/food - and - nutrition/    
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   •      The PICC line for the IV antibiotic must be monitored and 
maintained.  

   •      Wound protocol that began in the hospital must be continued and 
consist of continuous wound evacuation by negative pressure 
equipment and intermittent Mepilex dressing when off the machine. 
A consult with a wound care specialist would be helpful.  

   •      The nurse will need to examine and monitor other at - risk sites for 
tissue breakdown and teach methods to prevent same.  

   •      The nurse should monitor nutritional status and educate the patient 
about healthy meals that he can prepare at home; he can supple-
ment with Ensure until he reaches normal weight.  

   •      The nurse should monitor the patient ’ s self - catheterization and 
bowel evacuation technique and monitor hygiene practices.  

   •      The nurse should provide wound culture, when ordered.  
   •      The nurse should obtain albumin levels, when ordered.  
   •      The nurse should request physical and occupational therapy assess-

ment and instruction in self - care activities and self - care manage-
ment in the home to accommodate his work and mobility needs.  

   •      The nurse should support and affi rm the patient ’ s positive health 
behaviors and offer sensitive, caring instruction or resources for 
improvements. The nurse should facilitate development of self -
 esteem in the spirit of better self - management and reduction in 
health care costs.    

 The nurse, assisted by the student nurse, continues education as they 
assist Mr. Q and his mother in setting up the wound vacuum equip-
ment. They strategize about the best confi guration of furniture for 
access to items Mr. Q will need for work and for self - care while using 
the machine. It is suggested that they obtain a drinking water dispens-
ing bottle and a small refrigerator on a cabinet that could be positioned 
within reach of his treatment station so that he can take in the increased 
fl uids he needs and select healthy snacks periodically through the day 
without interrupting wound suctioning. 

 The patient and his mother have already fi gured out how he could 
work at his computer while propped on his side or lying prone. They 
confi gured his bed in the living room near his offi ce setting and placed 
the wheelchair, comfort chair, refrigerator, water bottle space, and 
bureau around his bed. His entertainment center is nearby and can be 
operated remotely. The hardest job will be for Mr. Q to remain in that 
confi nement for long periods of time in spite of the conveniences. 

 The home visit is planned for a time near the time of the next dose 
of IV antibiotic, so toward the end of the visit, the home health team 
demonstrates a  “ dry run ”  for Mr. Q and his mother to review them on 
the procedure, then observes their performance. They are satisfi ed with 
the technique. Obviously, they had been through something like this 
before.     
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    CRITICAL THINKING 

    1.      How intensive should the nursing visits be?  
  Answer:  

   a.     Professional nurse home visits 3 days per week for 2 weeks; then, 
if progress is noted, reduce to twice weekly until IV antibiotic is 
discontinued.  

  b.     The visiting nurse is to incorporate all items documented above 
under Orders.  

  c.     Because of the complex characteristics of this case, employ a 
holistic approach to care that particularly identifi es mental health 
status concerns, such as signs of depression.    

  2.      Who else should join the care team and why?  
   a.     Obtain a physician ’ s order for physical therapy (PT) to assess for 

strength - building needs and physical adaptations not already 
adopted.  

  b.     Obtain a physician ’ s order for occupational therapy (OT) to assess 
for adaptation needs in self - care management in the context of 
his neurologic defi cit.  

  c.     Obtain an order for the wound care specialist on staff to assess 
the wound and evaluate the protocol being used in the home 
setting         

 Neal Theory Implications 

 Stage 3: The professional in this stage collaborates with other dis-
ciplines both within and outside of home care and is autonomous 
with the clinical aspects of the case and the logistical aspects of 
working with the agency. 

 Stage 2: The professional in this stage may not feel comfortable 
collaborating with the physician regarding orders for other disci-
plines, case managing, or working within the patient ’ s environ-
ment to manage care. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. 

 Rehabilitation Needs 

    Physical therapy  
  Occupational therapy    
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  3.      What should be the educational components of each home visit?  
  Answer:  At each visit, continue education regarding disease transmis-
sion prevention techniques, nutritional needs and meal planning, 
hydration, and skin care. Now that the student nurse is familiar with 
Mr. Q ’ s needs, she has offered to prepare a healthy meals demonstra-
tion event for him for her next visit.  

  4.      What other nursing considerations should be addressed?  
  Answer:  Other areas of body at risk for pressure sores — Braden ’ s Scale; 
sexual concerns and emotional attachments; pain sensation.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge defi cit 
regarding 
disease, its 
communicability, 
and the healing 
process  

  At each visit, 
identify 
opportunities to 
teach hygiene, 
bacterial 
transfer 
precautions, 
observation 
skills for 
changes in 
wound status.  

  Provide Internet 
sources of 
descriptive and 
illustrative 
information. 

 Observe for interest 
and preventative 
behaviors. 

 Take daily oral 
temperature and 
record it.  

  Patient and caregiver 
will reach 
satisfactory 
understanding 
of this disease and 
its prevention and 
need to maintain 
integrity of body 
tissues. 

 He will report 
twice daily 
normal 
temperatures.  

  Attitude weakness 
toward 
disability, 
risk - taking, 
self - esteem, 
self - preservation  

  Patient will 
express through 
verbal and 
nonverbal cues 
of openness to 
discussion 
about attitudes 
toward his 
disability and 
adaptation to 
life as he can 
live it safely.  

  Allow time for 
refl ective 
conversation at 
each visit. 

 Support and 
affi rm his 
positive health 
behaviors; offer 
sensitive, caring 
instruction or 
resources for 
improvements. 

 Facilitate 
development 
of self - esteem in 
the spirit of 
better self -
 management and 
reduction in 
health care costs.  

  Patient will assume 
responsible and 
cautious concern for 
safe mobility, health 
maintenance, and 
hopeful attitude.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge defi cit 
and behavior 
toward 
nutritional needs  

  Patient will 
establish a 
regular, 
nutritious meal 
plan that he 
follows.  

  Nurse will instruct 
in a healthy diet 
and in foods 
necessary for 
wound healing 
and necessary 
weight gain and 
strength -
 building, 
providing 
Internet 
resources for 
learning.  

  Patient will 
demonstrate regular 
pattern of nutritious 
meals and interest 
in personal health.  

  Altered mobility: 
changes in 
self - care 
management of 
ADL  

  Patient will learn 
new safe 
methods of self -
 care and 
mobility in the 
home and in 
motorized 
vehicles by 1 
month.  

  Examine and 
monitor other 
at - risk sites for 
tissue 
breakdown; 
teach methods 
to prevent 
same. 

 PT will assess and 
improve patient ’ s 
strength and 
mobility assets 
and provide 
guidance in 
appropriate 
exercises and 
equipment 

 OT will assess 
patient ’ s ability 
to conduct ADL 
and instruct in 
improved 
adaptations 
for meal 
preparation, 
housekeeping, 
and offi ce work. 

 Nurse will monitor 
bowel and 
bladder 
maintenance care 
procedures and 
care of 
equipment.  

  Patient will adopt safe 
mobility practices 
and demonstrate 
improved strength 
and more effi cient 
methods of 
performing ADL.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Wound treatment 
complexities  

  Patient and his 
caregivers will 
follow 
protocols as 
ordered for 
wound care.  

  Instruct in and 
monitor 
performance of 
vacuum wound 
suction pump 
according to 
intermittent 
schedule per 
physician and 
wound specialist 
orders. 

 Obtain wound 
cultures and 
albumin levels 
when ordered.  

  Patient ’ s decubitus 
wound will reach 
proliferation phase 
of integrity with 
remodeling 
beginning.  

  Knowledge and 
skill defi cit in IV 
therapy  

  Patient and 
caregiver will 
perform 
antibiotic 
administration 
satisfactorily in 
technique and 
scheduling.  

  Nurse to educate 
and supervise 
patient in 
self -
 administration of 
IV Vancomycin 
1230   mg every 12 
hours and in 
precautionary 
care of PICC line 
site. 

 Nurse will attend 
to IV site care 
and line integrity.  

  There will be no 
secondary insults to 
vascular integrity at 
IV site. 

 Medication will be 
delivered as 
ordered. 

 MRSA will be 
eliminated and no 
colonization (nares) 
will be noted in 2 
months.  

  Social isolation    Patient will 
adhere to 
prescribed 
restriction to 
home and 
utilize available 
telephonic 
devices to 
socialize with 
friends. 

 Family visitation 
will be 
restricted to 
caregivers until 
wound cultures 
negative.  

  Through visits of 
team, provide 
social stimulation 
and emphasize 
patient goals.  

  Patient, friends, and 
family will adhere 
to isolation protocol.  
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  Case 9.1    Brain Stem Infarct  
  By Shelia     Spurlock - White  ,   MSN, RN       

     This case study illustrates how the home health nurse coordinates 
care for a very complex case, in which a sudden illness presents 
signifi cant changes to a patient ’ s life. The patient is a 45 - year - old 
female who suffered a brain stem infarct from taking birth control pills. 
She had a previous history of hypertension that was controlled by 
medication. She was diagnosed with hemiplegia as a result of the 
stroke, acute respiratory distress syndrome (ARDS),  Clostridium diffi cile  
(C - Diff) and hypertension. She was transferred from acute care hospi-
talization to acute care rehabilitation, and now to home. The patient 
lives with a paid caregiver and has one brother, who is her executor 
and power of attorney. He is very anxious and overwhelmed about 
having to care for her; he feels he has his own family to care for. Her 
brother believes it would be better to have her go to a nursing home 
to receive care. The patient does not want to go to a nursing home and 
believes she is able to remain in her home. Coordinating supportive 
care and providing rehabilitation services to improve the patient ’ s 
ability to remain safe in her home are the primary foci of the home 
health team.  

     ORDERS FOR HOME CARE 

    Patient: 45 - year - old female  
  Diagnoses: Status post brain stem infarct, hemiplegia, obesity, 

hypertension  

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
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  Current medications: 
    •      Plavix 75   mg by mouth once a day  
   •      Lipitor 40   mg by mouth each p.m.  
   •      Norvasc 10   mg by mouth once a day  
   •      Lisinopril 20   mg by mouth once a day  
   •      Flagyl 500   mg by mouth twice a day    ×    10 days  
   •      Tylenol 650   mg by mouth every 6 hours as needed for pain    

  Relevant past medical history: Hypertension  
  RN: Assess, evaluate, and develop a plan of care.  
  PT: Assess and evaluate.        

 Reimbursement Considerations 

 The patient has private insurance coverage for 25 visits. She is too 
young to be eligible for Medicare, but she can petition for a Medicaid 
waiver for a home health aide. The medical social worker will 
explore options. 

     THE HOME VISIT 

 The nurse called to schedule a visit to see the patient, and the caregiver 
who answered the phone advised her to contact the patient ’ s brother. 
The nurse contacts the patient ’ s brother to set up a time when he can 
be present to assess the patient ’ s needs and discuss a plan of care. He 
states that he is very busy and does not have a lot of time for this, but 
he reluctantly agrees to meet on a specifi ed date and time. 

 The patient lives in a ground fl oor apartment with easy access to the 
parking area. The building is in need of some cosmetic repairs but 
appears to be structurally sound. As the nurse enters the patient ’ s 
home, she sees that living areas are in disarray. There is too much fur-
niture, including a large china cabinet. A side table and desk are pushed 
up against one wall in the living room, which does not leave adequate 
walking space. The carpet is worn, the walls are dirty, and there are 
clothes in bags on the fl oor. In the bathroom, she sees stool smeared 
over the toilet seat, used toilet tissue on the fl oor, and litter boxes in 
the corner. The nurse notes that there are no grab bars or any other 
adaptive equipment in the bathroom. 

 The patient, Ms. B, enters the living room area, trying to navigate 
herself to a chair for the meeting. She is wearing knee - high TED hose 
and a brace on her left leg. Neither the brother nor the caregiver move 
to assist her to a chair, and she almost falls trying to sit down. The nurse 
asks the brother and Ms. B if it is okay for the caregiver to remain in 
the room while they discuss the home care services that are available 
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and the plan of care possibilities. Since the caregiver lives in Monday 
to Friday, they consent to the caregiver being included in the conversa-
tion. Ms. B tries to answer most of the questions, but her brother often 
provides an answer before she can complete her sentences. This action 
frustrates Ms. B who tries to get up quickly, as though she will leave 
the room. She forgets her quad cane and almost falls. Her brother 
states,  “ She keeps on falling because she forgets to take her cane with 
her. ”  Her caregiver, Ms. Jones, shouts,  “ Watch where you ’ re going 
before you fall again! ”  The nurse asks Ms. B to stay and allow her to 
do a brief exam. She moves closer to the patient and begins a general 
assessment. 

 Ms. B is cooperative with the nurse and allows her to continue the 
assessment. Her speech is slightly slurred, but understandable; pupils 
are sluggish, equal, and react to light. She appears to pool saliva in her 
mouth, frequently drooling. Her brother hands her a napkin from 
across the table, but she has diffi culty grasping it because she cannot 
clearly see it. She states that her vision is very blurred, even with her 
glasses. She states she has not been eating well, fi nding it diffi cult to 
swallow, and feeling like she will choke with certain foods. Her 
abdomen is soft, nondistended with hyperactive bowel sounds; last 
bowel movement was today and remains loose and watery. She is uri-
nating within normal limits. The nurse fi nds Ms. B ’ s BP to be elevated 
160/90. Her lungs are clear, heart rate reveals regular rate and rhythm, 
and she denies pain. Ms. B states her left arm and leg feel numb and 
heavy  “ like they are asleep ”  and at times she feels like she will lose her 
balance. Her skin is intact, but there are several ecchymotic areas on 
her forearms and lower leg. When asked about her recent falls, Ms. B 
states that she didn ’ t hurt herself and cannot recall the number of times 
she ’ s fallen. 

 The caregiver is asked to provide the medicine that she administers 
to the patient daily. Ms. Jones obtains the medication from the other 
room and reviews the pills and the time of day she gives them to the 
patient. Ms. Jones is correct on the frequency and times of administra-
tion, but does not know what each drug is taken for. The nurse provides 
a quick review of the medications to the three, with a detailed medica-
tion management session to follow. 

 When the exam is completed, the nurse explains to the patient, her 
brother, and the caregiver the services that are available, the frequency 
of her visits each week, and what to expect from each member of the 
care team. They discuss the goals to be reached and the approximate 
time it will take to reach those goals. The current goals for Ms. B 
are to:

    •      Maintain a safe environment — fall precautions.  
   •      Manage medication and administration.  
   •      Prevent aspiration.  
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   •      Encourage effective communication among patient, brother, and 
caregiver.  

   •      Incorporate community resources to assist in regaining the 
maximum independence possible for the patient.  

   •      Practice infection control and the need to prevent spread of C - diff.       

 Relevant Community Resources 

    Notifi cation of the fi re department and police department that she 
is disabled  

  Transportation for shopping and socialization  
  Respite care  
  Housekeeping services  
  Church outreach groups    

 Based on the data collected from the history and physical, and the 
patient assessment, the nurse discovers the following data:

    •      Ms. B has diffi culty swallowing food; she is at great risk for 
aspiration.  

   •      Ms. B is forgetful and impulsive and has impaired decision making 
ability. She was observed getting up quickly and making attempts 
to walk without the use of her quad cane, making her a high risk 
for falls.  

   •      Ms. B has evidence of falls, exhibited by the bruising on her skin; 
she is also on Plavix which can cause bruising.  

   •      Ms. B has a caregiver who requires further instruction on medica-
tion administration.  

   •      Ms. B has diffi culty seeing, in spite of having new glasses, placing 
her at risk for falls.  

   •      Ms. B continues with loose stool as evidenced by the smearing of 
BM in the bathroom.  

   •      The brother and caregiver must hire someone to clean the home or 
clean the patient ’ s home themselves to eliminate clutter, remove cat 
litter boxes from the bathroom, and improve sanitation as needed 
to keep patient safe at home.  

   •      Ms. B has elevated BP today. The caregiver should take BP daily 
and keep a log of the readings so that the doctor will have data to 
support a possible change in medication, if needed.  

   •      The brother should contact the rental offi ce and make arrangements 
for having grab bars installed throughout the apartment to assist 
in prevention of falls  

   •      The caregiver requires nutritional education to make low calorie, 
low sodium foods for Ms. B to assist in weight loss and hyperten-
sion control  
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   •      Both the brother and the patient will meet with the medical social 
worker to learn of available community resources and support 
groups which may help in adapting to the change in the patient as 
a result of her illness       

 Neal Theory Implications 

 Stage 3: The RN in this case has several years of experience as a 
home health nurse. She is operating autonomously as she is able to 
assess the needs of Ms. B and her brother at the initial visit, and 
she formulates a plan of care that includes a multidisciplinary team. 
The nurse is able to foresee the possible fi nancial impact of this 
sudden illness on the patient and her family and includes all essen-
tial team members, so that both current and future needs are 
addressed. She explains to the family the limitation of payment 
under the terms of Ms. B ’ s health insurance policy and offers infor-
mation about alternative forms of payment that she may be eligible 
for in the future, such as charity visits and benefi ts provided by the 
Medicaid waiver program. She speaks with the physician at the 
initial visit to alert him of the abnormal BP reading and obtains an 
order to cover the treatment team she knows is necessary for the 
rehabilitation of this patient. From the onset of the opening of this 
case, the nurse ’ s primary foci included coordinating supportive 
care and providing rehabilitation services to improve the patient ’ s 
ability to remain safe in her home. 

 Stage 2: The nurse at this stage will assess the patient ’ s needs 
during the initial visit. She will tell the family of the plan of care 
for the patient, but would rely more on physical therapy, occupa-
tional therapy, and speech therapy to lead the care of this patient 
since many of her needs require physical rehabilitation. A nurse at 
this stage may go into the home and develop a plan of care that 
meets the immediate needs of the patient, such as medication man-
agement and patient teaching in a few visits, and discharge the 
patient from nursing services, leaving the rehabilitation team 
members to manage the remainder of her care. The nurse may not 
focus on the social or long term needs of this patient, which will 
continue to exist after home care services have ended. 

 Stage 1: The nurse at Stage 1 will assess the patient ’ s needs and 
open the case including the rehabilitation team members and social 
services. She may have diffi culty addressing some of the family 
needs, primarily focusing on the immediate needs of the patient. 
For example, the nurse clearly sees the clutter that creates an 

(Continued)
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 Rehabilitation Needs 

    Physical therapy  
  Occupational therapy  
  Vocational rehab  
  Speech therapy  
  Dietician    

environment that places the patient at an increased risk for fall, but 
may not feel comfortable directly stating to the patient ’ s brother 
and caregiver the need for the clutter to be removed from the home. 
The patient ’ s brother appears angry that his sister ’ s illness will 
affect his life and would rather have her placed in a nursing home. 
The nurse at this stage may not be able to relieve the brother ’ s 
concerns due to a lack of knowledge of potential resources which 
may assist the family with keeping the patient at home, where the 
patient would like to remain. It is essential that both patient and 
family have their needs met and that they believe the team will 
assist them in the patient ’ s care. At stage 1, this can be a great chal-
lenge to the nurse, as a result her inexperience. She may and should 
solicit help from her clinical supervisor to properly navigate the 
care this patient requires. 

 The nurse explains to Ms. B and her brother that although Ms. B may 
not recover 100%, she can improve with further rehabilitation services. 
The rehabilitation team that includes the nurse, physical therapist 
(PT), occupational therapist (OT), speech therapist (ST), dietician, and 
medical social worker (MSW), will collaborate and provide an interdis-
ciplinary approach to Ms. B ’ s care to enhance her quality of life. These 
services will include teaching, medication management, muscle 
strengthening, and gait training. The team will also provide adaptive 
equipment that will aid in the accommodations necessary to promote 
independence and to enhance the quality of life for Ms. B.     

     CRITICAL THINKING 

    1.      How will the members of the interdisciplinary team communicate 
with one another?  
  Answer:  Team members will communicate by phone and computer-
ized charting which allows for all to view the assessment and treatment 
provided. There is also a monthly case conference meeting where they 
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will all meet by phone with the patient and her brother to assess prog-
ress, and what, if any, issues remain.  

  2.      What is the priority for care for Ms. B?  
  Answer:  Safety is the priority. Ms. B has many safety issues. The team 
will make recommendations regarding clearing the clutter in the home, 
removing the cat litter from the bathroom area, the installation of grab 
bars, and any other necessary equipment to accommodate the needs of 
the patient.  

  3.      What will the speech therapist do at the visit?  
  Answer:  Ms. B has symptoms of altered smell and taste, decreased gag 
and swallowing refl exes, and weakness in her tongue as a result of the 
stroke. She also exhibits signs of impaired judgment and decision 
making, which are signs that her cognitive ability has been compro-
mised. The speech therapist can assess and determine a plan of treat-
ment which may lessen those defi cits.  

  4.      What will the physical therapist do at the visit?  
  Answer:  Ms. B has balance problems and left - sided weakness which 
increase her chances for falling. Physical therapy will perform various 
exercises with her to improve her balance and coordination, as well as 
to improve her strength. Some of the exercises will be prescribed for 
her to do when the therapist is not present, so the caretaker will be 
instructed on how to make certain Ms. B is doing the exercises correctly. 
Physical therapy will also make recommendations as to alternate 
equipment that may enhance safety in the home, such as a higher toilet, 
grab bars, and a shower seat.  

  5.      What will the occupational therapist do at the visit?  
  Answer:  The occupational therapist will assess and prescribe exercises 
and adaptive equipment which will aid in Ms. B ’ s ability to assist in 
her own care. The occupational therapist will teach her how to wash 
and dress herself and possibly teach her other activities of daily living 
that she may be able to perform.     

     BACK TO THE CASE    

 Cultural Competence 

 Ms. B is a single African American woman, who relies solely on the 
support of her brother. Her brother is overwhelmed by the possibil-
ity of having to care for her, as well as his own family, and feels 
that she would be better off in a nursing home where other people 

(Continued)
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 The nurse addresses the fi nancial expenses that can accompany the 
recovery of this illness. She explains that the medical social worker will 
address costs not covered by insurance and will help to locate alternate 
funding sources available to assist in her care. The brother seems to 
relax slightly when hearing that there may be sources to help him 
fi nancially with the care of his sister, as well as services that may con-
tinue after the home care team has discharged the patient. The nurse 
explains that her anticipated length of treatment would be about 4 
weeks, unless a skilled need continues to exist. She also explains that 
the physical, speech, and occupational therapists; the dietition; and the 
medical social worker will assess and provide him with each of their 
schedules and anticipated lengths of treatment. The physician is called 
to confi rm the orders, is provided with the elevated BP value today, 
and is alerted to the start of care.  

     CRITICAL THINKING 

    1.      How does the team achieve its outcomes within the fi nancial con-
straints of the family?  
  Answer:  The patient currently has a commercial insurance policy 
from her previous employer, which has limited benefi ts for home 
care services. She is allowed 25 home care visits per calendar year. 
The team needs to be aware of the limited number of visits, and 
make certain visits do not exceed that number. The team will try to 
provide the maximum interventions during a visit, as well as provide 
the patient and caregiver with home exercises to practice on days that 
the therapist cannot visit. The dietician and medical social worker 
services are covered for 1 visit by each profession. It is very diffi cult to 
do all of the assessment and teaching in one session. Additional ses-
sions may be approved by requesting authorization through the insur-
ance carrier. It may also be possible to assess charitable funds from the 

can take care of her. He believes the nursing home can do a better 
job than he can, because he cannot imagine having to provide 
personal care for his sister. It is essential that the team communi-
cates with him to acknowledge his feelings, that they assure him 
they will work to help get her community resources to help with 
her care, and that they communicate that there is a possibility 
that some of her current level of functioning will improve with 
rehab. 
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organization to pay for additional services not covered by the insur-
ance carrier. 

 The patient is paying the caregiver out of her income because per-
sonal care services are not covered under her insurance plan. She cur-
rently receives income from her short term disability at 65% of her 
salary; after 90 days, her long term disability policy should continue to 
provide her with income for an additional 180 days. The medical social 
worker will work with the patient to fi nd alternative funds for medical 
care needed once her benefi ts have been exhausted. She may possibly 
qualify for Medicaid at that time, which would provide personal care 
assistance for a specifi ed number of hours.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge defi cit 
regarding 
disease process  

  Patient and 
family will 
verbalize an 
understanding 
of the disease 
process and 
potential for 
rehab within 4 
weeks.  

  Teach patient about 
symptoms 
resulting from the 
disease. 

 Teach patient and 
caregiver about 
meds. 

 Teach patient and 
caregiver about 
signs and 
symptoms to 
report to MD.  

  Patient and family 
verbalize 
understanding and 
caregiver is able to 
show log with vital 
signs. 

 Caregiver can provide 
a brief description 
of medication 
actions.  

  Altered mobility 
related to left 
side hemiplegia  

  Patient will have 
increased 
mobility and 
improved 
recognition of 
left side in 6 
weeks.  

  PT and OT provide 
strengthening and 
gait training 
exercises. 

 ST provides 
cognitive training.  

  Patient is able to walk 
with improved 
steady gait. 

 Patient recalls to use 
quad cane when 
ambulating.  

  Risk for 
aspiration 
related to 
weakness in 
tongue and 
decreased gag 
and swallowing 
refl exes  

  Patient will have 
improved 
tongue control 
and stronger 
gag refl ex in 6 
weeks.  

  ST will provide 
exercises to 
improve motor 
control of tongue 
and swallowing.  

  Patient is able to 
swallow without 
gagging. 

 Patient has proper 
food consistency, 
allowing her to 
chew and eat 
without gagging.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Risk for falls 
related to 
impaired vision 
and balance  

  Patient will have 
improved 
balance within 
6 weeks.  

  PT/OT will provide 
strength training 
exercises to 
improve balance. 

 Patient will have 
eyes examined 
and a change in 
lens within 4 
weeks. 

 Remove clutter to 
allow for safe 
ambulation.  

  Patient will have 
improved vision 
with aid of new 
glasses. 

 Patient will have 
fewer falls than in 
prior 6 weeks.  

  Ineffective coping 
of family 
system  

  Patient ’ s brother 
will assist as 
he can and 
exhibit 
improved 
coping skills 
as it relates to 
care of his 
sister.  

  Community 
resources and 
support will be 
provided. 

 Patient and brother 
will attend a 
support group.  

  Patient and family 
will use the 
resources provided.  

  Inability to 
perform ADL/
IADL 
independently  

  Patient will 
manage ADL ’ s 
with 
minimum 
assistance in 
90 days.  

  OT will assess and 
provide necessary 
equipment to aid 
in the 
independence of 
the patient.  

  Patient continues to 
reside in her home 
with the assistance 
of caregiver.  

  Potential for 
social isolation  

  Patient will 
verbalize 
satisfaction 
with attending 
adult day care 
in 90 days.  

  PT/OT will provide 
patient with 
exercise to 
increase strength 
and mobility and 
with adaptive 
devices as needed 
to enhance 
independence.  

  Patient has improved 
strength and 
mobility and is able 
to be more 
independent with 
her care. 

 Patient is enjoying the 
adult day care 
center 2 days a 
week.  
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  Case 9.2    Multiple Sclerosis  
  By Leslie     Neal - Boylan  ,   PhD, RN, CRRN, APRN - BC, FNP       

     This case study illustrates how the home health nurse works with the 
patient and family to reach mutually agreeable goals. The patient has 
had relapsing - remitting multiple sclerosis for 6 years and had been 
living independently. She recently had an exacerbation of her symp-
toms, and she has not regained her former abilities or her energy level. 
The patient ’ s entire life has been changed by the exacerbation of symp-
toms. She had been a successful, independent, single professional 
woman and is now confronted with the limitations of her disease and 
its symptoms as well as by her parents ’  desire to manage her care. The 
use of the interdisciplinary team and excellent communication among 
its members are keys to the management of this case.  

     ORDERS FOR HOME CARE 

    Patient: 34 - year - old African American  
  Diagnosis: Multiple sclerosis  
  Current medications: 

    •      Lisinopril 10   mg once a day  
   •      Betaseron 250   mcg 4 times once a day every other day  
   •      Copaxone 20   mg SC once a day    

  Relevant past medical history: Hypertension controlled with 
medication.  

  RN: Assess and evaluate.  
  PT: Assess and evaluate.        

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.
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     THE HOME VISIT 

 The nurse is the fi rst to enter the home, which is a fi rst fl oor apartment. 
The home is clean, uncluttered, and well organized. An older woman 
whom the nurse presumes is not the patient greets the nurse warmly. A 
man of about the same age as this woman is standing by the door and 
says hello to the nurse. The nurse presumes that these are the patient ’ s 
parents. After introductions are shared, the nurse asks to see the patient. 
The patient ’ s parents inform the nurse that Ms. S is in the bedroom in 
bed. As it is 2 o ’ clock in the afternoon, the nurse is dismayed to fi nd Ms. 
S in bed. The nurse introduces herself to the patient, pulls up a chair 
alongside the bed, and begins to do the admission assessment. 

 Ms. S is pleasant and cooperative during the lengthy history taking 
and discussion. As the nurse asks the necessary questions, she notes 
that the patient ’ s wheelchair is sitting in the far corner of the room. The 
bed is a standard double bed, and the dresser is at the far corner oppo-
site the corner in which the wheelchair is sitting. Additionally, both 
parents are in the room during the history portion of the assessment 
and frequently answer questions for the patient. 

 The nurse looks in the bathroom and the kitchen, including the 
cabinets and the refrigerator, to assess safety and the accessibility to 
the toilet and tub/shower and to nutritious food in the kitchen. No 
accommodations have been made to increase accessibility in any part 
of the apartment. The nurse asks whether the patient is aware of the 
adaptations that are available and whether she has considered them. 
Ms. S ’ s mother answers:  “ No. We were waiting until you came. ”  There 
is nutritious food in the refrigerator and in the cupboards; and on 
seeing the nurse examine these areas, the patient ’ s mother reveals,  “ We 
arrived last week and we have been doing all of the shopping and 
taking care of her and the apartment. ”     

 Cultural Competence 

 Ms. S is African American. Her parents clearly feel strongly about 
supporting her and caring for her. The team will need to praise 
them for this behavior and encourage their support but teach them 
that maximal self - care is important for Ms. S ’ s quality of life. 

 Relevant Community Resources 

    Housekeeping services  
  Notifi cation of the fi re department and police department that she 

is disabled    
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 The nurse continues to gather data and discovers that the patient is 
knowledgeable about her medications and that her mother prepares 
them and administers them to Ms. S. Also, Ms. S ’ s mother and father 
prepare her meals and bring them to her in bed or in the wheelchair. 

 When the nurse has fi nished gathering the data, she asks the parents 
to leave the room so she can examine Ms. S. Once the parents have left, 
the nurse asks Ms. S what her goals are for her care. She mentions the 
following goals:

    •      To live independently again  
   •      To have her parents move out of her house  
   •      To resume her work in some form  
   •      To be able to meet her friends at the shopping mall for a day out       

 Rehabilitation Needs 

    Physical therapy  
  Occupational therapy  
  Potential for needing speech therapy in the future    

 Based on the history and physical examination, the nurse discovers the 
following data:

    •      Ms. S has profound fatigue, but is able to get 5 – 6 hours of uninter-
rupted sleep most nights.  

   •      Ms. S has dysesthetic pain in the lower extremities.  
   •      Ms. S has mild upper extremity weakness.  
   •      Ms. S has profound lower extremity weakness.  
   •      Ms. S does not know how to transfer to the wheelchair by herself.  
   •      Ms. S has been receiving assistance with all of her activities of daily 

living (ADL).  
   •      Ms. S has neurogenic bladder dysfunction.  
   •      Ms. S is continent of bowel.  
   •      Ms. S cannot ambulate.  
   •      Ms. S has no current infection or spasticity.  
   •      Ms. S has no diffi culties with speech or swallowing.  
   •      Ms. S is not currently sexually active.  
   •      Ms. S has no history of depression but is saddened by her current 

situation.        

 Neal Theory Implications 

 Stage 3: The professional in this stage collaborates with other dis-
ciplines both within and outside of home care and is autonomous 
with the clinical aspects of the case and the logistical aspects of 
working with the agency. 

(Continued)
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 Stage 2: The professional in this stage may not feel comfortable 
collaborating with the physician regarding orders for other disci-
plines, case managing, or working within the patient ’ s environ-
ment to manage care. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. 

     CRITICAL THINKING 

    1.      What is the priority for care for Ms. S?  
  Answer:  The priority of care must always be safety. The nurse and the 
physical therapist will make recommendations regarding keeping the 
home uncluttered, installing grab bars in the shower, installing smoke 
and carbon monoxide detectors, and ensuring that the patient can 
reach the phone and the light switches in each room.  

  2.      What will the physical therapist (PT) do when he arrives at the 
home?  
  Answer:  The PT will do a PT assessment to determine Ms. S ’ s needs 
and goals for therapy. The PT will also assess the home environment 
for safety and accessibility. Additionally, the PT will begin to teach Ms. 
S exercises to help strengthen her upper and lower extremities. Both 
the nurse and the PT will work on teaching the patient to transfer to 
and from the wheelchair properly. The PT will recommend adaptations 
to the environment to promote safety and accessibility and will examine 
the wheelchair for its appropriateness to Ms. S. The PT may recom-
mend a particular wheelchair or a type of wheelchair cushion and a 
change to a hospital bed to prevent pressure ulcers and to allow Ms. S 
more control. Both the nurse and the PT will explain that an elevated 
toilet seat or a 3 - in - 1 commode can assist Ms. S to toilet herself.  

  3.      Is there anyone else who should be called into this case?  
  Answer:  Yes. The nurse should call the physician for orders for an 
occupational therapist (OT), a home health aide (HHA), and a medical 
social worker (MSW).  

  4.      What will each of these disciplines do?  
  Answer:  The OT will reinforce the teaching and interventions of the 
nurse and the PT as they will for the OT ’ s recommendations. 
Additionally, the OT will teach Ms. S upper extremity strengthening 
exercises and work with her to regain her independence. The OT will 
introduce assistive devices such as adaptive eating utensils, a reacher, 
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and a long - handled shoe horn to enable Ms. S to be more independent 
with ADL. Along with the other health disciplines in the case, the OT 
will teach Ms. S how to cook her own meals and adapt her home to 
suit her needs. The OT will work with Ms. S toward her goal of resum-
ing her work which was in an offi ce in a nearby city. The OT might 
help Ms. S see if she could work from home or only part time in the 
offi ce and may be able to obtain computer adaptations that will help 
Ms. S do her work. 

 Initially, the HHA will visit Ms. S daily to help her bathe, dress, and 
get into her wheelchair. The HHA will also prepare one quick meal and 
put one load of laundry in the washing machine. The HHA will make 
Ms. S ’ s bed for her and tidy her apartment. However, the HHA will 
not do comprehensive house cleaning or meal preparation. 

 The MSW will work with Ms. S to fi nd community resources to help 
her so that her parents do not have to live with her. The MSW will work 
with the patient to fi nd resources that fi t her ability to pay and will also 
work with the OT to help Ms. S return to work.     

     BACK TO THE CASE 

 The nurse explains to Ms. S that she can be independent of her parents 
with some outside help. The patient is thrilled and motivated to work 
toward her goals. When the nurse informs the patient ’ s parents of this 
and that they will not be needed as live - ins in the home much longer, 
the parents are unexpectedly angry. The nurse is taken aback by their 
response. She assures them that the home care team will assist Ms. S 
to learn what she needs to learn to manage independently and that she 
will have resources from the community to supplement what she does 
herself. The nurse also explains that while the parents remain in the 
home, they can best help Ms. S by allowing her to perform as much of 
her own care as she can. The patient reassures her parents that she still 
loves and need them but that she wants to live like an adult again. 

 The nurse calls the primary care provider (PCP) and requests medi-
cation to assist with the bladder dysfunction, dysesthetic pain, and 

 Reimbursement Considerations 

 The patient is too young to be eligible for Medicare and has had 
too much income to qualify for Medicaid. However, she may even-
tually qualify for Medicaid. Her private insurance will cover a 
certain number of visits and some equipment. The nurse, as case 
manager on this case, will need to negotiate with the insurance case 
manager for visits beyond those originally allowed. 
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fatigue. The nurse also requests an order for intermittent self -
 catheterization and explains that she plans to teach the patient self - care. 
The physician agrees to the plan and orders Ditropan, Phenytoin, and 
Prozac.     

     CRITICAL THINKING 

    1.      How will the members of the interdisciplinary team communicate 
with one another?  
  Answer:  Team members will communicate by phone and arrange to 
hold a monthly case conference that includes the patient by phone or 
in person.  

  2.      What will happen after each discipline makes its initial visit?  
  Answer:  Each team member will reinforce what the other members are 
teaching the patient and family. Each will work from a discipline -
 specifi c care plan and also from the interdisciplinary care plan.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge 
defi cit 
regarding 
disease 
process  

  Patient and family 
will verbalize 
understanding of 
recent changes in 
patient ’ s condition 
within 1 week. 

 Patient and family 
will demonstrate 
understanding of 
disease process 
within 3 weeks.  

  Teach patient and 
parents about 
remissions and 
relapses of MS. 

 Teach patient about 
new medications. 

 Teach patient and 
parents the 
importance of 
self - care 
management.  

  Patient will 
participate more 
fully in self - care 
management. 

 Parents will only 
assist patient 
when she needs 
help from another 
person.  

  Pain in lower 
extremities  

  Patient will have 
reduced pain in 
lower extremities 
within 2 weeks.  

  Contact PCP 
regarding a 
prescription. 

 Teach alternative 
pain management 
strategies.  

  Patient states pain 
is a 2 – 3/10.  

  Weakness in 
upper and 
lower 
extremities  

  Patient will have 
increased strength 
in all extremities 
within 2 months.  

  Contact PCP 
regarding 
prescription for 
SSRI. 

 Teach patient 
strengthening 
exercises.  

  Patient is able to 
participate more 
in self - care 
related to 
increased 
strength.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Fatigue    Patient will have 
strategies to 
manage fatigue 
within 1 month.  

  Teach patient about 
sleep hygiene. 

 Teach patient to 
alternate rest with 
activity.  

  Patient is sleeping 
better and fatigue 
is interfering less 
with quality of 
life.  

  Neurogenic 
incontinence  

  Patient will have 
control of bladder 
management 
within 1 month.  

  Contact PCP and 
recommend 
evaluation of 
bladder 
dysfunction and 
request 
prescription for 
antispasmodic. 

 Teach patient to 
self - catheterize. 

 Teach patient timed 
voiding.  

  Patient is able to 
perform self -
 catherization as 
needed and has 
no urinary tract 
infections.  

  Ineffective 
coping of 
family system  

  Patient and family 
are able to cope 
with sequelae of 
disease process 
within 3 months.  

  Provide information 
about community 
resources, support 
groups, and 
services. 

 MSW to provide 
counseling for 
patient and family.  

  Patient and family 
have resources 
for emotional 
support and use 
them effectively.  

  Altered mobility    Patient will have 
increased mobility 
of upper and 
lower extremities 
within 3 months.  

  Physical and 
occupational 
therapy for 
strengthening and 
mobility.  

  Patient is able to 
transfer properly, 
has no pressure 
ulcers, and is able 
to manage ADL 
independently.  

  Inability to 
perform 
ADL/IADL 
independently  

  Patient will manage 
ADL 
independently in 
3 months. 

 Patient will have 
help with IADL as 
needed in 1 
month.  

  Team members teach 
patient adaptive 
techniques for 
performing 
activities. 

 Obtain assistive 
devices and 
adaptive 
equipment for 
patient.  

  Patient is able to 
remain in her 
home with some 
support of 
outside 
assistance.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Social isolation    Patient will 
verbalize 
satisfaction with 
social 
relationships 
within 3 months.  

  Improve patient ’ s 
strength and 
mobility. 

 Obtain adaptive 
devices and 
equipment that 
will enable patient 
to participate in 
activities outside 
of the home.  

  Patient has returned 
to work. 

 Patient is able to 
meet friends at 
the shopping 
mall.  
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  Case 10.1    Antepartum Care  
  By Ruth     Smillie  ,   RN, MSN       

     This case study demonstrates the ongoing coordination of the many 
health care needs of the pregnant woman with hyperemesis gravi-
darum. Ms. F is a 26 - year - old woman experiencing her fi rst pregnancy. 
She is 12 weeks pregnant and was discharged yesterday from the hos-
pital. She has been diagnosed with hyperemesis gravidarum. During 
her hospital stay, she received antiemetics, fl uids, and a peripherally 
inserted central catheter (PICC) line for continued intravenous fl uids 
at home. The visiting nurse will be vital in helping Ms. F through the 
diffi cult weeks ahead.     

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

 Cultural Competence 

 Mr. and Ms. F ’ s family is originally from India. They may have 
different cultural needs and expectations. Understanding the Indian 
and Hindu culture may help the nurse to be a more effective teacher. 
In this instance, the nurse should discuss with the family if they 
have any special cultural needs. Making assumptions on general-
izations could be hurtful. Cultural knowledge, including that most 
Hindus are vegetarian, helps to direct the nurse to appropriate 
assessments. They may have different medical beliefs including the 
use of different herbs or traditional medicines that should be 
explored with them as well. Discussing roles and expectations on 
an individual basis is the best assessment for any family. 
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     ORDERS FOR HOME CARE 

    Patient: 26 - year - old G1P0 woman  
  Diagnosis: 12 weeks pregnant with hyperemesis  
  Current medications: 

    •      Ondansetron 4   mg IVP every 6 hours as needed  
   •      Lactated Ringer ’ s with multivitamins with thiamine added 1 

liter per day by PICC. Infuse each morning over 4 hours.    
  Relevant past medical history: Ms. F has had nausea and vomiting for 

the last 8 weeks and has been hospitalized 2 times for dehydration. 
She states that she vomits approximately 15 times a day and can no 
longer work as a bank manager. Prior to this pregnancy, Ms. F ’ s 
medical history was unremarkable.  

  RN: Assess hydration and nutrition. Assess home environment. Assist 
with infusion; teach patient self - infusion and PICC care. Evaluate 
PICC site and dressing. Change dressing weekly. Evaluate mood. 
The patient needs to record daily weights and test urine for ketones 
daily.     

     THE HOME VISIT 

 The nurse climbs the metal stairs to the top fl oor where Ms. F ’ s apart-
ment is. She notes the increasing warmth as she moves upward. Ms. 
F ’ s husband, dressed in a pressed white shirt and slacks, greets the 
nurse at the door. Inside the apartment it is very warm. Ms. F is lying 
on the couch in blue silk pajamas in the tidy living room with an indus-
trial sized bucket next to her. She leans forward to greet the nurse and 
fi nds herself retching instead. She is visibly pregnant. Ms. F and her 
husband are from India. He is an engineer, and she is a bank manager. 
They speak excellent English with slight accents. 

 The infusion company dropped off the PICC supplies yesterday 
afternoon after Ms. F ’ s discharge from the hospital. The nurse begins 
her assessment of Ms. F by asking her some questions. Ms. F explains 
to the nurse that she has not been able to work for nearly 3 months 
now because of the constant vomiting. She has been hospitalized twice 
with dehydration and is hoping this PICC line and treatment will help 
her feel better. Ms. F ’ s husband wants to know what he can do to help, 
stating that he feels helpless and responsible since they planned this 
pregnancy together. Ms. F relates that the loss of her income has stressed 
them both. She states they will be able to manage the rent but living 
expenses will be very diffi cult to fi nance without her income. They 
have many questions regarding the health of the mother and baby. Ms. 
F is unable to maintain the home and has a special aversion to any 
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cooking or food smells. Mr. and Ms. F are practicing Hindus. Mr. F. 
works daily and helps Ms. F with bathing and caring for the home. She 
sometimes feels sad and frustrated but feels confi dent that she will 
manage.    

 Reimbursement Considerations 

 Reimbursement for this visit would be covered by the patient ’ s 
private insurance. In the event that the patient meets the low -
 income guidelines, Medicaid would provide this service. 

 The nurse assesses Ms. F and notes the following data:

    •      Ms. F is oriented and alert.  
   •      Left antecubital double lumen PICC line is clean with clear dressing 

intact. Site is without redness, warmth, or drainage.  
   •      Physical assessment is unremarkable except for the following: 

    �      Gravid uterus  
   �      Dry lips and skin  
   �      Retching and occasionally spitting saliva into bucket    

   •      Ms. F states she has had retching 4 times today and has taken in 
only small amounts of liquid and some rice.  

   •      Orthostatic vital signs show little change from lying to sitting to 
standing.  

   •      Ms. F has voided 3 times today in good amounts, and the urine is 
light yellow in color and negative for ketones.  

   •      Ms. F ’ s weight is unchanged from her discharge weight.  
   •      The nurse fi nds no indication of clinical depression after using a 

depression scale to assess Ms. F ’ s mood.    

 After assessing Ms. F, the nurse asks to view the home. Ms. F and her 
husband live together in a small 2 - bedroom apartment. The living area 
and the kitchen are one large room. There is a single bathroom. The 
apartment is much warmer than outside; there are no fans. The windows 
are screened and open. The apartment is tidy, clean, and sparsely fur-
nished. The extra bedroom is an offi ce with a laptop computer, but 
plans are being made to make it the nursery.    

 Neal Theory Implications 

 Stage 3: The professional nurse at this stage would be able to assess 
the family with confi dence and access resources for them. The pro-
fessional would know what community resources were available 
for assistance with ADL or home care. The professional may be able 

(Continued)
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to locate women who have had a similar experience who may want 
to provide emotional support to the family. This professional would 
clarify the essential goals for this family and help them meet those 
goals. The professional would assess and recognize when the 
patient was not progressing as expected and would act decisively 
to correct the situation. 

 Stage 2: The professional at stage 2 may be able to assess the patient 
and home environment but need assistance to identify resources in 
the community or from other disciplines. This professional would 
recognize changes in the patient ’ s status, but may need assistance 
in what actions are appropriate to take. This professional may not 
be aware of community groups or support that is available. This 
professional would be able to effectively teach the patient aseptic 
technique. 

 Stage 1: The professional at stage 1 may feel overwhelmed and 
uncomfortable in the home environment. The professional may be 
able to accurately assess the patient, but be unsure how to proceed 
after identifying patient needs. This person may have diffi culty 
communicating effectively with the family. 

 The nurse and Mr. and Ms. F discuss their plan for this pregnancy. 
They develop the following goals together:

    •      Ms. F will fi nd foods and fl uids that she can tolerate and that are 
healthful for the growing fetus.  

   •      Ms. F will not lose weight.  
   •      Mr. and Ms. F will access appropriate information regarding hyper-

emesis gravidarum.  
   •      Mr. and Ms. F will recognize the signs of increasing depression and 

report them.  
   •      Ms. F will access the PICC and do daily infusion of fl uids (spike 

bag, prime tubing, set pump, and start infusion aseptically)  
   •      Ms. F will be able to add vitamins to fl uid bag.  
   •      Ms. F will be able to infuse intravenous medications and recognize 

serious side effects of medications.  
   •      Mr. and Ms. F will recognize signs of dehydration and infection.  
   •      Ms. F will receive disability compensation from her work.  
   •      The overheated apartment will be cooled.  
   •      Mr. and Ms. F will begin to prepare for the eventual birth.     
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     CRITICAL THINKING 

    1.      Are there any referrals that are appropriate for Ms. F?  
  Answer:  Yes, a dietician. Ms. F would benefi t from discussing foods 
that she can tolerate and that will provide her with the calories and 
nutrition she needs for pregnancy. The dietician can help her develop 
an eating plan that minimizes her nausea and vomiting and is consider-
ate of her cultural and pregnancy dietary needs. The dietician can 
discuss timing of eating and fl uid intake that may also infl uence the 
nausea and vomiting. A medical social worker (MSW) could assist Ms. 
F with applying for disability from her work. An MSW may be able to 
help her fi nd resources to get fans or air conditioning for the apartment. 
They may also look into helping her fi nd nursery items she may need. 
Physical therapy (PT) may be helpful to maintain muscle strength with 
decreased activity levels.  

  2.      Discuss how the nurse could incorporate respect for this couple ’ s 
culture into her teaching.  
  Answer:  The effectiveness of the nurse and the teaching provided by 
the nurse are infl uenced by the perception of the learners. A nurse does 
not have to have the same beliefs or values, but must show respect and 
openness to others ’  cultural beliefs. Understanding the Indian and 
Hindu cultures may help the nurse to be a more effective teacher. In this 
instance the nurse should discuss with the family if they have any 
special cultural needs. Making assumptions or generalizations could be 
hurtful. Cultural knowledge including that most Hindus are vegetarian 
helps to direct the nurse to appropriate assessments. The nurse should 
not assume that Mr. and Ms. F are strict vegetarians just because they 
are of the Hindu faith; she should instead ask of what their diet consists. 
While paternalism is a part of some Indian families, this American 
couple may have different values. Recognizing and discussing cultural 
infl uences that affect the care of the patient is important and individual-
ized. Understanding an individual ’ s culture begins with an open mind, 
not a stereotype. Therefore, the best way to incorporate respect for their 
culture is to discuss it openly without preconceived judgments.  

  3.      What are the three greatest concerns in caring for Ms. F? Explain 
why and prioritize them?  
  Answer (in prioritized order):  Note that nutrition is not fi rst. While it 
is important, Ms. F and the fetus can live without good nutrition for a 
period of time; but without hydration, both will fail quickly. Ms. F is 
also at higher risk for infection and the sequelae of infection (sepsis, 
fetal loss. etc.), which makes teaching aseptic technique a higher prior-
ity in this instance. 



274  Maternal Health

 Dehydration in pregnancy can cause preterm labor and harm to the 
fetus and the mother. Maintaining hydration is extremely important 
and should be the priority goal for Ms. F. Therefore, teaching her to 
infuse the fl uids, manage the vomiting, and decrease the high indoor 
temperatures becomes a priority. 

 Infection from the PICC line is also a top priority. Infection can also 
be extremely detrimental to Ms. F and the fetus. Therefore, teaching 
Ms. F to use aseptic technique when priming and attaching tubing or 
adding medications to the bag or to the line should be a priority 
as well. 

 Nutrition is important. Proper nutrition is vital for fetal growth and 
development as well as good immune function in Ms. F. Nutrition 
education for Ms. F will help her develop a plan to improve 
nutrition.  

  4.      Ms. F is unable to leave the apartment because of her nausea, 
retching, and vomiting. What sources of support would you recom-
mend for Ms. F?   
   Answer:  The visiting nurse may fi nd that Ms. F needs assistance with 
self -  and home care needs. She may need assistance with her activities 
of daily living (ADL), shopping, and housework; right now, Mr. F. is 
assuming these responsibilities. In the future, if he is unable to do them, 
the nurse may need to help the family fi nd someone to assist them. A 
home health aide may need to be involved, or a willing family or com-
munity member may be able to help. The access to the Internet may 
help Ms. F to connect with women who can help her through this dif-
fi cult time. The website  http://hyperemesis.org  has information and 
links to support groups that may be helpful for Ms. F and her husband. 
Social networking on the computer may be helpful for Ms. F. She may 
fi nd that this is a good way to keep in touch with friends and family 
and will provide support.  

  Seeking support within the extended family or the community to 
help this family prepare for the eventual birth would be helpful. Often, 
extended family or community members can fi nd the resources to 
assist the family with their present needs and prepare the home for the 
eventual birth.       

 Relevant Community Resources 

 Other women who have had hyperemesis with a positive outcome 
 Internet support through:  http://hyperemesis.org  
 Local charity or community group for assistance with house clean-

ing or nursery equipment. 
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  5.      Mr. and Ms. F are concerned about the health of the baby. What 
information would the nurse tell them about the baby ’ s health?  
  Answer:  The growing baby ’ s well - being depends on the severity of the 
condition. Maternal weight loss seems to be an indicator of increasing 
fetal complications. With careful monitoring and treatment, Ms. F 
should be able to have a healthy baby.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Fluid volume 
defi cit 
related to 
frequent 
emesis  

  Patient and 
caregivers will 
immediately 
report changes in 
patient, especially: 
decreased daily 
weight, dizziness 
on rising, 
decreased 
urination or 
concentrated 
urine, ketones in 
urine, increased 
volume and/or 
frequency of 
emesis, confusion, 
or other change in 
mental status.  

  Teach patient and 
caregivers to 
recognize 
symptoms of 
worsening 
dehydration and 
report them to 
the physician or 
call emergency 
medical services 
(EMS). 

 Teach patient to 
test urine for 
ketones daily. 

 The nurse will 
continue to 
evaluate patient 
for dehydration 
on scheduled 
weekly visits.  

  Patient and husband 
verbalize 
understanding of 
reporting changes in 
health status to 
physician and when 
to call EMS. 

 Patient continues to 
have nausea and 
some vomiting but 
shows no signs of 
dehydration. Urine is 
pale yellow, negative 
for ketones and she 
describes adequate 
urine output. 

 Patient will continue to 
monitor daily. The 
nurse will continue to 
monitor on a weekly 
basis.  

  Risk for 
infection 
related to 
PICC line 
and 
intravenous 
fl uid therapy  

  Patient will remain 
infection free. 
Patient and family 
will recognize 
signs of infection 
(temperature over 
100.5, redness, 
purulent drainage 
or swelling at 
insertion site) and 
call the physician 
or EMS if they 
occur.  

  Teach patient and 
husband to 
recognize 
symptoms of 
infection and 
call physician or 
EMS if 
necessary. Nurse 
will continue to 
evaluate for 
infection on 
scheduled 
weekly visits.  

  Patient is free of 
infection after fi rst 
week; continue to 
monitor. 

 Patient and husband 
verbalize good 
understanding of 
signs of infection and 
when to call 
physician or EMS. 
Patient will continue 
to monitor daily. The 
nurse will continue to 
monitor on a weekly 
basis.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Nutrition: 
Altered, less 
than body 
requirements 
related to 
hyperemesis  

  Patient will not lose 
weight. 

 Patient will be able 
to tolerate some 
food and fl uids.  

  If nausea 
diminishes, refer 
patient to 
dietician to help 
with balanced 
diet. 

 Teach patient 
accepted dietary 
changes that 
may help her 
maintain 
nutrition 
such as:

    •      Small frequent 
meals.  

   •      Eat solid foods 
separately from 
liquids.  

   •      Take in fl uids 
between meals.  

   •      Eat simple 
carbohydrates 
that are easier 
to digest like 
rice, crackers, 
toast, pasta.  

   •      Eat dry toast or 
crackers before 
rising in the 
morning.  

   •      Eat proteins 
that are lower 
in fat like beans 
or chicken.     

  Patient continues with 
nausea; vomiting 
diminishing but still 
present. 

 Patient maintains 
weight and makes 
small increases 
weekly.  

Social isolation 
related to 
being 
homebound

Patient will state 
isolation has 
improved within 
next 2 days.

Discuss 
appropriate 
activities to 
decrease 
boredom. 
Patient may 
prefer movies or 
computer games 
as she may feel 
too nauseated 
for anything 
involving 

Patient states she 
prefers to watch 
movies and is 
keeping a list of 
movies she would 
like to see. She 
signed up with a low 
cost movie provider.

Patient has joined 
online hyperemesis 
support group and 
states that she feels 
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   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge 
defi cit 
related to 
care of PICC 
and 
intravenous 
fl uid and 
medication 
therapy  

  Patient and husband 
will demonstrate 
proper techniques 
for assembling 
intravenous 
equipment, giving 
medications and 
fl uids, and PICC 
dressing changes.  

  Teach patient to 
assemble IV 
equipment and 
infuse fl uids 
and 
medications. 

 Teach patient and 
husband to use 
aseptic 
technique:

    •      When giving 
intravenous 
medications and 
fl uids.  

   •      When changing 
or reinforcing 
PICC dressing.     

  Patient and husband 
demonstrate excellent 
aseptic technique 
with IV medications, 
fl uids, and dressing 
changes.  

  Potential for 
injury 
related to 
side effects 
from 
intravenous 
fl uids and 
medications  

  Patient and husband 
will verbalize 
understanding of 
proper medication 
administration 
and potential 
life - threatening 
side effects.  

  Teach patient and 
husband proper 
medication 
administration. 

 Teach patient and 
husband to 
recognize 
potential 
life - threatening 
side effects.  

  Patient shows no signs 
of side effects to 
medications and 
fl uids. 

 Patient and husband 
verbalize 
understanding of 
proper medication 
administration and 
potential life -
 threatening side 
effects.  

increased 
movement.

Help patient use 
computer to 
access support 
groups for 
hyperemesis.

Discuss patient’s 
willingness to 
meet other 
women in the 
community who 
have had 
pregnancies 
with 
hyperemesis.

like she can get 
through this 
pregnancy. Patient 
states she will 
consider meeting 
other women who 
have had 
hyperemesis.

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Potential for 
impaired 
home 
maintenance 
management 
related to 
husband ’ s 
potential 
inability to 
maintain 
home  

  Home will remain 
maintained as 
evidenced by safe 
living conditions. 
Husband will 
have resources to 
help him maintain 
the home if he 
should fi nd it 
overwhelming.  

  Discuss with 
husband to 
identify if home 
maintenance is 
overwhelming. 

 Assess home 
safety with 
weekly visits. 
Identify any 
community 
persons or 
groups that may 
be interested in 
helping. 

 Contact local 
charity to fi nd 
resources for a 
fan or air 
conditioner.  

  Husband continues to 
maintain the home in 
a safe manner. 

 A local charitable 
organization 
provided an air 
conditioner to the 
family. 

 The nurse will continue 
to evaluate weekly.  

  Knowledge 
defi cit related 
to disability 
compensation  

  Patient will receive 
disability benefi ts 
and 
compensation.  

  Social service 
referral called.  

  Social service able to 
assist patient to attain 
disability 
compensation.  

  Potential for 
ineffective 
individual 
coping 
related to 
isolation and 
continued 
illness  

  Patient and husband 
will recognize 
signs of 
ineffective coping 
and identify them 
to the nurse or 
call PCP as 
needed.  

  Discuss signs of 
ineffective 
coping and 
depression as 
found on the 
National 
Institute of 
Mental Health 
website  [6] . 

 Print a copy for 
the patient and 
husband to refer 
to as needed.  

  Patient and husband 
verbalize 
understanding of 
signs of ineffective 
coping and feel she is 
coping well. 

 Patient and husband 
will continue to 
monitor daily. 

 The nurse will monitor 
on a weekly basis.  
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  Case 10.2    Postpartum Care following 
Uncomplicated Delivery  

  By Ruth     Smillie  ,   RN, MSN       

     This case study describes how the nurse develops a plan with the 
family during a brief exposure with minimal intervention. The patient 
is a 17 - year - old gravida 1, para 1 woman who delivered a healthy 
infant girl vaginally at a local hospital. She had an uncomplicated 
delivery with a second - degree perineal tear. She is breast - feeding the 
infant. The option for a nurse to visit in the fi rst days postpartum was 
offered to the woman and agreed to during her hospital stay. The 
patient desired continued support with breast - feeding and general 
support with her new role as a parent. The new mother ’ s desire to 
successfully parent will guide the nurse ’ s assessment and interventions 
in this case study.     
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 Cultural Competence 

 Ms. N is 17; she is a teenager. The developmental needs of the teen 
differ from the more mature mother. She will need support and 
encouragement to parent effectively and to develop adequate self -
 care. She is at higher risk for poor parenting, abuse, and rapid 
subsequent births. The professionals caring for Ms. N should evalu-
ate the special needs of the adolescent when planning care. 
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     ORDERS FOR HOME CARE 

    Patient: 17 - year - old postpartum female  
  Diagnosis: G1P1; 3400   gm, 5 - day - old infant girl born at 39 weeks gesta-

tion; breast - feeding  
  Current medications: 

    •      Prenatal vitamins, once a day  
   •      Docusate 100   mg twice a day  
   •      Ibuprofen 600   mg every 6 hours as needed for pain  
   •      Acetaminophen 1 – 3 regular strength tablets every 4 hours as 

needed for pain    
  Relevant past medical history: Uncomplicated prenatal course, no 

missed visits. Blood type A + . Rubella immune, Group B Strep nega-
tive, no sexually transmitted infections. The mother had the infl u-
enza and H1N1 vaccines during pregnancy. The infant is average for 
gestational age and passed her hearing screen. The bilirubin at dis-
charge was at the low risk level. Breast - feeding was well established 
at discharge with the infant voiding and stooling normally. The fi rst 
physical exam on the infant was within normal limits.  

  RN: Assess breast - feeding and perineal repair; provide parenting 
support. Assess infant weight, vital signs, and voiding and stooling 
patterns.        

 Reimbursement Considerations 

 Reimbursement for this visit would be covered under Medicaid. 
Many areas of the country provide these services without cost 
through grant monies. The infant assessment and the maternal visit 
need to take place on the same date and in the residence of the 
parent. 

     THE HOME VISIT 

 The nurse arrives at the neat 3 - bedroom cape in a tidy residential 
neighborhood on a paved, tree - lined street. Greeting her at the door is 
a woman in her 40s, who warmly ushers her in. The home smells of 
freshly baked cookies and is clean and well kept. The woman intro-
duces herself as Grandma and calls out to Ms. N, the mother of the 
infant, to come and greet the nurse. Ms. N arrives holding the infant; 
both are dressed appropriately. Ms. N smiles at the nurse shyly and 
introduces the baby as Liddy, gently making her wave at the nurse. 
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 Grandma brings cookies and ice tea to the living room where the 
nurse and the new mother have begun to discuss the visit. Grandma 
excuses herself and retires to the kitchen, offering to help if needed. 
Ms. N explains that her own family was not supportive of her preg-
nancy and that she has been living with the father of the baby and his 
parents for the last 6 months. She feels at home here. 

 The nurse assesses the infant, explaining to Ms. N each step as she 
progresses. The infant is dressed in a clean, one - piece pink outfi t with 
a matching hat and booties. She is alert and active. Vital signs (HR: 133, 
RR: 44, Axillary, T: 36.9C) and assessment are normal. The nurse is able 
to answer many of Ms. N ’ s questions concerning normal skin irregu-
larities, like the milia on the baby ’ s nose, as well as pointing out normal 
refl exes that infants have. Ms. N explains that she thinks that the infant 
is afraid of her, as she often seems to jump when she picks her up. She 
is relieved to know that that was the Moro refl ex and that it is normal. 
Ms. N tells the nurse that the baby feeds about 10 times a day. The 
nurse watches as Ms. N breast - feeds the baby; she notes a good latch 
and frequent swallowing. Next, the nurse weighs the infant, noting 
only a 4 percent weight loss from birth. The nurse fi nishes by changing 
the diaper, discussing normal voiding and stooling patterns for infants, 
and fi nding that the baby is voiding at least 6 times a day and often 
has several yellow stools. 

 Ms. N has many questions for the nurse concerning infant care. 
She is worried about breast - feeding and about whether the baby is 
getting enough to eat. She wants to know when the baby will start 
sleeping though the night, how she can get the father of the baby more 
involved in infant care, and when the baby will learn to smile and talk. 
She said she enjoys the baby but sometimes feels very alone and iso-
lated. She states that the grandmother is very supportive and helps her 
care for the infant sometimes. She is happy with her new family and 
wants to be a good mother to this baby. Her boyfriend works construc-
tion, and she is planning to fi nish her last year of high school in 
the fall. 

 After assessing the infant, the nurse asks to view the home. She notes 
a working carbon monoxide detector and fi re alarm. The home is tidy; 
the infant sleeps in a crib next to the parent ’ s double bed. The crib is 
fi lled with stuffed animals and has a bumper around the mattress and 
several blankets in it. There is a mobile hanging above the crib. The 
family cat is sleeping in the crib. Safety covers are already in place over 
the outlets and doorknobs. The baby has a new car seat and stroller. In 
the living room, there is an old, wide, mesh - sided playpen with several 
rips in the mesh and one side broken in the down position. In the 
bathroom the nurse notes the perineal wash bottle and a sitz bath, as 
well as fresh feminine hygiene pads. 

 The nurse takes a few moments to do a physical assessment on Ms. 
N. She notes the following data:
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    •      VS: BP: 122/78, HR: 74, RR: 16, T: 36.8C  
   •      Lochia: Scant rubra, no foul odor or clots  
   •      Fundus: Firm, 3 – 4   cm below umbilicus  
   •      Perineal repair: Clean with no redness, slightly swollen  
   •      No hemorrhoids noted.  
   •      Breasts with everted nipples, slight redness on areola bilaterally, no 

breakdown  
   •      Breasts are fi rm and warm; mother feels  “ stretched. ”   
   •      There are no problems with voiding.  
   •      The mother is stooling normally with return to normal once - a - day 

pattern.  
   •      Breath sounds clear.  
   •      There is some perineal discomfort and occasional cramping abdom-

inal pain, especially with breast - feeding. Ms. N takes Ibuprofen 
once or twice daily, with relief.  

   •      Ms. N is using the perineal wash bottle appropriately.    

 The nurse helps Ms. N to focus on what needs and goals she has now 
that she is a new parent. Ms. N informs the nurse of the following goals:

    •      To be a good parent  
   •      To meet other teens like herself  
   •      To breast - feed without pain  
   •      To be able to go to a movie without the baby  
   •      To get the father more involved in caring for the baby        

 Neal Theory Implications 

 Stage 3: The professional nurse at this stage would be able to assess 
the mother and infant with confi dence and access resources for the 
new parent. The professional would know what community 
resources were available. The professional would be able to fi nd 
parenting groups or classes that would be appropriate for this teen 
mother and utilize other disciplines as needed. The professional 
could identify where to fi nd low cost or free infant equipment if 
needed. This professional would identify safety issues immediately 
and effectively resolve them. 

 Stage 2: The professional at stage 2 may be able to assess the patient 
and home environment, but need assistance to identify resources 
in the community or from other disciplines. This professional 
would identify safety issues, but may need assistance communicat-
ing or resolving them. This professional may not be aware of com-
munity groups or support that is available. This professional would 
be able to effectively teach the patient self - care. 
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     CRITICAL THINKING 

    1.      Identify 2 areas of concern for the mother and the infant.   
   Answer:  
 Mother: 

    •      Pain related to engorgement of breasts  
   •      Pain related to perineal swelling  
   •      Abdominal pain and cramping with breast - feeding  
   •      Skin breakdown and potential interruption of breast - feeding  
   •      Social isolation related to infant care  

 Baby: 

   •      Risk for bodily injury related to old playpen  
   •      Risk for suffocation related to crib with bumpers, stuffed toys, 

and cat    

  2.      Using the voice of the nurse, discuss each of these concerns with 
the mother of the baby. Include suggestions and treatments if needed.  

  Instruct the new mother about breast engorgement.  
  Answer:   “ Your breasts are a little swollen as a result of your milk 
coming in. Inside your breasts are a series of little sacs that fi ll with milk, 
like bunches of grapes. These all connect with tiny ducts to the nipples 
of the breasts and empty when the baby feeds. As your milk increases, 
the blood vessels around the sacs swell; and sometimes there is some 
fl uid around the sacs as well. This is all very normal; and as long as the 
baby continues to feed well, it will decrease in the next few days. Until 
then, the best way to lessen the discomfort is to feed the baby often and 
take the ibuprofen and acetaminophen that is prescribed for you. If you 
fi nd that you are having trouble getting your baby to latch because the 
breast is fi rm and swollen, you should express some milk manually or 
with a pump to  “ soften ”  the breast and then put the baby to the breast. 
Using warm compresses before feeding will help to soften the breast. 
Cold compresses on the breast for a few minutes after the feeding may 
help to lessen swelling. If the baby isn ’ t emptying the breasts with 
feeding, using a breast pump after she feeds will help. ”  

 Stage 1: The professional at stage 1 may feel overwhelmed and 
uncomfortable in the home environment. This professional may be 
able to accurately assess the patients, but be unsure how to proceed 
after identifying patient needs. This person may have diffi culty 
communicating safety issues to the patient. 
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  Instruct the new mother about perineal swelling.  
  Answer:   “ You have a little swelling around the area where the baby 
came out and where you have some stitches. This is normal and should 
get better over the next few days. To keep the area clean, keep using 
the perineal wash bottle that you have here in the bathroom after you 
pee or poop. You can also use the sitz bath fi lled with warm water for 
20 minutes, 3 or 4 times a day. This will help the swelling go down and 
may lessen the pain. It also will help to keep the area clean. Wash your 
hands before and after taking care of this area. Taking ibuprofen or 
acetaminophen as ordered will help to lessen the pain. Remember to 
change your perineal pad several times a day and to avoid tampons, 
douching, and sex until you see your provider next month. ”  

  Instruct the new mother about the care of her breasts.  
  Answer:   “ You are doing a great job breast - feeding, but there is some 
redness around your nipples that we want to make sure gets better so 
you can keep feeding comfortably. You got the baby on the breast well. 
Did you notice how most of the brown part of the breast around the 
nipple, called the areola, was in the baby ’ s mouth? That is really impor-
tant; it is part of a good latch or attachment to the breast that will keep 
the breast from getting sore. You need to wash the nipples with warm 
water only, because soaps can dry out the nipple. You should squeeze 
out a little breast milk after you feed, spreading it on your nipple and 
areola; let that dry. Then you can use a small amount of lanolin cream 
to help prevent soreness. ”  

  Instruct the mother regarding the risk of social isolation.  
  Answer:   “ Taking care of a baby sure does change your social life. You 
are not alone; in our community, there are many women your age who 
have infants. There are several teen - parenting groups that meet locally. 
Let ’ s see which one you might be interested in. I can help you fi nd 
something that fi ts your needs. I think we can fi nd a breast - feeding 
support group just for teens. You can also become a Women, Infants 
and Children (WIC) participant. WIC can help you with nutritional 
foods and may also assist you to rent a breast pump. That may make 
it possible for you to get out for a few hours. ”     

 Relevant Community Resources 

    Teen parenting education groups  
  Breast - feeding group  
  Local charity or community group for assistance with infant 

equipment  
  Local Women, Infants and Children (WIC) Program: Breast pump 

rental and food assistance  
  School - based parenting education    
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  Instruct the new mother about infant safety.  
  Answer:   “ I see that you have an older playpen here in the living room. 
These older playpens are dangerous. The baby could suffocate and die 
in this side that won ’ t go up. The holes in the mesh also may be a 
strangulation problem as the baby gets older. I can help you take it 
down and get rid of it, and then we can call and see if the local thrift 
shop has a safe one. I see that you have many blankets, stuffed animals, 
and the family cat here in the baby ’ s crib. While I know these things 
seem fun and harmless, they can actually hurt your baby. Studies have 
shown that bumpers, blankets, stuffed animals, and other loose objects 
in the crib can cause the baby to suffocate. Sudden Infant Death 
Syndrome (or SIDS) can occur when a baby sleeps with bumpers, loose 
blankets, or stuffed animals. Let me help you take these things out of 
the crib. The best way to keep the baby warm is to dress her in a warm 
sleeper and keep the room at a temperature that is comfortable for you 
and the baby. Keep the baby warm, but do not overheat her. Remember 
to always put her on her back to sleep, never on her side or tummy. 

 Pets should be kept out of the crib as they can make the baby sick. 
The baby doesn ’ t have a strong system to fi ght off germs and diseases 
like you and I do, so it is best to limit her contact with the kitty until 
she is older. ”   

  3.      Which concern has the highest priority?  
  Answer:  Safety is the highest priority. The crib and playpen are unsafe 
and should be addressed immediately.  

  4.      Is jaundice a concern? Which infant assessments are important 
with regard to jaundice?  
  Answer:  Assessment of risk for jaundice is important in all infants. 
Sixty percent of full - term newborns will show some signs of jaundice; 
most require no intervention. Very high levels of unconjugated biliru-
bin can cause illness in the newborn and will need treatment. The visit-
ing nurse has an important role in evaluating jaundice in the newborn. 
In the home setting, evaluating feeding and elimination patterns are 
vital to establishing the risk for complications from jaundice. The infant 
who feeds well and voids and stools frequently will be eliminating 
bilirubin and lowering the risk of jaundice. The best evaluation of 
feeding effectiveness is steady weight gain. Weighing the infant and 
comparing the weight to the infant ’ s birth weight provide important 
information about how the baby is feeding. A loss of more than 7 
percent of the birth weight is concerning and should be reported to the 
health care provider.  

  5.      What resources should the nurse recommend for this family?  
  Answer:  A breast - feeding group or individual consultation with a 
board - certifi ed lactation consultant (IBCLC), parenting classes for 
teens, and infant care classes.        
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 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Risk for injury 
to infant 
related to out -
 of - date 
playpen in 
use in home  

  Patient and family 
will discard it 
immediately.  

  Teach parents and 
grandmother about 
hazards of old baby 
equipment. Assist 
them in discarding 
it. 

 Discuss local thrift 
shops where they 
can obtain safe 
equipment for 
infants.  

  Parents and family 
discard playpen. 

 Local charity 
donated new 
portable crib to 
family.  

  Risk for 
suffocation 
related to 
stuffed 
animals, cat, 
and bumpers 
in crib  

  Patient and family 
will remove 
bumpers and 
stuffed animals 
from crib 
immediately. 

 Cat will never be 
allowed in crib.  

  Teach patient and 
family the risks of 
SIDS related to 
stuffed animals, 
pets, and crib 
bumpers. 

 Assist them to remove 
these items from the 
crib and sleeping 
areas of the infant 
during visit.  

  Crib is free from 
extra plush items 
that can cause 
suffocation. 

 Cat is no longer 
allowed in 
bedroom where 
crib is kept.  

  Risk for altered 
parenting 
related to 
maturity and 
age of parents  

  Parents will provide 
safe and effective 
care for their 
infant in 1 month.  

  Encourage parents to 
seek information 
and educational 
opportunities to 
enhance parenting. 
Recommend local 
teen parenting 
classes.  

  Parents enrolled in 
local teen 
parenting class. 
Mother will be 
attending 
school - based 
parenting class 
in fall.  

  Risk for 
infection and 
interrupted 
breast - feeding 
related to dry, 
cracked 
nipples  

  Patient will continue 
to breast - feed. 
Nipples will be 
healed within 2 
weeks. 

 Breasts will have no 
sign of infection 
(redness, swelling, 
fever, etc.).  

  Contact lactation 
consultant to teach 
patient breast care. 

 Suggest breast - feeding 
teen group for 
ongoing support.  

  Patient still 
breast - feeding 
exclusively at 2 
months. 

 Nipples are well 
healed; breasts 
are without 
infection.  

  Risk for 
infection 
related to 
perineal tear  

  Patient shows no 
signs of infection 
in 6 weeks 

 (fever; foul - smelling 
lochia; increased 
pain, redness, or 
drainage).  

  Reinforce use of 
perineal wash bottle 
and proper hygiene. 

 Teach patient signs of 
infection.  

  Patient remains 
free of infection 
at 6 week 
physician visit.  
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  Patient will express 
pain has 
improved within 
1 week.  

  Reinforce anti -
 infl ammatory 
medication use. 

 Discuss use of sitz 
bath.  

  Swelling is 
diminished, and 
patient is pain 
free.  

  Pain related to 
engorgement  

  Patient will have 
reduced pain 
within 1 week.  

  Discuss treatment 
options and consult 
IBCLC if this 
becomes an ongoing 
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  Swelling is 
diminished, and 
patient is pain 
free.  

  Loss of social 
interaction 
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  Case 10.3    Postpartum Care following 
Complicated Delivery  

  By Ruth     Smillie  ,   RN, MSN       

     This case study describes how the nurse coordinates care and uses 
community resources to support a woman suffering with postpartum 
depression (PPD). The patient is a 28 - year - old, fi rst - time mother. She 
delivered a baby girl vaginally 4 weeks ago without complications. 
Working throughout her pregnancy as a dental hygienist, she planned 
to be a stay - at - home mother after the birth. Postpartum depression was 
an unexpected development that has saddened and confused this 
family. Community and family resources are vital to the success of this 
family.  

     ORDERS FOR HOME CARE 

    Patient: 28 - year - old; gravida 1, para 1; fi rst - time mother. She is an 
Italian - American woman with a 4 - week - old infant.  

  Diagnosis: Postpartum depression  
  Medications: 

    •      Prenatal vitamins once a day while breast - feeding  
   •      Sertraline 50   mg once a day    

  Relevant past medical history: She has no signifi cant past medical 
history. She was discharged from the hospital 2 days after an uncom-
plicated birth. Her husband called her health care provider last week 
to discuss his wife ’ s inability to care for herself and to discuss her 
extreme fatigue. She was seen and started on sertraline. The patient 
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is breast - feeding, and the infant is gaining weight appropriately and 
generally doing well.  

  RN: Follow up for recent identifi cation of depression and medication 
evaluation. Evaluate infant care, weigh infant, and assess breast -
 feeding and maternal attachment.        

 Cultural Competence 

 Ms. A and Mr. A are Italian - American and live in a large city. 
Extended family may play an important role in their lives. It would 
be important for the nurse to explore their cultural expectations and 
needs. Resources should be assessed on an individual basis. The 
community they live in may be part of a large city, yet it may offer 
support and charitable organizations specifi cally focused on this 
smaller geographic area. 

     THE HOME VISIT 

 Small local markets fi lled with hanging cheeses and smoked meats 
dotted the street where the nurse would visit her patient today. It is 
late afternoon when the subway stops only a block from the brown-
stone where Ms. A lives with her husband and new baby girl. The nurse 
presses the bell and identifi es herself, and the door clicks open. The 
nurse enters, and walks up the stairs to the second - fl oor fl at. Ms. A ’ s 
husband greets her warmly, holding a dark - haired baby dressed in a 
tiny, white - eyelet dress with a bow in her hair. He puts the baby down 
and explains that Ms. A is in bed. The nurse moves to the bedroom. 
Ms. A is lying awake. She smells of perspiration, and her hair is knotted 
and disheveled around her face. She is in a stained and torn nightgown. 
She sits up, moving very slowly, greets the nurse while staring at the 
fl oor, and cries softly. 

 Ms. A explains to the nurse in a monotone voice how excited she 
was for this pregnancy and baby, and how guilty and sad she feels 
because she is failing as a mother. Ms. A wonders out loud if she will 
ever be able to be a good enough parent, stating she feels useless. Ms. 
A ’ s husband reassures her that she is going to be a wonderful mother 
as soon as she feels better. The bedroom is cluttered with clothes strewn 
around the fl oor and draped over furniture. The nurse assesses Ms. A 
and discusses her feelings and goals while Ms. A ’ s husband attends to 
the baby in the living room.    
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 The nurse notes the following after assessing Ms. A:

    •      The patient completes the Edinburgh Postnatal Depression Scale 
with a score over 13 (indicating depressive illness).  

   •      She is breast - feeding about every 3 hours 8 – 10 times a day; good 
latch is noted.  

   •      VS: T 36.8C, HR 77, RR 18, BP 116/72.  
   •      She complains of some nipple pain; dry. chapped - appearing nipples 

are noted by the nurse.  
   •      Lochia is described as just some whitish fl ow, no odor.  
   •      The patient doesn ’ t sleep well and is tired all day.    

 The nurse assesses the infant and fi nds the following:

    •      There has been adequate weight gain since delivery.  
   •      The infant is voiding and wets diapers 6 times a day; the infant is 

stooling 3 to 4 times a day.  
   •      Vital signs and examination are within normal limits.  
   •      The infant is clean and appropriately dressed.  
   •      The crib is safe, and the baby is positioned appropriately.       

 Relevant Community Resources 

    Postpartum depression groups  
  Breast - feeding group  
  Baby basics classes for basic infant care  
  Local charity or community group for assistance in the home  
  Other women who have had postpartum depression with a posi-

tive outcome  
  Local family members who are willing to help with infant and 

home care    

 Reimbursement Considerations 

 Reimbursement for this visit would be covered by the patient ’ s 
private insurance. In the event that the patient meets the low -
 income guidelines, Medicaid could provide this service. The MSW 
may need to get involved to help the patient fi nd resources to pay 
for treatments and therapies that may not be covered by insurance 
or Medicaid. 
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 After speaking with Ms. A, the nurse evaluates the rest of the home. 
The living area is tidy, but the kitchen sink is fi lled with dirty dishes. 
The table is covered with mail and newspapers. The bathroom is 
unkempt with towels on the fl oor and dirty diapers fi lling the trash. 
Ms. A tells the nurse that she feels like a failure as a mother and wife. 
She is embarrassed about the state of her home, telling the nurse she 
kept a cleaner house when she worked full time. She really thought 
she would have lots of time to keep up with housework and cooking 
but is fi nding it all overwhelming. She is breast - feeding the baby and 
states,  “ This baby seems to need to eat all the time. I ’ m so tired; I barely 
have a minute of rest or time for myself. ”  Except for breast - feeding, 
Mr. A and his mother have been caring for the infant. Mr. A explains 
that his mother is staying with them while on vacation and must return 
to work. 

 The nurse discusses goals with Ms. A but fi nds that Ms. A has trouble 
focusing and identifying any particular needs.     

 Neal Theory Implications 

 Stage 3: The professional nurse at this stage would recognize imme-
diately that Ms. A needs support in her role as mother. The profes-
sional would know what community resources were available for 
assistance with ADL or home care. The professional would know 
where local support groups are and how to contact them. This 
professional would arrange immediate interventions to insure the 
safety of the mother and infant in this situation. The professional 
would assess and recognize when the patient was not making 
improvement in her depression, and would coordinate with other 
providers to effect change. 

 Stage 2: The professional would know which community resources 
were available for assistance with ADL or home care. The profes-
sional may be able to locate women who have had a similar experi-
ence and may want to provide emotional support to Ms. A or the 
family. This professional would clarify the essential goals for this 
family and help them meet them. The professional would assess 
and recognize when the patient was not progressing as expected 
and would act decisively to correct the situation. 

 Stage 1: The professional at stage 1 may feel overwhelmed by the 
emotions and the needs of this family. The professional may be able 
to accurately assess the patient but may underestimate the serious-
ness of the situation. This person may have diffi culty discussing 
the situation therapeutically with the family. 
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     CRITICAL THINKING 

    1.      From the description of Ms. A, what indicators indicate that she 
is suffering from postpartum depression?  
  Answer:  Ms. A exhibits the following signs of depression: 

    •      Disheveled appearance  
   •      Sleeping in the middle of the day  
   •      Not getting dressed  
   •      Poor hygiene  
   •      Fatigue  
   •      Poor sleeping at night  
   •      Not making eye contact with the nurse  
   •      Lethargic movement  
   •      Crying  
   •      Monotone voice  
   •      Feelings of worthlessness  
   •      Inability to focus   

 Her score on the depression scale simply reinforces what the nurse 
would have deduced through her assessment of Ms. A. It also provides 
a baseline assessment to evaluate progress in the future  [1] .  

  2.      How does postpartum depression affect the mother - baby relation-
ship? Identify the clues that Ms. A and her infant may have an attach-
ment problem.  
  Answer:  Postpartum depression can interfere with the maternal - infant 
attachment process. This can cause long - lasting problems for the infant. 
Infant learning, social development, and emotional maturity are gained 
through interactions with people who care for them. A mother with 
postpartum depression may not be able to respond to the infant ’ s needs, 
and that may have a negative impact on development. The nurse should 
assess the maternal - infant attachment by looking for how the mother 
interacts and cares for the infant. The following observations may indi-
cate that there is an attachment problem for Ms. A and the infant. 

    •      Ms. A is not caring for the infant except to breast - feed her.  
   •      Ms. A describes herself as a poor mother.  
   •      Ms. A is not caring for herself.  
   •      Ms. A does not handle the infant during the visit.    

  3.      In Ms. A ’ s case, what safety concerns should take priority?  
  Answer:  The nurse would be most concerned that Ms. A not do harm 
to herself or the baby. Postpartum depression can lead to suicide or 
infanticide.  

  4.      What resources would the nurse recommend for Ms. A?  
  Answer:  Ms. A is unable to care for herself or the infant appropriately 
at this time and will need a great deal of support until she can assume 
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these responsibilities. The nurse should work with Mr. and Ms. A to 
look into who can assist her. Perhaps during the day, a family member 
or a home health aide can assist Ms. A in self - , infant, and home care. 
If they can afford to hire someone as a caregiver, that would be appro-
priate as well. It would be inappropriate to leave Ms. A alone at this 
time. The nurse can also advise the following: 

    •      Individual and group counseling for treatment of postpartum 
depression. The nurse will be able to recommend to Ms. A where 
she can get the help she needs to begin to get treatment.  

   •      Crisis phone numbers that Ms. A can call for support or if she 
feels like she is going to harm herself or the infant.  

   •      A medical social worker (MSW) evaluation can assist with 
fi nding resources to help care for the infant while Ms. A recovers. 
Social work may also be involved to fi nd resources to pay for 
therapies and treatments that are not covered under insurance 
or Medicaid.  

   •      Local charitable organizations may be able to assist in caring for 
the home and helping with grocery shopping, cooking, and 
errands if needed.  

   •      A lactation consultant who may be able to assist Ms. A to better 
care for her breasts, to be sure that the baby continues to latch 
well and to decrease the nipple pain.          

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Risk for 
violence 
directed at 
self or infant  

  Patient and 
infant will 
remain safe. 

 Family will 
recognize 
behaviors that 
may indicate 
worsening 
depressive 
illness. 

 Patient will get 
support for 
her 
postpartum 
depression.  

  Inform family 
members of risk for 
suicide and assist 
them to recognize 
behaviors that may 
indicate worsening 
depressive illness. 

 Identify and help 
patient get to 
support groups and 
individual therapy 
for postpartum 
depression (MSW 
may assist here). 

 Monitor effectiveness 
of medication and 
contact provider 
with follow - up 
information so 
medications may be 
adjusted as needed.  

  Patient attending 
weekly postpartum 
depression group 
and twice weekly 
individual therapy 
with MSW. 

 Family can identify 
behaviors to watch 
for that may 
indicate worsening 
illness or impending 
suicide. 

 Patient and infant 
remain safe.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Altered health 
maintenance 
related to 
postpartum 
depression  

  Home support 
will assist 
patient with 
ADL until she 
can manage 
them herself. 

 Patient will 
manage ADL 
within 1 
month.  

  Provide information 
about support 
groups. Notify 
physician for 
medication 
followup. 

 MSW to assist with 
locating charitable 
organization or 
family that can 
assist with ADL 
now.  

  Home health aide 
assisting with ADL 
during the day. 

 Sisters of patient take 
turns assisting 
patient each 
evening with ADL. 

 Patient manages own 
ADL after 4 weeks.  

  Altered 
parenting 
related to 
postpartum 
depression  

  Parenting 
assistance 
until patient 
able to 
manage infant 
care 
independently. 

 Patient will 
manage infant 
care 
independently 
within 1 
month. 

 Infant will be 
safe in care of 
mother.  

  Provide information 
about support 
groups. Assess 
support systems of 
family and 
community to help 
with infant care. 

 Assist with fi nding 
baby care classes.  

  Home health aide 
assigned to family 
immediately. 

 Patient attending 
infant care classes 
and slowly 
assuming more and 
more care of the 
infant after 1 
month.  

  Impaired 
home 
maintenance 
related to 
postpartum 
depression  

  Home care 
assistance will 
be provided 
until patient 
can maintain 
safe home 
environment 
independently.  

  Provide information 
regarding 
community support. 

 Assess support 
systems of family 
and community to 
assist with home 
maintenance.  

  Home health aide 
assists with home 
care. At 1 month, 
patient beginning to 
assume more care 
of the home. 

 Safety maintained.  

  Pain related to 
nipple 
condition.  

  Patient will 
experience no 
further pain 
with breast -
 feeding in 
next 2 weeks.  

  Provide information 
on breast care. Refer 
patient to a lactation 
consultant. Refer 
patient to breast -
 feeding support 
group.  

  Breasts and nipples 
without redness or 
chafi ng. 

 Patient feeding 
without pain at 2 
weeks.  
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  Case 11.1    Premature Infant with 
Apnea and Refl ux  

  By Teresa     LaMonica  ,   PhD, MSN, RN, CPNP       

     This case study illustrates some of the more common concerns of a 
family with a premature infant and how the home health nurse guides 
the family in the infant ’ s care and family adjustment. Angela, a 34 - week -
 gestational infant was discharged after a 2 - week stay in the neonatal 
intensive care unit (NICU) at a large community hospital. There were 
problems during the antepartum period. The infant required resuscita-
tion at birth, with Apgar scores of 1/2 initially. Later concerns were 
apnea, bradycardia, and gastrointestinal refl ux. She was discharged 
home on an apnea monitor with refl ux, feeding problems, colic, and 
some hypotonia. The patient ’ s mother was found to have a bacterial 
infection while in the hospital ( Clostridium diffi cle ) and had hyperten-
sion. These may have been in place before birth and may have contrib-
uted to early delivery. The mother was at risk for postpartum depression 
and needed guidance with nursing/pumping. 

 The home care nurse meets with the family shortly after the infant ’ s 
discharge from the hospital, then weekly for the fi rst 2 weeks at home, 
at 2 months of age, and again at 4 months of age. The nurse has the 
following concerns regarding the infant and family: Prematurity, apnea, 
gastrointestinal refl ux and feeding, insuffi cient communication and 
parent teaching in the postpartum period and parenting adjustment. 

 This is the fi rst baby for this professional couple: Mother 34 (gravida 
1, para 1) and father 36. Prenatal care was regular at a health mainte-
nance organization (HMO), with no problems until the last trimester 
at 32 weeks, when the obstetrician noticed that the mother ’ s weight 
was not increasing enough and a sonogram showed the baby ’ s weight 
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slightly below what should be expected for growth. The obstetrician 
advised followup in 2 weeks for another sonogram, at which time the 
mother did not feel fetal movement and was rushed into the HMO. A 
challenge test was done, and the mother was admitted to the hospital 
with a diagnosis of intrauterine growth retardation and decreased fetal 
movement. After close monitoring and a trial of intravenous Pitocin to 
stimulate labor, dangerous dips in the fetal heartbeat followed (decel-
erations); and an emergency Cesarean section was warranted. 

 The infant had to be resuscitated at birth, with Apgar scores of 1/2. 
Weight was 4 pounds 2 ounces. The infant was admitted to the NICU 
on a respirator with apnea monitors. The infant did well in the NICU 
and was extubated on the second day, eventually taking nasogastric 
breast - feeds in small amounts, but having frequent apnea and brady-
cardia periods. Cranial bleeds were ruled out (sometimes seen with this 
age of prematurity); but the infant had signifi cant refl ux. 

 The mother had further hypertensive episodes postpartum and had 
to stay in the hospital for several days. Unfortunately, there was poor 
communication between the postpartum fl oor and the NICU. The 
mother received little assistance with pumping, and she was not kept 
informed on the baby ’ s progress, nor encouraged to visit those fi rst few 
days. On day 3 of her pumping, despite the nurses on the fl oor saying 
that they would get the milk down to the nursery, the mother found 
out that it had never been delivered and that the baby was receiving 
formula instead. 

 Once home, the parents visited at intervals during day and evening; 
sometimes with paternal grandparents. The maternal grandmother 
lived in Bolivia and arrived the second week. The father had to return 
to work a few days after the birth, and the mother often had diffi culty 
getting to the hospital unless she had a ride. The father had not held 
the baby yet, saying  “ She is too small; I might hurt her. ”  The mother 
had held the baby but was not encouraged to nurse until the second 
week. The mother continued to pump every day but found it increas-
ingly diffi cult, and she said she was very sad without her baby at home. 

 The hospital had not set up a lactation consultation until 2 weeks 
postpartum, when the request was made by a family member who was 
a health professional. By then the mother ’ s milk supply was dimin-
ished, and she was tired and beginning to feel depressed. It was dis-
covered at this time that she had  Clostridium diffi cle  and antibiotics were 
started by the HMO doctor, who told her she could not breast - feed for 
2 weeks but could keep pumping. At the mother ’ s request, he did not 
consult with the pediatrician to try to fi nd another antibiotic that would 
allow her to continue to breast - feed. 

 The baby continued to grow well, and by 2 weeks (now 36 weeks 
gestational age) was discharged on an apnea monitor (after the parents 
were given an infant CPR class) with medication for refl ux and on 
formula. (The mom was told to continue to  “ try to breast - feed but to 
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also supplement with formula. ” ) The baby was beginning to be more 
alert but still had some hypotonia. Discharge planning included a 
home health nurse along with the apnea monitoring technician to come 
in the fi rst week and at regular intervals during the fi rst month. 
    

 Cultural Competence 

 The mother is from another country, and her mother often provides 
advice that is different from that of her pediatrician or nurse. Both 
parents have good family support, but the maternal grandmother 
is clearly the dominant caregiver. The team should view this as a 
strength, but remind them to try to maximize their relationship as 
a couple and as parents. 

     ORDERS FOR HOME CARE 

    Patient: 34 - week - old premature infant  
  Diagnoses: Prematurity, apnea, gastrointestinal refl ux, hypotonia  
  Current medications: Prevacid  
  Relevant past medical history: 

    •      34 weeks gestation  
   •      Intrauterine growth retardation (IGR)  
   •      Mother ’ s preeclampsia  
   •      Resuscitation at birth  
   •      NICU x2 weeks    

  RN: Assess and evaluate.  
  Lactation consult: Assess and evaluate.     

     THE HOME VISIT 

 The nurse makes the fi rst home visit that week at 2 o ’ clock in the after-
noon to a 2 - bedroom apartment in a suburban area. The home is clean 
but the living room is cluttered with baby equipment — rocker, stroller, 
and infant seat. The maternal grandmother greets the nurse; the infant 
is lying on the sofa in the living room on a pillow with the apnea 
monitor on. The grandmother shows the nurse into the back bedroom 
where the mother is in bed. There is a portable crib and diaper area set 
up in the mother ’ s room, but the grandmother explains that the infant 
usually stays in the living room with her so as not to disturb the mother. 
The nurse introduces herself to the mother and asks her if she can come 
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 The nurse observes the 2 bedrooms in the apartment. The grand-
mother is presently staying in the room that was to be the nursery. She 
has recently arrived from Bolivia to help  “ as long as they need me. ”  
The nursery has not been fi nished and has boxes everywhere, no deco-
rations, and no crib yet because  “ the baby was born early. ”  The grand-
mother sleeps on a sofa bed. The baby sleeps in the parents ’  room in a 
portable crib at night. The bathrooms and kitchen are clean, with a 
formula preparation area in the kitchen where the grandmother makes 
up the formula daily and fi xes all of the meals for the family. There is 
a cat in the home and a litter box in bathroom. 

 The nurse continues to gather data about the prenatal, birth, and 
neonatal histories. She discovers that the mother is a good historian 
but blames herself for the early birth, saying  “ I tried to eat right; I gave 
up all caffeine and alcohol and sugar and ate well. Maybe I should have 
quit work early. ”  She is frustrated about being left out in the hospital 
regarding the baby ’ s care and not being able to visit much. Also, she 
is frustrated at not being able to breast - feed due to the antibiotic she is 
on and says that pumping makes her more tired. 

into the living room so the nurse can do the admission assessment on 
the infant and can ask the mother some questions. 

 The mother is pleasant and cooperative but seems tired; she looks 
to the grandmother to answer most of questions, saying that the grand-
mother takes care of the baby during the night. She says that the father 
of the baby comes home each day at lunch to check on the baby and 
does most of the getting up with the baby at night. The mother does 
not try to feed the baby at night due to fatigue. The grandmother 
reaches for the baby whenever the baby cries or needs changing. 
   

 Reimbursement Considerations 

 This patient is not eligible for WIC due to the parents ’  income, nor 
is the family eligible for Medicaid. They are in an HMO; and though 
they are not satisfi ed with the care they get for themselves or the 
baby (they always see someone different and it feels hurried), they 
at least have regular medical care. The state they live in has a good 
intervention program, and they have revisited looking into this. 
The HMO will cover child care visits, visits to the pulmonologist 
for apnea evaluation, and most of the apnea equipment. The nurse, 
as case manager on this case, will need to negotiate with the insur-
ance case manager for specialists, such as a developmental pediatri-
cian, lactation consultant, or additional home care visits beyond 
those typically allowed. 
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 Rehabilitation Needs 

 Early infant intervention for premature infant with developmen-
tal delay 

 The mother is knowledgeable about the infant ’ s medication; she 
shows the nurse how much she gives in the dropper. They discuss the 
baby ’ s feeding, elimination, and sleep patterns. 

 After the nurse gets the history, she examines the baby, explaining 
about infant states and involuntary refl exes. Based on the history and 
physical examination, the nurse derives the following data:

   Infant: 
    •      Growth: The infant is now 4 pounds 12 ounces (5th percentile) 

and is 18 inches long. HC is within normal limits.  
   •      Infant has normal variable states.  
   •      Infant shows hypotonia consistent with prematurity.  
   •      Still having refl ux  
   •      Still having occasional apnea alarms    

     

  Family: 
    •      The mother has fatigue, seems depressed, and is critical of her 

own parenting abilities.  
   •      Both parents are overly anxious about the baby and do not want 

to leave the baby alone, even with grandmother.    
  The nurse identifi es the following goals: 

    •      An order for an antibiotic that will allow the mother to breast -
 feed, if possible  

   •      In the meantime, help with pumping, making sure that the 
mother is getting enough fl uids, rest, and proper nutrition  

   •      Good hygiene in the bathroom (to prevent spread of  C. diffi cle )  
   •      The cat is kept away from the baby. The litter box is kept in a 

separate area of the apartment.  
   •      The baby is awakened during the day if he has gone 4 hours 

without a feeding.  
   •      The infant has at least 6 – 8 wet diapers daily and 1 – 2 stools per 

day.  
   •      The father is involved in diapering and holding the baby during 

the night, helping the mother to breast - feed.  
   •      The grandmother supports her daughter in her attempts at 

mothering skills but does not do everything.  
   •      Once the mother is feeling stronger, the mother and father get 

out of the house together during the week, even for a short time.  
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   •      The baby is taken for walks in the neighborhood perhaps with 
the father or grandmother.  

   •      The mother understands the need to stay in a routine.  
   •      The family understands the signs and symptoms of postpartum 

depression and when to call for help.      
    

 Neal Theory Implications 

 Stage 3: The professional in this stage collaborates with the pediatri-
cian, the pulmonologist, and the lactation consultant to provide 
comprehensive care to mother and baby. 

 Stage 2: The professional in this stage may not feel comfortable 
collaborating with other disciplines, case managing, or working 
within the patient ’ s environment to manage care. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. 

     CRITICAL THINKING 

    1.      What is the priority for care for the parents in caring for a prema-
ture infant?  
  Answer:  The priority of care for this baby is support as the baby grows. 
The nurse, in conjunction with the pediatrician, the pulmonologist, and 
the lactation consultant, will make recommendations regarding the 
infant ’ s care, especially with regard to feeding and refl ux and aspira-
tion precautions. Sudden infant death syndrome (SIDS) precautions, 
the importance of a fi rm mattress, and no pillows or bed - sharing should 
be communicated to the parents. The nurse should make sure that the 
parents know how to use the apnea monitor and review emergency 
measures with them. The nurse should be familiar with the gestational 
age assessment and also infant refl exes. It is important to explain the 
physical and developmental aspects of prematurity to the parents.  

  2.      Assuming the mother would like to continue breast - feeding, what 
recommendations should the nurse, along with the lactation consul-
tant make to facilitate this?  
  Answer:  Both the nurse and the lactation consultant should explain the 
importance of hygiene and hand washing, especially since the mother 
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has  C. diffi cle . It may be possible that the mother can be switched to 
another antibiotic to make breast - feeding possible. In the meantime, 
the mother will require support for pumping.  

  3.      How should the nurse counsel the mother regarding the chal-
lenges unique to the premature infant?  
  Answer:  The nurse should recommend consultation with the pediatri-
cian or nurse practitioner for careful screening for developmental 
delays or failure to progress. The infant should have followup at regular 
intervals.     

     BACK TO THE CASE 

 At a followup in 1 week, the nurse fi nds that the baby has developed 
colic and that the mother has stopped breast - feeding. She has changed 
formulas, but this did not help the colic. The baby is still taking Prevacid 
and had a fi rst cold, but has had fewer apnea spells. 
   

 Relevant Community Resources 

    State intervention services  
  Premie support group/autism or other developmental support 

groups  
  Notifi cation of the fi re department and EMS that infant has an 

apnea monitor at home    

 During a 6 - month followup (4.5 months corrected age), some of the 
problems have resolved. The baby is off of the apnea monitor and still 
has some refl ux and some hypotonia and delays even for the corrected 
age. The nurse discusses this with the family and recommends a refer-
ral for early intervention. 

 At the 8 - month old followup (6.5 months corrected age), the refl ux 
has nearly resolved. The baby is taking solid foods and formula. The 
mother is back at work full time. The grandmother is still living in and 
is the primary caretaker. When she returns to her home, the baby will 
require daycare. The mother is very happy to be back at work, states 
that her depression has resolved ( “ I feel like a different person. ” ) and 
both parents are involved in the infant ’ s care when they are home from 
work at night. The baby still has hypotonia, a backward crawl, and 
other developmental concerns such as decreased eye contact and 
delayed vocalization. The nurse reiterates the need for early interven-
tion, which the parents had not pursued previously. 
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 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Interventions     Evaluation  

  Knowledge 
defi cit 
regarding 
parenting/
prematurity  

  Family will 
verbalize 
understanding of 
caring for 
newborn, 
premature infant 
upon discharge 
visit.  

  Teach parents about 
caring for newborn 
premature infant, 
infant states and 
refl exes, sleep, 
elimination, and 
feeding expectations.  

  Mother and father 
will participate 
more fully in 
caring for 
newborn. 
Grandmother 
will become 
knowledgeable 
about assisting 
in care.  

  Sleep — infant    Infant will have 
safe area for 
sleep — placed 
 “ back to sleep ”  
with apnea 
monitor on.  

  Coordinate need for 
apnea monitoring with 
apnea practitioner. 

 Review apnea monitor 
with parents and 
grandmother. Discuss 
SIDS risk, no pillows, 
second hand smoke, 
etc.  

  Infant continues 
monitoring as 
required.  

  Elimination —
 infant  

  Infant will have 6 – 8 
wet diapers per 
day and at least 
1 – 2 soft stools 
per day.  

  Hydration — Have 
parents and 
grandmother check 
diapers.  

  Infant will be 
adequately 
hydrated.  

  Feeding —
 infant  

  Infant will take 
either breast or 
bottle every 2 – 3 
hours when 
awake.  

  Teach mother proper 
pumping technique 
and breast - feeding.  

  Family will 
verbalize 
understanding 
and show 
support.  

  Development —
 infant  

  Infant will continue 
to show progress 
based on 
corrected age.  

  Continue to screen for 
developmental 
progress. Recommend 
appropriate infant 
stimulation.  

  Infant will 
develop 
normally given 
corrected age.  

  Risk for 
postpartum 
depression —
 mother  

  Mother will 
become more 
involved in 
infant ’ s care, 
holding and 
feeding infant 
during the day. 

 Mother will get 
dressed in the 
morning and be 
up more during 
the day.  

  Provide information 
about postpartum 
depression. 

 Suggest an appointment 
with PCP this week 
for evaluation and 
followup.  

  Family will 
provide 
support and 
mother will not 
develop 
postpartum 
depression.  
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   Problem     Goal/Plan     Interventions     Evaluation  

  Risk for 
ineffective 
coping of 
family 
system  

  Mother and father 
will take more of 
an active 
parenting role, 
with 
grandmother 
assisting.  

  Mother will help feed, 
hold, and care for 
baby more during the 
day, with father taking 
an active part at night.  

  Grandmother will 
recognize need 
to help but 
allow parents 
more control 
over infant 
care.  

  Social isolation    Mother will get out 
for daily walks 
or activities.  

  Family will support 
mother in efforts to 
get out of the house 
temporarily for brief 
periods of respite.  

  Mother will not 
feel socially 
isolated.  
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  Case 11.2    Asthma  
  By Teresa     LaMonica  ,   PhD, MSN, RN, CPNP       

     This case study illustrates a situation with a family of a preschool - aged 
child (3 - year - old Felicity) with signifi cant ear, nose, throat (ENT), and 
respiratory problems. Felicity was born at 37 weeks gestation. Her 
30 - year - old mother, gravida 4, para 3 (one stillbirth), had a C - section. 
There was infant ABO - incompatibility and a need for jaundice bilirubin 
lights. Felicity was discharged by 5 days, had a normal neonatal course, 
and was breast - fed. Her fi rst cold occurred at 2 months of age. 

 The child ’ s father is active - duty military with long deployments. 
The child ’ s mother works as a nurse part - time in a geriatric setting. 
They live on a military base and have no family in the area. The family 
has military benefi ts and insurance. 

 The mother noticed that the child was snoring and wheezing at 
night and had long pauses when she didn ’ t breathe. When the child 
woke up, she looked pale and coughed a great deal. The rescue EMS 
was called, and the child was admitted for seizures and aspiration. A 
sleep study and bronchoscopy were done. Following these, the child 
was diagnosed with sleep obstructive apnea (SOA) and adenoidal 
and tonsillar hypertrophy. Pulmonary function tests showed asthma. 
Albuterol nebulization and steroids helped resolve the asthma. Other 
tests: electro - brain wave (EEG) and upper gastrointestinal (UGI) tests 
were normal. 
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     ORDERS FOR HOME CARE 

    Patient: 3 - year - old girl  
  Diagnoses: SOA, new onset asthma, mild gastrointestinal refl ux, parent 

anxiety  
  Current medications: 

    •      Albuterol nebulizers  
   •      Flovent  
   •      Prednisone (Prelone)  
   •      Cephalex  
   •      Prevacid    

  Relevant past medical history: 
    •      37 - weeks gestation  
   •      Jaundice  
   •      ABO incompatibility  
   •      Eye surgery for probing at 12 months  
   •      Frequent conjunctivitis  
   •      Dacryostenosis as an infant  
   •      Episodes of otitis media, bronchiolitis, mild conductive hearing 

loss with speech delay    
   Surgeries:  

    •      Eye – tear duct probing at age 12 months for Dacryostenosis,  
   •      Ear tubes (x2) at age 3 years for chronic otitis media    

  Relevant family history: 
    •      Paternal grandmother: asthma, hypertension  
   •      Maternal grandfather: hypertension  
   •      Father: Age 32 with allergies  
   •      Mother: Clinical depression following still birth of fi rst child (8 

years ago, at age 22)  
   •      Two older siblings (brother, age 7, with mild asthma; sister, age 

5, with chronic otitis media [COM], allergies).    
  RN: Assess and evaluate    

    

 Cultural Competence 

 The mother is a part of a military culture which includes unique 
needs of spouse/family, especially while the father is away in a war. 

 Reimbursement Considerations 

 This patient is eligible for military benefi ts, due to her husband ’ s 
active military status. She is not eligible for Medicaid due to income 
and insurance. Most of the hospital bill should be covered by mili-
tary insurance. The military insurance should cover upcoming spe-
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     THE HOME VISIT 

 The nurse makes the fi rst home visit the afternoon of discharge to 
reinforce hospital teaching, use of the nebulizer, and to review medica-
tions. It was decided in the hospital that there was no need for apnea 
monitoring in the home and that oral steroids would decrease the ton-
sillar hypertrophy enough until surgery could be scheduled. 

 The townhome is fairly clean and neat but ”  well lived in ” ; the family 
room has toys scattered about; and there are dishes in the kitchen sink. 
Pets include a large dog (golden retriever) and a gerbil. There are no 
cats or other animals in the home. The child is on the sofa in the family 
room watching TV and looks pale and tired. Older children pay in the 
kitchen and family room. There are 3 bedrooms. 

 The mother is pleasant and cooperative but is often distracted with 
the other children ’ s needs. She looks harried and tired. She comments 
that she has had no sleep, as she is always up all night with a sick child. 
The mother is anxious and worried about caring for Felicia alone at 
night if she stops breathing again or has another asthma attack. A 
neighbor has been helping with the other children while the youngest 
was in the hospital. She says she doesn ’ t know many people, as this 
has been a recent move and her family is on the West Coast. The mother 
is anxious about the child ’ s medication; the nurse reviews these with 
her and shows her how to use the nebulizer. 

 The nurse continues to gather data about the prenatal, birth history, 
and neonatal history and gathers the following additional data:

    •      Mrs. L is tired and anxious over the recent hospitalization and 
upcoming surgery.  

   •      The siblings, ages 5 and 7, are playful and alert.    

 The nurse identifi es the following goals:

    •      To have the child ’ s asthma under control  
   •      To not have any apnea episodes  
   •      To have no signs respiratory distress  

cialty visits to the ENT and pulmonologist, and eventually the 
allergist. The nurse will need to make sure that the patient can be 
seen in a timely manner and that previous test results are sent to 
each provider. As the mother is often in the car with her children, 
the nurse can help the family explore insurance coverage for a 
battery - operated portable nebulizer. The nurse, as case manager on 
this case, will need to negotiate with the insurance case manager 
for specialty services in this case. 
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   •      To explore triggers for asthma events, such as upper respiratory 
infections (URI), allergies to dust, pets, or outside allergies, such as 
pollen and grass  

   •      The mother will feel comfortable with the nebulizer and know the 
signs of respiratory distress.  

   •      The mother understands what refl ux is and the possible role it plays 
in asthma.  

   •      There is a plan for help with child care now and for the upcoming 
surgery.    

    

 Neal Theory Implications 

 Stage 3: The home care nurse in this stage collaborates with other 
disciplines: Pediatrician, ENT, and pulmonary doctors, as well as 
the home care team. He/she is autonomous with the clinical aspects 
of the case, as well as the assessment and teaching roles. 

 Stage 2: The home care nurse in this stage is beginning to develop 
a working relationship with the ENT staff and is learning to col-
laborate with the physician regarding home care. 

 Stage 1: The home care nurse in this stage will assess the patient 
and recognizes the need for assistance with the case but may be 
unsure as to how to proceed in the home setting, especially with 
regard to what military resources may be available to the mother. 

     CRITICAL THINKING 

    1.      What is the priority for care for this child? Her mother?  
  Answer:  The priority of care must always be safety. The nurse, in con-
junction with the pediatrician and pulmonologist, need to make sure 
that the mother knows how to monitor for respiratory distress, how to 
use the nebulizer, and is aware of emergency measures.  

  2.      Explain sleep obstructive apnea (SOA) and why this is considered 
a true or absolute indication for an adenoidectomy/tonsillectomy.  
  Answer:  Apnea is defi ned as pauses in breathing for at least 15 seconds 
 [4] . Absolute indications for adenoidectomy/tonsillectomy include 
airway obstruction secondary to hypertrophy of adenoids and/or 
tonsils  [3] . Symptoms of SOA in this age group include mouth breath-
ing, snoring, and apnea, especially with colds or upper respiratory 
infections  [2, 5] .  
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  3.      Discuss asthma goals and the use of a stepwise approach for man-
agement of asthma in this age group.  
  Answer:  The nurse should be familiar with the National Institutes of 
Health (NIH)  [6]  asthma classifi cation and guidelines, as they represent 
the gold standard in asthma management. It is important to assess 
asthma triggers, which may or may not be allergic in nature. Goals for 
treatment include being symptom free during both daytime and night 
time and the ability to do daily activities, including play and school  [2]  
( www.nih.gov ). Having a written asthma plan is important, in a step-
wise approach to management that is clear for the parent to follow. Use 
of the peak fl owmeter will help the parent to provide more information 
to the pediatrician, as well as to provide a more objective measure of 
respiratory distress. Preschoolers are able to use peak fl ow but it will 
take more effort to teach them; often stickers on the numbers help as 
an incentive to blow harder.  

  4.      What are other goals of home care management at this time?  
  Answer:  To have the mother determine the child ’ s asthma triggers, 
both allergic and nonallergic, and to work toward reducing these. To 
become comfortable with asthma management, recognizing respira-
tory distress and the need for intervention. Knowledge decreases 
anxiety and empowers parents in the care of their children ’ s illnesses.  

  5.      What are important interventions for additional family support?  
  Answer:  While the father is deployed in a war zone, the mother ’ s 
anxiety is bound to be increased, especially with a sick child. Her previ-
ous history of losing a child at birth may make her feel more vulnerable 
at this time, especially given the emergent nature of the last emergency 
room visit. Finding support in the community, especially within the 
military, is helpful at this time. Keeping the father informed of his 
child ’ s condition is also important. The nurse will help Mrs. T to fi nd 
community resources, especially through military services, and other 
resources within her fi nancial means.    

    
 Relevant Community Resources 

    Child - care services/respite care, if needed.  
  Counseling for the mother, as needed during this diffi cult time  
  Notifi cation of the fi re department and EMS that a child requires a 

nebulizer at home    

     BACK TO THE CASE 

 The nurse explains to the mother the use of the nebulizer and peak 
fl owmeter. She also explains what each medication is used for. She 
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reviews signs of respiratory distress and the asthma management 
plan. The hope is that the apnea will be controlled through the use of 
oral steroids at this time. Once the child has her scheduled tonsillec-
tomy and adenoidectomy surgery this problem should be resolved. 
The nurse helps coordinate care and also assesses the child for any 
distress. The nurse also encourages the mother to get some help from 
her neighbors or have a family member come in anticipation of the 
surgery.  

     CRITICAL THINKING 

    1.      How will the members of the interdisciplinary team communicate 
with one another?  
  Answer:  Team members will communicate by phone and arrange 
appointments, tests, and preoperative scheduling within 1 week.  

  2.      What is the role of the nurse in the coordination of these services?  
  Answer:  The nurse should reinforce the ENT and pulmonary discharge 
orders. It is especially important to help coordinate information from 
the previous hospital and ensure that appointments are made so that 
the surgery can be done in a timely manner. Each will work from 
a discipline - specifi c care plan and also from the interdisciplinary 
care plan.    

    

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge 
defi cit of 
parent 
regarding 
asthma  

  Mother will 
verbalize basic 
understanding of 
asthma, its 
presentation, and 
treatment steps, 
at discharge and 
reinforced at 1 
week.  

  Teach parent basic 
recognition of 
asthma symptoms. 

 Use written asthma 
care plan (use of 
step - wise approach) 
to show treatment 
and when to call for 
help. 

 Teach peak fl ow use 
and nebulizer use 
and show use of 
other mediations.  

  Parent will be able to 
list symptoms of 
worsening asthma/
respiratory distress 
and state what she 
would do in each 
instance. 

 Parent will give a 
demonstration of 
peak fl owmeter, 
nebulizer use and 
drawing up 
medications.  

Respiratory 
distress

Child will remain 
free of respiratory 
distress.

Teach parent proper 
medication 
administration, 
including oral 
steroids and rescue 
drugs/nebulizer.

Child will exhibit clear 
breath sounds and 
show no signs of 
respiratory distress.
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   Problem     Goal/Plan     Intervention     Evaluation  

  Apnea    Child will have no 
apnea episodes. 

 Parent will 
recognize apneic 
episodes and 
need for 
intervention.  

  Contact EMS if child 
has color changes or 
prolonged distress 
associated with 
apnea. 

 Reassure parent that 
regular medication 
should reduce apnea.  

  Child is apnea free. 
 Parent is able to 

verbalize what to do 
in case of an 
emergency. 

 Parent understands the 
need for upcoming 
surgery.  

  Parenting fatigue    Child ’ s asthma will 
be under control 
and have no 
apnea episodes. 

 Parent and child 
will have been 
able to sleep 
through the night.  

  Keep child on a good 
sleep/bedtime 
schedule. 

 Keep child on a regular 
nap/rest schedule 
during the day.  

  Both child and parent 
are sleeping better. 
Parent ’ s fatigue is 
interfering less with 
quality of life.  

  Preparation for 
upcoming 
tonsillectomy 
and 
adenoidectomy 
surgery  

  Child will have 
age -  appropriate 
understanding of 
upcoming 
surgery. Parent 
will understand 
need for surgery 
and for 
preoperative 
instructions.  

  Coordinate with ENT 
surgeon and nurse, 
as well as hospital 
for preoperative tour 
and for preoperative 
instructions to 
mother.  

  Child is able to 
verbalize need for 
surgery in her own 
words. 

 Parent is able to 
verbalize 
preoperative 
instructions, as well 
as medications up 
until surgery.  

  Ineffective 
coping of 
family system  

  Parents and siblings 
are able to cope 
with new 
diagnosis and 
upcoming 
surgery and 
postoperative 
course.  

  Provide information 
about community 
resources, support 
groups, and services, 
especially through 
the military hospital.  

  Parents and siblings 
have resources for 
emotional support 
and use them 
effectively.  

  Social isolation 
for parent  

  Parent will 
verbalize 
satisfaction with 
social support 
within next few 
weeks.  

  Obtain support 
information for 
parent. Support 
parent who is away 
at war through 
military resources, 
leave of absence if 
needed.  

  Parent has social 
support via extended 
family and military 
support group/other 
military friends. 

 Parent at war has 
counseling and leave 
of absence (LOA) if 
needed.  

Parent will be able to 
recognize signs of 
worsening distress.

Parent will verbalize 
medication schedule 
and step-wise 
asthma plan.

Parent will verbalize 
signs of respiratory 
distress/worsening 
asthma or apnea.
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  Case 11.3    Adolescent with 
Neurodevelopmental Disability  

  By Teresa     LaMonica  ,   PhD, MSN, RN, CPNP       

     This case study illustrates some of the more common concerns of a 
family of a child with neurodevelopmental disabilities and illustrates 
the role of the home health nurse in coordinating complex care for an 
adolescent with severe disability, guiding both child and family in 
optimal care, and assisting in transition toward adulthood. 

 This 17 - year - old adolescent boy, Freddy, was diagnosed soon after 
birth with brain damage secondary to meconium aspiration and severe 
hypoxia at birth, with resulting cerebral palsy (CP) and severe mental 
retardation. Freddy was born at 42 weeks at a small community hos-
pital to a 30 - year - old mother (gravida 1, para 1). The mother had 
received regular prenatal care; and other than going past her due date, 
she had no foreseeable problems. Although she was post term, the 
obstetrician (OB ) felt no need to induce labor. Once labor started, the 
primary OB was unavailable; and a  “ backup ”  doctor ended up deliver-
ing the baby at a different hospital. (They had originally planned to 
have the baby at a large medical center where they had taken their tour 
and childbirth classes.) 

 Once the mother ’ s membranes were broken in the labor room, the 
nurse noticed meconium and immediately alerted the doctor who per-
formed a Cesarean (C - section) soon after. The baby was not breathing 
at birth and required cardiopulmonary resuscitation (CPR) and vigor-
ous suctioning in attempts to remove meconium from the airway and 
lungs. Although the parents were both in the delivery room, they were 
not allowed to see or hold baby at this time, due to the emergency 
measures. Later, they were advised that the baby was in the neonatal 
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intensive care unit (NICU) on a respirator but  “ probably would not 
survive more than a few hours. ”  

 Later in the afternoon, the mother was wheeled down to the NICU 
window accompanied by the postpartum nurse and her husband to see 
her son,  “ who was full of tubes. ”  The baby ended up  “ surprising 
everyone ”  by steadily improving while in the NICU, requiring ventila-
tor support, nasogastric (NG) feeds, and constant monitoring. The 
doctors cautioned that he would most likely be very brain damaged 
due to the long interval without oxygen and the amount of meconium 
that had been in his lungs. At this time, Freddy developed seizures that 
were controlled by medication. 

 The NICU stay ended up being 6 weeks. The parents visited, 
and the mother continued to pump her breast milk for NG feedings. 
Despite the best efforts by the speech pathologist, the baby was not 
able to suck. The baby was discharged to the parents by 6 weeks, after 
the parents had learned CPR and how to care for a baby with an NG 
tube and apnea monitor. 

 At fi rst, home care nursing was instituted at 3 days a week and 
gradually diminished to once per month. Although devastated, the 
parents were happy that the baby had at least survived. They had good 
family support: The maternal grandmother had come from another 
state but remained for the fi rst 2 months, and the paternal grandparents 
who lived nearby would visit frequently. Neighbors were also sup-
portive to the family, often bringing over meals. Weeks turned into 
months and the fi rst 2 years were full of learning to care for a baby 
with special needs. The home health nurse reinforced how to perform 
NG feedings. It was the nurse who suggested that the colic that Freddy 
had been diagnosed with at 2 months (he was crying continually and 
not sleeping) was really severe gastroesophageal (GE) refl ux. 

 The nurse referred him to a developmental pediatrician who was 
much more tuned into his special needs. After a trial of medication and 
thickened feeds, a Nissen Fundoplication surgery was done at 
Children ’ s Hospital; and a gastrostomy tube (G - tube) was inserted at 
this time. The parents were never quite comfortable with having to put 
in the NG tube every few days. In addition, the G - tube decreased the 
risk of aspiration. 

 Developmentally, Freddy did not progress much beyond early 
infancy, similar to a 3 - month level in areas of language (babbling, gig-
gling), social (smile, receptive to voice and songs), gross motor (unable 
to roll over or sit up on his own), and fi ne motor abilities (had no pincer 
grasp but was able to hold hands and move his fi ngers well). He has 
always been very receptive to family members, friends, and caretakers 
that he knows. Some other concerns have been partial seizures, hip 
dysplasia, severe scoliosis, skin and respiratory infections. 

 Freddy ’ s parents have remained very engaged in his daily care, and 
3 years later they had another son (Jon, born at term without diffi culty). 
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The mother has stayed home since Freddy ’ s birth while the father has 
remained at his accountant job, maintaining the family ’ s insurance. His 
work has been fl exible during Freddy ’ s numerous hospitalizations and 
illnesses. The younger brother, Jon, is now 14 and beginning high 
school. Grandparents on both sides have remained active in Freddy ’ s 
care and in supporting Jon ’ s activities. 
   

 Cultural Competence 

 The parents often work with different caretakers from other coun-
tries with language barriers and often different cultural practices. 
The home care team can help provide them with resources for com-
municating with these providers. 

 Freddie has been in a special - needs program from 5 years of age 
until the present, which has been a main source of support for the 
family, providing in - services on topics such as community resources, 
fi nancial assistance, trusts, and wills. The school and the primary care 
provider have been an anchor for Freddy and his family. The pediatri-
cian continues to coordinate care with specialists, such as neurology 
(seizures); orthopedics (contractures, scoliosis); plastic surgeon (pres-
sure sores); nutrition (NG, G - tube feeds, nutritional needs); pulmonary 
(reactive airway disease, admissions for pneumonia, bronchiolitis); 
physical, occupational, and speech therapies (PT, OT, ST); and home 
care nursing. 

 Since infancy, Freddy has required braces and splints, an apnea 
monitor, occasional oxygen, NG feeds and later a G - tube (Kangaroo 
Joey pump), nebulizer, bulb syringe, and suction machine. Freddy 
has ongoing problems such as severe developmental delay; mental 
retardation; contractures; severe scoliosis; frequent respiratory infec-
tions; skin issues; orthodontic problems; gum hyperplasia; feeding and 
bowel problems; incontinence; some spasticity; and hypotonic, muscle 
atrophy. 

 A home care nurse known to the family arrives at the house the 
day after Freddy has been discharged from the hospital after a recent 
admission due to pneumonia. This nurse is part of a team that has been 
following Freddy since birth on a monthly basis. The mother explains 
that this admission was particularly diffi cult due to the emergency 
nature as he had to be taken by ambulance to the nearest hospital and 
the staff did not know him. Instead of being on a pediatric unit, he was 
in an adult ICU. A variety of doctors cared for him there. 

 Current concerns that were identifi ed included neurodevelopmen-
tal, orthopedic, speech, educational, respiratory, feeding, and inconti-
nence issues. Caretaker fatigue and the need for emotional support for 
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Freddy ’ s parents as Freddy moves toward adulthood are other con-
cerns. Freddy ’ s sibling also needs support as he and Freddy grow older. 
    

 Relevant Community Resources 

    State intervention services  
  Neurodevelopmental support group, respite care, other develop-

mental support groups, transitional support as Freddy moves 
toward adulthood  

  Notifi cation of the fi re department and EMS of home O 2  use and 
monitoring if this has not been done  

  Support for sibling    

     ORDERS FOR HOME CARE 

    Patient: 17 - year - old adolescent with severe cerebral palsy, recovering 
from pneumonia  

  Diagnoses: Cerebral palsy, severe mental retardation, seizures, hypoto-
nia, spasticity, and respiratory problems.  

  Current medications: 
    •      Depakane (Valporic Elixir) 18   mL twice a day  
   •      Lorazepam (Ativan) 1   mg mixed with water every p.m.  
   •      Chloral hydrate 12   mL elixir at bedtime  
   •      Dulcolax suppository every other day  
   •      Pulmocort nebulizer twice a day  
   •      Albuterol nebulizer every 4 – 6 hours, as needed  
   •      Cephalex IV antibiotic twice a day    

  Relevant past medical history 
    •      Cerebral palsy  
   •      Severe mental retardation  
   •      Seizures  
   •      Spasticity  
   •      Contractures  
   •      Hypotonia  
   •      Severe scoliosis  
   •      Frequent respiratory and skin infections  
   •      Pressure sores  
   •      Cellulitis  
   •      Orthodontic problems  
   •      Gum hyperplasia  
   •      Feeding and bowel problems  
   •      Incontinence  
   •      Severe gastroesophageal refl ux    

  Previous hospitalizations: NICU, aspiration pneumonia, severe GE 
refl ux, pressure sores, contractures, cellulitis, scoliosis and hip 
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repairs, recurrent pneumonia (at ages 4, 8, 15 years and last admis-
sion at age 17 years).  

  Surgeries: Nissen Fundoplication, G - tube, hip dysplasia, scoliosis 
repair, contracture repair.  

  Interdisciplinary team: OT, PT, ST, special education teachers, social 
worker, dietician, developmental specialist, neurologist, pulmonolo-
gist, orthopedic surgeon, nurses, and developmental pediatrician 
(primary care provider).    

    
 Reimbursement Considerations 

 This patient has private insurance. Although insurance pays for a 
large portion of medicines, it may still be a struggle to pay for the 
remainder. The nurse, as case manager on this case, will need to 
negotiate with the insurance case manager for possible respite care 
and additional visits after this hospitalization. 

     THE HOME VISIT 

 The nurse makes the home visit at 10:00 a.m. to a moderate - sized home, 
where she fi nds the mother, caretaker, and Freddy. The home is clean 
and organized with Freddy in his own room off of the main hall. A 
daybed is in the room; the mother sleeps there during the week. There 
is a large family room off of the kitchen where equipment is also kept. 
There is a ramp off of this room to a deck and another ramp at the side 
of the house to enter a carport. There is an accessible bathroom with a 
shower stall (with roll - in access and a shower chair) and sink that 
accommodates a wheelchair. 

 Freddy is in bed and appears alert and smiling, making sounds in 
 “ greeting. ”  The nurse observes that the home is pleasant and cheerful, 
surrounded by pictures of family with a  “ lived in ”  but clean appear-
ance; items needed for Freddy are apparent in the kitchen, family room, 
and Freddy ’ s room. There are pictures of the Jon with Freddy and Jon ’ s 
sports awards in the room. 

 The nurse asks about other interval history and new medications. 
The mother is an excellent historian and keeps a notebook with a time 
line of recent events with medication and lab results. She is very knowl-
edgeable about Freddy ’ s medications and care. She voices her frustra-
tion about the recent admission and lack of coordination of care. 

 After the nurse collects the interval history, she examines Freddy. 
She gathers the following data:

    •      General :      Alert, smiling, and vocalizing, no apparent distress at 
this time.  

   •      Skin :      Pale, no cyanosis. No areas of redness noted.  
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   •      Head/neck :      Scalp clear, no lesions, brown hair brushed and clean. 
No lymphadenopathy.  

   •      Eyes/ENT :      Eyes, clear. Ears, no discharge. Nose, yellow secretions, 
nasal prongs in place. Mouth, teeth protruding, crooked, no lesions. 
Throat, no lesions, no redness.  

   •      Respiratory :      Respiratory rate (RR) — 22; breath sounds (BS) coarse 
bilaterally; no wheezing, no rales. There is an occasional moist 
productive cough with yellow secretions.  

   •      Cardiac :      Heart rate (HR) 62 and regular, no murmurs. Brachial and 
femoral pulses are strong.  

   •      Neurodevelopmental :      Severe developmental delays; at 3 month 
level for gross motor and speech.  

   •      Orthopedic/spine and extremities :      Severe curvature of the spine 
(scoliosis); contractures of wrists, legs, and feet. Splints not on at 
this time.  

   •      Abdomen :      Abdomen distended but soft, G - tube is in place, slight 
redness around site, no discharge, diaper on, and bed pad on.    

   

 Rehabilitation Needs 

 Educational needs and socialization needs for the child with severe 
developmental delay continue as before, through school. 

 Use of physical, occupational, and speech therapy 

 After consulting with the pediatrician and pulmonologist, the nurse 
identifi es the following goals:

    •      Respiratory :      Improvement in pneumonia.  
   •      Abdomen :      The G - tube remains patent; prevent aspiration risk.  
   •      Skin :      There are no pressure sores and the IV is patent.  
   •      Neurological :      Level of consciousness remains the same as baseline; 

patient remains seizure free.  
   •      Developmental :      Patient ’ s developmental and emotional needs are 

met through participation in family, neighborhood, and school 
activities.  

   •      Educational :      Potential for development and socialization are maxi-
mized through school activities.  

   •      Family :      The parents are able to take advantage of respite care and 
take time to participate in the sibling ’ s school and sporting events 
and activities. Caretaker fatigue is lessened through nursing support 
and respite care. Freddy ’ s parents feel supported in their need to 
express their fears of loss/death and feel comfortable seeking 
counseling.    
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     CRITICAL THINKING 

    1.      Discuss CP, its etiology, and its manifestations.  
  Answer:  CP, once thought of as stemming mainly from birth hypoxia, 
actually is associated with many factors of prenatal, perinatal, and 
postnatal causes  [4] . Prenatally, besides anoxia or birth trauma, other 
causes are maternal infections, Rh or blood type incompatibility, and 
genetic or congenital abnormalities  [4] . Problems during birth include 
asphyxia and factors related to prematurity and low birth weight  [4] . 
Other factors happen after birth, such as injuries to the infant ’ s devel-
oping brain in the form of infection (bacterial meningitis), trauma 
(shaken baby syndrome, falls), or poisoning  [3, 4] . 

 Symptoms of CP include the infant not meeting developmental mile-
stones, such as not being able to sit up without support or not walking, 
and persistence of involuntary refl exes, such as Moro and crossed 
extensor refl ex  [3, 4] .  

  2.      What is the incidence of CP following asphyxia at birth?  
  Answer:  The incidence of CP due to birth asphyxia is actually quite 
low  [6] .  

 Neal Theory Implications 

 Stage 3: This professional understands the complexities of this case 
and knows how to address them. The nurse in this stage will be 
aware of community resources and will have effi cient and success-
ful interdisciplinary communication. The nurse will proactively 
work to help the family transition to adult care. 

 Stage 2: The professional in this stage may not feel comfortable 
collaborating with the physician regarding orders for other disci-
plines, case management, and working within the patient ’ s envi-
ronment to manage care. This nurse may be aware of some resources 
but may not be as adept at coordinating all aspects of care or 
working toward Freddy ’ s future. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. This nurse will need a lot 
of support, as this is a challenging case. This care may not be suit-
able for a stage 1 nurse. 
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  3.      What is the priority of care for an infant or child who is diagnosed 
with CP?  
  Answer:  Treatment goals include: 1) early recognition, usually through 
developmental and neurologic assessments, 2) early intervention to 
promote optimal development, and 3) ongoing multidisciplinary team 
involvement with the overall goal of living as normally as possible  [3] . 

 Care of the infant or child with CP should use a multidisciplinary 
team approach. Home care nurses will coordinate care with the primary 
care doctor and neurologist, with other specialists, including the OT, 
dietician, and social worker or case manager. The home care nurse 
will help guide the parents in day - to - day care of their child, such as 
medication administration, feeding (which may include NG or G - tube 
feedings) skin care, mobility issues, safety concerns, and emotional 
support  [3] .  

  4.      What is the priority of care for Freddy at this time?  
  Answer:  The priority of care at this time is to support respiratory 
improvement. Management of pneumonia in a child who is immo-
bilized and has immunity risks is critical. Regular use of oxygen, suc-
tioning, and monitoring of respiratory status is important. Assessment 
of level of consciousness (LOC) as an indicator of sepsis is also impor-
tant. The nurse, in conjunction with the pediatrician and pulmon-
ologist, needs to make sure that IV antibiotics and fl uids are being 
administered properly and that aspiration precautions are in place.  

  5.      What safety measures should be put in place?  
  Answer:  Safety measures in the home should include working fi re 
alarms, an evacuation plan if there is a fi re or emergency, and EMS 
notifi cation that oxygen, suctioning, and monitors are in use. There 
need to be extra precautions for lifting, managing wheelchair transfers 
to and from bed, shower, and car. There should also be precautions for 
reducing aspiration risk.  

  6.      Regarding going back to school, what does the nurse need to 
review with teachers and the school nurse?  
  Answer:  The nurse should review with the school nurse and teacher 
the need for any new medication while at school and assessment 
parameters for respiratory distress.  

  7.      How can the home care nurse help foster a smoother transition 
toward adult care? What are family priorities at this time?  
  Answer:  The nurse needs to provide support as well as referrals at this 
time.  

  8.      How will the home health team help the family during the transi-
tion from primary care and children ’ s services to those of adulthood?  
  Answer:  Each team member will reinforce Freddy ’ s care and goals and 
respect the family ’ s wishes and needs. Each will work from a discipline -
 specifi c care plan and also from the interdisciplinary care plan.    
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 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Interventions     Evaluation  

  Ineffective 
breathing/
risk of 
infection  

  Parents and 
caretaker will 
verbalize 
understanding 
of patient ’ s 
worsening 
respiratory 
status. 

 Parents and 
caretaker will 
continue to use 
oxygen as 
indicated, 
suction airway 
as needed, and 
use chest 
physical therapy 
(CPT via vest or 
manually).  

  Review with parents 
and caretaker 
respiratory 
assessment and 
use of pulse 
oximeter. 

 Review with parents 
and caretaker 
about oxygen use, 
suctioning, and 
CPT.  

  Patient will maintain 
adequate gas 
exchange and show 
effective breathing 
through pulse 
oximeter 
parameters, with no 
signs of respiratory 
distress. 

 Parents and caretaker 
will verbalize 
respiratory 
assessment 
parameters and 
signs of respiratory 
distress. 

 Parents and caretaker 
will demonstrate 
proper suctioning 
and CPT.  

  Risk for 
nutritional 
impairment  

  Patient will have 
adequate 
nutrients and 
fl uids through 
consistent 
G - tube feedings 
and G - tube site 
will remain 
infection - free.  

  Continue to support 
parents and 
caretaker to give 
proper 
nourishment 
through G - tube 
feeds and assess 
abdomen for 
signs of distention 
and G - tube for 
signs of infection.  

  Parents and caretaker 
will state G - tube 
feeding schedule 
and state signs of 
G - tube infection.  

  Caretaker 
fatigue  

  Parents will have 
strategies to get 
more rest and 
have respite 
care for child.  

  Help parents to get 
proper rest and 
allow for times 
for relaxation.  

  Parents are sleeping 
better and fatigue is 
interfering less with 
quality of life. 
Parents are able to 
have regular 
relaxation times.  

  Neurogenic 
incontinence/
potential 
for infection 
and skin 
breakdown  

  Patient will have 
needs met for 
bladder and 
bowel 
incontinence 
through hygiene 
measures.  

  Regular diaper 
changes 

 Keep track of wet 
diapers and stool. 

 Use antispasmodic 
medication as 
prescribed.  

  Patient is kept clean 
and dry, without 
skin breakdown or 
urinary tract 
infections.  

(Continued)
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 The author would like to thank the parents of this patient for their 
contribution to this case.  
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   Problem     Goal/Plan     Interventions     Evaluation  

  Risk for 
ineffective 
coping of 
family system  

  Patient has 
emotional and 
developmental 
needs met. 

 Family members 
are able to 
maintain a sense 
of normalcy and 
contentment as 
a family unit.  

  Provide information 
about community 
resources, support 
groups, and 
services. 

 Individual or family 
counseling as 
needed.  

  Patient and family 
have resources for 
emotional support 
and use them 
effectively.  

  Social isolation    Patient will be up 
and dressed 
during the day. 

 Patient will 
continue school. 

 Family will 
begin to explore 
other avenues 
for transition 
to adulthood 
once school 
program ends.  

  Parents and 
caregivers will 
dress patient 
daily and take 
patient outdoors 
regularly. Home 
health team will 
assist family to 
fi nd resources to 
explore 
transitional 
options.  

  Patient has returned to 
school. 

 Family has a plan for 
transitional care.  
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  Caring for the Chronically Ill Pediatric Patient in the Home  

 Caring for a chronically ill child in the home requires expertise in pedi-
atrics, specialized training, compassion, empathy, competence, and 
confi dence. A pediatric home health nurse must be alert and know how 
to immediately respond to life - threatening situations, since the home 
setting does not readily offer a cardiac arrest/code blue team. The 
home health nurse must rely upon his/her individual skill set and best 
practices to guide the pediatric patient through any given situation and 
to prevent emergency room admissions and hospitalizations. 

 Of equal importance are techniques to manage and cope with stress 
because caring for ailing children and their families can be overwhelm-
ing and laden with anxiety. Hence, pediatric nurses new to pediatric 
intensive care in the home should complete a thorough orientation. The 
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ability to perform a comprehensive assessment is necessary to be able 
to formulate a plan for the continuum of care in order to reach optimal 
clinical outcomes and to ensure patient satisfaction, safety, and comfort. 

  Before the Assessment: 5 Musts  

  1.     Delve into the patient ’ s diagnosis through evidenced - based 
research from credible sources and institutions to become familiar 
with common symptoms, treatment options, medication regimens, 
and prognoses. Understanding the pathophysiology will help to 
adjust and align expectations for care protocols.  

  2.     Consider the patient ’ s discharge summary a valuable tool. 
Discharge plans are often underutilized, yet they provide detailed 
insight and/or recommendations from physicians to be incorpo-
rated in the patient ’ s care plan and future protocols.  

  3.     If the home health agency permits, set up a brief, informal visit 
with the patient and his/her parents and caregivers prior to the 
initial assessment to begin building a relationship and, hopefully, 
to alleviate some of the anxiety associated with caring for a child 
with complex medical needs in the home. A candid conversation 
may be able to place all involved parties at ease and promote a 
more free - fl owing exchange of pressing concerns and questions. 
Although the visit may require additional time and effort, the nurse 
will gain a greater understanding of family dynamics that can only 
help during the formal assessment process.  

  4.     Reviewing the home health agency ’ s policies and procedures spe-
cifi c to the patient ’ s condition(s) can serve to remind the nurse of 
the best practices associated with a condition/disease. Review of 
the agency ’ s pediatric medication administration policy is vital as 
pediatric medication errors are 3 times more likely than with adults. 
Copy the policies and refer to them often.  

  5.     Prior to the patient ’ s discharge, the patient ’ s local EMS and fi re 
departments should be contacted with the home ’ s address to 
inform them that a chronically ill patient resides at the address. If 
a call is placed from the address, the EMS or the fi re department 
will be immediately dispatched, which could prevent a delay in 
treatment when seconds count!    

 A note about the cases in this section: One of the cases concerns a 
28 - year - old patient. This patient has the mental capacity of a child, has 
been cared for by pediatric nurses since childhood, and continues to 
receive this type of care. Therefore, his case is included in this section.         
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Case 12.1   Alpha - Thalassemia  X  - Linked 
Mental Retardation Syndrome  
  By   Lannette     Johnston  ,   RN, BSN, MS, CPST       

     This case illustrates how the private duty pediatric home health nurse 
works with the patients, patients ’  parents/caregivers, and health care 
team to care for a patient with mental retardation. The two patients 
presented in this case study are Caucasian males who are biological 
brothers. Alex, who is 10 years old, and Patrick, who is 6 years old, 
have inherited the Alpha X - Linked chromosome and are diagnosed 
with Alpha - Thalassemia X - Linked Mental Retardation Syndrome 
(ATRX syndrome). 

 ATRX syndrome is an X - linked mental retardation syndrome which 
is a rare, inherited condition characterized by severe mental retarda-
tion, characteristic facial features, and mild anemia. Due to the inheri-
tance pattern of this disorder, only males are affected  [2] . 

 Alex has the mental ability of a 16 – 20 - month - old and is more 
advanced than his brother Patrick, who has the mental ability of a 
9 – 12 - month - old. The boys are in the infant stage of growth and 
development and continue to have the oral/tactile fi xation. (Figure 
 12.1.1 )    

     ORDERS FOR HOME CARE 

    Patients: 10 -  and 6 - year - old Caucasian males  
  Diagnosis: Alpha - Thalassemia X - Linked Mental Retardation Syndrome 

(ATRX syndrome)  
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  Current Medications:  
   Alex:  

    •      Prevacid 30   mg by mouth once a day  
   •      Fluoride 1   mL by mouth at bedtime  
   •      Tylenol infant drops (1.8   mL) 3 droppers by mouth every 4 hours 

as needed  
   •      Gas drops 1.6   mL by mouth as needed  
   •      Metoclopramide (5   mg/5   mL) 2   mL by mouth four times a day  
   •      Acyclovir cream topical as needed for cold sores  
   •      MiraLAX 1 ½  tsp by mouth once a day  
   •      Bethanacol 2.5   mg by mouth four times a day  
   •      Maalox  ½  – 1 tsp by mouth four times a day as needed  
   •      Melatonin 3   mg at bedtime as needed (Figure  12.1.2 )      
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   Patrick:  
    •      Zantac syrup 37.5   mg (2.5   cc) by mouth once a day  
   •      Milk of Magnesia  ¼  tsp by mouth nightly as needed  
   •      Maalox 1 tsp by mouth as needed  
   •      Gas drops 0.8 mL by mouth as needed  
   •      Benadryl 3.12   mg by mouth as needed  
   •      Tylenol infant drops (80   mg/0.8   mL)  
   •      Prevacid 15   mg by mouth twice a day  
   •      MiraLAX  ½  tsp by mouth once a day  
   •      Triamcinolone Cream 0.1% topical as needed for facial rash  
   •      Nystatin Cream topical as needed facial rash  
   •      Melatonin 3   mg at bedtime as needed  
   •      Vaseline to cover the topical creams twice a day as needed 

(Figure  12.1.3 )      
  Alex ’ s relevant past medical history: 

    •      Multiple hospitalizations for pneumonia (PNX) and respiratory 
syncytial virus (RSV)  

   •      Hypoxia  
   •      Short periods of apnea  
   •      Orchiopexy surgery (surgical transposition of an undescended 

testicle from the abdomen and permanently placing it in the 
scrotum)  

   •      Severe gastroesophageal refl ux disease (GERD)  
   •      Poor oral motor skills    

  Patrick ’ s relevant past medical history: 
    •      A traumatic birth related to hypoxia and cardiac dysthymia sup-

raventricular tachycardia (SVT) that led to intubation and trans-
port to a level one trauma center for a 6 - week hospitalization.  

   •      He currently suffers from:  

     Figure 12.1.3.     Younger brother, Patrick, showing excitement and anticipation for 
summer vacation.  
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   •      GERD  
   •      Poor oral motor skills  
   •      Hypoxic episodes  
   •      Will need orchiopexy surgery in the future    

  RN: Assessment and evaluation.  
  PT/OT: Assessment and evaluation.     

     THE HOME VISIT 

 The nurse enters the ranch - style home and introduces herself to the 
mother, Ms. U. The home is clean, well maintained, uncluttered, orga-
nized, and thoroughly childproofed. The mother greets the nurse 
warmly and introduces the nurse to her sons. The boys are safely 
playing on the fl oor at the mother ’ s side. The mother gives a detailed 
explanation of the children ’ s medical conditions to the nurse. The nurse 
asks the mother questions related to the ATRX syndrome and takes 
notes during their discussion. She tells the nurse that the condition is 
genetically passed from mother to son and becomes tearful saying that 
she is the carrier for the gene that is passed down to males. However, 
the mother also comments that if she had had a daughter, her daughter 
would have been a carrier, but would not have the disease. 

 Ms. U was told that the chance of having another child with Alex ’ s 
symptoms was highly unlikely. So she and her husband decided to 
have another child. During her second pregnancy (with Patrick), an 
accurate diagnosis was made of Alex ’ s condition — ATRX syndrome. 
She and her husband were told that if the gender of the second fetus 
was male, he would also have ATRX syndrome. Despite the prognosis, 
the parents decide to continue the pregnancy. 

 Ms. U explained that having children with disabilities is accompa-
nied by a myriad of complex emotions. There are instances when she 
and her husband experience bouts of sadness followed by happiness. 
She quickly straightens her posture, smiles, and states,  “ I would do it 
all over again. We love our beautiful children. ”     

 Cultural Competence 

 The parents are faith - based Christians and are very religious. They 
attribute the children ’ s survival thus far to God. The parents feel 
strongly about supporting and caring for their children forever and 
are adamant that institutionalization is not an option. The team will 
need to praise them for this behavior and encourage their contin-
ued support. The family may want to involve their church to help 
them obtain some respite or to help with running errands and 
completing household chores. 
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 The nurse sits on the fl oor to assess the boys and begins interacting 
with them. She observes their developmental age, behaviors, and cog-
nitive abilities. The boys are very pleasant. They are unable to speak, 
but make cooing noises. The nurse observes that Alex has greater 
mobility than Patrick. The boys are unable to walk or complete simple 
tasks performed by most children their age such as playing with toy 
trucks and cars, coloring pictures for their parents, writing a special 
birthday card, playing ball in the yard, or singing a song. Ms. U is not 
discouraged and is very upbeat. Although her boys cannot perform 
age - appropriate milestones, they have mastered individual milestones 
that have taken their parents ’  breath away.    

 Rehabilitation Needs 

    Physical therapy  
  Occupational therapy  
  Potential for speech therapy in the future  
  Neurodevelopmental therapy    

 The nurse asks to view the children ’ s bedroom. Their bedroom is 
clean and well organized. For safety, they sleep in twin beds placed 
on the fl oor. Ms. U explains all of the aspects of the bedtime routine, 
which consists of the parents assisting the boys with personal care 
such as brushing their teeth and bathing. After bedtime rituals are 
complete, the parents enjoy reading a story and kissing them good 
night. The mother explains that her sleep is disturbed and can be dif-
fi cult if the boys deviate from their sleep routine between 7:30 p.m. 
and 5:30 a.m. The nurse checks the room for any safety concerns. 
All outlets are covered and a smoke detector is placed just outside of 
the room. 

 Ms. U reviews the boys ’  medication regimens and daily routines 
with the nurse. The mother is a seasoned intensive care unit (ICU) 
nurse who is very knowledgeable about her children ’ s disease process, 
prognosis, dietary needs, and treatment options. The father is a carpen-
ter; however, mom thoroughly updates him on all of the above. 

 The nurse and mom review expectations and goals for the pediatric 
private home care plan for the children:

    •      To prevent choking and aspiration  
   •      To ensure constant supervision  
   •      To prevent injury  
   •      To provide complete care of the children ’ s activities of daily living 

(ADL)  
   •      To act quickly to react to any distress the children may experience 

including choking and seizures       
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 Based on the history and physical examination, the nurse discovers 
the following data:

    •      The boys continue to be in the oral fi xation phase; they place every-
thing in their mouths.  

   •      The boys require 10 – 12 hours of sleep at night for their develop-
mental age. Melatonin is used as a sleep aid when necessary.  

   •      They experience severe global developmental delays.  
   •      They are incontinent of bladder and bowel elimination.  
   •      They cannot ambulate and require total assistance of transfer.  
   •      They have visual and speech limitations.  
   •      They have muscle rigidity, spasticity, and limited range of motion 

of the extremities.  
   •      They have diffi culty swallowing and poor oral motor function.  
   •      They currently have no infections.  
   •      They require total assistance of all ADL.  
   •      They require administration of all medications.        

 Reimbursement Considerations 

 The primary insurance for the boys is Medical Assistance (MA) 
with a secondary insurance through the mother. MA will cover in -
 home skilled nursing services of 33 hours per week to be shared 
for the boys while parents work. One nurse will deliver the care for 
both boys. The home health nurses will need to thoroughly com-
plete nursing documentation for each child and have the mother 
or father sign the visit tickets. The paperwork and visit tickets must 
be submitted to the home health offi ce within 48 hours of services. 
The supervisor on the case will need to complete recertifi cation 
assessments and complete required MA paperwork: Letter of 
Medical Necessity (LOMN), Parent Work Letters/Schedules, Care 
Plan for each child, Physician Orders, and copies of the nursing 
documentation. All paperwork must be submitted to MA by the 
required time line to ensure adequate reimbursement of services. 

 Neal Theory Implications 

 Stage 3: This nurse has experience in pediatric intensive home care. 
This nurse feels capable of handling the many facets of a compli-
cated case that involves 2 patients as well as the parents. 

 Stage 2: The professional in this stage may have experience provid-
ing intermittent home care but not intensive care over a shift. This 
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     CRITICAL THINKING 

    1.      What are the priorities for Alex and Patrick ’ s care?  
  Answer:  The priorities are to prevent choking, aspiration, and seizures. 
The nurse recognizes that the oral fi xation phase and swallowing dis-
ability place the brothers at high risk for choking and aspiration. In 
addition, the nurse acknowledges the high risk for seizures related to 
their disease process and the importance of feeding the children pureed 
foods slowly followed by constant vigilance to prevent aspiration. The 
children should be fed separately (never together). The nurse will 
obtain orders for supplemental oxygen and pulse oximetry in the 
home.  

  2.      What are the roles and objectives of the physical therapist (PT)?  
  Answer:  The PT will complete a PT assessment to determine the 
boys ’  needs and goals for therapy and evaluate the home environment 
for safety and accessibility. Additionally, the PT will teach the mother 
and nurse exercises to help strengthen the boys ’  upper and lower 
extremities. The PT will recommend adaptations to the environment 
to promote safety and accessibility and examine the wheelchairs 
and strollers for appropriateness. The PT may recommend a particular 
wheelchair/stroller for an easier transfer. The nurse and PT will recog-
nize the parents ’  involvement in neurodevelopmental therapy for the 
boys. 

 The approach of neurodevelopmental therapy uses no medication 
or any invasive medical interventions. It is effective in treating many 
conditions ranging from learning disabilities to stroke recovery. The 
process involves using primitive refl exes present in automatic responses 
set off by the nervous system. (See:  [3] ) 

 The children ’ s neurologist highly recommends the therapy and 
believes that it has signifi cantly helped the children.  

nurse will need a lot of support from the other disciplines that are 
involved. He/she will need to adjust to the complexity of the care 
and may want to defer to a more experienced home health nurse 
to manage this case. 

 Stage 1: The clinician in this stage may have pediatric experience 
but may not know how to adapt that experience to the home setting. 
This nurse should probably not be assigned to this case but might 
be able to make observational visits in order to learn how to manage 
such a complex case. 
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  3.      Are there any other health care professionals who should be 
contacted?  
  Answer:  Yes. The nurse should call the physician for orders for a 
medical social worker (MSW).  

  4.      What is the role of MSW?  
  Answer:  The MSW will work with the parents to fi nd community 
resources to help them with respite hours, fi nancial assistance for 
medical equipment not covered by insurance, and transportation 
expenses as well as information on support groups for parents of chil-
dren with disabilities.     

     BACK TO THE CASE 

 The nurse can help the boys reach the mother ’ s intended goals. The 
nurse also explains how the home health agency can assist parents with 
respite hours provided by a licensed nurse. The mother is very pleased 
and describes the diffi culty she and her husband have fi nding leisure 
time due to demands of the children ’ s medical conditions.    

 Relevant Community Resources 

    Housekeeping services  
  Notifi cation of the fi re department and police department that the 

home has two critical pediatric patients  
  Support groups for parents of chronically ill children    

 The nurse and Ms. U discuss the need to have supplemental oxygen 
and pulse oximetry in the home since the children have occasional 
hypoxic events. Once a physician order is obtained for oxygen and the 
pulse oximeter, the nurse will have the family ’ s preferred durable 
medical equipment (DME) supplier deliver the equipment.  

     CRITICAL THINKING 

    1.      How will the members of the interdisciplinary team communicate 
with one another?  
  Answer:  The children ’ s home health nurses will communicate with 
parents and the nursing supervisor for the children ’ s needs and health 
issues. The supervisor will effectively communicate with the children ’ s 
primary care physician (PCP) regarding all health concerns and orders. 
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The supervisor will have monthly clinical meetings with the home 
health nurses to ensure that the care plans and medication regimens 
are followed accurately and to discuss any concerns. The PT and 
Occupational Therapist (OT) will communicate and educate the home 
health care nurses regarding exercises for the boys.  

  2.      What will happen after each discipline makes the initial visit?  
  Answer:  Each team member will reinforce what the other members are 
teaching the patient and family. Each will work from a discipline -
 specifi c care plan and also from the interdisciplinary care plan.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Risk for 
aspiration 
and 
choking  

  Patients will be free of 
aspiration and choking. 

 Family will verbalize 
understanding of keeping 
all small objects away 
from patients and the 
importance of feeding the 
patients slowly pureed 
food by day 1.  

  Teach family about 
signs and 
symptoms of 
choking and 
aspiration. 

 Teach family the 
importance of 
attending a 
cardiopulmonary 
resuscitation 
(CPR) class.  

  Family will 
verbalize the 
signs and 
symptoms of 
choking and 
aspiration. 

 Family will be 
CPR certifi ed.  

  Risk for 
injury  

  Patients will continue to be 
free of injuries. 

 Family will continue to 
closely supervise patients 
and protect patients from 
injury. 

 Family will closely monitor 
home environment for 
possible causes of 
potential injuries.  

  Teach family safety 
precautions.  

  Patients will be 
free of injuries. 

 Family will 
continue to 
supervise 
patients at all 
times.  

  Risk for 
impaired 
skin 
integrity  

  Patients will not have 
impaired skin integrity. 

 Family will verbalize 
importance of changing 
soiled diapers ’  and 
keeping perineal area dry. 

 Parents will verbalize the 
importance of changing 
the patients ’  positions 
every 2 hours.  

  Teach parents the 
signs and 
symptoms of 
impaired skin 
integrity.  

  Patients will 
have intact 
skin integrity.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Ineffective 
coping of 
family 
system  

  Patients and family are able 
to cope with sequelae of 
disease process within 3 
months.  

  Provide 
information 
about 
community 
resources, 
support groups, 
and services. 

 MSW to provide 
counseling for 
family.  

  Patients and 
family have 
resources for 
emotional 
support and 
use them 
effectively.  
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Case 12.2   Anoxic Brain 
Damage/Achondroplasia     

  By Lannette     Johnston  ,   RN, BSN, MS, CPST       

     This case study illustrates how the home health nurse works with the 
patient, patient ’ s parents/caregivers, and health care team to reach 
mutual goals. The patient, Brooke, is a 6 - year - old Caucasian female 
with the diagnosis of anoxic brain damage/achondroplasia. The patient 
has the mental level of a 3 - month - old baby. The patient was born at 34 
weeks ’  gestation. Anoxic brain damage happens when the brain 
receives inadequate oxygen for several minutes or longer. Brain cells 
begin to die after approximately 4 minutes without oxygen. Brooke 
receives 16 hours per day of skilled nursing care, 7 days a week. Her 
mother has a diagnosis of achondroplasia, but the patient ’ s father is of 
normal stature. Achondroplasia is a genetic condition of dwarfi sm. 

  “ Achondroplasia is a form of short - limbed dwarfi sm. The word 
achondroplasia literally means  ‘ without cartilage formation. ’  
However, the problem is not in forming cartilage but in convert-
ing it to bone (a process called ossifi cation), particularly in the 
long bones of the arms and legs. 

 All people with achondroplasia have short stature. The average 
height of an adult male with achondroplasia is 131 centimeters (4 
feet, 4 inches), and the average height for adult females is 124 
centimeters (4 feet, 1 inch). Characteristic features of achondro-
plasia include an average - size trunk, short arms and legs with 
particularly short upper arms and thighs, limited range of motion 
at the elbows, and an enlarged head (macrocephaly) with a prom-
inent forehead. Fingers are typically short and the ring fi nger and 
middle fi nger may diverge, giving the hand a three - pronged 
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(trident) appearance. People with achondroplasia are generally of 
normal intelligence. 

 Health problems commonly associated with achondroplasia 
include episodes in which breathing slows or stops for short 
periods (apnea), obesity, and recurrent ear infections. In adult-
hood, individuals with the condition usually develop a pro-
nounced and permanent sway of the lower back (lordosis) and 
bowed legs. Older individuals often have back pain, which can 
cause diffi culty with walking. ”   [3]    

 The patient has had pediatric private duty home health nurses since 
the age of 2 years. 

 The use of the interdisciplinary team and excellent communication 
among its members are keys to the management of this case and 
optimal patient outcome.  

     ORDERS FOR HOME CARE 

    Patient: 6 - year - old Caucasian female named Brooke  
  Diagnosis: Anoxic brain damage/achondroplasia  
  Current medications: 

    •      Nystatin Cream 1 unit dose topical as needed for yeast rash  
   •      Calmoseptine 1 unit dose topical as needed for erythema  
   •      Sween cream 1 unit topical as needed to affected areas  
   •      Hydrocortisone 1% cream 1 dose topical as needed to affected 

area  
   •      Nystop powder 1 unit dose topical twice a day as needed to red 

areas of skin folds and perineum  
   •      Bactroban 1 unit dose topical twice a day as needed open skin  
   •      Destin or A &  D Cream apply a thick layer every diaper change  
   •      Glycerin suppositories 1 unit dose per rectum as needed  
   •      Lactulose 5   mL three times a day as needed  
   •      Simethicone 0.6   mL every 3 – 4 hours as needed  
   •      Prevacid 15   mg twice a day  
   •      Zantac 30   mg every 8 hours  
   •      Diastat 5   mg per rectum as needed for seizure    >    5 minutes may 

repeat in 5 minutes  
   •      Zaditor 1 drop both eyes three times a day  
   •      Tylenol 160   mg every 4 – 6 hours as needed  
   •      Motrin 100   mg every 6 hours  
   •      Zyrtec 5   mg once a day  
   •      Saline nasal spray 1 spray each nostril as needed  
   •      Flintstone vitamin 1 tablet once a day  
   •      Flouride 0.5   mg once a day  
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   •      Calcium carbonate 100   mg every 12 hours  
   •      Ferin solution 37.5   mg once a day  
   •      Peptamen Junior with Prebio 58   mL via G - tube at 60   cc per 

hour    ×    4 hours during the day then Peptamen Junior 400   mL via 
G - tube overnight  

   •      Scopolamine patch 1 unit dose topical every 72 hours  
   •      Robinol Liquid 0.2   mg every 6 – 8 hours  
   •      Benadryl Liquid 12.5   mg/5   mL, give 6   mL as needed  
   •      Albuterol 4 puffs inhalation with spacer via tracheostomy three 

times a day and every 4 hours as needed  
   •      QVar MDI with spacer 5 puffs every 12 hours  
   •      Oxygen 1 – 4 liters via trachmist collar to maintain oxygen satura-

tion between 95% and 100%    
  Relevant past medical history: 

    •      Prematurity at 34 weeks ’  gestation  
   •      Skull fracture related to a fall  
   •      Cardiac arrest resulting in anoxic brain damage  
   •      Frequent hospitalizations  
   •      MRSA  
   •      Tracheostomy  
   •      Gastrostomy tube  
   •      Mental retardation  
   •      Skin breakdown  
   •      Constipation  
   •      Pneumonia  
   •      Seizures  
   •      Mediport placement    

  RN: Assess and evaluate.  
  PT: Assess and evaluate.  
  OT: Assess and evaluate.  
  Speech therapist: Assess and evaluate.     

     THE HOME VISIT 

 Brooke ’ s home is two stories. The Make - a - Wish Foundation recently 
renovated her bedroom. The bedroom was designed to help cognitively 
stimulate Brooke and to accommodate her medical equipment. The 
room looks like it came out of Disneyland and is every little girl ’ s 
dream bedroom, designed with princesses and pastel colors. (Figure 
 12.2.1 )   

 Brooke lives with her parents, Mr. and Ms. P. The home is clean, 
uncluttered, and well organized. Brooke ’ s room is pristine, and all of 
the supplies are neatly organized. 
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 The pediatric nursing supervisor enters the home to interview 
Brooke ’ s parents and to assess Brooke. Brooke ’ s parents welcome the 
nurse into their home with open arms. Brooke ’ s mother shares Brooke ’ s 
life story. She begins her story as follows:

   “ When Brooke was born she was a normal little girl, other than 
having dwarfi sm. Our struggles began when we went shopping. 
Brooke was in her car seat in the back seat. We arrived at the 
store. When we were getting her out of her car seat she was limp, 
blue, and not breathing. My husband ran into the store and 
called 911. The ambulance came; and while they were transport-
ing her to the back of the ambulance, they dropped her. My baby 
hit her head on the fl oor; that is how she got her skull fracture. 
This was the start of our nightmare. Our little girl was hospital-
ized for 3 months. The doctors told us that she would not be 
normal because she suffered brain damage and vocal - cord paraly-
sis and would need a tracheostomy for breathing for the rest of 

     Figure 12.2.1.     This patient was chosen from the Make - A - Wish Foundation to have a 
wish granted. Since Brooke ’ s condition is life threatening and makes it diffi cult for her to 
travel to Disney World, her parents chose to have Disney come to Brooke ’ s room. Make -
 A - Wish Foundation granted her the wish of having her bedroom transformed into a Disney 
Princess Room.  
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her life. It was awful. As bad as it was, we are thankful she 
is alive. ”       

 The nurse enters Brooke ’ s room to assess her. The nurse is greeted 
with a big smile from Brooke. She attempts to communicate with the 
nurse by making some vocal noises. She can say  “ hi, ”   “ tickle, ”  and 
 “ out ”  and is currently working with nurses and a speech therapist to 
say her vowels. Brooke is a pleasant little girl who thrives on interac-
tion with others. (Figure  12.2.2 )   

 Cultural Competence 

 Brooke is Caucasian. Her parents are practicing Christians. Brooke ’ s 
parents clearly feel strongly about supporting and caring for her. 
Their primary goal is to keep her at home as long as possible. 
Institutionalism is not an option. The team will need to praise and 
support them for their dedication to and care of Brooke. The parents 
will need education on the importance of leisure time and time 
alone to maintain a healthy relationship. 

     Figure 12.2.2.     This high wall chest percussion (HWCP) vest provides percussion and 
vibration to the chest wall aiding in secretion clearance.  
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 Brooke is alert and oriented to her name. She is able to kick her legs 
back and forth when she gets excited. Her tracheostomy is a number 
4.0 uncuffed Bivona tracheostomy. Brooke ’ s tracheostomy is for main-
taining a patent airway. She has poor head and neck control. She 
receives 1.5 liters via tracheostomy collar mist at night. During the day 
she is on room air. She does utilize supplemental oxygen when she is 
sick. Her pulse oximeter reading is 99% on room air. 

 The nurse inspects Brooke ’ s skin and does not notice any areas of 
skin breakdown. The nurse realizes that Brooke is at high risk for 
impaired skin integrity. Brooke ’ s G - tube (gastrostomy tube) is healed, 
and no signs of infection are noted. Brooke receives tube feedings for 
her nutritional requirements. The tube feedings are: Peptamen Junior 
with Prebio 58   mL via G - tube at 60   cc per hour    ×    4 hours during the 
day, then Peptamen Junior 400   mL via G - tube overnight. The nurse 
recognizes that Brooke is at high risk for aspiration and the importance 
of administering the tube feedings in the upright position. 

 The nurse observes Brooke ’ s poor head and neck control and recog-
nizes the importance of support for Brooke ’ s head and neck at all times 
to prevent injuries. (Figure  12.2.3 )   

 The nurse looks closely at the room and observes: A high wall chest 
percussion (HWCP) vest, a suction machine, lab supplies, a smoke 
detector located in the hall outside Brooke ’ s room, and 2 handicapped 
accessible fi re exits close by. The home also has numerous fi re extin-
guishers. In the event of a fi re, Brooke would require complete assis-
tance to evacuate her home. The mother reassures the nurse that the 
local fi re, police, and emergency authorities have been notifi ed that a 
chronically ill child resides in the home.    

     Figure 12.2.3.     This customized high chair is used to keep Brooke secure and in an 
upright position in order to keep her airway open and assist with breathing.  
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 The nurse continues to gather data and discovers that the parents 
are very knowledgeable about Brooke ’ s medications and care plan. 
Brooke receives skilled nursing services 16 hours a day, 7 days a week. 
The nurse and mother review expectations and goals for the pediatric 
private duty care plan for Brooke:

    •      To have complete safety for Brooke  
   •      To prevent future hospitalizations  
   •      To prevent choking and aspiration  
   •      To prevent injury  
   •      To provide complete care of Brooke ’ s activities of daily living 

(ADL)  
   •      To act quickly to resolve any distress she may experience including 

choking and aspiration    

 Based on the history and physical examination, the nurse discovers the 
following data:

    •      Brooke requires 10 – 12 hours of sleep at night for her developmental 
age.  

   •      Brooke experiences severe global developmental delays.  
   •      She is incontinent of bladder and bowel elimination.  
   •      She cannot ambulate and requires total assistance of transfer.  
   •      She is nonverbal, but able to look to a person when her name is 

called.  
   •      She has muscle rigidity, spasticity, and limited range of motion of 

the extremities.  
   •      She has poor head and neck control.  
   •      She is unable to eat by mouth and requires tube feeding.  
   •      She is currently free of infections or skin breakdown.  
   •      She requires total assistance of all ADL.  
   •      She requires administration of all medications.  
   •      She requires supplemental oxygen via tracheostomy collar to main-

tain adequate tissue perfusion.  
   •      She requires frequent tracheal suctioning related to copious 

secretions.        

 Relevant Community Resources 

    Financial assistance with major utility bills, if needed  
  Notifi cation of the fi re department and police department that 

patient is disabled  
  Support groups for parents of chronically ill children    
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     CRITICAL THINKING 

    1.      What should be the priorities for Brooke ’ s care?  
  Answer:  The priorities are to prevent choking, aspiration, and injury. 
The nurse recognizes that Brooke ’ s condition places her at risk for 
choking, aspiration, skin breakdown, and infection. In addition, the 
nurse acknowledges the high risk for hypoxia and respiratory arrest 
related to the need for a tracheostomy and the need for supplemental 
oxygen. She realizes the importance of completing a thorough respira-
tory assessment and for recognizing the signs and symptoms of respi-
ratory distress.  

  2.      What are the roles and objectives of the physical therapist (PT) in 
this case?  
  Answer:  The PT will complete a PT assessment to determine Brooke ’ s 
needs and goals for therapy as well as the home environment for safety 
and accessibility. Additionally, the PT teaches the mother and nurse 
exercises to help strengthen Brooke ’ s upper and lower extremities. The 
PT will recommend adaptations to the environment to promote safety 
and accessibility and examine the wheelchairs and Hoyer lift for appro-
priateness. The PT may recommend a particular wheelchair for an 
easier transfer. The nurse and PT will reinforce each other ’ s involve-
ment in Brooke ’ s care.  

  3.      Are there any other healthcare professionals who should be 
contacted?  
  Answer:  Yes. The nurse should call the physician for orders for a 
medical social worker (MSW) and Pride Support Services. Brooke is 
also receiving occupational (OT) and speech therapy (ST).  

 Neal Theory Implications 

    Stage 3 :      This professional considers family dynamics when plan-
ning care. The nurse has adequate resources that she can go to for 
answers to questions or concerns regarding the patient ’ s disease 
process and medical interventions.  

  Stage 2 :      The nurse in this stage may not be able to foresee future 
issues related to the care of the patient  and family or be aware of 
the need for resources and referrals.  

  Stage 1 :      The clinician in this stage may not be ready to handle such 
a complex case but could be mentored by a stage 3 nurse.    
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  4.      What is the role of MSW?  
  Answer:  The MSW will work with the parents to fi nd community 
resources to help them with respite hours, fi nancial assistance for 
medical equipment not covered by insurance, transportation expenses, 
electric bills, and information about support groups for parents of 
children with disabilities.    

 Pride Support Services is a mental health and mental retardation 
(MHMR) government support service for patients with an MHMR 
diagnosis. They establish a comprehensive individual support plan to 
help the patient and family achieve positive outcomes.     

 Rehabilitation Needs 

    Physical therapy  
  Occupational therapy  
  Speech therapy    

     BACK TO THE CASE 

 The nurse can help Brooke reach the parents ’  intended goals. The nurse 
also explains how the home health agency can assist parents with 
respite hours provided by a licensed nurse or fi nancially assist with 
other medical needs not provided by insurance.     

 Reimbursement Considerations 

 The primary insurance for Brooke is Medical Assistance (MA). 
There is not a secondary insurance. MA will cover in - home skilled 
nursing services of 112 hours per week. The home health nurses 
will need to thoroughly complete nursing documentation of the 
child and have the mother or father sign the visit tickets. The paper-
work and visit tickets must be submitted to the home health offi ce 
within 48 hours of services. The supervisor on the case will need 
to complete recertifi cation assessments and complete required MA 
paperwork: Letter of Medical Necessity (LOMN), Parent Work 
Letters/Schedules, Care Plan for the child, and Physician Orders, 
and copies of the nursing documentation. All paperwork must be 
submitted to MA by the required time line to ensure adequate 
reimbursement of services. 
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     CRITICAL THINKING 

    1.      How will the members of the interdisciplinary team communicate 
with one another?  
  Answer:  Brooke ’ s home health nurses will communicate with the 
parents and the nursing supervisor for her needs and health issues. The 
supervisor will effectively communicate with the children ’ s primary 
care physician (PCP) regarding all health concerns and orders. The 
supervisor will have monthly clinical meetings with the home health 
nurses to ensure that the care plans and medication regimens are fol-
lowed accurately and to discuss any concerns. The PT, OT, ST, and 
Pride Support Service Coordinator will communicate and educate the 
home health care nurses on recommended exercises for Brooke.  

  2.      What will happen after each discipline makes the initial visit?  
  Answer:  Each team member will reinforce what the other members are 
teaching the family. Each will work from a discipline - specifi c care plan 
and also from the interdisciplinary care plan.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Impaired gas 
exchange  

  Patient will have 
adequate oxygenation 
and tissue perfusion 
daily. 

 Parents will verbalize 
signs and symptoms 
of respiratory distress: 
cyanosis, labored 
breathing, use of 
accessory muscles, low 
oxygen saturations 
 < 90%, asymmetrical 
chest rise, tracheal 
deviation, adventitious 
breath sounds, copious 
secretions, tachycardia, 
tachypnea, and 
anxiety by day 1. 

 Patient will be free of 
infections and 
complications related 
to mechanical 
ventilation daily.  

  Teach the parents 
how to suction 
patient properly. 

 Teach the parents the 
DOPE pneumonic: 

 D — Displaced tube 
 O — Obstruction 
 P — Pneumothorax 
 E — Equipment failure 
 Have parents 

verbalize their 
emergency plan in 
the event patient 
goes into 
respiratory arrest.  

  Patient maintains 
adequate gas 
exchange. 

 Patient maintains 
adequate airway 
clearance and 
effective 
breathing 
patterns. 

 Patient will be free 
of infections 
and 
complications.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Risk for 
aspiration  

  Patient will be free of 
aspiration. 

 Family will verbalize 
understanding of 
keeping the head of 
the bed elevated at 
least 30 degrees 
during tube feedings 
by day 1.  

  Teach family about 
signs and 
symptoms of 
aspiration. 

 Teach family the 
importance of 
attending a 
cardiopulmonary 
resuscitation (CPR) 
class.  

  Family will 
verbalize the 
signs and 
symptoms of 
choking and 
aspiration. 

 Family will be 
CPR certifi ed.  

  Risk for 
impaired 
skin 
integrity  

  Patient will not have 
impaired skin 
integrity. 

 Family will verbalize 
importance of 
changing soiled 
diapers, keeping 
perineal area dry, and 
changing the patient 
position every 2 hours 
by day 1.  

  Teach parents the 
signs and 
symptoms of 
impaired skin 
integrity. 

 Teach parents how to 
properly use the 
specialized air 
mattress and bed. 

 Teach parents the 
signs of skin 
breakdown and to 
report it to the 
nurses 
immediately.  

  Patient will have 
intact skin 
integrity.  

  Risk for 
infection  

  Patient is free of 
infection. 

 Patient ’ s family will 
continue to practice 
meticulous infection 
control and limit ill 
visitors on a daily 
basis. 

 Patient ’ s primary care 
physician will 
continue to provide 
monthly and as -
 needed home visits.  

  Provide information 
about infection 
control practices 
and the importance 
of hand washing 
and cleaning 
equipment on a 
regular basis. 

 Educate parents and 
nurses on the 
importance of 
reporting any signs 
and symptoms of 
infection to the 
physician 
immediately. 

 Nursing supervisor 
will draw monthly 
blood work per 
physician order 
and report lab 
results to 
physician.  

  Patient will 
remain infection 
free.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Risk for 
constipation  

  Patient will have normal 
elimination. Parents 
and nurse will 
continue to follow 
bowel regime ordered 
by physician daily.  

  Parents will verbalize 
the signs and 
symptoms of 
constipation: 

 distended abdomen, 
hypo - /hyperactive 
bowel sounds, 
absence of daily 
bowel movement, 
abdominal 
discomfort, and 
facial grimacing. 

 Educate parents on 
the importance 
changing the 
patient ’ s position 
every 2 hours.  

  Patient will have 
normal 
elimination.  
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Case 12.3   Cerebral Palsy/
Acute Respiratory Failure  

  By   Lannette     Johnston  ,   RN, BSN, MS, CPST       

     This case study illustrates how the home health nurse works with a 
patient requiring intensive services, the patient ’ s parents/caregivers, 
and the health care team to reach mutual goals. The patient is a 28 - year -
 old Caucasian male with the diagnosis of cerebral palsy and acute 
respiratory failure. The patient has the mentality level of a 2 - year - old 
toddler and a body of a 12 - year - old. Despite being an adult, the patient 
has had Pediatric Private Duty home health nurses since the age of 17. 
Prior to the initiation of services, the parents provided all of the care 
to the patient. All of his life, the patient has required complete assis-
tance with all activities of daily living (ADL). He became ventilator 
dependent in 2004, which required the parents to ask for additional 
help for his care.  

     ORDERS FOR HOME CARE 

    Patient: 28 - year - old Caucasian male named Sam  
  Diagnoses: Cerebral palsy and acute respiratory failure  
  Current medications: 

    •      Ketoconazole shampoo 1 unit dose topical as needed  
   •      Calmoseptine Topical as needed  
   •      Clotrimazole/Bethameth cream 1 unit topical as needed to 

affected areas  
   •      Hydrocortisone 1% cream 1 dose topical as needed to affected 

area  
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   •      Nystop powder 1 unit dose topical as needed to affected area  
   •      Neosporin Plus pain ointment topical 1 dose to affected area  
   •      Bactroban 1 unit dose topical to affected area 3 times daily as 

needed  
   •      Lactulose 30   mL 4 times daily as needed  
   •      Mylicon 2.5   cc 3 times daily  
   •      Senna Syrup 5   mL 3 times daily  
   •      Dulcolax suppository 1 dose as needed  
   •      Tylenol 650   mg every 4 hours as needed  
   •      Valium 2   mg at bedtime  
   •      Prevacid 30   mg twice daily  
   •      Reglan 5   mL 4 times daily  
   •      FeSO4 1 tsp daily  
   •      Robinul 1   mg twice daily as needed  
   •      Oxygen 5 liters via tracheostomy (trach)/ventilator to maintain 

oxygen saturation between 95% and 100%  
   •      Duoneb Inhalation 1 vial every 4 hours as needed    

  Relevant past medical history: 
    •      Traumatic birth  
   •      Frequent hospitalizations  
   •      Halo brace  
   •      MRSA  
   •      Tracheostomy  
   •      Ventilator dependent  
   •      Gastrostomy tube  
   •      Mental retardation  
   •      Skin breakdown  
   •      Constipation  
   •      Pneumonia  
   •      Thrombocytopenia    

  RN: Assess and evaluate.  
  PT: Assess and evaluate.  
  OT: Assess and evaluate.        

 Cultural Competence 

 It is important that the nurses and interdisciplinary team determine 
whether there are cultural factors of which they should be aware 
as they care for Sam. His parents clearly feel strongly about 
supporting/caring for him. Their primary goal is to keep him at 
home as long as possible. Institutionalism is not an option. The 
team will need to praise/support them for their dedication and care 
of Sam. The parents will need education on the importance leisure 
and time alone to maintain a healthy relationship. 
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     THE HOME VISIT 

 Sam ’ s home is a ranch - style, handicapped - accessible home that was 
designed with Sam ’ s needs in mind. Sam lives with his parents, Mr. 
and Mrs. D, and his younger sister, Mia. The home is clean, uncluttered, 
and well organized. Sam ’ s room is very meticulous and all supplies are 
neatly organized. 

 The pediatric nursing supervisor enters the home to interview Sam ’ s 
parents and assess Sam. Sam ’ s parents welcome the nurse. Sam ’ s 
mother shares Sam ’ s life story and the struggles he has encountered 
since birth. She begins her story:

   “ Sam was born at 42 weeks; He didn ’ t want to enter this world. 
Now I can see why. When he was born his Apgar score was 0 at 
fi rst, and then after they resuscitated him it only came up to 6. 
He spent the fi rst week of his life in the neonatal intensive care 
unit (NICU). Once we were discharged from the hospital, I began 
to enjoy my sweet little bundle of joy. When Sam was 4 months 
old, Sam ’ s Aunt Jean (a practicing nurse) noticed that Sam wasn ’ t 
a normal baby. At 6 months he was diagnosed with cerebral palsy 
(CP). Sam had to be fed pureed foods by mouth because of his 
disease. He required constant supervision.  

  When he was 5 - years - old, he had his fi rst halo brace to support 
his head and neck. During the time of his halo brace he had to 
have a bone from his hip placed in his neck. He had to wear the 
halo for 5 months. Unfortunately, 5 years later he had to have 
another halo placed. We continued to love and care for our beauti-
ful Sam. He taught us how to enjoy life to the fullest.  

  Over the course of his life he has had numerous hospitaliza-
tions for arm fractures, pneumothorax, pneumonia, and respira-
tory infections. At the age of 18, Sam had to have a tracheostomy 
and be on a ventilator. Now that he is 28, he continues to thrive 
and appreciate everything people do for him. I want people to 
know how it is to have a child with fragile medical conditions. It 
is not easy, but life isn ’ t easy either. We love him so much. ”  
(Figure  12.3.1 )     

 The nurse is eager to meet Sam. The nurse enters Sam ’ s room, 
approaches the head of his bed and says,  “ Hi, Sam. ”  Sam immediately 
looks at the nurse and begins to smile. He knows the nurse is there to 
see him. Sam ’ s room is decorated in a vibrant, colorful jungle theme. 
On the ceiling above Sam ’ s head is a mural of the blue sky and clouds. 
Hanging from the light fi xture is a green - leaf swag draped down with 
colorful Christmas lights. Every wall in Sam ’ s room has a different 
jungle mural. On the left side of Sam is a TV and a variety of children ’ s 
movies and cartoons. (Figure  12.3.2 )   
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 Sam is alert and oriented to his name. He is nonverbal, but smiles 
when spoken to. His trach is a number 6.0 shiley with an inner canula. 
He is being mechanically ventilated with an LP 10 ventilator. His pulse 
oximeter reading is 98% oxygen saturation level with a heart rate of 86. 
His ventilator settings are: Assist Control mode, rate of 12, tidal volume 
600, PEEP (positive end expiratory pressure) of 5, humidifi ed air 28 – 30 
degrees, low - pressure alarm set at 8, and a high - pressure alarm rate 
of 45. Sam ’ s bed is a specialized hospital bed that provides frequent 
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rotation and is equipped with an Airsoft mattress. The nurse inspects 
Sam ’ s skin and does not notice any areas of skin breakdown. The nurse 
realizes that he is at high risk for impaired skin integrity. 

 Sam ’ s gastrostomy tube (G - tube) is healed, and no signs of infection 
are noted. He is currently receiving tube feedings of Nutramen at 175   cc 
per hour. The nurse observes the rest of the room and notes the follow-
ing: A Hoyer lift, a high wall chest percussion vest, a suction machine, 
lab supplies, a smoke detector located in the hall outside of Sam ’ s 
room, and a handicapped - accessible fi re exit close by. (Figure  12.3.3 )      

     Figure 12.3.3.     Assistive devices are required to keep Sam ’ s head and neck aligned 
properly to maintain an open airway.  

 Relevant Community Resources 

    Financial assistance with major utility bills, if needed  
  Notifi cation of the fi re department and police department that he 

is disabled  
  Support groups for parents of chronically ill children    

 The home also has numerous fi re extinguishers. In the event of a fi re 
Sam would require complete assistance to evacuate his home. There 
are two means of exit in the home; both have ramps to safely accom-
modate Sam and all of his medical equipment. 

 The mother reassures the nurse that local fi re, police, and emergency 
authorities have been notifi ed that a chronically ill person resides in 
the home. 



358  Pediatric Intensive Care

 The bathroom was added to meet Sam ’ s hygiene needs. The shower 
is a very large, handicapped shower. The nurse is impressed with the 
cleanliness and organization of Sam ’ s room and bathroom. 

 The nurse continues to gather data and discovers that the parents 
are very knowledgeable about Sam ’ s medications and care plan. Sam 
receives skilled nursing services 10 hours a day while his parents work. 
The nurse and mother review expectations and goals for the pediatric 
private duty care plan for Sam:

    •      To have complete safety for Sam  
   •      To prevent future hospitalizations  
   •      To prevent choking and aspiration  
   •      To prevent injury  
   •      To provide complete care for Sam ’ s activities of daily living (ADL)  
   •      To act quickly to respond to any distress he may experience includ-

ing choking and aspiration       

 Rehabilitation Needs 

    Physical therapy  
  Occupational therapy    

 Based on the history and physical examination, the nurse discovers the 
following data:

    •      Sam requires 10 – 12 hours of sleep at night.  
   •      He experiences severe global developmental delays.  
   •      He is incontinent of bladder and bowel.  
   •      He cannot ambulate and requires total assistance of transfer.  
   •      He is nonverbal, but is able to look to a person when his name is 

called.  
   •      He has muscle rigidity, spasticity, and limited range of motion of 

extremities.  
   •      He is unable to eat by mouth and requires tube feeding.  
   •      He is currently free of infections or skin breakdown.  
   •      He requires total assistance of all ADL.  
   •      He requires administration of all medications.  
   •      He requires mechanical ventilation and supplemental oxygen to 

maintain oxygen saturations of 95% to 100%.        

 Neal Theory Implications 

 Stage 3: This nurse is comfortable managing all of the equipment 
in the home setting, is able to troubleshoot without diffi culty, and 
is very aware of community and other resources that can help the 
patient and family. 
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     CRITICAL THINKING 

    1.      What are the priorities of Sam ’ s care plan?  
  Answer:  The priorities are to prevent choking, aspiration, and injury. 
The nurse recognizes that Sam ’ s condition places him at risk for 
choking, aspiration, skin breakdown, and infection. In addition, the 
nurse acknowledges the high risk for hypoxia and respiratory arrest 
related to the need for mechanical ventilation. She realizes the impor-
tance of completing a thorough respiratory assessment and recognizing 
the signs and symptoms of respiratory distress.  

  2.      What are the roles and objectives of the physical therapist (PT)?  
  Answer:  The PT will complete a PT assessment to determine Sam ’ s 
needs and goals for therapy and evaluate the home environment for 
safety and accessibility. Additionally, the PT will teach the mother and 
nurse exercises to help strengthen the patient ’ s upper and lower 
extremities. The PT will recommend adaptations to the environment to 
promote safety and accessibility and will examine the wheelchairs and 
Hoyer lift for appropriateness. The PT may recommend a particular 
wheelchair for an easier transfer.  

  3.      Are there any other health care professionals who should be 
contacted?  
  Answer:  Yes. The nurse should call the physician for orders for a 
medical social worker (MSW) and North Star Support Services.  

  4.      What is the role of the MSW?  
  Answer:  The MSW will work with the parents to fi nd community 
resources to help them with respite hours, fi nancial assistance for 
medical equipment not covered by insurance, transportation expenses, 
electric bills, and information on support groups for parents of children 
with disabilities. 

 Stage 2: The professional in this stage may not realize that the 
parents are valuable resources and can teach the nurse how best to 
care for Sam ’ s individual needs. This nurse may need assistance 
transferring his/her knowledge of intensive care practices into the 
home setting. 

 Stage 1: The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. 
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 North Star Support Services is a mental health and mental retarda-
tion (MHMR) government support service for patients with a MHMR 
diagnosis. They establish a comprehensive individual support plan to 
help the patient and family achieve positive outcomes. They can assist 
the parents in obtaining skilled nursing services for Sam. This service 
is provided for patients over the age of 21.     

     BACK TO THE CASE 

 The nurse can help Sam reach the mother ’ s intended goals. The nurse 
also explains how the home health agency can assist parents with 
respite hours provided by a licensed nurse or fi nancially assist with 
other medical needs not provided by insurance.     

 Reimbursement Considerations 

 The primary insurance for Sam is an Independent Waiver through 
the Department of Public Welfare. In each fi scal year, he is awarded 
so many units of skilled nursing services while his parents work. 
One unit is equal to 15 minutes. It is important that the nursing 
supervisor perform monthly reviews in the Department of Public 
Welfare ’ s Home and Community Services Information System 
(HCSIS) to determine the number of units utilized. It is important 
to stay within the allotted units. The home health nurses will need 
to thoroughly complete nursing documentation of Sam and have 
the mother or father sign the visit tickets. The paperwork and visit 
tickets must be submitted to the home health offi ce within 48 hours 
of services. The supervisor on the case will need to complete recer-
tifi cation assessments and complete required paperwork: Sam ’ s 
MHMR support coordinator submits the required documentation 
to the Department of Public Welfare through the HCSIS system. 
The coordinator also provides an in - depth Individual Support Plan 
to the mother and the agency for coordination of care. All docu-
mentation must be submitted to the business offi ce by the required 
time line to ensure adequate reimbursement of services. 

     CRITICAL THINKING 

    1.      How will the members of the interdisciplinary team communicate 
with one another?  
  Answer:  Sam ’ s home health nurses will communicate with parents and 
the nursing supervisor for his needs and health issues. The supervisor 
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will effectively communicate with the child ’ s primary care physician 
(PCP) regarding all health concerns and orders. The supervisor will 
have monthly clinical meetings with the home health nurses to ensure 
that the care plans and medication regimens are followed accurately 
and to discuss any concerns. The PT, OT, and North Star Support 
Service coordinator will communicate and educate the home health 
care nurses on recommended exercises for the patient.  

  2.      What will happen after each discipline makes the initial visit?  
  Answer:  Each team member will reinforce what the other members are 
teaching the family. Each will work from a discipline - specifi c care plan 
and also from the interdisciplinary care plan.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Impaired gas 
exchange  

  Patient will have adequate 
oxygenation and tissue 
perfusion daily. 

 Parents will verbalize signs 
and symptoms of 
respiratory distress: 
cyanosis, labored 
breathing, use of accessory 
muscles, low oxygen 
saturations  < 90%, 
asymmetrical chest rise, 
tracheal deviation, 
adventitious breath 
sounds, copious secretions, 
tachycardia, tachypnea, 
and anxiety by day 1. 

 Patient will be free of 
infections and 
complications related to 
mechanical ventilation 
daily.  

  Teach the parents 
how to suction 
patient properly. 

 Teach the parents 
the DOPE 
pneumonic: 

 D — Displaced tube 
 O — Obstruction 
 P — Pneumothorax 
 E — Equipment 

failure 
 Have parents 

verbalize their 
emergency plan 
in the event the 
patient goes into 
respiratory 
arrest.  

  Patient 
maintains 
adequate gas 
exchange. 

 Patient 
maintains 
adequate 
airway 
clearance and 
effective 
breathing 
patterns. 

 Patient will be 
free of 
infections and 
complications.  

  Risk for 
aspiration  

  Patient will be free of 
aspiration. 

 Family will verbalize 
understanding of keeping 
the head of the bed 
elevated at least 30 
degrees during tube 
feedings by day 1.  

  Teach family about 
signs and 
symptoms of 
aspiration. 

 Teach family the 
importance of 
attending a 
cardiopulmonary 
resuscitation 
(CPR) class.  

  Family will 
verbalize the 
signs and 
symptoms of 
choking and 
aspiration. 

 Family will be 
CPR certifi ed.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Risk for 
impaired 
skin 
integrity  

  Patient will not have 
impaired skin integrity. 

 Family will verbalize 
importance of changing 
soiled diapers, keeping 
perineal area dry, and 
changing the patient 
position every 2 hours by 
day 1.  

  Teach parents the 
signs and 
symptoms of 
impaired skin 
integrity. 

 Teach parents how 
to properly use 
the specialized 
air mattress and 
bed. 

 Teach parents the 
signs of skin 
breakdown and 
to report it to the 
nurses 
immediately.  

  Patient will 
have intact 
skin integrity.  

  Risk for 
infection  

  Patient is free of infection. 
Patient ’ s family will 
continue to practice 
meticulous infection 
control and limit ill 
visitors on a daily basis. 

 Patient ’ s primary care 
physician will continue to 
provide monthly and 
as - needed home visits.  

  Provide 
information 
about infection -
 control practices, 
the importance 
of hand washing, 
and cleaning 
equipment on a 
regular basis. 

 Educate parents 
and nurses on 
the importance 
of reporting any 
signs and 
symptoms of 
infection to 
physician 
immediately. 

 Nursing supervisor 
will draw 
monthly blood 
work per 
physician order 
and report lab 
results to 
physician.  

  Patient will 
remain 
infection free.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Risk for 
constipation  

  Patient will have normal 
elimination. Parents and 
nurse will continue to 
follow bowel regime 
ordered by physician daily.  

  Parents will 
verbalize the 
signs and 
symptoms of 
constipation: 
distended 
abdomen, 
hypo - /
hyperactive 
bowel sounds, 
absence of daily 
bowel 
movement, 
abdominal 
discomfort, and 
facial grimacing. 

 Educate parents on 
the importance 
changing the 
patient position 
every 2 hours.  

  Patient will 
have normal 
elimination.  
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Case 13.1    Clostridium diffi cile  - Associated 
Disease ( CDAD )  

  By Debra     Riendeau  ,   MN, APRN, BC, PMHNP - BC       

     This case study illustrates how the home health nurse works with a 
patient with several challenging conditions to collaboratively meet 
realistic goals. The patient, Mr. J, was paralyzed from the waist down 
due to a snowboarding accident 4 years ago. He receives fi nancial 
support from the state in which he resides and is on permanent dis-
ability. He is wheelchair bound and independent in his home, which 
has been remodeled to incorporate his physical disability. Approximately 
4 weeks ago, he developed a decubitus ulcer on his left buttock due to 
his seat cushion in his wheelchair being improperly infl ated causing 
increased pressure and decreased circulation to the area. Despite treat-
ment, the decubitus ulcer progressed to a stage III. He was hospitalized 
and a surgeon performed a skin graft using skin taken from his left 
bicep area. While in the hospital, he was started on a course of intra-
venous antibiotics. The patient ’ s mother and sister have been trained 
by the hospital nursing staff to administer the patient ’ s clindamycin by 
intravenous (IV) pump using his peripherally inserted central catheter 
(PICC) line. He is now returning home to complete his course of anti-
biotics and his surgical recovery process.     

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

 Reimbursement Considerations 

 The patient is currently receiving state disability payments due to 
his initial injury and is covered for his medical care. 
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     ORDERS FOR HOME CARE 

    Patient: 27 - year - old Caucasian male  
  Diagnosis: Paraplegia, status post skin graft to left buttock and donor 

site left bicep  
  Allergies: Penicillin  
  Current medications: 

    •      Clindamycin 600   mg IV every 12 hours  
   •      Protonix 40   mg by mouth every evening at bedtime    

  Relevant past medical history: Snowboarding accident with subse-
quent lower extremity paralysis  

  RN: Assess and evaluate. Skilled procedure: Cover the buttock wound 
with a nonstick dressing, covered with gauze and secured in place 
with soft cloth surgical tape. Apply a hydrocolloid dressing to donor 
site. Perform a weekly sterile PICC line dressing change.  

  PT: Assess and evaluate.        

 Rehabilitation Needs 

 Physical therapy to assist the patient to return to his former level 
of wheelchair independence and mobility 

     THE HOME VISIT 

 The nurse opens the case and notes that the patient lives in a ranch -
 style home with appropriate wheelchair access. The home is clean, but 
it has many medical supplies in boxes scattered in various locations 
around the living room. There is one main hallway from the front door, 
which is clear of clutter and provides easy access to the kitchen and 
the patient ’ s bedroom in the back of the house. There is a bathroom off 
the main hallway for visitors and a large wheelchair accessible bath-
room that is attached to the patient ’ s bedroom. This bathroom has no 
tub, but it allows for a shower chair to be wheeled directly into the 
stall. There are several sturdy grab bars and a personal shower present. 

 The nurse discovers that Mr. J is lying supine in his hospital bed. He 
is cooperative and social. He states,  “ Ask whatever you need to. I 
stopped being shy during rehab after the accident. ”  He recounts several 
stories while the nurse gathers his history. The nurse performs a basic 
head - to - toe admission assessment noting that the skin on the donor 
site is granulating without infection. The patient has a PICC in his right 
antecubital fossa for his intravenous antibiotics. He willingly turns on 
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his side in bed with the use of his overhead grab bar. The nurse notes 
that his graft site is covered. The nurse continues to gather data and 
discovers that the patient is knowledgeable about his medications. 
Additionally, the nurse is informed that due to his decreased indepen-
dence and being bedridden, his meals are being made by his mother 
and his sister who live close by and take turns visiting him for each 
meal.    

 Cultural Competence 

 This patient is a young man who typically manages his own care 
and socialization. He now needs the help of his mother and his 
sister. While it might be tempting to confer with his mother and/
or sister regarding his care, Mr. J is an adult and is capable of 
making his own decisions. The home care team must be certain to 
consult with him regarding the treatment plan. 

 As the assessment is being completed, the nurse asks the patient 
what his treatment goals are. He lists the following goals:

    •      To get his wounds to heal so that he can be up in his wheelchair 
again  

   •      To be off of antibiotic therapy  
   •      To regain his independence, especially in his activities of daily 

living (ADL)  
   •      To be able to leave his home by using the public wheelchair van 

again  
   •      To be able to meet his friends at their favorite restaurant       

 Relevant Community Resources 

 Renewal of notifi cation of the fi re department and police depart-
ment that he is disabled and has returned home 

 Based on the history and physical examination, the nurse discovers 
the following data:

    •      Mr. J has been receiving assistance with his bathing twice a week.  
   •      Mr. J self catheterizes every 6 hours.  
   •      Mr. J is continent of bowel with a daily bowel routine done by his 

mother early every morning.  
   •      Mr. J has an infection in the left buttock graft area.  
   •      The PICC line has an occlusive dressing and shows no sign of infec-

tion at the site.        



370  Infectious Disease

     CRITICAL THINKING 

    1.      What is the priority for nursing care for Mr. J?  
  Answer:  Since the patient has successfully maintained his life for the 
last 4 years and his home has been fully adapted for his disability, the 
priority of care is infection control. The nurse will reinforce education 
with the patient and the family in regard to sterile technique. Sterile 
technique must be maintained in conjunction with contact and use of 
the PICC line and intravenous therapy. Additionally, the buttock 
wound must be kept clean and dry for the wound to heal and the graft 
to take.  

  2.      What education should be provided by the nurse to the family on 
this initial visit?  
  Answer:  The nurse will reinforce education with the patient and the 
family with regard to sterile technique and with regard to the use of 
the PICC line and intravenous antibiotic therapy. Additionally, the 
buttock wound must be kept clean and dry for the wound to heal and 
the graft to take.  

 Neal Theory Implications 

    Stage 3 :      The nurse in this case demonstrated autonomy by inde-
pendently making clinical and other decisions as well as seeking 
referrals to other health care professionals caring for the patient. 
The nurse is able to make arrangements to transfer the patient to a 
local hospital at the end of the case.  

  Stage 2 :      The professional in this stage will demonstrate more 
comfort in dealing with health care issues (like  Clostridium diffi cile ) 
and the complexity of the home care environment. There is still a 
need to seek the experience of other health professionals to problem 
solve and negotiate the care needs of the patient in the home care 
setting. The nurse may need help facilitating a smooth transition 
from home to hospital.  

  Stage 1 :      The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. The nurse will need to ask 
questions of a more experienced nurse concerning a  Clostridium 
diffi cile  infection and require assistance in managing the patient ’ s 
care and treatment plan.    
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  3.      What will the physical therapist (PT) do during the fi rst visit to 
the home?  
  Answer:  The PT will do an initial assessment to determine Mr. J ’ s needs 
and goals for home therapy. The PT will also assess the home environ-
ment for safety and accessibility. Since this patient has been living with 
his disability for 4 years and the house has proper accommodations, 
the PT will focus on assessing the cushion in the wheelchair since this 
was the initial problem which caused the decubitus ulcer. However, 
the patient is bedridden for the time being. The PT will make an 
appointment to return later in the patient ’ s recovery when he is able 
to return to wheelchair mobility.  

  4.      Is there anyone else who should become involved in the care of 
this patient?  
  Answer:  Yes. Even though the patient had been having a home health 
aide twice a week before the decubitus ulcer occurred, the nurse should 
call the physician for orders for a home health aide (HHA) who will 
visit Mr. J daily (initially) to help him with a bed bath, oral care, and 
dressing until he can return to his former activity level.     

     BACK TO THE CASE 

 For the next several days, the nurse sees the patient on a daily basis to 
perform a general nursing assessment including vital signs and to 
assess both wounds for healing as well as signs and symptoms of infec-
tion. Additionally, the nurse performs wound care to the left buttock 
graft site and assesses the PICC line insertion site for infection and 
patency. The nurse determines that the patient ’ s mother or sister con-
tinues to administer the patient ’ s clindamycin by IV pump using his 
PICC line without incident.  

     CRITICAL THINKING 

    1.      With regard to side effects, what signs and symptoms should be 
monitored while the patient is receiving IV clindamycin?  
  Answer:  The patient should be monitored for mild diarrhea, nausea, 
and vomiting. More severe side effects include rashes; hives and 
itching; and swelling of the mouth, face, lips, or tongue. The nurse 
should also monitor for diffi culty breathing and tightness in the chest. 
Additionally, the patient may also experience severe stomach cramps 
with severe, persistent diarrhea that could be bloody.     
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     BACK TO THE CASE 

 On the third visit, the patient is markedly distressed. He reports that 
he is feeling nauseated and is having severe, painful abdominal cramp-
ing. He states he has been awake for most of the night due to several 
bouts of nonbloody diarrhea with a foul odor. He had called his mother 
around midnight, and she has been helping him use the bedpan. He is 
concerned about what is happening.  

     CRITICAL THINKING 

     •      With this patient ’ s current status, what is the nurse ’ s fi rst priority? 
  Answer:  Due to the fact that this patient has been on intravenous 
antibiotic therapy during his hospitalization, the nurse must con-
sider the possibility that the patient is experiencing  Clostridium 
diffi cile  - associated disease (CDAD). CDAD can occur while a patient 
is in the hospital or at a later time after discharge. This patient is 
also on a proton - pump inhibitor that was started at the time of his 
surgical procedure to prevent stress ulcers. Proton pump inhibitors 
are considered a risk factor for CDAD.  

   •      What is the nurse ’ s best course of action in the treatment of this 
patient at this time? 
  Answer:  The nurse should make arrangements to have the patient 
transported to a hospital for treatment due to the severity of his 
symptoms. The physician for this patient should be notifi ed of his 
symptoms as well as his transfer to the hospital.     

     BACK TO THE CASE 

 While waiting for the ambulance to transfer him back to the hospital, 
the patient and his mother ask what they can expect to happen now. 
They are concerned and are wondering if the new condition is life 
threatening. The nurse calmly reassures them concerning the possible 
expected interventions. The nurse also provides important education 
for the mother who has been caring for her son throughout the night.  

     CRITICAL THINKING 

    1.      What is the typical treatment for CDAD?  
  Answer:  Additional diagnostic and laboratory testing will be con-
ducted. Intravenous fl uid replacement therapy will be ordered for con-
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tinued hydration. A stool sample may be obtained from the patient. 
The current antibiotic will mostly likely be stopped. The patient may 
be started on metronidazole (Flagyl) intravenously.  

  2.      What additional education should be provided to the mother con-
cerning her health before they both leave for the hospital?  
  Answer:   Clostridium diffi cile  can be spread to others either from person 
to person or from contacts in the living environment of the infected 
patient. The most important prevention is with good hand washing 
techniques. Alcohol based handwashing gels are not effective in killing 
 Clostridium diffi cile  spores. It is important that the patient ’ s mother 
decontaminate the environmental surfaces of his bedroom and bath-
room as well as the bedpan and other items used in his care with a 
1   :   100 dilution bleach solution. It is also important that all linens and 
other material items be cleaned using hot water and a dryer. The 
patient ’ s mother should be educated to watch for signs and symptoms 
of the infection in her own health status and to seek medical care 
immediately should they occur.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Potential for 
infection  

  The patient ’ s donor 
site and skin graft 
sites will heal 
without infection 
in 3 weeks. 

 Patient ’ s PICC line 
will remain patent 
and without signs 
or symptoms of 
systemic infection.  

  Teach the patient 
and family the 
signs and 
symptoms 
of wound 
infection 
(redness, heat, 
tenderness and 
drainage). 

 Teach the patient 
and family 
the correct 
procedure to 
access the PICC 
line for antibiotic 
therapy to 
maintain sterility.  

  Patient ’ s donor and 
skin graft sites 
heal without 
infection.  

  Knowledge 
defi cit: Skin 
graft and 
donor site 
care  

  Patient and family 
will verbalize the 
correct care of the 
skin graft and 
donor site in 1 
visit.  

  Educate the patient 
and family to 
leave the skin 
graft and donor 
site dressing 
intact.  

  Patient and family 
did not disturb 
the dressings.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Care of the 
PICC line  

  PICC line will 
remain patent.  

  Teach the patient 
and family the 
correct procedure 
to access and 
fl ush PICC line to 
maintain sterility.  

  Patient and family 
consistently 
demonstrated the 
correct procedure 
for PICC line use.  

  Correct 
understanding 
of 
clindamycin 
antibiotic 
therapy  

  Patient and family 
will demonstrate 
the proper 
procedure for 
administering 
antibiotics safely 
thru PICC line. 

 Patient and family 
will verbalize the 
adverse reactions 
to clindamycin 
antibiotics.  

  Teach the patient the 
signs and 
symptoms of 
adverse reactions 
to clindamycin.  

  Patient and family 
recognized 
several of the 
adverse reactions 
to clindamycin 
administration 
and sought 
medical care.  

  CDAD disease 
process  

  Pt and family will 
verbalize the signs 
and symptoms, 
course, and 
treatment of 
CDAD. 

 Family will verbalize 
the 
decontamination 
procedures for 
CDAD in the 
home.  

  Teach the patient 
and family the 
signs and 
symptoms of 
CDAD, the course 
of the disease, and 
the treatment of 
the disease. 

 Teach the family the 
decontamination 
measures for the 
home in regards 
to CDAD.  

  Patient and family 
recognize and 
verbalize the 
signs and 
symptoms, the 
course of disease 
and the 
treatment, as well 
as 
decontamination 
procedures for 
CDAD in the 
home 
environment.  

  Altered comfort: 
pain  

  Patient will receive 
pain medications 
that relieve pain to 
the patient ’ s 
acceptable level 
(2 – 3/10) in 1 hour.  

  Assess patient ’ s pain 
every 2 hours and 
administer pain 
medications as 
ordered by the 
physician.  

  Patient reported 
pain level was 
managed to 
2 – 3/10 in 1 hour.  

  Inability to 
perform 
ADL/IADL 
(instrumental 
activities of 
daily living) 
independently  

  Patient ’ s ADL/IADL 
needs will be met 
in 1 day.  

  Referral to physical 
therapist in 
regards to 
mobility needs. 

 Home health aide 
will provide bed 
baths daily until 
patient is able to 
shower after 
wounds heal 
without infection.  

  Patient reports 
ADL/IADL 
needs have been 
met.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Social isolation    Patient will verbalize 
satisfaction with 
social 
relationships in 2 
weeks.  

  Develop a plan with 
patient for friends 
to visit during his 
convalescence.  

  Patient ’ s friends 
visit 1 – 2 times a 
week to watch 
movies and play 
video games.  

  Neurogenic 
bladder 
incontinence  

  Patient will self -
 catherize every 6 
hours.  

  Review self -
 catherization 
technique as 
needed and 
reinforce proper 
procedure.  

  Patient resumes 
and continues his 
self - catherization 
routine every 6 
hours around the 
clock.  

  Alteration and 
bowel 
evacuation  

  Patient will have a 
formed bowel 
movement every 
day.  

  Review digital 
stimulation and 
manual 
evacuation 
procedure with 
patient ’ s mother.  

  Patient ’ s mother 
continues with 
patient ’ s 
preoperative 
bowel routine.  
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Case 13.2   Community - Associated, Methicillin -
 Resistant  Staphylococcus aureus  ( MRSA )  

  By Debra     Riendeau  ,   MN, APRN, BC, PMHNP - BC       

     This case study illustrates how the home health nurse works with the 
patient and family to reach mutually agreeable goals. Mrs. H is a 
37 - year - old female who has been diagnosed with insulin - dependent 
diabetes mellitus (IDDM) for the last 5 years. She attended a wedding 
recently and wore new shoes throughout the daytime service and the 
evening reception, which caused a sore area on her right fi fth toe. The 
injury went unnoticed for over a week. At that time, she sought medical 
care; but despite treatment, the toe became necrotic and was amputated 
4 days ago. Due to her recent toe amputation, she is temporarily off 
from her job as a secretary for a local school department, is unable to 
drive, and is homebound. She lives with her 18 - year - old nephew, who 
is a senior in high school. He is a wide receiver on his high - school 
football team and is hoping to go on to college on a football scholarship. 
His high school football team has been dealing with an outbreak of 
MRSA among the football players. The school nurse sent a letter home 
notifying the family that the son is at risk and that the nurse has insti-
tuted a school - wide program to combat the outbreak.     

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

 Cultural Competence 

 Mrs. H is an African American woman who is head of her house-
hold. There are racial and ethnic considerations for this patient and 
her nephew. The rate of MRSA in African Americans is more than 
twice as high as in Caucasians  [2] . 
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     ORDERS FOR HOME CARE 

    Patient: Obese 37 - year - old African American female  
  Diagnoses: Right fi fth - digit foot amputation, insulin - dependent diabe-

tes mellitus (IDDM), hypertension (HTN), community - associated 
MRSA  

  Current medications: 
    •      Lisinopril 10   mg once a day  
   •      Lantus insulin 35 units subcutaneous at bedtime  
   •      Novolog insulin subcutaneous sliding scale for blood sugars 15 

minutes before each meal    
  Relevant past medical history: 

    •      Recent amputation of the fi fth digit on her right foot  
   •      Insulin - dependent diabetes mellitus (IDDM)    

  RN: Skilled assessment and evaluation. Skilled procedure: Pack wound 
with Iodoform gauze, cover with a 2    ×    2, and wrap with a Coban 
wrap daily.        

 Rehabilitation Needs 

    Diabetes educator for diabetes management plan  
  Consider physical therapy if the patient has diffi culty walking since 

the amputation.    

     THE HOME VISIT 

 The nurse enters the home, which is a fi rst fl oor apartment, and notices 
that the home is clean, uncluttered, and well organized. The nurse 
introduces herself to the patient, pulls up a chair alongside the couch, 
and begins to do the admission assessment. 

 Mrs. H is pleasant and cooperative during the lengthy history - taking 
and assessment process. During the visit, the nurse looks in the bath-
room to observe the accessibility to the toilet and tub/shower and to 
assess safety. The tub is designed for easy entry, and there is a place 
where the patient can rest her right foot to keep it dry during bathing. 
The nurse notes that the kitchen is fully stocked, and the patient says 
that her nephew has been going to the grocery store for the two of 
them. The nurse also observes that there are several candy dishes in 
the living room fi lled with chocolate candies and jelly beans. Mrs. H 
states,  “ I still have a sweet tooth, even though I have diabetes. Whenever 
I eat a handful throughout the day, I just take a little extra shot of 
insulin. ”     
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 When the nurse has fi nished gathering the data, she examines Mrs. 
H. She notes that, in addition to the right - toe bandage, the patient has 
a raised reddened area with some crusting at the center on her left calf, 
which the patient describes as a new  “ spider bite. ”  

 Based on the history and physical examination, the nurse discovers 
the following data:

    •      Obese African American female  
   •      Finger - stick blood sugars that range between 180 – 220 on a daily 

basis  
   •      Amputation of the fi fth digit of the right foot  
   •      Raised red area with crusting on left mid calf  
   •      Using front - wheel walker to ambulate       

 Relevant Community Resource 

    Community diabetes support groups    

 Reimbursement Considerations 

 The patient ’ s care in this case is covered under her employer -
 provided health benefi ts. Her private insurance will cover the daily 
nursing visits, the MSW, the diabetes educator, and the durable 
medical equipment (the front - wheel walker). 

 Together, the nurse and Mrs. H set goals for treatment, as follows:

    •      Mrs. H states her goal is to recover from the amputation as soon as 
possible and return to work.  

   •      The nurse outlines a goal for the patient to improve her control of 
the diabetes by learning more about food exchanges and long - term 
diabetes management.        

 Neal Theory Implications 

    Stage 3 :      The professional in this stage collaborates with other dis-
ciplines both within and outside of home care and is autonomous 
with the clinical aspects of the case and the logistical aspects of 
working with the agency. The nurse in this case demonstrated 
autonomy by making independent clinical and other decisions, 
as well as seeking referrals to other health care professionals in the 
patient ’ s care independently.  

(Continued)
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     CRITICAL THINKING 

    1.      What is another goal that would be reasonable for the nurse and 
patient to set?  
  Answer:  There is a knowledge defi cit displayed by the patient ’ s ele-
vated daily blood sugars and the behavior of covering her ingestion of 
candies with insulin in an unplanned manner. A reasonable goal would 
be for the patient to demonstrate adequate knowledge of diabetes 
management to incorporate her preferred food choices (candy, but 
sugar free) within her food plan on a daily basis. Another alternative 
would be to replace this refi ned sugar with another food option like 
fresh or dried fruit  

  2.      What is the priority for care for Mrs. H?  
  Answer:  The priority of care in this case is infection control. The patient 
has an open wound that is being packed in a wet - to - dry method. This 
type of wound has a high risk of infection. Good aseptic technique for 
dressing changes is needed. Additionally, the patient has diabetes, 
which is a known risk factor that affects wound healing. This patient 
also has blood sugars in a range that is higher than desired in well -
 managed diabetes. All of these factors combine to make infection 
control a priority of care.     

  Stage 2 :      The professional in this stage will demonstrate more 
comfort in dealing with health care issues and the complexity of 
the home care environment. There is still a need to seek the experi-
ence of other health professionals to problem solve and negotiate 
the care needs of the patient. The nurse may be aware of MRSA but 
may be unaware of how it is treated in the home health arena. The 
nurse may be unaware of the resources available in home health 
and the community.  

  Stage 1 :      The clinician in this stage will assess the patient and rec-
ognize the need for assistance with the case but may be unsure as 
to how to proceed in the home setting. The nurse will need to 
interact with a more experienced nurse to ask questions and require 
assistance in managing the patient ’ s care and treatment plan. The 
nurse may not recognize that the  “ spider bite ”  is actually a MRSA 
infection and may delay proper diagnosis and treatment.    
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     BACK TO THE CASE 

 The nurse comes every morning to complete the dressing change on 
the right - toe amputation. The wound edges are pink, and there is 
minimal thin, reddish - yellow, non - odiferous drainage. On day 3 of the 
nursing visits, the patient calls the nurse ’ s attention to the  “ spider bite ”  
on her posterior left calf. The nurse notes that the red area is now the 
size of a quarter. There appears to be a cluster of pustules in the center. 
There is some drainage noted.  

     CRITICAL THINKING 

    1.      What action should be taken by the nurse concerning this new 
area of concern on the left calf?  
  Answer:  The nurse should notify the physician from the home 
during the nursing visit about the reddened area, the drainage, and the 
pustules.  

  2.      What order by the physician should the nurse anticipate?  
  Answer:  The nurse should anticipate an order for a wound culture to 
be obtained.     

     BACK TO THE CASE 

 As anticipated, the nurse received an order for a wound culture. Forty -
 eight hours later, the results confi rm that the left posterior calf wound 
is community - associated MRSA.  

     CRITICAL THINKING 

    1.      What are the risk factors for community - acquired MRSA in this 
patient?  
  Answer:  This patient reported a spider bite, which is a frequently 
reported description of an initial presentation of the infection. The 
patient ’ s nephew ’ s football team had a recent outbreak of MRSA related 
to the use of sports equipment that is exchanged by the players. 
Although not showing signs of MRSA himself, the nephew may act as 
a carrier for the disease.  
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  2.      What signs and symptoms of community - associated MRSA might 
be present in this patient?  
  Answer:  The patient may believe they have been  “ bitten by a spider. ”  
The most commonly reported symptoms are related to skin and soft 
tissue. The lesion may occur as single or multiple pustular, open areas 
ranging from 1   cm to 10   cm in size. They can be located on areas of the 
body such as arms, legs, buttocks, groin, or face.  

  3.      What is the current treatment for community - associated MRSA?  
  Answer:  Currently, treatment includes antibiotic therapy. Antibiotics 
such as sulfamethoxazole - trimethoprim and some of the tetracyclines 
are known to be effective against most strains of community - associated 
MRSA. It may also be necessary for the physician to incise and drain 
the wound during an offi ce visit. Additionally, a culture taken during 
the incision and drainage may be obtained to further establish the 
MRSA infection and allow for tracking by public health offi cials. Due 
to possible colonization, the physician may also order intranasal and 
topical decolonization.     

     BACK TO THE CASE 

 Although the right - toe wound is healing well, the left - calf wound has 
now added more time to the recuperation phase. During this nursing 
visit, the patient states that she is worried about her fi nances and her job. 
She had used her two - week vacation time to recover from the right - toe 
amputation; but with the additional healing time needed for the left - calf 
wound infected with MRSA, she is worried that she may be fi red if she 
does not return to work. She asks the nurse if she can help her.  

     CRITICAL THINKING 

    1.      What other health professionals should the nurse request to assist 
in this case?  
  Answer:  The nurse should contact a medical social worker (MSW) to 
meet with the patient regarding her fi nancial needs. The MSW can 
educate the patient on the Family Medical Leave Act (FMLA). The MSW 
will work with Mrs. H to fi nd other resources to help until she is able 
to return to work. The nurse should also contact the certifi ed diabetes 
educator available through the home health agency to provide educa-
tion related to dietary intake. The patient ’ s blood sugars are not within 
the optimum range to prevent long - term effects of diabetes such as 
neuropathy and retinopathy. The patient has also reported that she has 
a desire consume candy daily, and this may be one of the reasons that 
she has not maintained good diabetic control. Once the diabetic educa-



Community-Associated, Methicillin-Resistant Staphylococcus aureus (MRSA)  383

tor has met with the patient and a change to the diabetic routine has 
been made, the physician may need to be contacted to adjust the insulin 
regimen.     

     BACK TO THE CASE 

 The diabetes educator has met with the patient and collaborated with 
the patient to make several changes in the diabetic regimen. These 
changes have allowed for the daily blood sugars to range from 120 to 
150. The patient ’ s right - toe wound is healing without infection. The 
patient ’ s left - calf wound pustules are drying with no new pustules 
noted, and the wound appears to be responding to the antibiotic therapy. 
The nurse is preparing the patient for discharge by the end of the week.  

     CRITICAL THINKING 

    1.      What further action should the nurse initiate in the prevention of 
MRSA in this home?  
  Answer:  A key component is to prevent the reinfection of all members 
of the family. These prevention strategies include: 

    •      Keep any draining wounds covered.  
   •      Perform good hand hygiene.  
   •      Family members should not share items that may have had 

contact with the wound.  
   •      Launder clothing that may become soiled with drainage from 

the wound.  
   •      Clean surfaces that family members share with an appropriate 

environmental cleaner effective against the MRSA organism.          

 Interdisciplinary Care Plan 

   Problem     Plan     Interventions     Evaluation  

  Potential for 
infection at 
right fi fth 
digit toe 
amputation 
site and 
left - calf site  

  Patient ’ s right fi fth 
digit amputation 
site heals without 
infection in 2 
weeks. 

 Patient ’ s left - calf 
site heals without 
infection in 2 
weeks.  

  Use sterile technique 
for right fi fth toe 
amputation site. 

 Use clean technique 
for dressing change 
to left calf. 

 Avoid cross 
contamination of 
both wounds.  

  The right foot fi fth 
digit amputation 
healed without 
infection. 

 The left - calf open 
area did not heal 
and was colonized 
with MRSA.  

(Continued)
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   Problem     Plan     Interventions     Evaluation  

  Knowledge 
defi cit: 
Diabetes 
management 

 Optimum 
wound 
healing  

  Patient will 
verbalize correct 
understanding of 
her diabetes and 
its connection to 
dietary intake in 
2 visits. 

 Patient ’ s wounds 
will heal with 
good hygiene 
practice, adequate 
nutrition, and 
wound care.  

  Educate patient 
concerning the 
consequences of 
eating refi ned 
sugars on diabetes. 

 Educate the patient 
concerning Hgb 
A1c and its 
relationship to 
optimum diabetes 
management. 

 Refer to a diabetes 
educator for more 
information on 
dietary exchanges. 

 Educate patient to 
keep wounds clean 
and dry. 

 Educate patient to 
elevate legs as 
much as possible.  

  Patient removed 
candy from home 
and substituted 
fresh fruit in the 
dietary plan. 

 Patient ’ s right fi fth 
digit amputation 
healed without 
infection.  

  Alteration in 
skin integrity  

  Patient ’ s open area 
on left calf heals 
without infection 
in 2 weeks.  

  Educate patient to 
cover site at all 
times and make 
dressing changes 
as ordered by 
physician. 

 Educated patient in 
antibiotic therapy 
ordered for left - calf 
wound.  

  Patient ’ s open area 
was diagnosed as 
MRSA by culture.  

  Inability to 
perform 
ADL/IADL 
independently  

  Patient will manage 
ADL/IADL in 3 
weeks.  

  Home health aide for 
bathing to assist 
patient 2 times a 
week until patient 
resumes self - care 
for ADL.  

  Patient is able to 
remain in her 
home with 
support of agency 
personnel.  

  Anxiety    Patient will 
verbalize a 
decrease in 
anxiety level 
(2 – 3/10) with 
regard to fi nances 
and employment 
in 1 week.  

  Refer to MSW to 
educate patient 
with regard to 
fi nancial needs and 
the federal Family 
Medical Leave Act 
(FMLA) for this 
crisis.  

  Patient contacts her 
employer for the 
FMLA (and keeps 
her job for 12 
weeks). 

 MSW assists patient 
in receiving 
temporary 
fi nancial 
assistance to 
remain in her 
home.  
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Case 13.3   Infl uenza  
  By Sharon D.     Martin  ,   RN, MSN, PhD(c)       

     This case study illustrates how the home health nurse works with the 
patient, the patient ’ s family, with public health, and with health care 
providers in the community to care for a patient with a highly com-
municable disease. The patient, Mrs. P, is a full - time bank teller, wife, 
and mother of a 3 - year - old girl. She has no chronic disease and takes 
no medications except birth control pills. She was well until yesterday 
when she started complaining of a cough, general malaise, and body 
aches in the morning before going to work. She has no paid sick leave, 
so she went to work hoping to feel better as the day wore on. When 
she returned home in the evening her symptoms were worse; she had 
chills, sweats, severe muscle and body aches, productive cough, 
headache, and fatigue. She went to bed, leaving her husband to 
prepare supper and care for their child. The next morning she was no 
better and reluctantly called in sick. She is currently bedfast. Her 
husband is concerned but hesitant to stay home to care for her as he 
has only been employed as a maintenance man for 8 months. He has 
paid sick leave for himself but no paid vacation or personal time 
accrued. He does have employer - provided health insurance for the 
family. As no family members live close by he asked a neighbor to drive 
his wife to the doctor that morning. He dropped his daughter at her 
usual day care on his way to work. Coordination with family, primary 
care provider (PCP), and public health agency is key to the manage-
ment of this case.     
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     ORDERS FOR HOME CARE 

    Patient: 28 - year - old Caucasian female  
  Diagnosis: Potential infl uenza  
  Current medications: Oral birth control  
  Relevant past medical history: 

    •      Previously healthy with no chronic diseases  
   •      No smoking history  
   •      Hospitalized only for delivery of daughter    

  RN: Assess and evaluate.     

     THE HOME VISIT 

 The home health nurse serves a rural area with limited public health 
nursing. Therefore, the home health agency received a request from the 
patient ’ s PCP for a home visit to evaluate the situation and report fi nd-
ings. The patient had called the doctor in the morning for an appoint-
ment; but was unable to get to his offi ce because the neighbor had been 
unable to drive. Mrs. P was too sick to drive herself and was unwilling 
to call an ambulance. The home health nurse phoned the patient to 
confi rm the information provided by the doctor and to schedule the 
visit. The patient said that she was weak and in bed and that the nurse 
should enter through the unlocked back door.    

 Reimbursement Considerations 

 The patient is too young for Medicare and not fi nancially eligible 
for Medicaid. The private insurance provided by the husband ’ s 
employer will be called to determine home care benefi ts and for 
preauthorization of visits. The public health department should be 
contacted to determine their involvement in terms of the nasal 
swab test for infl uenza as well as for nursing follow - up visits to the 
patient, family, and any followup deemed necessary with the places 
of employment or the day care of the child. 

 Relevant Community Resources 

    Public health services    
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 The PCP instructed the nurse to take respiratory precautions in view 
of the patient ’ s symptoms. In addition, the nurse called the public 
health offi ce in the next county to inquire about outbreaks of commu-
nicable respiratory disease and discovered that there was an outbreak 
of infl uenza in the county where the patient worked, but not in the 
county where she lived. 

 The nurse donned her fi t - tested, N - 95 mask before entering the 
home. She left her home health bag in the car, bringing only those tools 
necessary for the visit. She saw no evidence of pets or environmental 
hazards as she walked toward the home. Walking through the home, 
she noted it was a small ranch that was neat, clean, and fresh smelling; 
that there was hot and cold running water and a full bathroom in the 
hallway to the bedrooms; and that there was a modern kitchen. The 
usual evidence of a child was seen around the home. No pills or medi-
cations were seen. No evidence of smoking, illegal substances, or 
weapons was observed. 

 The patient, Mrs. P, was home alone lying in a small bedroom in a 
twin bed with the shades pulled. She was weak but could speak coher-
ently, was a good historian, and showed no confusion. She frequently 
coughed thick, white sputum into tissues and then disposed of the 
tissues into a paper bag set near the bed. A small, half - empty bottle of 
sports drink sat on the bedside table next to a bottle of 
acetaminophen. 

 After introducing herself, explaining the need for the mask, and 
performing hand hygiene, the nurse began the assessment. Mrs. P 
complained of severe body aches, extreme fatigue, and loss of appetite. 
 “ I feel like I got hit by a truck, ”  she said. A sports drink, 250   mL, was 
the only fl uid consumed since her husband left for work 4 hours prior. 
She had not urinated since before her husband left for work.  “ Good 
thing, ”  she says,  “ I don ’ t think I could make it to the bathroom. I ’ m so 
weak. ”  She had had no solid food for 24 hours and could not provide 
an estimate of her fl uid intake for the past 24 hours. She had taken 
1000   mg of acetaminophen 4 hours earlier which, she said, helped 
control the muscle aches, chills, and sweats. She had not taken her oral 
birth control medication since becoming ill. 

 She was of the Christian faith but did not regularly attend church. 
She explained that she was in the guest bedroom rather than in her 
own bed to avoid coughing on her husband or keeping him up. She 
worried about making her child sick. No one at her workplace, at her 
husband ’ s workplace, or at her child ’ s day care was sick to her 
knowledge.    

 During the physical exam, the nurse gathered the following data:

    •      Temperature 101.8 degrees Fahrenheit  
   •      Rhonchi on inspiration, clear with cough  
   •      Frequent cough with white sputum production  
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   •      Respiratory rate 24, unlabored  
   •      Skin pink, dry, fl ushed, poor turgor  
   •      Heart rate 103, regular rhythm  
   •      BP 90/50  
   •      Throat slightly reddened, no pus or drainage  
   •      Abdomen soft, pain free on palpation, with bowel sounds in all four 

quadrants  
   •      O 2  via portable pulse oximetry 95%  
   •      Denies nausea, vomiting, diarrhea, diffi culty breathing or shortness 

of breath, pain or pressure in the chest, or dizziness    

 The primary concerns Mrs. P expressed to the nurse during the assess-
ment were:

    •      Being out of work with no paid sick leave  
   •      Care of her child as she is the primary childcare provider when the 

child is not in day care and her husband sometimes must work 
overtime  

   •      Being able to pay for any medicine prescribed, as the family ’ s health 
insurance does not cover prescription medications        

 Neal Theory Implications 

    Stage 3 :      The nurse in this stage collaborates effectively with the 
patient, family, PCP, health insurance provider, and public health 
department and is autonomous with the clinical aspects of the case 
and logistical aspects of working within the agency.  

  Stage 2 :      The nurse in this stage may not feel comfortable collabo-
rating with the public health department or PCP or working with 
the patient ’ s family to develop a plan of care for the patient, family, 
and community.  

  Stage 1 :      The nurse in this stage can assess the patient and recognize 
abnormal fi ndings that require intervention but may be unsure how 
to manage a case involving a public health agency.    

 Cultural Competence 

 Mrs. P is a young Caucasian wife and mother from a rural area who 
has no family support nearby. The nurse will need to provide 
encouragement for the husband who will need to provide care for 
his wife while protecting the health and well - being of himself, his 
daughter, and members of the community. Financial stressors need 
to be recognized. 
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     CRITICAL THINKING 

    1.      The nurse was instructed by the PCP to follow respiratory precau-
tions in view of the patient ’ s symptoms. What constitutes  “ respira-
tory precautions ”  according to the Centers for Disease Control 
(CDC)?  
  Answer:  The CDC has several types of precautions that relate to 
respiratory precautions, and the PCP ’ s instructions were unclear as 
to which the nurse was expected to use. The best way to get the 
latest precautions that relate to respiratory precautions from the 
CDC is to go to  http://www.cdc.gov  and search for respiratory precau-
tions. Another helpful site is  http://www.cdc.gov/fl u/professionals/
infectioncontrol/resphygiene.htm   [1] . 

 Generally, for infl uenza - like – illness (ILI) and known infl uenza (fl u), 
one is required to follow respiratory hygiene/cough etiquette, droplet 
precautions, and at times airborne precautions, all of which might 
relate to respiratory precautions. Flu is also known to be transmitted 
via contact, so contact precautions should also be in place for the nurse 
entering the home. These recommendations change over time and are 
based on the epidemiology of the fl u involved; therefore, it is best to 
retrieve the latest recommendations from the CDC when seeing a 
patient with a communicable disease.  

  2.      The nurse had discovered from the public health department that 
there was an outbreak of infl uenza in the county where the patient 
worked. According to the CDC, what infection control precautions 
should the nurse have used when entering the home of a patient with 
potential infl uenza?  
  Answer:  This can be answered using the information the nurse already 
gathered from the  http://www.cdc.gov  or  http://www.cdc.gov/fl u/
professionals/infectioncontrol/resphygiene.htm  web pages  [1] . There 
is nothing in this case study to suggest that this is pandemic fl u, so the 
nurse should explore the recommendations for seasonal fl u.  

  3.      While the nurse was walking to the door and through the home, 
she assessed the patient ’ s environment. Why would she do that?  
  Answer:  The nurse gathers important data through the observation of 
the patient ’ s environment. The nurse uses all senses while approaching 
and walking through the home environment, especially on the fi rst 
visit. Safety is always important, so the nurse watches for any items, 
such as guns, or behaviors, such as street - drug use. The nurse also 
watches for pets or other living creatures that might pose a hazard to 
the nurse or patient, as pets and other living creatures can be vectors 
of disease. Finally, in view of the patient ’ s respiratory illness, it is useful 
to note any other obvious risk factors, such as evidence of smoking, 
mold, or mildew in the home.  
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  4.      The nurse left her bag in the car and brought in only what she 
needed for the visit. Why would she do that, and what tools would 
she need for the visit?  
  Answer:  The bag can become a vector of disease when contaminated 
and then carried from home to home and back to the agency. In this 
case the nurse needs the following tools for the visit: hand hygiene 
supplies, solution to disinfect tools, a stethoscope that can be disin-
fected, a means to take the patient ’ s temperature that can be disposed 
of or disinfected, a pen light that can be disinfected, disposable tongue 
blade, nonsterile gloves, portable pulse oximeter that can be disin-
fected, and a BP cuff that can be disinfected.  

  5.      One of the goals of the home health nurse is to intervene in order 
to avoid unnecessary patient hospitalization. After assessing the 
patient, what was the nurse ’ s fi rst priority of care for Mrs. P?  
  Answer:  Though it is common to focus on the respiratory problems of 
the patient, fl uid and electrolyte balance are crucial priorities and 
common problems for people affl icted with ILI. The lack of adequate 
fl uid over the past 24 hours created the potential for dehydration. The 
likelihood of dehydration was supported by other physical fi ndings. 
An immediately increased by - mouth fl uid intake and a plan for ongoing 
increased fl uid intake were needed in order to prevent Mrs. P from 
potentially needing hospitalization for intravenous rehydration. Oral 
rehydration will also help to control her temperature, increase her BP, 
decrease her heart rate, decrease her feeling of malaise, and increase 
her strength. Lack of food is not a problem for several days as long as 
she gets some calories via the sports drink. She has no chronic diseases 
that need attention. (For example, diabetes would complicate the case.)  

  6.      What problem would rehydration create that the nurse should 
plan for with Mrs. P?  
  Answer:  Mrs. P will have to make frequent trips to the bathroom, 
something she does not want to do because she feels weak and is in 
pain. This should be discussed with Mrs. P so that she understands the 
critical need for rehydration. In addition, the nurse may have some 
suggestions for addressing the need for frequent bathroom trips.  

  7.      What is the nurse ’ s priority of care for herself and for other people 
with whom the nurse will interact that day?  
  Answer:  Though it is unknown whether the patient has the fl u, it is 
wise to follow the guidelines recommended by the state or local health 
department or the CDC for infection control of fl u until fl u is ruled out, 
especially in view of the symptoms and the known outbreak in the 
county where the patient works. A primary concern of the nurse should 
always be to prevent infection transmission both from the patient to 
herself and, thereafter, from the nurse to others, including patients, 
staff of the home care agency, and the nurse ’ s family. The nurse may 
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have contaminated her clothing by failing to observe contact and 
droplet precautions. In view of that, it would be wise to use the change 
of clothes that home health nurses carry with them in the car. It would 
be useful to consult with the public health department or CDC to 
determine the proper barrier precautions when reentering the home.  

  8.      What is the nurse ’ s priority for the patient ’ s family?  
  Answer:  Infection control is crucial for home care of the patient with 
fl u. The husband must be taught the basics of caring for his wife at 
home so that she can recover without infecting either himself or their 
child.  

  9.      What is the nurse ’ s priority in terms of public health?  
  Answer:  If the patient does have fl u, it must be contained to the home 
in order to protect the community from infection. In addition, if fl u is 
present, the public health department may want to be involved to 
evaluate any additional cases in Mr. and Mrs. P ’ s workplaces or in the 
day care of their child. Generally, the fl u patient is cared for at home 
unless hospitalization is necessary.     

     BACK TO THE CASE 

 The nurse explains to Mrs. P that she will call the PCP from the home 
to provide a report of her fi ndings and to receive any additional orders. 
Since the PCP is with another patient, the nurse leaves a report with 
the PCP ’ s offi ce nurse but asks for a callback on her cell phone as soon 
as possible. Returning to Mrs. P, the nurse fi nds Mrs. P willing and able 
to consume the rest of the sports drink and agreeing to increase her 
fl uid intake to drinking every 15 to 30 minutes while awake until she 
starts urinating in good quantities. She says she has plenty of sports 
drink and water in the refrigerator; the nurse confi rms that. The nurse 
discovers that the master bedroom has a small toilet with a sink close 
to the bed. 

 During the discussion, the cell phone rings and the PCP ’ s offi ce 
nurse reports the following to the home health nurse on behalf of the 
PCP:

    •      The patient should be treated empirically, as if she has infl uenza 
with appropriate precautions.  

   •      No antiviral medications are ordered at this time.  
   •      The family is to be taught appropriate infection control and care of 

the infl uenza patient at home.  
   •      A nasal swab should be obtained and sent to the lab to determine 

if it is infl uenza and to determine the subtype and strain.  
   •      The patient is to remain out of work until she has been fever free 

for at least 24 hours without the aid of antipyretic medication.  
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   •      The patient should increase her fl uid intake and take acetamino-
phen as needed to control the fever and malaise.  

   •      The patient should be seen by the PCP if certain problems arise.    

 The nurse explains all this to Mrs. P who replies,  “ I can ’ t be out of work 
that long! We can ’ t afford it. ”   

     CRITICAL THINKING 

    1.      What should the nurse discuss with Mrs. P fi rst?  
  Answer:  Mrs. P is upset about the fi nancial pressure her illness will 
create in the family. Therefore, the nurse should encourage her to 
discuss this fi rst. Then she should discuss the other concerns she had 
expressed — the lack of paid sick leave and the care of her child (as the 
patient is the primary childcare provider when the child is not in day 
care and her husband sometimes must work overtime). Mrs. P is 
unlikely to be able to focus on other information or teaching from the 
nurse while she is upset about these issues.  

  2.      How can the nurse help the patient to get adequate fl uid in view 
of the fact she is alone and unable to walk to the refrigerator 
frequently?  
  Answer:  Fluid can be left in a cooler near the bedside.  

  3.      What is a simple solution to the problem of having to walk a long 
way to the bathroom?  
  Answer:  Move the patient to the master bedroom which has a toilet 
and sink near the bed. Ask the husband to change the guest - room 
bedding and then move into the guest room.  

  4.      The nurse did not anticipate having to take a nasal swab and did 
not bring it to the visit. In view of the other orders just received, how 
can she make the return visit most effi cient?  
  Answer:  Arrange to return after the husband is home from work so 
the family teaching can take place at the same time the nasal swab is 
done.  

  5.      Reimbursement is always a critical issue in home health. What is 
the likely source of funding for the visits made to Mrs. P?  
  Answer:  Many private insurance plans cover home health care. The 
insurance company should be called to determine coverage, how many 
visits will be authorized, and any co - pay if applicable. The public 
health department may be willing to provide the nasal swab kit and 
cover the cost of the lab analysis or they may want to do the lab analysis 
themselves to determine if it is fl u, as many labs do not have the capa-
bility of identifying fl u subtypes and strains. In addition, the public 
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health department may wish to continue visits using public health 
nurses as fl u cases may fall under their jurisdiction.  

  6.      The PCP said Mrs. P must be seen in the offi ce if certain problems 
arise. What problems would the PCP most likely have listed as 
reasons for Mrs. P to be seen in the offi ce immediately?  
  Answer:  Emergency warning signs requiring PCP evaluation are cur-
rently found at  http://www.cdc.gov/fl u/takingcare.htm#howlong   [2]  
but these can change over time so the nurse should explore  http://
www.cdc.gov  and  http://www.fl u.gov  to determine if more recent 
warning signs have been posted. They are: diffi culty breathing or short-
ness of breath, pain or pressure in the chest or abdomen, sudden diz-
ziness, confusion, severe or persistent vomiting, fl u - like symptoms that 
improve but then return with fever and worse cough.  

  7.      What problem must the nurse address in view of the fact Mrs. P 
did not take her birth control pill yesterday?  
  Answer:  She should take 2 birth control pills today and resume her 
normal medications. Additional forms of birth control may be needed 
if she engages in sex and has not been taking her oral birth control 
medication.  

  8.      What are the principles of caring for the infl uenza patient at home 
that will be taught to the husband that evening?  
  Answer:  The CDC recommendations for care of the infl uenza patient 
at home change over time and based upon the epidemiology of 
the virus, so the nurse should fi nd this information at  http://www.
cdc.gov  when it is needed. The current information is found at 
 http://www.cdc.gov/fl u/takingcare.htm#howlong   [2]  and  http://
www.fl u.gov/individualfamily/caregivers/index.html   [3]  but these 
may change. However, the basic principles of care of the fl u patient at 
home are to separate the sick from the well with a closed door when 
possible, have a bathroom assigned to the sick person when possible, 
keep pets and children away from the sick person as they are unable 
to understand or follow infection control strategies, assign one reliable 
caregiver to the sick person who is able to understand and follow infec-
tion control strategies as taught by the nurse. Care should be taken 
when changing bedding of the sick to avoid sending the virus into the 
air; normal clothes washing technique kills the virus. Flu patients do 
not need separate utensils or dishes; normal soap and hot water hand 
washing of dishes or dishwasher use kills the virus. If the husband and 
daughter are asymptomatic and able to get fl u immunization they 
should do so despite the fact that it won ’ t prevent them from getting 
the disease if they have already been exposed and infection has already 
begun. Immunization may prevent or decrease the severity of disease 
if they have not yet been exposed but the vaccine will only cover certain 
subtypes and strains each year.        
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 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge 
defi cit 
disease 
process  

  Patient and family 
will verbalize 
understanding of 
disease process by 
end of second 
visit 

 Nasal swab to lab 
on day 1.  

  Teach patient and 
family about fl u, 
infection control, 
care of fl u patient 
at home, and signs 
and symptoms 
requiring a PCP 
visit.  

  Patient and family 
verbalize and 
demonstrate 
infection control, 
care of patient at 
home, and signs 
and symptoms 
requiring a PCP 
visit.  

  Dehydration    Oral rehydration 
immediately and 
ongoing every 15 
minutes until 
urinating at least 
30   mL/hour.  

  Oral sports drink or 
water as tolerated 
immediately and 
ongoing every 15 
minutes.  

  Pt is urinating at least 
30   mL per hr; other 
signs and 
symptoms of 
dehydration 
subside.  

  Social 
stressors: 
lack of 
social 
supports; 
fi nancial 
pressures  

  Patient and family 
will care for 
patient at home 
with husband 
continuing to 
work and 
daughter 
continuing in day 
care.  

  Assist patient and 
husband in 
development of 
strategies for the 
patient ’ s safety 
while alone, as 
well as access to 
fl uid, bathroom, 
telephone, 
medication, and 
food as desired.  

  Patient is safe alone 
at home. 

 Husband is caring for 
the child.  

  Personal care 
defi cit  

  Ineligible for home 
health aide 
assistance. 

 Husband to provide 
assistance with 
bathing in the 
evening.  

  Husband providing 
care outside of 
work hours.  

  Patient is clean and 
dry. 

 Bedding is clean and 
dry.  

  Altered 
respiratory 
function  

  Cough and deep 
breathe as needed 
and hourly.  

  Demonstrate cough 
and deep 
breathing.  

  Lungs are clear 
bilaterally.  

  Fever, 
malaise, 
muscle pain  

  Acetaminophen 
1000   mg every 6 
hours by mouth 
as needed  

  Patient is to self -
 medicate every 6 
hours as needed,  

  Temperature is within 
normal range 

 Malaise and myalgia 
are minimal.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Public health 
infection 
control  

  Visitors to home 
limited to those 
absolutely 
necessary. 

 Interaction with 
patient is limited 
to 1 designated 
caregiver: the 
husband. 

 Nurse visits only as 
needed and in 
PPE as 
recommended by 
public health/
CDC. 

 Nursing tools 
should be 
disposable or 
disinfected before 
reuse. 

 Patient is out of 
work until 
temperature 
returns to normal 
for 24 hours 
without 
antipyretics.  

  Teach the patient 
and family public 
health restrictions.  

  Visitors are limited or 
avoided with the 
husband serving as 
primary caregiver. 

 Patient is out of work 
as recommended.  

  Potential 
unplanned 
pregnancy  

  Patient resumes oral 
birth control.  

  Patient is instructed 
to resume oral 
birth control and/
or use an 
additional 
method.  

  Patient and husband 
maintain a plan for 
fertility.  
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Case 14.1   Diabetes Mellitus Type 1  
  By Caryl Ann     O ’ Reilly  ,   CNS, CDE, MBA       

     Type 1 diabetes mellitus (DM) presents very different challenges from 
type 2 diabetes, both to the patient and to the home health nurse. While 
the preponderance of home health patients with diabetes will have 
type 2 DM, it is important to understand the unique needs of persons 
with type 1 DM. This case is presented to illustrate the needs of a 
person with newly diagnosed type 1 DM. Although the patient is an 
adolescent, the clinical issues are relevant in other age groups. 

 John is a 16 - year - old high school student who was recently admitted 
to the hospital following a bout of severe nausea, vomiting, and weak-
ness. He was diagnosed with new - onset type 1 diabetes and diabetic 
ketoacidosis. During the 3 - day stay in the hospital, John and his parents 
were given instructions in blood glucose monitoring, insulin adminis-
tration, and nutrition. He was seen by an endocrinologist who ordered 
Lantus insulin 14 units daily and Humalog insulin 5 units before each 
meal. No other medications were ordered. Blood pressure was within 
normal range. John had an 8 - pound weight loss in the past 2 weeks, 
now weighing 165 pounds. His height is 5 feet, 11 inches. While in the 
hospital, John self - injected his insulin using prefi lled insulin pens, for 
both Lantus and Humalog. 

 John is a sophomore in high school and plays basketball for the 
junior varsity. He is the eldest of 3 children and lives at home with 
his parents and siblings. John ’ s grandfather lives with the family and 
has diabetes and limited vision and has lost 3 toes on his left foot. 
John will be seeing a pediatric endocrinologist the week following 
discharge.     

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.
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      ORDERS FOR HOME CARE  

    Diagnosis: Diabetes mellitus type 1  
  Medications: 

    •      Lantus insulin 14 units once a day in the a.m.  
   •      Humalog insulin 5 units before each meal    

  Relevant past medical history: 
    •      Healthy up until this point  
   •      No acute or chronic illnesses or injuries    

  RN: Teach diabetes management skills, including insulin administra-
tion and glucose monitoring. Notify physician if blood glucose  < 60 
or  > 240   mg/dL. The managed care insurer has authorized one visit 
for evaluation.     

      CRITICAL THINKING  

    1.      Before contacting the family to set up an appointment for the 
initial visit, what are some issues that the nurse should consider?  
  Answer:  Assessing the health literacy of the patient and family is a fi rst 
step in determining the best approach to help them successfully manage 
newly - diagnosed diabetes. The nurse should review and assess the 
patient ’ s and family ’ s understanding of survival skills and provide 
strategies that reduce risk while the patient is learning to self - manage 
his diabetes. Look for age - appropriate involvement in self - management. 
Parents should be overseeing activities but John should be coached and 
supported to take on the tasks of daily diabetes management.    

 Insulin is a  high risk  medication. It is essential that the patient and 
family understand the timing, action, and duration of the different 
types of insulin being used. Both Lantus and Humalog are colorless. 
Confusing them would be dangerous. 

 Regarding blood glucose monitoring, it is important that the patient 
and family understand when to measure blood glucose and what the 
numbers mean. They need to understand what to do based on the 
glucometer readings. 

 Cultural Competence 

 John is a teenager and, as such, is a member of a culture that holds 
peer acceptance in the highest value. It will be challenging for John 
to learn how he can manage his DM and still do everything his 
peers do. 
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 Meal planning and the symptoms and treatments for hypoglycemia 
should be discussed. Meal planning is always a signifi cant concern of 
persons newly diagnosed with diabetes. In this case, the patient is of 
normal weight and is an active, healthy teenager. Recommend that it 
is best to have regular meals and snacks with attention to blood glucose 
readings around those meals and snacks. This information will help to 
determine if meals are appropriate and if the insulin regimen is working. 
Concentrated sweets should be limited and sugared drinks should be 
avoided unless a patient is treating low blood glucose.  “ Sugar - free ”  
foods are not recommended since many have large amounts of carbo-
hydrates. The patient may be willing to keep a food journal, along with 
the blood glucose monitoring information. A more detailed meal plan-
ning session can be held at a later date. 

 The patient and family should be taught that mild symptoms of 
hypoglycemia should be treated with 15 grams of carbohydrate, fol-
lowed by waiting 15 minutes and then retesting the blood sugar. If 
necessary, retreat with 15 grams of carbohydrates. If low blood glucose 
is severe and the patient is unresponsive or unable to take food by 
mouth, 911 should be called and then glucagon administered. 

 While generally not as sudden as hypoglycemia, hyperglycemia can 
present risks, so the nurse needs to instruct the patient and family 
accordingly. Hyperglycemia should be addressed with emphasis on 
when to use ketone sticks and when to call the physician or seek emer-
gency assistance.     

 Reimbursement Considerations 

 The patient ’ s family is enrolled in managed care and requires 
authorizations for visits followed by timed reports. Overutilization 
is scrutinized, as is underutilization. Where there is appropriate 
need for additional services, such as social work, it is expected to 
be documented and provided. 

      THE HOME VISIT  

 The nurse arranges the initial home visit with John ’ s mother and arrives 
to fi nd John and both of his parents present for the visit. John ’ s grand-
father is not in the room during the visit. John and his parents appear 
somewhat nervous, exhausted, and overwhelmed with the new diag-
nosis and the hospital experience. 

 The nurse assesses the patient and notes the following:

    •      John and his parents seem willing to learn.  
   •      John has led a normal teenage life up until his hospitalization.  
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   •      John ’ s parents appear interested in and supportive of John ’ s care.  
   •      John and his parents have several misconceptions about diabetes 

based on the grandfather ’ s experiences with DM.    

 The nurse, John, and his parents outline the goals for this and subse-
quent visits:

    •      To learn dietary management of DM type 1  
   •      To learn how and when to measure blood glucose and what the test 

results mean in terms of DM management  
   •      To learn how to manage medication in relation to the timing of 

meals, activities, and a normal adolescent life  
   •      To learn self - management of DM during unstructured times such 

as weekends, holidays, and athletic and after school activities    

 The home health nurse also realizes that there could be a psychosocial 
impact on John as a result of his illness. She makes a mental note to 
request an order for medical social work (MSW) to assess John ’ s risk 
for depression and high - risk behaviors.    

 Relevant Community Resources 

    Local support groups for parents and teenagers with diabetes  
  Insulin pump support groups  
  Local chapters of national diabetes organizations    

 During the fi rst visit, the nurse reviews and observes insulin dosing 
and administration skills. This is an opportunity to discuss the timing 
and action of the different insulins and stress the importance of avoid-
ing medication errors. The nurse suggests that it may be useful to put 
a rubber band around the rapid - acting insulin (Humalog). ( “ R ”  for 
 “ rubber ”  band and  “ R ”  for  “ rapid ”  - acting insulin.) 

 The nurse asks the patient to demonstrate how to monitor blood 
glucose. Does the patient know how to check the monitor for accuracy, 
care for the strips, and perform meter coding, if necessary? The nurse 
reviews the blood glucose record stored in the glucometer and dis-
cusses plans for sharps disposal. The patient is encouraged to keep a 
record of blood glucose readings according to date, time, before and / 
or after meals, bedtime, and so forth. 

 The nurse asks the patient and family if they have any questions 
about the insulin, insulin pens, or glucometer. Each of these has a cus-
tomer service 800# that can provide ongoing support and information. 
An emergency or sick - day box should always be available. This should 
contain emergency phone numbers, ketone sticks, glucagon, regular 
soda, can or packet of broth, extra pen needles, lancet, and meter strips. 
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Everyone in the family should know where these emergency supplies 
are kept and when and how to use them. 

 Before leaving the home the home health nurse communicates with 
the referring health care provider, reconciling medications, reporting 
fi ndings, and making appropriate recommendations. The nurse dis-
cusses the need for communication with school and the school nurse 
to help John transition back to classes and to discuss a medical manage-
ment plan with the patient, family, and referring provider.     

 Neal Theory Implications 

 Stage 3: The professional in this stage collaborates with other dis-
ciplines to provide quality care for the patient. This nurse recog-
nizes the potential for a signifi cant psychosocial impact on the 
patient and family due to the DM 1 diagnosis. This nurse enlists 
a number of resources both from within the agency and in the 
community to assist this family through this transition. This nurse 
also looks to the future for this teenage boy and plans care and 
teaching to help the family anticipate John ’ s future needs and 
concerns. 

 Stage 2: The professional in this stage is likely to be more focused 
on the patient ’ s disease and on assisting the family to adjust to the 
diagnosis and is less likely to be aware of or recommend various 
community and national resources that might assist this family. 
This nurse will focus on teaching and interventions that are neces-
sary for the initial needs of the patient and family. 

 Stage 1: The clinician in this stage may not consider the impact of 
an adolescent ’ s life on his diabetes management. 

      CRITICAL THINKING  

    1.      When newly diagnosed with a chronic illness, there are many 
concerns and fears that patients may face. When a child is diagnosed, 
there are likely fears, anger, and depression experienced by the 
whole family.  “ Will my child have a normal life? ”   “ Am I going to go 
blind like my grandfather? ”   “ How did this happen to my child? 
What could I have done to prevent it? ”  How should the nurse address 
these questions?  
  Answer:  Family support is important right from the time of diagnosis. 
Would the family benefi t from social work intervention? Are there 
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religious or cultural factors or beliefs that may interfere with clinically 
accurate thinking? It is likely that John and his parents are concerned 
about how diabetes will affect John given the complications his grand-
father has experienced from DM. It is important, with the help of the 
MSW, to address these concerns. The nurse should coach and support 
both the patient and family in self - care management strategies to give 
John more control over his diabetes. Reassure them that with new treat-
ment paradigms and advanced knowledge about how to maintain 
blood glucose control, John can take control of his diabetes. With plan-
ning, he is able to continue to play sports, drive a car, go to college, 
and pursue all of the plans and dreams he and his family may have for 
John. The family may express concern about the other children in the 
household. While type 1 DM is not highly genetic, there are studies 
being done to track family members of newly diagnosed type 2 diabet-
ics. The nurse will refer the family to their health care provider for 
information.     

      BACK TO THE CASE  

 Earlier in the visit, the nurse encouraged John and his parents to iden-
tify long - term goals for their visits. However, before leaving, the nurse 
asks the patient if there is one short - term goal he would like to work 
on for the next week. John agrees that he will not drink regular soda 
for this week. On a scale of 1 – 10 how confi dent does he feel about being 
successful with his goal? John says,  “ About 8! ”   

      CRITICAL THINKING  

    1.      When goal setting with a patient, it is important that the goal be 
the patient ’ s choice, not the clinician ’ s. The nurse can and should 
help the patient refi ne his goals. For example, if John had said,  “ I 
won ’ t eat anything with sugar from now on, ”  the nurse might help 
him narrow the time line and be more specifi c about one particular 
food or drink. It would also be a good opportunity to introduce the 
role of carbohydrates as fuel for energy.  
 When goal setting, if the confi dence level stated is less than 7 on a scale 
of 1 – 10, the goal will probably not be successful. The nurse will coach 
the patient to change or refi ne the goal to one about which he can be 
more confi dent. This can help to avoid feelings of frustration and 
failure.     
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      BACK TO CASE  

 The nurse requests and receives authorization from the insurer and the 
physician to continue visiting the patient. She contacts the family to 
schedule another visit. The patient will be returning to school in 2 days. 
John ’ s mother indicates that the blood glucose readings have been 
erratic, and she is concerned about her son returning to school. The 
nurse asks John to show her his blood glucose log, meter, and any other 
record keeping he may have so they can review them. 

 The patient has good documentation of his blood glucose readings 
both before and after meals for the 2 days since the last visit (Table 
 14.1.1 ).    

      CRITICAL THINKING  

    1.      What factors are infl uencing the blood glucose readings? 
Remember the insulin regimen is Lantus 14 units daily with 5 units 
of Humalog before each meal. A review of the patient ’ s meals reveals 
the following:  

  Day 1   Breakfast: Bowl of cereal, milk, toast with butter  
  Lunch: Meatball hero sandwich with diet soda, banana  
  Dinner: Grilled chicken with rice and vegetables, apple, milk  

  There are a number of factors that infl uence glucose control; but, for 
this patient with type 1 diabetes, the insulin regimen may require 
adjusting. Lantus insulin, basal insulin, is usually titrated up or 
down until fasting morning glucose is approximately 100   mg/dL. 
Based on John ’ s record, we can conclude that the Lantus dose of 14 
units is providing the basal coverage. However, the mealtime read-
ings are concerning. What conversation might you have with the 
family and health care provider to improve the glucose control?  

  Answer:  The insulin regimen that has been ordered is most suitable for 
persons with insulin - requiring type 2 diabetes. These are generally 

  Table 14.1.1.    The patient ’ s record. 

   Date  
   Before 

Breakfast  
   After 

Breakfast  
   Before 
Lunch  

   After 
Lunch  

   Before 
Dinner  

   After 
Dinner  

  11/9    116    145    89    288    202    312  
  11/10    124    68    243    289    112    242  
  11/11    119                      
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older persons who do not vary their activity or diet very much. 
John is an active adolescent whose activity and meal schedules may 
not be predictable. He would probably benefi t from a more fl exible 
regimen. On day 1 of the glucose log entry sheet, he had a large lunch, 
perhaps as much as 80 – 90 grams of carbohydrates. On day 2, he was 
not hungry in the morning and had some toast for breakfast, perhaps 
15 – 20 grams of carbohydrate. The set dose of 5 units of Humalog before 
each meal did not provide satisfactory individualized prandial 
coverage. 

 John should continue to keep his log, including food entries, so that 
the pediatric endocrinologist will have the information necessary to 
determine John ’ s insulin sensitivity and his insulin - to - carbohydrate 
ratio. With this information, a more suitable insulin regimen can be 
initiated.  

  2.      What other factors will have to be considered to provide John with 
an individualized diabetes regime?  
  Answer:  There is no set answer, especially when someone is newly 
diagnosed. The goal should be to keep within a safe target range 
while gathering data about what does affect the blood glucose. 
On basketball practice days, John should include extra carbohydrates 
before, during, and after practice to provide the energy needed to 
carry out the activity without having a hypoglycemic episode. He 
should be coached to inject his insulin in his abdomen, not in his arms 
or legs. His limbs are actively involved in the exercise; and insulin 
absorption may be increased, leading to an increased risk for 
hypoglycemia. 

 On weekends, John ’ s activity level may be very different from his 
activity level during the week. By keeping a detailed journal, he will 
be able to look for patterns that will give him and his health care team 
the necessary information for insulin and carbohydrate adjustments. 
John needs to become a  “ detective! ”   

  3.      What is   insulin sensitivity factor  ? What is   insulin - to - carbohydrate 
ratio  ?  
  Answer:   Insulin sensitivity factor  (sometimes called  correction factor ) is 
the amount of mg/dl blood glucose is lowered with 1 unit of regular 
insulin. A starting point that is often used is that 1 unit of insulin 
lowers blood glucose 30   mg/dL. This is dependent on age, weight, 
insulin resistance, duration of diabetes, other medications, and other 
factors. 

  Insulin - to - carbohydrate ratio  is the number of grams of carbohydrates 
metabolized by 1 unit of regular insulin. A starting point for this ratio 
is 1 unit of insulin for 15 grams of carbohydrate. This, too, has to be 
adjusted based on weight, body mass index, activity, and so forth. Both 
of these formulae are used for setting the rates in insulin pump therapy. 
It is likely that John will be able to use pump therapy once he and his 
endocrinologist feel he is ready.  



Diabetes Mellitus Type 1  409

  4.      What other considerations might be brought to this family and 
adolescent before discharge?  
  Answer:  Chronic illness is always a diffi cult diagnosis to hear, but 
when it involves a child there can be a sense of guilt, grief, fear, accusa-
tion, and shame by parents and child. It is helpful to bring these feel-
ings to the surface, acknowledge them and let the family know that 
this is a normal response. Help them to fi nd support through the social 
work referral, Juvenile Diabetes Association, and the American Diabetes 
Association. There are a number of web sites that are helpful. 

 It is not useful to discuss the long term complications of diabetes at 
this point. Long term complications of diabetes do not usually present 
until at least 5 years after diagnosis. It is helpful to remind the patient 
and family that all of those complications are a result of prolonged 
hyperglycemia and poor management.  

  5.      How will members of the interdisciplinary team communicate 
with one another?  
  Answer:  Team members will communicate through the agency ’ s docu-
mentation system where available, telephone and face - to - face meet-
ings, and case conferences when warranted. Multi - discipline care plans 
are kept up to date and provide suffi cient information to link interven-
tions in a meaningful and professional manner.        

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge 
defi cit 
regarding 
disease 
process  

  Patient and family 
will verbalize 
understanding of 
type 1 diabetes 
within 1 week.  

  Teach patient and 
family about type 
I diabetes. 

 Coach family and 
patient about the 
importance of 
learning self -
 management skills 
and developing 
confi dence.  

  Patient will 
participate more 
fully in self -
 management of 
his diabetes, and 
parents will be 
available as 
coaches and 
support.  

  Knowledge 
defi cit 
regarding 
insulin 
therapy  

  Patient will 
understand the 
importance of 
taking his insulin 
as ordered in 2 
days. 

 Patient will 
understand the 
action, timing, and 
peak of his insulin 
in 1 week.  

  Coach and support 
the patient in his 
understanding of 
what insulin is, 
what role it plays 
in metabolism, 
and why he needs 
to provide it on a 
regular basis.  

  Patient will gain skill 
and confi dence in 
managing his 
insulin regime 
successfully and 
will not hesitate to 
ask for help when 
he is not sure 
about timing or 
doses of insulin.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Defi cit in 
knowledge 
regarding 
blood 
glucose 
monitoring 
and patterns  

  Patient will verbalize 
understanding of 
both hyper -  and 
hypoglycemia, 
what the signs are, 
and how to treat 
within 2 weeks.  

  Coach patient about 
diabetes self -
 management, how 
the medications 
work, and the 
importance of 
monitoring blood 
glucose. 

 Work toward the 
patient - stated goal.  

  Patient is able to 
verbalize how to 
recognize 
abnormal blood 
glucose patterns, 
how to treat them, 
and when to call 
the physician, 
nurse, or 911.  

  Ineffective 
coping of 
family 
system  

  Patient and son are 
more able to 
understand and 
cope with 
sequelae of 
diabetes process 
within 3 weeks.  

  Nurse will provide 
information about 
community 
resources and 
diabetes self -
 management 
programs in their 
area.  

  Nurse will evaluate 
and document the 
patient ’ s and 
family ’ s moods in 
addition to 
allowing the 
patient and family 
to express their 
feelings, fears, and 
concerns.  

  Sharing the 
onset of 
chronic 
illness with 
those 
persons 
who are in a 
need - to -
 know 
position  

  Information will be 
shared with those 
who need to know 
within 1 week.  

  Discuss with family 
the need to inform 
school, athletic 
coach, and anyone 
who may need to 
know about John ’ s 
newly diagnosed 
DM in 1 week.  

  Successful 
collaboration with 
health care team 
including school 
nurse  
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Case 14.2   Diabetes Mellitus Type 2  
  By   Caryl Ann     O ’ Reilly  ,   CNS, CDE, MBA       

     Many home care cases involve a diagnosis of diabetes, occasionally as 
the initiating diagnosis, but more frequently as a comorbid condition 
that affects the overall well - being of the patient. This case demonstrates 
the challenge of identifying barriers to self - managing diabetes in an 
elderly patient who has the effects of long - term diabetes and persistent 
exposure to hyperglycemia. Mrs. J is a 75 - year - old widow and lives 
alone. She has been independent in her diabetes care since the diagno-
sis of type 2 diabetes 22 years ago. She has been referred to home health 
services following a recent hospitalization as a result of a fall in the 
home. 

 Following the fall, Mrs. J used an emergency response unit to 
summon help. Her blood glucose was 43   mg/dL when emergency 
medical services (EMS) arrived. The patient was belligerent, refusing 
to be transported to the emergency room (ER). She was given intrave-
nous dextrose and emergency treatment for a heavily bleeding cut on 
the forearm. She ultimately agreed to go to the hospital. Mrs. J brought 
her current list of medications with her to the ER.

   Current medications: 
    •      Lantus insulin 30 units at bedtime  
   •      Apidra insulin sliding scale three times a day; before meals  
   •      Aspirin 81   mg once a day  
   •      Folic Acid 1   mg once a day  
   •      Glyburide 10   mg twice a day  
   •      Labetalol 200   mg twice a day  
   •      Metoclopramide 10   mg once a day  

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.
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   •      Metoprolol tartrate 25   mg twice a day  
   •      Plavix 75   mg once a day  
   •      Simvastin 40   mg at bedtime    

  Diagnoses at time of admission: 
    •      Type 2 diabetes, controlled  
   •      Depression  
   •      Hypertension  
   •      Anemia  
   •      Dyslipidemia       

     ORDERS FOR HOME CARE 

     •      Resume prior medications.  
   •      Teach diabetes management skills, including insulin administration 

and glucose monitoring.  
   •      Assess cardiac status.  
   •      Teach nutrition.  
   •      Notify primary health care provider if blood glucose is  > 240 or 

 < 80   mg/dL.       

 Reimbursement Considerations 

 The patient is enrolled in Medicare managed care and requires 
authorizations for visits, followed by timed reports. Overutilization 
is scrutinized, as is underutilization. Where there is an appropriate 
need for OT, PT, and social work, it is expected to be documented 
and provided. 

 The home care nurse places a phone call to the patient ’ s primary 
care physician (PCP) to let her know she will be making an initial visit 
the next morning. The PCP is unaware of the patient ’ s recent hospital-
ization and the precipitating events and expresses annoyance that she 
had not been notifi ed by the hospital or family. The visiting nurse will 
need signed orders from the PCP.     

 Neal Theory Implications 

 Stage 3: The professional in this stage is not intimidated by the 
annoyance of the physician and recognizes her own value as a 
health care team member. 
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 Stage 2: The professional in this stage may not feel comfortable 
collaborating with the physician regarding orders for other disci-
plines, case managing, or working within the patient ’ s environ-
ment to manage care. 

 Stage 1: The clinician in this stage may be very knowledgeable 
about diabetes mellitus but does not understand the signifi cance of 
the home setting in diabetic management. 

     CRITICAL THINKING 

    1.      Before even visiting the patient, what concerns might the nurse 
have when reviewing the available information?  
  Answer:  There are a number of questions about the medications to 
consider: 

    •      Both types of insulin are clear and therefore may be diffi cult to 
differentiate.  

   •      The combination of aspirin and Plavix needs to be addressed.  
   •      There is a diagnosis of depression with no antidepressant 

medication.  
   •      Is glyburide necessary when insulin therapy for both basal and 

prandial effect is prescribed?  
   •      Metoclopramide is generally used for gastric refl ux and/or gas-

troparesis. If this is the reason the patient is taking it, then it 
should be taken 30 minutes before the meal. Does the patient 
have gastroparesis; and if so, should the timing of mealtime 
insulin be adjusted?  

   •      There is a diagnosis of renal failure. This is a signifi cant compli-
cation of prolonged exposure to hyperglycemia. Should diet 
therapy include any protein or fl uid restrictions? The nurse will 
need to request the latest lab values to determine the patient ’ s 
renal status.  

   •      Who are the members of this patient ’ s health care team? Does 
the patient see a nephrologist, cardiologist, endocrinologist, or 
dietician? All of these questions need to be considered in order 
to optimize patient outcomes.       

     THE HOME VISIT 

 During the initial visit, the nurse asks the patient to read the informa-
tion from the prescription medication vials and let her know when she 
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takes each medication, what dose she takes, what the medication is for, 
and how often she forgets to take the medications. These questions are 
asked in a matter - of - fact manner, without being judgmental. The nurse 
discovers that the patient has a signifi cant visual defi cit and is unable 
to read the print on the prescription bottles. The patient acknowledges 
that she has  “ some diffi culty, ”  but  “ I do just fi ne. ”  The patient ’ s son is 
present and is surprised by the fi nding. The nurse discovers a number 
of pills on the fl oor where the patient probably dropped them when 
pouring her medications.     

 Cultural Competence 

 The patient is fi ercely independent and wants little or no help from 
others. She may benefi t from a senior center or group of peers who 
can support each other. 

     CRITICAL THINKING 

    1.      What barriers to patient ’ s medication safety has the nurse 
identifi ed?  
  Answer:  Visual defi cits may prevent the patient from taking medica-
tions as ordered. Additionally, although the patient is using insulin -
 prefi lled pen devices to dose and administer the Lantus and Apidra, 
the combination of visual defi cits and limited manual dexterity may be 
preventing her from dosing correctly. She may also have mistaken the 
Apidra pen for the Lantus pen on the day of the fall and dosed the 30 
units of Apidra instead of Lantus. One possible solution to overcome 
this barrier is to ask the patient ’ s son to put rubber bands around the 
rapid - acting insulin pens right from the pharmacy. This should alert 
the patient to only use those rubber - banded pens for premeal injec-
tions. Because of the patient ’ s diminished manual dexterity, the patient 
drops pills without being aware of it; and she has diffi culty opening 
some of the containers. 

 The patient does not want to be a burden to her son, so she has not 
shared these issues with the family; she has chosen to manage on her 
own. Because she is comfortable in her own surroundings, she has been 
able to mask her defi cits quite successfully. She has also not shared this 
information with her primary care physician. She has not been to her 
ophthalmologist in more than 18 months. Asking the patient to make 
an appointment while the nurse is present is an option. It is important 
that the nurse document the outcome.        
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     BACK TO THE CASE 

 The nurse asks the patient if she would mind testing her blood glucose 
while the nurse is there. The patient responds that she has been doing 
it so long that she has no problems. The nurse acknowledges that the 
patient is capable of monitoring, but she asks her to do it so that they 
can both see the current blood glucose value. It is approximately 2 
hours after breakfast.  

     CRITICAL THINKING 

    1.      What can the nurse learn from having the patient self - monitor her 
blood glucose?  
  Answer:  Because the patient is administering rapid - acting insulin 
premeal, it is important that the patient be able to accurately assess 
blood glucose. Do the visual defi cits present a problem for successfully 
monitoring blood glucose? The patient may also not realize that she is 
using strips that are outdated or improperly coded. The patient does 
not close the cap on the monitoring strips tightly because of her diffi -
culties with dexterity. This can cause faulty results. If the screen is not 
large enough, the patient may not accurately read the results. Having 
completed the testing, the nurse reviews the events. She asks the patient 
to read the last few entries in the glucometer memory to assess how 
accurately she sees them. It is no surprise that the patient struggles 
with the task.  

  2.      What steps might the nurse consider to overcome these barriers?  
  Answer:  Depending on the severity of the defi cits, several options are 
available. Having an occupational therapy (OT) assessment for fi ne 
motor training and/or adaptive equipment is an appropriate choice. 
Not only can OTs assess the patient ’ s capacity to perform diabetes tasks 
that need to be done, but they can also address some of the activities 
of daily living skills that require fi ne motor skills. OT assessment and 
intervention may give the patient the training and adaptive equipment 
necessary to carry out the diabetes self - management tasks with the 
independence that she desires. 

 Relevant Community Resources 

 The patient may benefi t from an organization that provides low -
 vision services such as Lighthouse, Commission for the Blind, 
and Jewish Guild for the Blind. 
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 If vision is so limited that further intervention is required, a voice -
 activated glucose meter, a free - standing magnifi er, and stronger light-
ing might be considered.     

     BACK TO THE CASE 

 It is important to check the patient ’ s blood pressure both sitting and 
then standing. One of the autonomic neuropathies of prolonged diabe-
tes is orthostatic hypotension. When the patient fell prior to hospital-
ization, what was the precipitating factor? Several of the medications 
she is taking also have orthostatic hypotension as potential side effects 
including labetalol, metoclopramide, and metoprolol tartrate. Obta-
ining the sitting/standing blood pressure can provide important 
information.  

     CRITICAL THINKING 

    1.      What information regarding the medication regime needs to be 
communicated to the patient ’ s PCP?  
  Answer:  All fi ndings are relevant, but it is important to prioritize. If 
the patient has diffi culty with a sliding - scale insulin regime, the nurse 
should let the PCP know of the barriers and risks. There should be a 
discussion with the PCP about medications that do not have accompa-
nying diagnoses and the conversation should be documented. 
Verifi cation of the use of aspirin and Plavix should be obtained and 
documented. Recommending a change to prefi lled, premixed insulin 
might be an answer. If the same dose is ordered for both before break-
fast and before dinner, an error in dosing will be avoided. If the patient 
is found to have orthostatic hypotension, a discussion about medica-
tions that may contribute should occur and be documented. A simpli-
fi ed medication regime reduces the risks of medication errors. The 
nurse should recommend the use of a home monitor for ongoing 
assessment of blood pressure. Use of weekly pill boxes that the patient ’ s 
son might be willing to fi ll could be helpful.     

     BACK TO THE CASE 

 The nurse next asks the patient if she would lead the nurse to the 
bathroom or bedroom so that the patient can be weighed. It is impor-
tant for the nurse to assess the patient ’ s ability to get up out of the chair 
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and walk to the scale. Does she struggle to get up from a sitting posi-
tion? How is her gait? Does she use an adaptive device, such as a cane? 
Are there urine stains on the chair, the back of her clothing, or her 
footwear? Is the footwear appropriate for a person with diabetes? All 
of these things can be assessed in the few moments it takes to get from 
point A to point B.  

     CRITICAL THINKING 

    1.      How can the nurse use the information gained from observing the 
patient move from one place to the next?  
  Answer:  Gait abnormality is a common complication of diabetes. 
Peripheral neuropathy can cause loss of sensation in the lower extremi-
ties preventing the person from knowing where their feet are in relation 
to the fl oor. Vascular compromise may cause numbness, pain, or other 
limiting side effects. Deformities are a result of small muscle atrophy 
associated with diabetes, resulting in an unsteady gait. Referral to 
physical therapy (PT) for assessment and intervention should occur. 
Fall prevention measures should be instituted, evaluated, and 
documented. 

 By observing the patient ’ s clothing for any urine or feces stains, 
incontinence can be detected. Patients are often embarrassed to 
acknowledge that they have an incontinence problem. Urinary incon-
tinence is a frequent consequence of long - term diabetes. Patients lose 
the ability to fully empty their bladder, with resultant residual urine 
and chronic urinary tract infections. This can be the forerunner of 
 “ dribbling ”  or frank incontinence. Another potential complication is 
 “ diabetic diarrhea. ”  This can be caused by gastroparesis, or slowing of 
the gastrointestinal tract. Constipation may occur followed by an over-
growth of bacteria in the gut. The results are bouts of explosive diar-
rhea. Mrs. J is taking medication generally prescribed for gastroparesis, 
so this is a potential problem to be considered.     

     BACK TO THE CASE 

 Once all assessments are completed, a telephone call to the PCP should 
be made. The home care nurse describes the situation found in the 
home, provides the relevant background, prioritizes and delivers infor-
mation, and makes recommendations. This includes requesting orders 
for assessment by the OT and PT. If, during the initial or subsequent 
visits, the nurse administers a depression scale, the results should be 
shared with the PCP with followup as indicated by the results.     
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     CRITICAL THINKING 

    1.      How will members of the interdisciplinary team communicate 
with one another?  
  Answer:  Team members will communicate through the agency ’ s docu-
mentation system where available, via telephone and face - to - face meet-
ings, and in case conferences when warranted. Multi - disciplinary care 
plans should be kept up to date and provide suffi cient information to 
link interventions in a meaningful and professional manner.        

 Rehabilitation Needs 

    Occupational therapy  
  Physical therapy  
  Social work consideration for future    

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Medication 
reconciliation 
and 

 knowledge 
defi cit 
regarding 
medications  

  Medications will be 
reconciled within 
48 hours. 

 Patient will be able 
to discuss 
medications and 
when to take them 
within 3 weeks of 
medication 
reconciliation.  

  Contact PCP for 
medication 
reconciliation and 
simplifi cation. 

 Coach and support 
patient ’ s 
understanding of 
her medications 
and when and 
how to take them.  

  Patient will have 
fewer daily doses 
of medications 
without 
compromise in 
health status. 

 Risk of medication 
error will be 
diminished.  

  Knowledge 
defi cit 
regarding 
disease 
process  

  Patient and son will 
verbalize 
understanding of 
diseases processes 
and the recent 
changes in the 
patient ’ s condition 
within 3 weeks.  

  Teach patient and 
son about 
diabetes and the 
importance of 
participating in 
self - management.  

  Patient will more 
fully participate in 
her care; she will 
have one patient -
 stated goal to 
improve status. 

 Son will verbalize 
understanding of 
his mother ’ s 
condition.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  History of falls    Patient will have 
assessment for 
gait abnormality 
and insensate foot 
within 1 week.  

  Contact PCP for 
authorization for 
PT and OT for 
further 
assessments and 
make 
recommendations. 
Medications will 
be assessed for 
orthostatic 
hypotension side 
effects.  

  Patient will have 
appropriate 
adaptive devices 
to assist with 
ambulation and 
will use these 
devices. 

 The son will be the 
coach and support 
for process. 
Medications will 
be adjusted as 
needed.  

  Reduced 
dexterity  

  Assessment by PT 
and OT for 
assistance with 
ADLs  

  Nurse will provide 
ongoing 
assessment of 
patient ’ s ability to 
self - manage her 
diabetes 
equipment, pill 
containers, etc. 
and will keep 
PCP informed.  

  Patient will have 
more confi dence 
in managing her 
health and her 
ADLs.  

  Ineffective 
coping of 
family 
system  

  Patient and family 
are able to cope 
with sequelae of 
disease process 
with 3 weeks.  

  Provide information 
about community 
resources, support 
groups and 
services, and 
diabetes 
educations 
programs in the 
area.  

  Patient and son 
have resources for 
emotional support 
and are using 
them.  
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 Case 15.1   Grief  
  By   Debra     Riendeau  ,   MN, APRN, BC, PMHNP - BC       

     This case study illustrates the complexity of providing end - of - life 
nursing care to individuals. This patient was a school teacher, Ms. T 
who left teaching to care for her 3 children when they were young, and 
she never returned to the workforce. She has remained socially active, 
volunteering in her community for such causes as raising money for 
needy families who have children with cancer and for those who have 
lost everything in a fi re. She is married to her husband of 35 years. She 
has 3 adult children who live nearby raising their families. They meet 
regularly for family dinners. Everyone is supportive of the grandchil-
dren who play sports. Subsequently, the usual Friday night activity is 
attending the local high school football games to watch the grandchil-
dren play. 

 One year ago, after seeing her family physician for her annual physi-
cal, Ms. T was given  “ a clean bill of health. ”  She is careful with her 
family ’ s diet, drinks only socially and within limits, and likes to golf 
with a group of ladies in the community. She has been a 1 - pack - per - day 
smoker since her mid 20s. She has tried to quit many times, but she 
has been unsuccessful due to concerns about subsequent weight gain. 
Over the past year, she developed a cough that seemed more severe 
than it used to be. She also noted that starting very recently, she gets 
very anxious and her heart races at night when she rolls over in bed. 

 Ms. T presented to her primary care physician with these last two 
symptoms. At the visit, the physician had lab work drawn and took a 
chest x - ray that revealed a small mass in her left lung. She was given 
alprazolam (Xanax) for the anxiety and was sent to the oncologist for 

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.



424  End-of-Life Care

a consult. A lung biopsy was performed, which revealed that she had 
small cell lung cancer, which grows quickly and often metastasizes to 
other organs before diagnosis. 

 She was admitted to the hospital for a course of chemotherapy with 
palliative radiation therapy. A triple lumen Hickman catheter was 
inserted for the chemotherapy and other fl uids. After the course of 
therapy, it was initially felt that she was in remission. However, about 
15 months after diagnosis, her symptoms returned and the severe level 
of anxiety or  “ panic attacks ”  seemed more frequent throughout the 
day. After a return visit to the oncologist and more tests, the decision 
was made that a referral for palliative home health care was the best 
option for her. 

 Application of the understanding of the process of loss and grief 
within the diagnosis of a terminal illness is the key to supporting this 
patient and her family. Additionally, knowledge of the services offered 
within the framework of palliative end - of - life care, for both the patient 
and the family, is critical to bringing a peaceful resolution for those 
involved in this process.     

 Cultural Competence 

 The patient is of Italian descent. She has a large extended family 
that lives in close proximity of one another. The nurse may need to 
incorporate signifi cant members of this family into the care of this 
patient and adapt to changes within the family structure. 

      ORDERS FOR HOME CARE 

    Patient: 56 - year - old married female of Italian descent  
  Diagnosis: Small cell lung cancer with metastasis to the adrenal glands  
  Current medications: 

    •      MS Contin 80   mg by mouth twice a day  
   •      Morphine Sulfate IR 15   mg by mouth as needed for breakthrough 

pain  
   •      Alprazolam (Xanax) 0.25   mg by mouth 4 times a day as needed 

for anxiety  
   •      10   mL prefi lled syringe with 3   mL Heparin 100 units intrave-

nously once a day to fl ush the Hickman catheter  
   •      Supplemental oxygen via nasal cannula to keep saturations 

above 90%    
  Relevant past medical history: 

    •      Has no other comorbid medical conditions  
   •      Is a 1 - pack - per - day smoker for 30 years    
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  Durable Medical Equipment: Oxygen concentrator and portable oxygen  
  RN: Skilled nursing assessment and evaluation. Skilled procedure: Due 

to the weakened immune state of this patient, the insurance company 
authorized weekly sterile Hickman catheter dressing changes.  

  Respiratory therapist: Initiate oxygen therapy and provide education 
to the patient and family in safe use of oxygen in the home. Provide 
initial oxygen saturation assessment on room air and on supplemen-
tal oxygen to keep blood oxygen saturation above 90%.        

 Rehabilitation Needs 

    Respiratory therapist  
  Potential for Durable Medical Equipment (commode and hospital 

bed)  
  Monthly delivery of sterile all - inclusive central line dressing kits    

      THE HOME VISIT 

 On a Monday afternoon in the fall, the patient was admitted to home 
health services after a visit to her oncologist. The patient has just been 
told that her cancer is no longer in remission and that she is terminal. 
She is being placed into the home health palliative care program. As 
part of the admission process, the nurse performs a basic skilled nursing 
assessment, monitors for side effects from the medications that the 
patient is taking, assists with pain control, assists with anxiety control, 
and schedules the weekly sterile dressing changes of the Hickman 
catheter. The nurse also educates the patient about the best practice for 
cleansing the port on the Hickman catheter before each use to prevent 
infection. 

 The patient is alone, since her husband has returned to work as the 
town clerk in this small community. The admission takes approxi-
mately 2 hours. During the conversation, the patient shares that her 
bone pain is currently being managed with her pain medications, but 
the anxiety level seems to  “ skyrocket ”  at times. She shares that some-
times her heart will just race when she is sitting and not upset about 
anything. During the admission, the respiratory therapist arrives with 
the oxygen concentrator and the portable oxygen tanks. Education 
concerning safe use of oxygen is provided with the emphasis on the 
fact that no one should smoke while oxygen is being used in the 
home. Ms. T shares that she no longer smokes but that her husband 
still does.    
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 Before leaving, the nurse instructs the patient in the process of fl ush-
ing the Hickman catheter daily to maintain patency and sterility. As 
the nursing visit is coming to an end, the patient is teary making state-
ments such as,  “ My youngest daughter is getting married next summer, 
and I may not see her get married ”  and  “ My daughter - in - law is expect-
ing our fi rst grandchild. ”      

 Relevant Community Resources 

 American Cancer Society:  http://www.cancer.org/docroot/home/
index.asp1 - 800 - ACS - 2345  

 Notifi cation of the fi re department and police department that she 
is homebound, unable to drive, and has oxygen in her home 

 Neal Theory Implications 

 Stage 3: The nurse in this case demonstrated autonomy by inde-
pendently making clinical and other decisions based on a thorough 
knowledge of the grieving process that she has learned while caring 
for other patients during the end - of - life process. Additionally, the 
nurse was aware of community resources available for people with 
terminal illnesses. 

 Stage 2: The professional in this stage will demonstrate more 
comfort in dealing with health care issues and the complexity of 
the home care environment. There is still a need to seek the experi-
ence of other health professionals to problem solve and negotiate 
the care needs of the patient. For this case, the nurse may under-
stand the medical care needs of the patient, but may be unfamiliar 
with the emotional and spiritual toll the terminal process requires. 
The community resources may not be part of the awareness of the 
nurse, and the referral process to outside professionals may not be 
utilized. 

 Stage 1: The nurse will need to ask questions and require assistance 
in managing the patient ’ s care and treatment plan. The complexity 
of the terminal illness in all areas of the patient ’ s life may be over-
whelming. Being a primary support for the patient in this case may 
be diffi cult. 
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      CRITICAL THINKING 

    1.      Based on the patient ’ s statements, what is the nurse ’ s priority goal 
for the care of this patient?  
  Answer:  Initially, the nurse would focus on establishing trust and 
building a therapeutic working relationship with the patient. A thera-
peutic relationship provides the foundation for a collaborative agree-
ment with the patient to establish reasonable goals for care.  

  2.      What factors can interfere with achieving these goals?  
  Answer:  This patient has received a terminal diagnosis after a period 
of remission from cancer. The patient and family will require support 
through the dying process, which is new for them. The manner in 
which a person grieves is very individualized, but it can follow some 
predictable patterns which vary in length and intensity.  

  3.      What is the best evidence - based practice for cleansing the hub of 
the catheter to prevent catheter - related bloodstream infections?  
  Answer:  Scrubbing the hub of the catheter port vigorously for 15 
seconds with either alcohol alone or chlorhexidine/alcohol was deemed 
to be effective in reducing catheter - related bloodstream infections.  

  4.      Regarding the medications, what education is important for the 
nurse to reinforce during this initial visit?  
  Answer:  The nurse should review the reason that the patient is taking 
the opioid, the prescribed dose, and the possible adverse effects. The 
nurse should educate the patient on the safe use of MsContin. This 
includes that the patient should be counseled not to drive while on this 
narcotic. Additionally, care should be taken, while she is on the 
MsContin, since she is also on alprazolam (Xanax), a benzodiazepine 
from the sedative - hypnotic class, as there is a high risk of oversedation 
with the use of both medications. She should also be instructed in the 
use of the instant release formula of the opioid. Some of the expected 
side effects of opioids include dry mouth, constipation, and respiratory 
depression if too much is taken. 

 Common side effects of the alprazolam (Xanax) include drowsiness, 
dizziness, decreased alertness, and decreased ability to focus and con-
centrate. As benzodiazepines may cause dependence, the patient 
should not stop taking the medication without notifying her physician 
due to withdrawal symptoms. The patient should watch for paradoxi-
cal effects of excitement, hostility, and angry outbursts and call the 
physician if they occur.  

  5.      The patient ’ s statements about her daughter ’ s marriage and the 
upcoming birth of her grandchild are indicative of what process?  
  Answer:  The patient is experiencing preparatory grief. When a patient 
learns that they have a terminal illness, they must begin to adjust to 
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the fact that their life, as they had hoped and planned, has just 
changed. This patient is beginning to see that she may not survive long 
enough to participate in her daughter ’ s wedding or greet the new baby. 
The idea of her own death coming sooner than she expected can pre-
cipitate a crisis that may overwhelm her usual coping skills. The patient 
must readjust her values, goals, beliefs, and life to incorporate this 
realization.     

      BACK TO THE CASE 

 The nurse returns to the patient ’ s home the following week to assess 
the patient and perform the sterile dressing change of the Hickman 
catheter. The nurse begins with a general systems assessment. The 
patient ’ s vital signs, including her temperature, are within normal 
limits. Ms. T states that during the past week, her pain has been 
managed with her medications. She has had a  “ couple ”  of episodes of 
her heart racing that required the use of the alprazolam, but not more 
than once a day. She states she is experiencing some constipation and 
has not had a bowel movement in 4 days. She also states that she has 
a very poor appetite and has been eating mostly bland foods like 
mashed potatoes and gravy, and toast. 

 After proper hand hygiene, the nurse removes the old Hickman 
dressing noting that the insertion site is slightly pink, but it has no 
drainage or odor. Using sterile technique, the nurse performs the 
dressing change according to the policy of the home health agency. 
The nurse instructs the patient in the correct way to cleanse the hub of 
each port of the catheter. As this technical skill is completed, the nurse 
asks the patient how she is  “ doing with all of this. ”  The patient 
emphatically states,  “ It wasn ’ t supposed to be this way; I am too 
young to die! ”      

 Reimbursement Considerations 

 The patient is too young to be eligible for Medicare and has had 
too much income to qualify for Medicaid. 

 The private insurance company has authorized payment for 
a specifi c number of weekly visits that incorporate skilled nurs-
ing visits and allows sterile central line dressing changes. The 
insurance company also authorized 1 – 2 emergency skilled nursing 
visits. 
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      CRITICAL THINKING 

    1.      What interventions should the nurse offer to combat the side 
effect of constipation in this patient?  
  Answer:  The nurse could suggest adding more bran fi ber or prunes to 
the patient ’ s diet. However, since the patient has a poor appetite, the 
nurse should call the physician from the home to report the constipa-
tion and no bowel movement for 4 days. The patient may need a stool 
softener or perhaps a laxative to aide in gastrointestinal motility.  

  2.      What could account for the patient ’ s emphatic statement that she 
is  “ too young to die? ”   
  Answer:  According to the Kubler – Ross theory, there are 5 stages of 
grief. These include denial, anger, bargaining, depression, and accep-
tance. The stages were once thought to be linear, occurring one after 
another. The current thinking (which echoes that of Kubler - Ross in later 
years) is that these stages, rather than being defi nable and sequential, 
may actually overlap or occur simultaneously. In that case, the patient 
may be refl ecting some anger and/or denial.     

      BACK TO THE CASE 

 The nurse returns the following week to fi nd a patient who is sullen 
and withdrawn. She reports that her family members are not visiting 
as much. She states that her husband seems uncomfortable around her. 
He is talking less and won ’ t look her in the eye. He has been attending 
to all of his outside volunteer commitments in the evenings, leaving 
her alone. She asks the nurse what all of this means.  

      CRITICAL THINKING 

    1.      What stage of Kubler - Ross ’ s stages of loss might the patient be 
experiencing by being sullen and withdrawn?  
  Answer:  The patient may be in the depression stage. Although the 
family was initially very supportive and frequently available, the 
patient is now alone much of the time while her husband is at work 
and at his volunteer activities. The children have now been visiting 
only on Sunday rather than daily.  

  2.      What other theory related to grief could explain the behaviors of 
the patient ’ s husband and family?  
  Answer:  Rather than using a stage theory to describe grief, the 
Awareness of Dying theory (Glaser and Strauss, 1965) may still be 
applicable and refl ect evidence - based practice. In this theory, there are 
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4 different awareness contexts, which are: closed awareness, suspected 
awareness, mutual pretense awareness, and open awareness. Closed 
awareness refers to the situation in which patients are unaware of their 
own impending death. Suspicion awareness includes patients who do 
not know they are dying, but they suspect that they are. Both of these 
do not apply to this case. Mutual pretense occurs when individuals 
know that the patient is dying but pretend otherwise. This does apply 
in this case. The husband is aware of the fact that his wife is terminal, 
but is continuing to live as though nothing has happened. The fourth, 
open awareness, is when the family and patient all know and acknowl-
edge the terminal illness. Although the patient is already in this type 
of awareness, the husband and family have not yet reached it. 

 By applying this theory, nurses may better understand the actions 
of the people surrounding the patient. It also allows the nurse to envi-
sion predictable processes experienced by their patients, thereby, allow-
ing the nurse to alter their interventions when dealing with their 
particular patient. With this knowledge, nurses can assist their patients 
and their families in adapting through the transition phases.     

     BACK TO THE CASE 

 When the nurse arrives for the next weekly visit, the patient states that 
her daughter has been in to visit and plans have been made to move 
the wedding up to 2 weeks from now. The patient ’ s daughter wants 
her to be part of the ceremony. The patient is tired and is now on con-
tinuous oxygen at 2 liters by nasal cannula. She states that her bowels 
are slow but working  “ okay ”  since the addition of the stool softener. 
She states that she is still using the alprazolam, but now 2 – 3 times a 
day. Her pain is not being controlled as well, and she has been using 
more of the instant release formula. She states that she is still not sleep-
ing well and is frequently up at night 2 – 3 times. The nurse notes that 
the Hickman catheter site is still without signs and symptoms of infec-
tion, and it is still patent. At the end of the visit, the patient states that 
she promised God that she would make a charitable donation to a local 
homeless shelter if God will allow her to see her daughter get married 
and live long enough to hold her new grandchild.  

     CRITICAL THINKING 

    1.      What is the best course of action by the nurse to assist the patient 
with attaining better pain control?  
  Answer:  The nurse should contact the doctor for an increase in the 
patient ’ s morphine routine dose. The use of increasingly frequent 
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breakthrough pain is an indication that the patient ’ s pain is increasing 
and the round - the - clock dose is not high enough.  

  2.      According to Kubler - Ross, which stage is best refl ected by her 
promise of a gift to a charity in exchange for more time to live?  
  Answer:  This promise would refl ect the stage known as  “ bargaining. ”  
She is still working through the process of grief and is making some 
peace with the inevitability of her death. She is attempting to complete 
the 2 tasks (watching her daughter marry and seeing the new grand-
child) that she has verbalized as most important to her.     

     BACK TO THE CASE 

 A few weeks later, before one of the next scheduled nursing visits, the 
patient calls to inform the nurse that the next visit will take place at her 
lake home and gives the nurse directions to the home. She has relocated 
there as the house has a great view of the water from her windows. She 
can watch the deer and the birds. She states it is her favorite place to be 
and that it is  “ so peaceful. ”  She states that her husband is going to stay 
in town to live where he can work and continue with his evening activi-
ties. Upon arrival, the nurse notes that the house is large and well kept. 
The patient has a bedroom and bathroom on the main fl oor in close 
proximity of one another. The patient ’ s oxygen concentrator is there as 
well as all of her supplies. She states that her family will be coming in 
and out and will get her groceries and whatever else she needs. She is 
peaceful and content. Both the nurse and the patient sit down to talk at 
the window looking out over the lake. The patient tells the nurse that 
her daughter ’ s wedding was small and had only a few of their closest 
friends and family, but it was still wonderful to have lived to see her 
get married. The patient cries softly and states that she is sad that she 
won ’ t live long enough to see her fi rst grandchild. She also states that 
 “ watching me die ”  was too hard on her husband and that she under-
stands that his way of coping was to work and stay busy to keep his 
mind off of the fact that he was losing her. She states that she is grateful 
for the life she had even though it was shorter than she had hoped. She 
gives the nurse the name of the funeral home and shows her where she 
has a list of her fi nal wishes, including the songs to play at her funeral.  

     CRITICAL THINKING 

    1.      What is the best action for the nurse to take during this visit?  
  Answer:  Using active listening is the best way to respond. Nurses who 
are sensitive and open to dying patients may be better able to assist 
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patients to conclude their lives with proper rituals (such as planning 
funerals). This attitude allows the patient to openly express their 
thoughts and feelings as they process thorough grief and the loss of 
the plans they had for the remainder of their lives.  

  2.      What stage of the process of dying is best refl ected by the state-
ments of the patient in this visit?  
  Answer:  The patient is demonstrating a transition into acceptance of 
her death. Since her admission into the palliative home care program, 
she has actively transitioned from her initial feelings of denial and 
anger of having to die at such a young age. The family altered their 
wedding plans in order for her to see her daughter get married. She 
continued to work through depression and bargaining. She has chosen 
to accept her husband ’ s way of grieving his loss for her. She is now at 
peace with the fact that she is dying and is residing in a place of peace 
and serenity at her lake house. She has remained active in the dying 
process and has made plans to honor her own life after she has gone 
with the funeral arrangements.    

    

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Interventions     Evaluation  

  Potential for 
infection 
(Hickman 
catheter)  

  Patient ’ s insertion 
site will remain 
without signs or 
symptoms of 
infection. 

 Sterility of the 
Hickman 
catheter will be 
maintained.  

  Educate the patient 
related to the signs or 
symptoms of infection 
at the insertion site 
(redness, swelling, 
tenderness, heat and 
drainage). 

 Teach patient to take 
and record 
temperature daily. 

 Teach the patient the 
correct technique for 
cleansing the hub of 
the catheter before 
and after each use.  

  Patient ’ s insertion 
site does not 
become infected. 

 Patient demonstrates 
no signs or 
symptoms of 
systemic infection 
(especially fever) 
related to the use 
of the Hickman 
catheter.  
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   Problem     Goal/Plan     Interventions     Evaluation  

  Alteration in 
comfort: pain  

  Patient reports 
pain is 
managed to a 
level of 2 – 3/10.  

  Teach patient to use the 
pain scale 1 – 10 to rate 
pain daily and record 
for the nurse. 

 Teach patient to call the 
nurse if pain is not 
controlled to the 
2 – 3/10 level. 

 Nurse will contact the 
physician to report 
any increase in pain 
and obtain changes in 
pain medication per 
physician.  

  Patient ’ s pain is 
routinely 
controlled to 
2 – 3/10 level. 

 Patient ’ s instant 
relief formula of 
pain medication 
manages her 
breakthrough 
pain.  

  Anxiety    Patient ’ s anxiety 
is controlled to 
a level of 
2 – 3/10 with the 
use of her 
antianxiety 
medication.  

  Assess patient ’ s anxiety 
level using the 1 – 10 
scale. 

 Teach patient safety 
information and 
potential side effects 
related to 
benzodiazepines.  

  Patient reports that 
her anxiety is 
managed by her 
antianxiety 
medication.  

  Alteration in 
gastrointestinal 
motility: 
constipation  

  Patient will have a 
formed bowel 
movement 
every 1 – 3 days.  

  Educate the patient in 
the correct use of the 
stool softener and/or 
laxative ordered by 
the physician. 

 Educate the patient 
related to foods that 
will assist in bowel 
regularity (prunes, 
prune juice, and bran 
fi ber).  

  Patient reports a 
bowel movement 
every 1 – 3 days.  

  Grieving    Patient will 
readjust the 
values, goals, 
beliefs, and life 
to the 
impending 
death. 

 Patient will 
successfully 
navigate 
through the 
stages of grief 
and into 
acceptance of 
death.  

  Nurse is fully present 
during the process 
with the patient. 

 Employ active listening 
and support of the 
patient as she 
verbalizes and 
demonstrate the 
stages of grief. 

 Contact the agency 
social worker to 
provide in - home 
support for grief 
work.  

  Patient verbalizes 
adjustments in life 
values, goals, 
beliefs to assist in 
movement toward 
adjustment to 
death. 

 Patient navigated 
through the stages 
of grief to come to 
acceptance.  

(Continued)



434  End-of-Life Care

   Problem     Goal/Plan     Interventions     Evaluation  

  Alteration in 
mood: 
depression  

  Patient will 
verbalize a 
decrease in 
level of 
depression to 
1 – 2/10 in 1 
month.  

  Teach patient the 1 – 10 
scale for rating 
depression. 

 Nurse uses active 
listening and support 
during each patient 
interaction. 

 Educate patient in 
alternative/
complementary 
methods of 
decreasing depression 
(i.e., massage, 
spiritual support, 
support groups, 
music). 

 Nurse contacts the 
physician about a 
possible 
antidepressant.  

  Patient verbalizes a 
decrease in level 
of depression to 
1 – 2/10 with the 
use of available 
support services 
nurse, social 
worker, etc.).  

  Spiritual distress    Patient will 
verbalize 
purpose and 
fi nd meaning 
with the 
remainder of 
her life in 3 
months. 

 Patient will fi nd 
strength within 
her spiritual 
beliefs within 1 
month. 

 Patient will 
verbalize 
acceptance and 
peace in 3 
months.  

  Nurse actively listens to 
patient related to 
what has given 
meaning and comfort 
to her. 

 Support patient as she 
accesses her spiritual 
leaders and expands 
her spiritual 
connections.  

  Patient verbalizes 
meaning and new 
purpose for the 
remainder of her 
lifespan. 

 Patient verbalizes 
inner strength as 
she copes with 
changes in hopes, 
dreams, and 
lifespan 
expectations. 

 Patient fi nds 
acceptance and 
peace before she 
expires.  

  Ineffective 
coping of 
family systems  

  Patient and family 
are able to 
successfully 
cope with the 
process of the 
terminal illness 
process in 1 
month.  

  Nurse provides 
information 
concerning 
community resources 
(American Cancer 
Society), support 
services, and support 
and groups.  

  Patient and family 
utilize resources 
as needed to 
alleviate distress 
and assist with 
resolution of the 
terminal illness 
process.  
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 Case 15.2   Palliative Care  
  By   Susan     Breakwell  ,   APHN - BC, DNP       

     The case of Mrs. C illustrates a shift in the focus of care that occurs 
when a patient has chronic disease that is advancing. The degree to 
which a palliative approach to care is implemented with Mrs. C is 
based greatly on her goals and wishes and what she defi nes as quality 
of life. It does not mean the discontinuation of other restorative/
curative focused aspects of care; the aim is rather for a balance among 
all aspects of care. 

 Mrs. C is an 85 - year - old woman with a history of congestive heart 
failure (CHF), recently hospitalized for an exacerbation of the problem 
with fl uid retention, shortness of breath and reduced endurance. 
During her hospitalization, her ejection fraction was 40%. She has a 
history of coronary artery disease with angioplasty and hypertension. 
She was diuresed, and her medications were adjusted during the brief 
stay. In discussions at that time about her goals of care, Mrs. C stated 
that she wanted to feel better and wanted to be as active and symptom 
free as possible, but without having to undergo more surgery or at -
 home intravenous therapy. She was referred by the hospital discharge 
coordinator/case manager for home health followup. Consults with 
social work and the dietician are available if needed. She has been 
a home health patient off and on for several years, primarily for 
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 Reimbursement Considerations 

 While there is a shift in the focus of care for the patient at this point, 
home health is still covered under Medicare. The patient ’ s needs 
are still for part time, skilled, intermittent services and based on 
orders of the physician. 

      ORDERS FOR HOME CARE 

    Patient: 85 - year - old female with congestive heart failure (CHF)  
  Diagnoses: Exacerbation of CHF; past history of coronary artery disease 

with angioplasty and hypertension  
  Current medications:  

   •      Lisinopril (Beta blocker) once a day  
   •      Carvedilol (ACE inhibitor) once a day  
   •      Furosemide (diuretic) once a day and as needed for increased 

fl uid retention/edema  
   •      Norco (hydrocodone 5   mg    +    acetaminophen 325   mg) as needed 

for pain  
   •      Oxygen, 2 liters per minute by nasal cannula as needed    

  Services needed: RN, home health aide (HHA), physical therapy (PT) 
(short term), occupational therapy (OT) (short term), medical social 
worker (MSW) for consult and services     

      THE HOME VISIT 

 Mrs. C lives with her husband of 60 years, but his health is frail and 
his activities of daily living (ADL) and instrumental ADL (IADL) are 
limited. The C ’ s have limited fi nances and have Medicare. They have 
lived in their 1 - story home for many years. They have a small circle of 
aging friends and value their connection with their local church. Their 
daughter and her family live close by, but they have busy lives and 
visit on a weekly basis.    

exacerbations of her CHF and associated problems. Mrs. C has typi-
cally been followed by the same home health team members, including 
the nurse case manager for her home health care. The time between 
her CHF exacerbations is lessening over time, and this is her second 
admission to home health in 5 months.     
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 At the time of admission to home care, Mrs. C states that she feels 
better than before going to the hospital. Now, 2 weeks later, she is 
distressed over her continued fatigue, limited endurance, and periodic 
breathlessness. She needs to rest after walking more than 30 feet (i.e., 
from the front door to the back door in the house). Her weight fl uctu-
ates and she has a corresponding range of lower extremity edema and 
crackles in her lungs. Her blood pressure ranges from 140/80 to 
160/90. 

 Cognitively, Mrs. C manages her own medications and the house-
hold checkbook. The visiting nurse notes that there is a growing 
stack of unopened mail and that Mrs. C ’ s medications are not as 
meticulously organized as in the past. She admits to having some 
diffi culties with her new medication regimen, having forgotten to 
take them  “ about once a week or so ”  and sometimes foregoing her 
diuretic because  “ I get tired out just having to run to the bathroom 
so often. ”  

 Mrs. C ’ s goals include:

    •      To remain at home with her husband and not go back to the 
hospital  

   •      To resume as much of a daily routine as possible  
   •      To not be a burden to her family  
   •      To enjoy her favorite foods in moderation  
   •      To get some assistance with things she can no longer manage (i.e., 

home maintenance)  
   •      To have enough energy to enjoy time with family and friends  
   •      To not be in pain or short of breath    

   

 Rehabilitations Needs 

    Registered nurse  
  Home health aide  
  Physical therapy  
  Occupational therapy  
  Social worker  
  Chaplain or pastor    

 Relevant Community Resources 

    Possible need for chaplain or church pastor  
  Community services for housekeeping and home maintenance  
  Community services to assist patient and husband with personal 

care in light of patient ’ s advancing disease    
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 Neal Theory Implications 

 Stage 3: The professional in this stage recognizes that the patient ’ s 
cardiac disease is advanced. This professional can work with the 
patient and family and collaborate with others (within and outside 
of the home care team) to identify the patient ’ s goals/wishes and 
focus adjustments to the plan of care. A palliative care consult may 
be benefi cial for management of complex symptoms with further 
advancement of the patient ’ s disease. 

 Stage 2: The professional in this stage may recognize that the cycle 
of exacerbations is typical for this diagnosis, but only partly recog-
nize that a shift in goals of care is appropriate and that a palliative 
approach can be incorporated into this patient ’ s care. This profes-
sional will benefi t from collaborating with others within the team 
and outside of the team about the patient ’ s cardiac and palliative 
care related needs. Such collaboration may include a request for a 
palliative care consult if management of the patient ’ s symptoms 
becomes increasingly complex. 

 Stage 1: The professional in this stage recognizes signs and symp-
toms of exacerbation of CHF and is comfortable reporting changes 
in the patient ’ s status and updating the care plan to a degree. 
However, the nurse at this stage benefi ts from assistance/guidance 
in managing the bigger picture of the patient ’ s care as a shift toward 
incorporating more elements of palliative care occurs. This nurse 
may benefi t from encouragement or assistance in obtaining orders 
for and pursuing consultation with a palliative care clinician and 
support in preparing to talk with the patient about delicate issues 
such as advance directives. 

 The nurse collects the following data:

    •      Mrs. C ’ s levels of endurance and activity are lower than before the 
hospital admission.  

   •      Mrs. C has not been getting any help with personal care, chores, or 
home maintenance up to this point in time.  

   •      Mrs. C has limited endurance, does not sleep well at night, and is 
distressed over her constant fatigue.  

   •      Mrs. C ’ s lungs are clear to auscultation.  
   •      Mrs. C has trace lower extremity edema.  
   •      Mrs. C ’ s advance directives have not been recently updated.        
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      CRITICAL THINKING 

    1.      What elements of palliative care can be incorporated into the care 
of Mrs. C at this point? Can palliative and restorative/curative care 
be provided together?  
  Answer:  As a philosophy and an organized system of care, palliative 
care can be provided in conjunction with curative/restorative focused 
care. It is care that extends across health care settings from inpatient to 
home and across the health - illness continuum. Palliative care is patient 
centered and family focused care that aims to be proactive and aggres-
sive in addressing the physical, psychological, social and spiritual 
needs of a patient. There is a balance between the restorative and pal-
liative aspects of care that will likely shift with time and as the patient 
experiences increased or new cardiac symptoms. Working with the 
patient to ascertain her wishes and goals of care is an ongoing process 
and is crucial to attaining the most meaningful balance of care for the 
patient.  

  2.      How should the nurse address the issue of advance directives with 
Mrs. C?  
  Answer:  The nurse should fi nd out if she has advance directives in 
place, and if so, what type (health care power of attorney, living will, 
do - not - attempt - to - resuscitate form, or others). The nurse might ask 
something like,  “ If you were not able to speak for yourself, is there 
someone else who could speak for you about your health care wishes? ”  
If she has made some decisions, who knows about them? It is impor-
tant to fi nd out if her loved ones know about her wishes and whether 
they are current and accessible. If her wishes are now different than 
they were in the past, it is important to communicate the changes to 
her family and health care team.  

  3.      Mrs. C states,  “ I know the Norco has helped my pain, but I don ’ t 
want to take it and become a drug addict. ”  What key things about 
Norco are important for Mrs. C to understand?  
  Answer:  Barriers to effective use of opioids in treating chronic pain 
such as Mrs. C ’ s remain prevalent among the public and health 
care workers. Yet opioids such as Norco can be very effective. In 
addition to pain relief, the medication can also help relieve 
shortness of breath with exertion. In talking with Mrs. C, it will 
be important to dispel myths about addiction with her and her 
family to assure that they understand the purpose and actions of the 
medication in relieving distressing pain and respiratory symptoms. It 
will also be important to evaluate the use and effectiveness of the 
medication.      
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 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge 
defi cit 
regarding 
advanced 
disease 
process  

  Patient and family 
will verbalize 
understanding of 
recent changes in 
patient ’ s 
condition within 
1 week. 

 Patient and family 
will demonstrate 
increased 
understanding 
about advanced 
cardiac disease 
within 3 weeks.  

  Teach patient and family about 
advanced CHF. 

 Teach patient about new 
medications. 

 Teach patient and family to 
identify and report any new 
symptoms or changes early 
on so they can be managed 
effectively.  

  Patient and family will 
identify and 
implement 
adaptations to 
environment that 
are based on 
patient ’ s changing 
level of endurance, 
mobility, and 
symptoms.  

  Knowledge 
defi cit 
regarding 
palliative care  

  Patient and family 
will articulate 
their goals/
wishes about the 
focus of care for 
the patient 
within 2 weeks 
and when other 
changes are 
warranted. 

 Patient and family 
can identify the 
focus of 
palliative care on 
quality of life 
and that it can 
be provided in 
conjunction with 
management of 
her CHF within 
2 weeks. 

 Patient will 
communicate her 
advanced 
directives with 
family and team 
members within 
2 weeks.  

  Foster trusting relationship 
between patient and family 
and health care team for 
early and ongoing dialogue 
about their questions, 
worries, and wishes. 

 Arrange family meeting, team 
meeting, and/or 
consultation with primary 
care provider to review, 
revise, and coordinate goals 
of care in conjunction with 
patient ’ s and family ’ s 
wishes. 

 Teach patient and family 
about how palliative care 
can be provided in 
conjunction with other care 
measures. 

 Provide information and 
resources to patient and 
family about palliative care. 

 Provide information about 
advance directives. 

 Reinforce that advance 
directives can be changed/
revised. 

 Provide appropriate resources 
for patient to make new or 
changed decisions about her 
advance directives  

  Patient and family will 
discuss their goals/
wishes for care with 
home health nurse 
and team members. 

 Plan of care will be 
revised as needed 
over time to include 
patient and family 
wishes for the goals 
of care. 

 Advance directives are 
in place and 
communicated to 
team members and 
family.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Limited 
endurance 
and fatigue 
related to 
disease 
process  

  Attain a balance 
between rest and 
activity, as well 
as independence 
and assistance 
with daily 
activities to 
foster patient ’ s 
quality of life 
within 4 weeks.  

  Therapy (PT, OT) to work with 
patient and family on 
adaptations to the home, 
daily routine, and patient 
activity level for effective 
management of fatigue. 

 Assess sleep patterns. 
 Nurse to instruct on use of 

oxygen as needed. 
 Nurse to teach/reinforce about 

balancing periods of rest 
and activity. 

 Nurse to help patient prioritize 
activities she wants to 
continue to do and those 
that she wants to delegate to 
others (family and/or 
outside resources). 

 Home health aide to assist 
with personal care short 
term. 

 Social worker to link patient 
and family with longer term 
assistance in light of her 
reduced endurance and 
mobility.  

  Patient will access 
resources (home 
health aide, outside 
resources) as needed. 

 Patient will be able to 
participate in 
activities meaningful 
to her (i.e., church, 
family). 

 Source of long - range 
assistance for patient 
and husband ’ s 
personal care will be 
identifi ed. 

 Additional help for 
chores such as 
shopping and 
cleaning will be 
obtained.  

  Fluid retention 
as evidenced 
by lower 
extremity 
edema, 
adventitious 
lung sounds, 
weight gain, 
and self -
 reported 
diffi culties 
with 
medication 
effects/side 
effects.  

  Patient will work 
with home 
health nurse and 
team to balance 
quality of life 
and CHF 
management.  

  Teach self - management of 
fl uid retention (self -
 monitoring of symptoms, 
timely reporting, and 
making changes in regimen). 

 Review medication and 
specialty diet restrictions 
with patient and identify 
appropriate ways of 
improving patient ’ s 
perception of quality of life 
in balance with CHF 
management issues.  

  Patient will routinely 
weigh herself and 
report changes of  + 2 
pounds, increased 
shortness of breath, 
edema, or chest pain 
to home health 
nurse. 

 Patient and health care 
team will identify 
the most and least 
important 
medications and diet 
restrictions in 
managing her CHF 
and promoting best 
quality of life for her.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Pain    Patient ’ s chronic 
pain will be 
controlled in a 
range acceptable 
to the patient 
(i.e., a range of 
1 – 3) by the end 
of 1 week. 

 Patient will 
maintain regular 
bowel regimen.  

  Patient to report episodes of 
pain, action taken, and 
response by contacting the 
home health nurse and/or 
use of a log. 

 Nurse to review pain record 
regularly for any changes in 
pain or response to 
medications. 

 Nurse will instruct patient on 
pain medications. 

 Nurse will allay patient ’ s and 
family ’ s fears or 
misconceptions about use of 
Norco for chronic pain. 

 Nurse will instruct about 
potential for constipation 
while on Norco and 
measures to minimize its 
occurrence.  

  Patient reports pain 
does not exceed 
3/10. 

 Patient will report 
effective bowel 
regimen, including 
use of appropriate 
medication (stool 
softener plus 
stimulant) in 
conjunction with 
Norco. 

 Patient will report 
incidences of 
constipation in a 
timely manner so 
bowel regimen can 
be adjusted as 
needed.  

  Risk for 
depression 
related to 
advanced 
disease  

  Patient will 
implement 
coping strategies 
to manage 
depressive 
mood.  

  Assess patient using 
established tool such as the 
Geriatric Depression 
Scale - Short Form (GDS - SF). 

 Provide emotional support and 
active listening. 

 Encourage patient to access 
resources and accept help 
when needed. 

 Collaborate with other services 
as needed. 

 Instruct patient and family that 
depression can occur in 
conjunction with advanced 
disease. 

 Integrate instruction about 
coping strategies and/or use 
of medications for 
management of depression 
as the need arises.  

  Patient will maintain 
open communication 
with family and 
health care team 
regarding how she 
feels she is coping 
and depressive 
symptoms.  
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 Case 15.3   Hospice  
  By Susan     Breakwell  ,   APHN - BC, DNP       

     Mr. O is a 75 - year - old male who was diagnosed several years ago with 
colorectal cancer. He had a colostomy and underwent aggressive che-
motherapy and radiation therapy. He did well for a year. Home health 
followed him at that time as he was learning his ostomy care. It was 
then that he established a bond with the agency and its staff. Now, a 
year later, Mr. O has been diagnosed with metastasis to his liver and 
bone; his prognosis is likely limited. He says he is  “ all done ”  with 
aggressive treatments. The nurse recognizes that his goals and wishes 
need to be revisited. His advance directives have not been updated 
since his fi rst round of chemotherapy and radiation. Mr. O saw his 
physician yesterday. In a follow - up conversation with the doctor, the 
nurse is told that Mr. O is not a candidate for further aggressive cura-
tive treatments as his prognosis is likely  “ months. ”  The physician has 
talked briefl y with Mr. O about hospice; the nurse is to talk further with 
him and his family. 

 A widower, Mr. O lives in an apartment building with family. He is 
on the fi rst fl oor and they are on the second. His son and daughter - in -
 law are spending increasing hours assisting Mr. O to appointments 
and treatments in light of his growing care needs. Of Mexican heri-
tage, Mr. O prides himself on taking care of his family and is respected 
as head of the household. He is Catholic; and, though he only 
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occasionally goes to church services, he has known the parish priest 
for a long time. 

 Reluctantly, he has turned over responsibility for household and 
yard chores to the family. They now bring meals down to him. He 
says to the nurse,  “ I feel like one of their kids; I need help with so 
many things now. ”  He struggles with his activities of daily living 
(ADL) and instrumental ADL (IADL) and has not let his family help 
him with personal care or colostomy care. He rates his pain as 3 (on 
a scale of 0 to 10 with 10 being the most pain), but the nurse 
wonders what this means to him. He winces with movement, walks 
in a stooped position, and seems to be guarding his abdomen. The 
nurse decides to apply the Palliative Performance Scale (PPS) and 
assesses him to be 50 – 60%. From past visits, the nurse knows that 
Mr. O is concerned about being a burden to his family — physically or 
fi nancially. He has tried to stretch his medications to make them 
last longer and has been fearful of becoming addicted to pain 
medications.     

 Cultural Competence 

 The patient is of Mexican heritage. He clearly feels concern regard-
ing his role as head of his family and whether his illness will result 
in some loss of control. It is important to discuss cultural, ethnic, 
and religious practices with Mr. O to discover what is important to 
him. He, his family, and the hospice team can try to accommodate 
his beliefs as much as possible. 

     ORDERS FOR HOME CARE 

    Patient: 75 - year - old Mexican male  
  Diagnosis: Colorectal cancer with metastasis to liver and bone  
  Current medications: 

    •      Furosemide once a day as needed for increased fl uid retention/
edema  

   •      Fentanyl transdermal patch every 12 hours  
   •      Reglan before meals and at bedtime for nausea    

  Services (for provision of hospice at home): RN, home health aide 
(HHA), physical therapy (PT) (short term), occupational therapy 
(OT) (short term), medical social work (MSW) for consult and ser-
vices, wound - ostomy nurse (for consult about ostomy care as 
needed), pharmacy        
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 Rehabilitation Needs 

    Registered nurse  
  Physician  
  Home health aide  
  Physical therapy  
  Occupational therapy  
  Social worker  
  Chaplain or pastor  
  Volunteer  
  Medications associated with terminal diagnosis  
  Supplies associated with terminal diagnosis  
  Support services for family (including bereavement services)  
  Respite services (short term)    

 Reimbursement Considerations 

 In cases where there is an advanced illness, a limited prognosis 
(likely 6 months or less), and no desire to pursue aggressive treat-
ment, hospice services are appropriate. Hospice under Medicare is 
an elected benefi t, so this needs to be discussed in detail with any 
patient thinking of switching their Medicare. Hospice is responsible 
for providing all care and services that are part of the patient ’ s 
terminal disease including medications, supplies, and equipment. 
Hospice coverage under Medicaid and other health care plans 
varies, and there are some areas of the country without hospice 
providers. So it is important to verify coverage and accessibility of 
hospice before pursuing the option with a patient. 

      THE HOME VISIT 

 Mr. O ’ s goals include:

    •      To remain as independent and maintain as much of his role as pos-
sible (i.e., as a contributor to the family)  

   •      To be  “ at peace with God ”   
   •      To minimize being a burden to family by having his affairs in order  
   •      To maintain his self - rated pain at 3 or less on a scale of 0 – 10  
   •      To have less nausea  
   •      To regulate his bowel and ostomy regimen       
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 The nurse gathers the following data:

    •      Mr. O ’ s role in the family is as respected patriarch.  
   •      Mr. O refers regularly to his spiritual/religious beliefs.  
   •      Mr. O ’ s abdomen is large with ascites.  
   •      Mr. O has diminished bowel sounds.  
   •      Mr. O has limited endurance.  
   •      Mr. O ’ s appetite fl uctuates from poor to fair.  
   •      Mr. O complains of nausea which increases with some odors and 

foods.  
   •      Mr. O ’ s last bowel movement was yesterday.  
   •      Mr. O rates his pain at 5 (on a 0 – 10 scale) and reports that he is 

taking his Fentanyl once per day (instead of every 12 hours).        

 Neal Theory Implications 

 Stage 3: The professional in this stage recognizes that the patient is 
appropriate for hospice due to the extent of his disease and is effec-
tive in working with increasingly complex symptoms. This profes-
sional is prepared and confi dent in talking with the patient and 
family about changing goals of care and hospice services. This 
nurse embodies the hospice and palliative care philosophies when 
working with patients whose illnesses are advanced. The nurse is 
proactive in seeking resources and information when needed about 
more complex issues related to the advanced illness, symptom 
management, and cultural considerations. 

 Stage 2: The professional in this stage understands the advanced 
state of the patient ’ s disease. This nurse recognizes that the goals 
of care will change and is willing to talk this through with patient 
and family, but may benefi t from input or guidance from another 
team member with expertise. This nurse may need guidance and 
assistance with the complexities of transitioning a patient from 
home health to hospice. Collaboration with other team members 
(active services and case/team manager) is an essential part of this 
nurse ’ s role. This nurse has the skills to discharge the patient to 
hospice or to follow the patient in hospice as the primary nurse. 
This nurse has experience and skill providing culturally congruent 
care, but may benefi t from input about research fi ndings about dif-
ferences in end - of - life care preferences of various cultural and 
ethnic groups. 

 Stage 1: The professional in this stage recognizes that the patient ’ s 
disease is advanced and that they meet hospice criteria for coverage 
under Medicare, but she may have limited or no experience talking 
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     CRITICAL THINKING 

    1.      How is Mr. O an appropriate candidate for hospice? If Mr. O goes 
on hospice services, does that mean he cannot have treatment for 
something like an infection if he should develop one? Can a person 
receive hospice services if they have not signed a  “ do - not - resusci-
tate ”  form?  
  Answer:  Mr. O meets the criteria for hospice. He has an advanced 
illness, has a likely prognosis of 6 months or less, and the physician is 
involved and will order the services. 

 Individuals receiving hospice can still receive treatment for prob-
lems that occur, such as an infection; the extent to which it would be 
treated is individualized in accordance with the patient ’ s condition, 
wishes, and goals of care. Signing a do - not - resuscitate form is not a 
requirement for receiving hospice services. When this is one of the 
patient ’ s wishes, however, it is crucial that everyone — the patient, 
family, and health care team — have a clear understanding about the 
patient ’ s care.     

 Relevant Community Resources 

 Community services for housekeeping and home maintenance 
 Legal assistance to plan provisions for loved ones after death 

with someone about hospice. Additionally the Stage 1 nurse may 
have a limited understanding of what hospice can provide to a 
patient and their family and limited experience in managing the 
increasing number and complexity of symptoms that occur during 
the last months of life. This nurse may be unsure how to engage in 
dialogue with the patient and family about whether to revise 
advance directives. This nurse may have some misconceptions 
about hospice, thinking that a patient must have a do - not - resusci-
tate order to receive hospice services. Additional guidance will 
benefi t the Stage 1 nurse in managing increasingly complex symp-
toms that often occur with advanced illness. This nurse may iden-
tify a limited range of resources and have little prior experience 
serve as a guide to providing culturally congruent care. 
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  2.      What are some things a nurse can do to prepare for having a con-
versation about hospice services and patient goals for care?  
  Answer:  Some of the groundwork has already been laid in the case of 
Mr. O. His physician has talked with him about his advancing disease 
and has introduced the idea of hospice. Finding out more from the 
physician about how the conversation went would be benefi cial. If 
needed, the nurse should review information about the patient ’ s 
disease process in advance. Reviewing the agency ’ s policies related to 
transitioning to hospice care is also important. In preparing for the 
visit, the nurse should schedule enough time for the visit and fi nd out 
if the patient wants any other family members to be present. Once at 
the visit, the nurse will fi nd out what the patient understands about 
the present illness and what to expect in the foreseeable future. By also 
assessing what the patient and family want to know and what their 
wishes are, the nurse can better meet their needs.  

  3.      What is different about the focus, intensity, and schedule of 
hospice services in comparison to home health services?  
  Answer:  The focus on hospice services is on the quality of life remain-
ing including comfort measures. Unlike home health (where the visits 
and services diminish as the patient becomes more independent), 
hospice visits and services are more likely to increase as the patient ’ s 
disease advances, as symptoms become more diffi cult to manage, and 
as the need for assistance and guidance with care becomes greater. In 
hospice there is tremendous focus on the family  and  the patient; vol-
unteer services and access to limited respite services can benefi t both 
the patient and their loved ones. A hallmark of hospice is its bereave-
ment services, which can be provided to the family for approximately 
1 year after the death of a patient.    

    

 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge defi cit 
about metastatic 
cancer of the 
colon  

  Patient and 
family will 
demonstrate 
understanding 
of patient ’ s 
diagnosis and 
the extent of 
his disease.  

  Nurse, physician, and other 
team members are to 
review patient ’ s status and 
discuss likely prognosis 
( “ likely to be months ” ). 

 Nurse to facilitate open 
discussion with patient and 
family as followup after 
physician has discussed 
prognosis with patient.  

  Effective, open, 
ongoing 
communication 
between patient 
and family and 
the health care 
team about 
diagnosis, 
treatment options, 
prognosis and 
goals of care.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge defi cit 
about hospice 
benefi t  

  Patient and family 
will verbalize 
understanding 
of hospice 
services. 

 Patient will elect 
hospice. 

 Transition to 
hospice care  

  Provide information to patient 
and family about hospice 
services and the process of 
electing the benefi t. 

 Collaborate with hospice 
admission team (typically 
nursing and social work or 
chaplain) to meet with 
patient and family about 
hospice services. 

 Implement hospice services. If 
patient wishes and if it is 
possible, some home health 
team members may be part 
of the hospice care team.  

  Patient/family 
makes decision 
about initiating 
hospice services. 

 Patient and family 
utilize hospice 
services. 

 Patient and family 
are satisfi ed with 
hospice.  

  Knowledge defi cit 
and limited 
self - effi cacy (level 
of confi dence in 
self - management) 
regarding 
advanced disease  

  Patient and family 
will verbalize 
understanding 
of recent 
changes in 
patient ’ s 
condition 
within 1 week. 

 Patient and family 
have increased 
understanding 
about advanced 
gastro - intestinal 
and metastatic 
disease within 
2 weeks.  

  Teach patient and family 
about advanced disease 
trajectory. 

 Teach patient about new 
medications. 

 Teach patient and family 
about reporting and 
managing new symptoms. 

 Collaborate with other team 
members such as pharmacy 
and wound - ostomy nurse 
to address complex disease 
and symptom issues. 

 Provide information, 
encouragement, and 
positive reinforcement to 
patient and family. 

 Engage patient as an 
active partner in planning 
his care.  

  Patient and family 
will report new or 
increasing 
symptoms in a 
timely manner. 

 Patient and family 
describe actions to 
take to manage 
symptoms. 

 Patient and family 
will identify 
resources to 
contact if 
problems or new/
exacerbated 
symptoms occur. 

 Patient, with 
assistance from 
family as needed, 
will manage 
routine 
medications and 
ostomy care with 
minimal cueing 
from health care 
team.  

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Spiritual distress, 
altered coping 
mechanisms, and 
role change 
related to 
advanced illness 
with limited 
prognosis  

  Patient will 
verbalize 
existential 
concerns about 
illness, 
meaning of 
own existence, 
and quality of 
life. 

 Support patient 
role as family 
patriarch.  

  Nurse will conduct a spiritual 
assessment. 

 Interdisciplinary team will 
demonstrate respect for 
patient ’ s cultural beliefs 
and preferences. 

 Provide spiritual support 
through referral to chaplain 
and/or spiritual guide (i.e., 
patient ’ s and family ’ s 
clergy). 

 Present an open, accepting, 
and listening approach 
when working with patient 
and family. 

 Provide referral/resource 
information for community -
 based legal aid per patient 
wishes.  

  Patient and family 
will report sense 
of spiritual 
well - being. 

 Patient and family 
are satisfi ed with 
legal aid planning 
referral.  

  Fatigue and limited 
endurance 
related to disease 
process  

  Attain a balance 
between rest 
and activity, 
independence, 
and assistance 
with daily 
activities to 
foster patient ’ s 
quality of life 
within 4 weeks.  

  Therapy (PT and OT) to work 
with patient and family on 
adaptations to the home, 
daily routine, and patient 
activity level for effective 
management of fatigue. 

 Assess sleep patterns. 
 Nurse to instruct on use of 

oxygen as needed. 
 Nurse to teach/reinforce 

about balancing periods of 
rest and activity. 

 Nurse to help patient 
prioritize activities he 
wants to continue to do and 
those that he wants to 
delegate to others (family 
and/or outside resources). 

 Home health aide to assist 
with personal care short 
term. 

 Social worker to link patient 
and family with longer -
 term assistance in light of 
his reduced endurance and 
mobility.  

  Patient will access 
resources (home 
health aide, 
outside resources) 
as needed. 

 Patient will be able 
to participate in 
activities 
meaningful to him 
(i.e., religion and 
family). 

 Source of long - range 
assistance for 
patient ’ s personal 
care will be 
identifi ed. 

 Additional help for 
chores such as 
shopping and 
cleaning will be 
obtained.  
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   Problem     Goal/Plan     Intervention     Evaluation  

  Abdominal 
distention with 
fl uid retention as 
evidenced by 
weight gain, 
increased 
abdominal girth, 
dyspnea, 
decreased 
endurance and 
limited mobility 
effects/side 
effects  

  Promote 
maximum 
comfort and 
mobility.  

  Teach patient 
self - management of fl uid 
retention (self - monitoring 
of symptoms, reporting 
timely, and making changes 
in regimen).  

  Patient will be 
independent in 
managing 
abdominal 
distension 
through prn 
medications and 
adjustments in 
dietary/fl uid 
intake. 

 Patient will report 
increases in 
distension not 
responsive to 
interventions.  

  Alterations in 
elimination 
(bowel) related to 
advanced 
disease/
treatment and 
colostomy 

 At risk for 
constipation 
related to disease 
process and 
medications  

  Promote effective 
bowel regimen 
and prevent 
constipation. 

 New symptoms 
of change in 
bowel regimen 
will be 
addressed 
timely.  

  Teach bowel regimen, 
including use of stool 
softener and motility agent. 

 Encourage adequate fl uid and 
fi ber intake. 

 Teach patient and family that 
alterations in appetite and 
eating patterns are 
common.  

  Evaluate bowel 
regimen, nutrition, 
and symptoms 
(nausea) using 
assessment and 
patient self - report 
regularly (every 
nursing visit). 

 Patient report of 
regular bowel 
regimen 

 Bowel regimen 
is adjusted 
when changes 
warrant it.  

Alterations in 
nutrition (nausea) 
related to disease 
process

Nausea will be 
managed to a 
degree that is 
acceptable by 
the patient 
within 1 week.

Patient and family 
will adjust 
meal patterns 
within 2 weeks 
and as needed.

Teach measures to promote 
maximum enjoyment of 
foods including smaller 
more frequent meals, 
allowing patient to select 
foods that sound appealing, 
avoiding extreme spices 
and temperatures.

Obtain order for and teach use 
of appetite stimulant if 
needed (Megace).

Teach complementary/
alternative strategies for 
controlling nausea 
including use of ginger, 
chamomile, and mint.

Patient report of 
satisfaction with 
measures to 
enhance appetite 
and reduce nausea

Patient and family 
satisfaction that he 
is able to 
participate in 
most family meals

(Continued)
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   Problem     Goal/Plan     Intervention     Evaluation  

  Pain    Patient ’ s chronic 
pain will be 
controlled in a 
range 
acceptable to 
the patient (not 
to exceed 3) by 
the end of 1 
week.  

  Patient to report episodes of 
pain, action taken and 
response by contacting the 
home health nurse and or 
use of a log. 

 Nurse to review pain record 
regularly for any changes in 
pain or response to 
medications. 

 Nurse will instruct patient 
about pain and prescribed 
pain medications. 

 Nurse will allay patient and 
family fears or 
misconceptions about use 
of pain medications on a 
regular schedule (instead of 
 “ as needed ” ). 

 Nurse will instruct on 
potential for constipation 
and measures to minimize 
its occurrence. 

 Health care team will 
collaborate to revise pain 
management regimen as 
needed. 

 Consultation with pharmacist 
as needed to address 
complex, undermanaged 
pain  

  Patient ’ s pain not to 
exceed 3/10. 

 Patient will take 
prescribed pain 
medications 
regularly. 

 When changes in 
medication 
regimen occur, 
evaluate for 
effectiveness.  

Confer with physician as 
needed about changes in 
medication regimen to 
manage symptoms.

Teach adaptations to ostomy 
care (use of different 
techniques, supplies) if 
diffi culties with appliance 
arise.

Ostomy nurse consultation as 
needed to address complex 
bowel regimen or ostomy 
care concerns.
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 Case 15.4   Amyotrophic Lateral Sclerosis  
  By Susan     Breakwell  ,   APHN - BC, DNP       

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

     This case focuses on working with a patient and their family in the fi nal 
hours and at the end of life. It also looks at the nurse ’ s role in prioritiz-
ing and coordinating care. 

 Mr. A is a 65 - year - old male with advanced amyotrophic lateral scle-
rosis (Lou Gehrig disease) (ALS). The home health agency, which pro-
vides both home health and hospice services, has followed him 
throughout the progression of his symptoms. When he elected the 
hospice benefi t 2 months ago, he and his family asked if the nurse who 
had seen them in the past could continue on with him in conjunction 
with the other hospice staff.     

 Reimbursement Considerations 

 One hallmark of hospice is the inclusion of bereavement services. 
Upon the death of a patient, bereavement services can be provided 
to the family for approximately one year. 

 Complementary/alternative medicine (CAM), such as music 
therapy, can be covered as part of the hospice benefi t under Medicare 
when they are part of a hospice program ’ s services. 
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      ORDERS FOR END - OF - LIFE CARE 

    Patient: 65 - year - old male  
  Diagnosis: ALS  
  Current medications: Oxygen 2 liters/min. by concentrator and nasal 

cannula as needed  
  Services needed: RN, HHA, MSW for consult and services, chaplain, 

volunteer and bereavement services, music therapy consult     

      THE HOME VISIT 

 The patient and his wife identifi ed goals early on in hospice care:

    •      To be surrounded by loved ones  
   •      To have a peaceful death  
   •      To be at home  
   •      To be comfortable    

 Additional data by the nurse from observation and the history and 
physical examination are:

    •      Mr. A is anuric.  
   •      Mr. A ’ s respirations and heart rate are irregular.  
   •      Mr. A is not exhibiting signs of pain.  
   •      Mr. A has mottled, blue, and cold extremities.  
   •      Mr. A ’ s unresponsiveness diminished over the past day. He seemed 

to briefl y recognize his children when they arrived at the house.  
   •      Mr. A ’ s respirations have become less noisy and more shallow and 

irregular over the past day.  
   •      Mr. A ’ s wife needs support, information, and reassurance.  
   •      Mr. A ’ s children also need support and information.    

 Mr. A gets nutrition via his feeding tube and is bedbound. He is fi nding 
it more diffi cult to use his communication device, relying more and 
more on facial expressions and his wife ’ s intuition. He and his wife 
have worked with the hospice team to ensure, as much as possible, that 
he remain at home until the end of life. They have also worked with 
hospice to make funeral arrangements. In accordance with their Jewish 
faith traditions and practices, there is to be a service within 24 hours 
of Mr. A ’ s death. This was diffi cult for both of them; they had so many 
things they hoped to do together after Mr. A ’ s retirement and struggled 
to identify new hopes and wishes for his time remaining. Mrs. A has 
been primary caregiver and is exhausted. The nurse has worked closely 
with her, teaching her how to care for someone who is bedbound 
and dependent on others for all his needs and how to manage his 
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symptoms. She states she has never seen a person who was near death 
and is  “ not sure what to expect — or if I can handle it. ”  

 At the joint nurse and aide visit 2 days ago, Mr. A was awake and 
aware, lying in bed. Though nonverbal, he communicated by blinking 
his eyes. His urine output was low and concentrated. His wife reported 
that he spent much of his time sleeping. He did not seem to want to 
be moved, furrowing his eyebrows when he was repositioned. 

 A short while ago, Mrs. A called, tearfully stating,  “ My husband ’ s 
hands and feet are bluish and cold, and his breathing isn ’ t right. It ’ s 
not regular, and he ’ s making gurgling sounds. Can our nurse come see 
him, or should I call 911? ”  This sounds like a defi nite change in his 
status. At the house for this visit, the nurse sees that Mr. A is propped 
up in his hospital bed. His color is pale, extremities blue and cool to 
touch. Yesterday, even with his oxygen on, his respirations were agonal 
(rate and depth) and noisy. They are now becoming more shallow and 
infrequent. He is not exhibiting facial grimace or furrowed brow. He 
has not had any urine output for 24 hours. Mrs. A is concerned that 
she needs to turn him because she has not repositioned him since last 
evening. The nurse assesses that he is at 10% on the Palliative 
Performance Scale (PPS). 

   

 Rehabilitation Needs 

    Registered nurse  
  Physician  
  Home health aide  
  Social worker  
  Chaplain or rabbi  
  Volunteer  
  Medications associated with terminal diagnosis  
  Supplies associated with terminal diagnosis  
  Support services for family  
  Funeral home  
  Bereavement services for family    

 The nurse spends time listening to Mrs. A ’ s questions and reminds 
her of things that were discussed at earlier visits, for example that Mr. 
A is exhibiting signs that he has limited time before death. The nurse 
refl ects back on the many things Mrs. A has done to care for her 
husband and promises to stay with Mr. A while she calls the children 
and asks them to come home to say goodbye to their father. The nurse 
contacts the offi ce to ask if the rabbi can come to the house per the 
family ’ s request. The nurse calls the physician to report the patient ’ s 
changes; the wife wants to talk with the physician, too.     
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 Neal Theory Implications 

 Stage 3: The professional in this stage is confi dent and skilled in 
working with patients and families at the end of life and knows 
what needs to be done before and after the death of a patient. 
Documentation is thorough and timely. The nurse can effectively 
reprioritize care in response to changes in the patient and the needs 
of the family. The stage 3 nurse is familiar with CAM, is confi dent 
in collaborating with the team, and seeks their input in order to 
incorporate aspects of music into the care of the patient and comfort 
of the family. She demonstrates genuine human caring in balance 
with a professional rapport. This nurse also recognizes when she 
or other team members may be having a diffi cult time with the 
death of a patient and is proactive in seeking support or offering it 
to others. This nurse may benefi t from reminders about individual-
izing care of each patient and family in accordance with their cul-
tural or religious practices. 

 Stage 2: The professional in this stage recognizes that this patient 
is near the end of life. The nurse may be independent in providing 
the end of life and postmortem care, she but may need some assis-
tance with prioritizing things and with completing required docu-
mentation. The stage 2 nurse understands that music therapy and 
other CAM is available through hospice. She may not be as familiar 
with ways that nursing can coordinate with music therapy to incor-
porate use of music into her work with the patient. This nurse is 
familiar with most agency policies and procedures, but she may 
need to review them to ensure that everything is addressed. The 
nurse can identify resources to access for providing culturally 
appropriate care. This nurse may recognize her own needs for 
support to deal with the death of a patient, but may not as readily 
recognize similar needs of other team members. 

 Stage 1: The professional at this stage may not be quite certain that 
the patient is near the end of life and his prognosis is likely  “ hours, ”  
and have cared for few if any patients at home near the time of 
death. This nurse will benefi t from the expertise of other team 
members for assistance in following agency policies and proce-
dures and prioritizing care, as well as for guidance and support 
while with the patient and family. This nurse may not be familiar 
with the hospice ’ s use of CAM, such as music therapy. Additionally, 
the nurse will need information and guidance for completing 
required documentation. This nurse may also need assistance and 
guidance for contacting the physician at the time of death and for 
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      CRITICAL THINKING 

    1.      Who is the focus of care at this time?  
  Answer:  The focus of care continues to be the patient and the family. 
Recognizing that the patient ’ s signs and symptoms are consistent with 
being in the fi nal hours of life and that the patient expressly wanted to 
be surrounded by loved ones, it is important to allow time for the 
patient and family to be together.  

  2.      Should the nurse remain in the home or leave?  
  Answer : It is important to assess the situation thoroughly to arrive at 
a good decision. Remembering back to some of the wife ’ s comments, 
she may need and welcome the nurse ’ s presence at this time. An 
equally appropriate decision may be for the nurse to wait until the 
rabbi arrives, reassess if the wife has adequate support and that 
the patient is comfortable, then leave with a plan to return in a couple 
of hours.  

  3.      If the nurse stays at the home, what arrangements should be made 
for any remaining patient visits for the day?  
  Answer:  The nurse will need to contact others on the team (case 
manager, supervisor, or other designated person) to coordinate 
schedule changes. Some of the remaining patients might be resched-
uled for another day or be seen by another nurse. The handoff 
and communication with other staff and patients need to occur in a 
timely fashion.     

      BACK TO THE CASE 

 The nurse has remained with Mr. A and family. When his children 
arrive, he seems to recognize them for a moment. After everyone is 
gathered around Mr. A ’ s bedside, they play some of his favorite music 
as the music therapist had recommended. Soon after, his respirations 
gradually decrease, he appears quiet and is unresponsive. His pulse 
and respirations cease while he is surrounded by his wife, children, 

postmortem care. The nurse may welcome an opportunity for 
debriefi ng afterward, through an individual or team meeting. The 
stage 1 nurse is less certain of her professional boundaries, among 
other things wondering if it is okay to display emotion to the family 
or what to do if the family asks about praying with them. 
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rabbi, and the nurse. The nurse remains quietly in the room as the 
family prays with the rabbi. The nurse contacts the physician who will 
sign the death certifi cate, then calls the funeral home. The nurse pre-
pares Mr. A ’ s body for the family to say their goodbyes in the home 
and for the subsequent transport to the funeral home. The nurse noti-
fi es the agency of the death. The nurse fi nishes up with remaining tasks 
before leaving the home and going back to the offi ce to talk with the 
manager of the team.     

 Relevant Community Resources 

    Funeral home; Jewish burial society  
  Local support groups and programs  
  Legal assistance    

      CRITICAL THINKING 

    1.      What relevance does a family ’ s culture have on the care of a patient 
upon their death?  
  Answer:  Just as with all other care, the care at the time of death needs 
to be individualized in accordance with patient and family wishes, 
cultural beliefs, and practices. Assessment data about this aspect of care 
is collected throughout earlier encounters, such as during earlier dis-
cussions about fi nal wishes, funeral planning, and related issues. 
Whether the family wants the hospice staff (nurse, hospice aide) to 
bathe the body will be very individualized. Some will be unable or 
uncomfortable bathing and dressing their loved one, while other fami-
lies will be distressed if a person from outside the family attempts to 
provide care of the body after death.  

  2.      Who pronounces the patient ’ s death and determines time of death?  
  Answer:  The nurse at the patient ’ s home will have a role upon the 
death of a patient; however, regulations and agency policies and pro-
cedures vary. It is vital that the nurse be familiar with applicable poli-
cies beforehand and that she contact the appropriate manager with any 
questions as they arise.  

  3.      What is the nurse ’ s responsibility for disposal of medications?  
  Answer : Extra care, attention, and documentation are called for, par-
ticularly in the handling of the patient ’ s remaining narcotics. Again, 
the nurse must be familiar with regulations and turn to agency policies 
and procedures and managers for guidance.        
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 Interdisciplinary Care Plan 

   Problem     Goal/Plan     Intervention     Evaluation  

  Knowledge 
defi cit about 
signs of end 
of life 

 Limited 
self - effi cacy 
about caring 
for someone 
at the end 
of life  

  Patient 
family will 
recognize 
changes 
indicating 
the end of 
life is near. 

 Family will be 
confi dent in 
providing 
comfort care 
measures for 
the patient.  

  Nurse, physician, and other 
team members to reinforce 
patient ’ s status and discuss 
likely prognosis (likely to 
be  “ hours ” ). 

 Nurse to provide information 
to family about signs of the 
end of life. 

 Nurse and other team 
members to demonstrate 
comfort care measures. 

 Nurse and/or other team 
members to be present 
with family in accordance 
with their wishes.  

  Nurse and/or team 
members 
observe family 
and their 
interaction with 
the patient. 

 Family appears 
confi dent in 
providing 
comfort 
measures. 

 Patient ’ s wish to be 
surrounded by 
family is 
honored.  

Caregiver role 
strain

Altered family 
coping

Potential for 
spiritual 
distress

Grief

Support wife 
and family

Respect 
spiritual and 
cultural 
preferences

Family will be 
supported as 
they work 
through the 
grief process.

Provide services, care, and 
assistance with tasks so 
family can be present with 
patient and say their 
goodbyes.

Provide reassurance and 
information to the family 
about signs that death is 
imminent.

Schedule an adequate block 
of time to be with patient 
and family.

Communicate with hospice 
volunteer and bereavement 
services about patient’s 
changing status and 
family’s upcoming need for 
additional services.

The interdisciplinary team 
will demonstrate respect 
for the patient’s cultural 
beliefs and preferences.

Provide spiritual support 
through referral to chaplain 
and/or spiritual guide (i.e., 
patient’s and family’s 
priest).

Assure the presence of team 
members during the 
patient’s end of life.

Services are 
available when 
the family needs 
them: chaplain, 
nurse’s aide, and 
nursing.

The patient and 
family will 
report a sense of 
spiritual well-
being.

Patient’s wish of a 
peaceful death 
surrounded by 
loved ones is 
met.

(Continued)
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complementary/alternative 
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needs (i.e., music therapy).

Communicate with hospice 
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about the family’s needs 
upon death of the patient.



467

Index

Clinical Case Studies in Home Health Care, First Edition. Edited by Leslie Neal-Boylan.
© 2011 John Wiley & Sons, Inc. Published 2011 by John Wiley & Sons, Inc.

ABI (Ankle Brachial Index), 81, 84–85
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goals for home care, 335
home visit, 334–336
interdisciplinary care plan, 339–340
Neal Theory implications, 336–337
orders for home care, 331–334
rehabilitation needs, 335
reimbursement considerations, 336

Alprazolam, 423, 424, 427, 428, 430
ALS. See Amyotrophic lateral sclerosis 

(case study)
Alternative therapy, in case studies

amyotrophic lateral sclerosis, 459, 462
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Assertive Community Treatment (ACT) 

team, 210
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during home visit, 36–38
medications, review of, 37–38
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subjective information, 36

skills of home health nurses, 16
Asthma (case study), 311–318

background, 311
community resources, 315
critical thinking questions, 314–315, 

316
cultural competence, 312
goals for home care, 313–314
home visit, 313–314
interdisciplinary care plan, 316–317
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312–313
Atrial fi brillation (case study), 55–64

background, 55
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61–62
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Authorizations, 19
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Bilirubin, infant jaundice and, 287
BiPAP, 46, 47, 50
Bipolar disorder (case study), 175–183

background, 175
community resources, 178
critical thinking questions, 179, 180
cultural competence, 177
ethical considerations, 175
goals for home care, 178
home visit, 176–178
interdisciplinary care plan, 181–182
Neal Theory implications, 179
orders for home care, 176
reimbursement considerations, 176

Bladder cancer, urostomy care after 
surgery for, 151–161

Blood glucose monitoring, 415
Brain damage. See Anoxic brain 
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study)

Brain stem infarct (case study), 
249–258

background, 249
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critical thinking questions, 254–255, 

256–257
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home visit, 250–254
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(CABG), wound following (case 
study)

CAM (complementary/alternative 
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462

Canadian Health Model, 231
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Cardiac case studies, 43–73
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risk factors from Framingham Risk 
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bypass graft (CABG), 65–73

Care coordination
during home visit, 39–40
skills of home health nurses, 17

Care management skills, of home health 
nurses, 17

Care Manager/Coordinator of Care 
(Case Manager), duties of, 24

CASC (Community Agency for Senior 
Citizens), 170

Case study
cardiac, 43–73

atrial fi brillation, 55–64
congestive heart failure, 45–53
wound following coronary artery 

bypass graft (CABG), 65–73
endocrine, 399–419

diabetes mellitus type 1, 401–410
diabetes mellitus type 2, 411–419

end-of-life care, 421–466
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459–466
grief, 423–435
hospice, 447–458
palliative care, 437–446

gastrointestinal, 113–134
malnutrition/anemia, 123–124
stomach cancer, 115–122

genitourinary, 135–172
neurogenic bladder, 137–149
urinary tract infection and 

functional incontinence, 
163–172

urostomy care, 151–161
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(CDAD), 367–375
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(MRSA), 377–385

infl uenza, 387–398
maternal health, 267–298

antepartum care, 269–279
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Catheter, urinary
clean intermittent catheterization (CIC)

in neurogenic bladder patient case 
study, 138, 146

patient education concerning, 
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for refl ex urinary incontinence, 143
indwelling catheter

for management of refl ex urinary 
incontinence, 143

patient instructions, 143, 144t
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disease (CDAD) (case study)
Celebrex, side effects of, 129–130
Center for Disease Control (CDC) 

respiratory precautions, 391
Centers for Medicare and Medicaid 

Services (CMS), 18
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neurodevelopmental delay case 
study, 319–328

etiology, 325
priority of care, 326
symptoms, 325
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background, 225
community resources, 230
critical thinking questions, 229–231
cultural competence, 225
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goals for home care, 227–228
home visit, 226–228
interdisciplinary care plan, 
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Neal Theory implications, 228
orders for home care, 226
rehabilitation needs, 228
reimbursement considerations, 226
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critical thinking questions, 359–361
cultural competence, 354
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Case study (Continued)
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reimbursement considerations, 367

CLTC (community long term care), 65, 67
Coach, health care, 29–30
Colostomy care, in hospice case study, 

447–457
Commission on Chronic Illness, 6
Communication

interpreter, use of, 65, 71, 108
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tangible and intangible aspects of, 11

Ethical considerations, in case studies
osteomyelitis, decubitus ulcer, and 

paraplegia, 237
schizoaffective disorder, 210
schizophrenia, 197

Evaluation, during home visit, 39

Falls
history of, 116, 119
personal emergency response system 
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malnutrition/anemia, 123–124
stomach cancer, 115–122
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