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Errata
The JNLCP XVI.3 omitted the inclusion of co-author Keith Sofka for the article on International
Life Care Planning, as it was printed without this credit. We regret the omission.
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Journal of Nurse Life Care
Planning is the official peerreviewed publication of the
American Association of Nurse
Life Care Planners. Articles,
statements, and opinions
contained herein are those
of the author(s) and are not
necessarily the official policy of
the AANLCP® or the editors,
unless expressly stated as such.
The Association reserves the
right to accept, reject, or alter
manuscripts or advertising
material submitted for
publication.
The Journal of Nurse Life Care
Planning is published quarterly
in spring, summer, winter, and
fall. Members of AANLCP®
receive the Journal subscription
electronically as a membership
benefit. Back issues are available
in electronic (PDF) format on
the association website. Journal
contents are also indexed at the
Cumulative Index of Nursing
and Allied Health Literature
(CINAHL) at ebscohost.com.
Please forward all email address
changes to AANLCP® marked
“Journal-Notice of Address
Update.”
Contents and format copyright
by the American Association
of Nurse Life Care Planners. All
rights reserved. For permission
to reprint articles, graphics, or
charts from this journal, please
request to AANLCP® headed
“Journal-Reprint Permissions”
citing the volume number,
article title, author and intended
reprinting purpose.
Neither the Journal nor the
Association guarantees,
warrants, or endorses any
product or service advertised
in this publication nor do they
guarantee any claims made
by any product or service
representative.
In order to make safe and
effective judgments using
NANDA-I nursing diagnoses
it is essential that nurses refer
to the definitions and defining
characteristics of the diagnoses
listed in this work.
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Welcome to the December 2016 issue of the Journal of Nurse
Life Care Planning. I am honored to have been chosen to be
the Editor for the AANLCP Journal. With the transition the
Journal has come full circle, once again embracing Journal
Committee leadership that is distinct and separate from the
Editor. I am pleased to announce that since August, Jenn
Craigmyle and Kelly Campbell have served as Co-Chairs of the
Committee. They are doing a phenomenal job having secured
a variety of potential authors to publish in 2017 through the team efforts. So stay
tuned for those upcoming issues.
This issue focuses on various aspects of home care services. Included is the long
awaited article that discusses a tool that the Life Care Planner can use to establish and
calculate attendant care hours. The authors (Caragonne & Sofka) encourage readers
to access and use the free automated copy of the tool in their practice. Rounding out
the issue is information on household services replacement value (Crouse), a review of
the changes in the Fair Labor Standards Act and its implications in computing live-in
or 24-hour care (Kreimer), and respiratory equipment that is used in the home setting
(Florentine).
Also included is a book review (Cosby) that complements the Journal’s last issue on
culture. Be sure to check out the AANLCP 2017 conference spotlight. A sneak peak of
the presenters is calling you to attend the event at the We-Ko-Pa in Scottsdale Arizona.
In closing, as a longtime member of the Journal Committee since its first electronic
publication in 2009, I am looking forward to working closely with the Co-Chairs.
We encourage members to join in the fun! So please reach out to us as
this is your Journal.
Best wishes for a happy and safe holiday season
from all of us.

Mariann F. Cosby
DNP, MPA, RN, PHN, CEN, NE-BC, LNCC, CLCP, CCM, MSCC

Editor, JNLCP
smfc@surewest.net
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Information for Authors
AANLCP® invites interested nurses
and allied professionals to submit
article queries or manuscripts that
educate and inform the Nurse Life
Care Planner about current clinical
practice methods, professional
development, and the promotion
of Nurse Life Care Planning within
the medical-legal community.
Submitted material must be
original. Manuscripts and queries
may be addressed to the Editorial
Committee. Authors should use the
following guidelines for articles to be
considered for publication. Please
note capitalization of Nurse Life Care
Plan, Planning, etc.

Text

Manuscript length: 1500 – 3000
words
◾ Use Word© format (.doc, .docx)
or Pages (.pages)
◾ Submit only original manuscript
not under consideration by other
publications
◾ Put the title and page number
in a header on each page (using
the Header feature in Word)
◾ Use Times New Roman 12 point
font
◾ Place author name, contact
information, and article title on
a separate title page, so author
name can be blinded for editorial
review
◾ Use APA style (Publication
Manual of the American
Psychological Association 6th Ed)

Art, Figures, Links

All photos, figures, and artwork
should be in JPG or PDF format
(JPG preferred for photos). Line
art should have a minimum
resolution of 1000 dpi, halftone
art (photos) a minimum of 300 dpi,
and combination art (line/tone) a
minimum of 500 dpi. Each table,

figure, photo, or art should be on
a separate page, labeled to match
its reference in text, with credits
if needed (e.g., Table 1, Common
nursing diagnoses in SCI; Figure 3,
Time to endpoints by intervention,
American Cancer Society, 2003) Live
links are encouraged. Please include
the full URL for each.

Editing and Permissions

The author must accompany the
submission with written release
from:
◾ Any recognizable identified
facility for the use of name or
image
◾ Any recognizable person in a
photograph, for unrestricted use
of the image
◾ Any copyright holder, for
copyrighted materials including
illustrations, photographs,
tables, etc.

All authors must disclose any
relationship with facilities,
institutions, organizations, or
companies mentioned in their
work. All accepted manuscripts
are subject to editing, which
may involve only minor changes
of grammar, punctuation,
paragraphing, etc. However, some
editing may involve condensing
or restructuring the narrative.
Authors will be notified of
extensive editing. Authors will
approve the final revision for
submission. The author, not the
Journal, is responsible for the views
and conclusions of a published
manuscript. Submit your article
as an email attachment, with
document title articlename.doc,
e.g., wheelchairs.doc
All manuscripts published
become the property of the
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Journal. Manuscripts not
published will be returned to the
author. Queries may be addressed
to the care of the Editor at: smfc@
surewest.net

Manuscript Review Process
Submitted articles are peer
reviewed by Nurse Life Care
Planners with diverse backgrounds
in life care planning, case
management, rehabilitation,
and the nursing profession.
Acceptance is based on
manuscript content, originality,
suitability for the intended
audience, relevance to Nurse Life
Care Planning, and quality of the
submitted material. If you would
like to review articles for this
journal, please contact the Editor.

AANLCP® Journal
Reviewers for this issue
Barbara Bate RN-BC CCM CRRN
CNLCP® LNCC MSCC
Jenn Craigmyle RN BSN CLNC
LNCP-C CLCP
Dawn Cook RN LNCP-C CLCP CLNC
Wendie Howland MN RN-BC CRRN
CCM CNLCP LNCC
Linda Husted MPH RN CNLCP LNCC
CCM CDMS CRC
Melinda Huntington-Frazier, RN,
MSN, CNL
Kathy Pouch MSN RN-BC CCM
CNLCP LNCC
Carole Upman RN MA CCM CRC
CDMS CNLCP
Lora White BSN RN CNLCP CCM
MSCC
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A Message from the President
Much has
happened since
my last Journal
message. First
and foremost with your vote
in September,
AANLCP
membership passed the proposed 2017
dues increase by an overwhelming 82%.
On behalf of the entire Executive Board, I
would like to thank all the members who
voted for this important proposal. These
changes are a critical step for our future
sustainability. But you didn’t stop there...
Over these past few months many of you
reached out to extend both moral and
financial support by way of sponsorships,
partnerships, and early conference
registrations. As a result, AANLCP
remains financially stable as we move to
the end of 2016 and are on track to meet
our financial obligations in January 2017.
Also, I am delighted to announce the
election of our new 2017 Executive
Officers, President Elect, Lori MooreDickson and Secretary, Beth Wood. These
two dynamic ladies are experienced
leaders and will bring their wealth of
knowledge as we dive into 2017 and
continue to move the Association
forward. Please join me in giving them
the warmest of welcomes!
As happens every year, we must also
say farewell to Past-President, Victoria
Powell and Secretary Becky Czarnik. Both
have shown a tremendous commitment,
shared ideas, and have selflessly given
their time for the betterment of the
Association. From tiered memberships
and enhanced benefits to Mastermind
and Student Track, their influence helped
shape AANLCP. Although they are
probably trying to figure out what they
will do with all their newly acquired “free
time”, their presence during meetings
and brain storming sessions will surely be
missed. Please be sure to take a moment
and thank them for their service!
Like all successful organizations, AANLCP
must continually grow and diversify.

Outdated programs need to be phased,
revenue streams expanded and our
public image strengthened – all while
ensuring your membership experience
provides you with the value you expect
and deserve. For the past few years,
AANLCP has held membership in
the Nursing Alliance Organization.
Like us, members of the Alliance are
nurses from varied disciplines who
are also volunteer leaders within their
organizations. In August, Denise Wrenn
and myself attended the Nursing Alliance
Leadership Academy (NALA) in Louisville,
Kentucky. The program objective
provides education in effective volunteer
governance leadership to assist volunteer
leaders in developing and refining skills
necessary to govern and lead their
organizations effectively. Regardless of an
organizations size (and some have more
than 40,000 members) it was interesting
to learn that many of the challenges
we face are not unique to AANLCP.
Networking and resources provided by
the Alliance has been instrumental in
setting the stage as we prepared for 2017
strategic planning.
For those who may be unfamiliar with
AANLCP’s strategic planning process, a
strategic plan is a living document that
defines what we will do as an association
over the next three to five years to
continually move closer to our vision.
Much like a life care plan is a road map
for future medical care, strategic planning
identifies the steps that will move the
association forward. Each strategy must
pass a litmus test as to its value in helping
us reach our goals. Each goal must be
measurable and align with our Mission,
Vision, and Values.
During the last week October, the
executive team met in Reno, Nevada
where they got down to business and
spent many long hours evaluating,
collaborating, and developing the 2017
Strategic Plan. A huge shout out to
Beck Czarnik who generously donated
the accommodations, meeting space
and food for the group. Unfortunately,
personal circumstances required me
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to cancel my trip just days before the
meeting. However, even with this last
minute change, the executive team did
not skip a beat and the meeting was a
great success under the collaborative
leadership of Denise Wrenn and Annie
Weiss, who went “full steam ahead” with
the agenda.
The 2017 Strategic Plan has a new format
and is categorized in five strategic
domains: Membership, Finance,
Education, Research, and Practice. You
will also see the AANLCP Mission and
Vision statements top every page Keeping them front and center. As I write
this, the final draft is being completed.
Once done, this will be posted on
the website so be sure to check it
out. (Go to: Membership>>Members
Only>>Member Documents).
With 2016 coming to a close there is
much to reflect upon. AANLCP is a
great organization of which I am proud
to be part of. It has been an honor and
privilege to serve on the board as this
year’s president. Although we faced
some challenges, our members and
executive team came to the table and
rolled up their sleeves to find solutions.
I would also like to thank my “board
mates” who’s collective knowledge,
talent, strength, and humor minimized
further greying of my hair. To all of our
members, thank you for your honesty and
feedback as we discussed some of this
year’s difficult topics. As for 2017, I will
see you at conference and look forward
to continued involvement as the 2017
strategic plan is put into action.

Patricia Rapson, RN, LMT, CCM CLCP,
CNLCP, LNCC, MSCC
President, AANLCP
parapson@yahoo.com
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Coming!
Summer 2018

Core Curriculum
for Nurse Life
Care Planning
2nd edition
To contribute, contact
AANLCP
801-274-1184
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direct experience as a case manager,
training and supervision of those in
case management positions, and
program development to create
non-traditional case management
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planning approach. She received her
doctoral degree in Social Work in 1980.
She has been a Certified Life Care
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over 180 hours of continuing
education training in Advanced Case
Management/Life Care Planning
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life care planning, medical cost
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public health and school nursing;
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NELLIE KREIMER
MSHCA, RN, CNLCP, CLNC, CLCP

("Current Trends In Respiratory
Equipment
For The Home And Workplace")
Victoria Florentine is a certified
Case Manager (CCM), Private
Patient Advocate, Registered
Respiratory Therapist (RRT), and
Asthma Educator (AE-C). She is
the founder and President of Select
Respiratory Services, LLC, which
provides Respiratory Therapists for
private duty care and DME support
throughout California. She sits on
the Board of Directors for the Case
Management Society of America,
Sacramento Chapter, and is a
popular guest speaker and lecturer
who brings passion and humor to a
variety of topics.

("Home Care Services Costs and the
Fair Labor Standards Act") has 28
years of nursing experience in home
health care and case coordination of
adult and disabled population with
multiple diseases and impairments
and in home, hospital and community
hospice. She is a Certified Legal
Nurse Consultant and a Certified
Nurse Life Care Planner with special
interest in brain injury, spinal cord
injury and neurological diseases. She
is a proud member of the American
Association of Nurse Life Care Planners
and also a member of National
Alliance of Certified Legal Nurse
Consultants, International Academy
of Rehab Professionals, and the North
American Brain Injury Society.
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KEITH SOFKA
("A Method for Establishing Hours of
Attendant Care: The Determination of
Need Protocol") is a now retired Assistive
Technology Provider (A.T.P.). His primary
focus is in developing unique and
often one-of-a-kind access solutions for
individuals. Over the past 28 years, he has
designed and implemented hundreds
of housing, school and workplace and
modifications. Workplace modifications
have been provided for a wide range of
jobs -- from steelworkers to pig farmers to
university professors. To assure successful
return to work, Mr. Sofka has also
developed strategies to overcome housing
and place of employment access obstacles
as well as transportation difficulties.
School modifications have ranged from
development of facility access needs for a
school district, specific access needs for a
particular student and the implementation
of an accessible computing lab at a
University. While working at Caragonne
and Associates, LLC, he frequently provides
recommendations -- as a part of the life
care planning process -- for individuals with
catastrophic injuries. He develops Assistive
Technology recommendations on a
consulting basis with other life care planners
to supplement their capabilities and ensure
a comprehensive planning process.
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BRAIN INJURY TREATMENT,
RESEARCH & ADVOCACY
Our long history of success is based on our development of “real world” programs. Our clinical neuropsychologists
integrate evidence-based treatment into individualized treatment plans. These professionals are part of our
treatment team and regularly evaluate each patient’s progress and implement program changes as necessary.
PATE’s therapy types include:
• Physical Therapy
• Speech/Language Therapy
• Behavioral Therapy
• Animal-assisted Therapy Activities
• Biofeedback

•
•
•
•
•

Occupational Therapy
Cognitive Rehabilitation
Vocational Rehabilitation
Emotional/Psychological Adjustment
Aquatic Therapy

PATE’s results-oriented treatment programs include:
• Community-based Therapy
• Post-acute Residential
• Supported-living Residential

• Post-acute Day Neuro
• Young Adult (ages 16 – 19)

PATE also provides:
• Independent Neuropsychological Evaluations
• Medical Services Provided by a Physical Medicine and Rehabilitation Physician
• Bilingual Services
• Transportation Services

For more information on our programs and services for persons with acquired brain
injuries, or to learn more about how you can help advocate for better access to care, please
visit our website at www.paterehab.com or call 1.800.992.1149 or 972.241.9334.
Locations in: Dallas, TX • Anna, TX • Fort Worth, TX
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BOOK REVIEW

TRANSCULTURAL HEALTH CARE:
A CULTURALLY COMPETENT
APPROACH 4TH EDITION (2013)
MARIANN F. COSBY, DNP, MPA, RN, PHN, CEN, NE-BC, LNCC, CLCP, CCM, MSCC
Staying current with cultural nuances that
are essential to the delivery of culturally
competent healthcare can be a challenge
in the 2lst century. Diversity has increased
in many countries resulting in a global
transcultural framework consisting of
twelve standards for cultural competence
in nursing practice (Expert Panel for Global
Nursing and Health, 2010; Douglas, et al.,
2011). Guidelines that address the standards
provide nurses with additional information
on how to integrate the standards into
practice (Douglas, et al., 2014).
One of the guideline contributors,
Larry D. Purnell PhD, RN, FAAN, is
known for his Purnell Model of Cultural
Competence (Purnell Model) (Purnell,
2005). The model provides an organizing
framework applicable to all healthcare
disciplines in a variety of settings,
emphasizing patient-centered care,
managed care, and case management
across the continuum. The model can
be used as a guide in the development
of assessment instruments and patient
and family interventions.

personal cultural knowledge gaps. The
527-page book is structured as two
units, an appendix, and an abstract
section.
The first unit contains five chapters that
focus on the foundations for individuals
and organizations. Chapter 1, Transcultural
Diversity and Health, provides cultural
terminology and an overview of
transcultural health and nursing care.
Chapter 2 reviews and describes the
Purnell Model and suggests plausible
questions and observations for a cultural
assessment. The model describes twelve
essential domains to assess ethnocultural
attributes of patients and families (see
sidebar).
Chapter 3, Competence and EvidenceBased Practice, includes international
standards on culturally competent care
and information on searching for cultural
evidence-based research. Chapters
4 and 5 provide the reader with an
organizational, and global health and
nursing cultural context, respectively.

The Purnell Model is utilized as the
theoretical framework in Purnell’s
2013 fourth edition of Transcultural
Health Care: A Culturally Competent
Approach. Nurses and other healthcare
professionals may find this resource
informative and helpful to bridge

The second unit contains aggregate
data for several heritage groups: African
American, the Amish, Appalachian,
Arab, Chinese, Cuban, European
American, Filipino, German, Haitian,
Hindu, Hmong, Japanese, Jewish,
Korean, Mexican, Polish, Puerto Rican,

REFERENCES

Standards of practice for culturally competent nursing
care. Retrieved from
http://www.tcns.org/files/Standards_of_Practice_for_
Culturally_Compt_Nsg_Care-Revised_.pdf

Douglas, M. K., Pierce, J. U., Rosenkoetter, M., Pacquiao,
D., Callister, L. C., Hattar-Pollara, M., . . .Purnell, L. (2011).
Standards of practice for culturally competent nursing
care: 2011 update. Journal of Transcultural Nursing, 22,
317-333. doi:10.1177/1043659611412965
Douglas, M. K., Rosenkoetter, M., Pacquiao, D. F.,
Callister, L. C., Hattar-Pollara, M., Lauderdale, J., . . .
Purnell, L. (2014). Guidelines for implementing culturally
competent nursing care. Journal of Transcultural
Nursing, 25, 109-121. doi:10.1177/1043659614520998
Expert Panel for Global Nursing and Health. (2010).

Purnell, L. (2005). The Purnell model for cultural
competence. The Journal of Multicultural Nursing and
Health 11(2), 7 – 15. Retrieved from
http://files.midwestclinicians.org/sharedchcpolicies/
Policies_Forms/Cultural%20Competency/
PURNELL’S%20MODEL.pdf
Purnell. L. D. (2013). Transcultural Health Care: A
Culturally Competent Approach (4th ed.). Philadelphia,
PA: F. A. Davis.
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and Russian, discussing the 12 domains for
each.
This domain specific approach for each
heritage makes it easy to locate the
specific aspects of culture. For example,
the significance of certain health-seeking
beliefs and behaviors, e.g., regarding pain
and response to pain, are in the healthcare practices section. The other domains
follow suit directing the reader to culturally
specific information.
The book contains abstracts regarding
several other heritages and ancestries:
American Indian (sic), Alaska Natives, Baltic,
Brazilian, Egyptian, French Canadian,
Greek, Guatemalan, Iranian, Irish, Italian,
Somali, Thai, Turkish, and Vietnamese. The
appendix includes various cultural, ethnic
and racial diseases and illness, sorted by
the most common cultural or racial group.
Transcultural Health Care: A Culturally
Competent Approach, 4th edition is
available through online booksellers,
including electronically through various
digital book services or hard copy for
purchase, or a loan from a nearby library.
A limited preview is available online at
https://www.amazon.com/TransculturalHealth-Care-Culturally-Competent/
dp/0803637055/ref=sr_1_4?ie=UTF8&qid=1
468358150&sr=8-4&keywords=transcultural
+nursing or http://tinyurl.com/hr8gp4z
TWELVE CULTURAL DOMAINS
•O
 verview,
inhabited
localities, and
topography
•C
 ommunication
• Family roles and
organization
•W
 orkforce
issues
•B
 iocultural
ecology
•H
 igh-risk

behaviors
• Nutrition
• Pregnancy and
childbearing
practices
• Death rituals
• Spirituality
• Healthcare
practices
• Healthcare
providers
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The Bridge to a
Meaningful Recovery
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A Method for Establishing
Hours of Attendant Care:
THE DETERMINATION OF
NEED PROTOCOL
PENELOPE CARAGONNE, PhD, BS, CLCP
KEITH SOFKA, ATP (RETIRED)

Introduction

This article focuses on a protocol
used by the authors for calculating
the attendant care hours required
by a person with disabilities. The
Determination of Need Protocol (DON)
is a fourteen-page form designed
and extensively field-tested by the
University of Chicago Gerontology
Program for the Illinois Department of

Rehabilitation Services (DRS). Still used
today, the reliable and valid form was
adopted by DRS in 1991 for their Home
Services Program and Illinois Division of
Aging Services (Department of Human
Services, 2014). The DON is an easy-touse form that Life Care Planners (LCP) can
also use to quickly and efficiently estimate
the attendant care hours required for a
person with disabilities.

AANLCP JOURNAL OF NURSE LIFE CARE PLANNING

Statement of the Problem: Lack
of Protocols to Predict Needs
for Attendant Services
In 1990, the authors began to work in
litigation as consultants for persons
with catastrophic injuries. The authors
identified a need for an easy-to-use,
research-based protocol that could
accurately calculate hours of attendant
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care required for an individual with
disabilities, and link the hours needed
to specific functional life areas.
Determinations of hours of attendant
care reviewed in other Life Care
Plans often relied upon idiosyncratic
methods to estimate hours. Life Care
Planners frequently made different
subjective estimates for the same
case, often underestimating hours or
overlooking important task areas to
ensure continued independence. No
plans reviewed assessed the full range
of activities of daily living (ADL) or
independent activities of daily living
(IADL), and none linked needed hours
to tasks that required performance.
The authors came to the conclusion
that relevant testimony offered by Life
Care Planning experts on attendant
care needs could be challenged for
these reasons.
The authors thought that the field
of Life Care Planning would benefit
from a standardized objective
methodology from which to calculate
the hours of attendant care required
by a person with catastrophic
injuries. Simultaneously, the work
of LCP was under scrutiny for lack of
evidence-base practice. The authors
reasoned that any adopted protocol
must be research based, be capable of
being modified as the person’s needs
changed, and simple enough to be
completed during a home visit.

The Search for a NeedsBased Protocol

The authors completed an extensive
on-line search for a protocol with
desired elements (see sidebar: Desired
Protocol Elements). Research efforts
confirmed that existing attendant care
protocols were wide-spread but lacked
objectivity. Several patterns became
apparent. Many focused on ADLs but
excluded the full range of ADLs or
IADLs, or required that LCP continue
to provide subjective estimates of time
needed to complete ADLs. None
predicted future needs for assistance,
the permanency of an injury, unmet
needs for care or the severity of needs
for care, or dealt with tasks required
to ensure community participation
or home maintenance. None were

standardized against objective times
for task completion. Some appraised
unmet needs for assistance in a global
sense but did not grade the extent of
impairment in all task areas. Others
required extensive training, were
proprietary in nature, or presented
cumbersome automation challenges.
The existence of a protocol that
encompassed the desired elements was
not found.

The Illinois Department of
Rehabilitation Services (DRS)
and Development of the
DON

Between 1990 and 1992, the authors
completed many Life Care Plans for
disabled persons receiving services from
the DRS. Each case record reviewed as
part of these contained a form called
the Determination of Need Protocol
(DON). The authors learned that case
managers in Illinois were required
to complete this protocol on every
applicant applying for Home Services
or Department of Aging Services. The
form was used to determine the scope
and range of attendant services needed
by an applicant to grant the hours of
support. The case managers evaluated
the applicant’s level of functional
impairment when seeking to perform
ADLs, identified unmet need for support
by task area, and established the
severity of need for support in each task
area. The information was then used to
calculate hours of attendant care to be
provided by the Department.
The DON was designed as an adjunct to
a planned increase in the home services
program in the late 1980’s by the Illinois
Department of Rehabilitation Services.
The agency sub-contracted with the
University of Chicago Gerontology
Department to design, develop,
and field-test a protocol to provide
the means to appraise eligibility for
community-based attendant services
and identify factors that were the
best predictors of the need for care.
Beginning in 1987 and concluding in
1989, researchers in the University of
Chicago Gerontology Department
were under contract to DRS to develop
such a protocol. Following extensive

AANLCP JOURNAL OF NURSE LIFE CARE PLANNING

collaborative efforts, a draft tool was
designed and field-tested state-wide
by case managers to determine its
reliability and validity. The resulting
draft protocol was extensively fieldtested through a variety of statistical
analyses of inter-rater reliability,
correlation levels between and among
items, chi-square analyses, and two
regression analyses; one to learn which
items predicted eligibility for services,
and another to determine the relative
value of each functional status item to
predict eligibility for services.
After field-testing, the form was
shortened and redundancy eliminated.
Areas failing to predict eligibility
for services were dropped from the
protocol. All aspects of the processes
involved in the DON development
are extensively documented in a
three-volume final report to the Illinois
Department on Aging and in two
articles (Paveza, Prohaska, Hagopian,
& Cohen, 1989; Prohaska, Hagopian,
Cohen, & Paveza, 1989; Hagopian,
Paveza, Prohaska, & Cohen, 1990;
Paveza, Cohen, Blaser, & Hagopian,
1990a; Paveza, Cohen, Hagopian,
Prohaska, Blaser, & Brauner, 1990b).
The DON was approved in 1991 by
DRS and adopted state-wide. It has

Nursing Diagnoses
to Consider
Ineffective health maintenance
(Domain 1, Health Promotion; Class
2, Health Management)
Impaired home maintenance
(Domain 4, Activity/Rest; Class 5,
Self-Care)
Impaired physical mobility (Domain
4, Activity/Rest; Class 2, Activity/
Exercise)
Impaired bed mobility (Domain
4, Activity/Rest; Class 2, Activity/
Exercise)
Bathing self-care deficit (Domain 4,
Activity/Rest; Class 5, Self-Care)
Caregiver role strain (Domain
7, Role Relationships; Class 1,
Caregiving Roles)
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been in continuous use within the
agency to the present and adopted
across an array of programs. It
functions as the primary assessment
and re-evaluation protocol across the
majority of Illinois services, attesting
to its wide-spread utility, reliability, and
enduring validity. The DON is used
to determine eligibility (level of care)
and access to services within Medicaid
Long-Term Care and State Funded
Home and Community-Based Waiver
Services Expenditures for Older People
and Adults with Physical Disabilities
(Community Care Program, 2016).

Adoption of the DON in a
Forensic Context

The DON is a valuable tool that
provides an efficient, standardized,
and easy-to-use method for appraising
needs for attendant care and
establishing the barriers to function
in 11 task areas. The DON identifies
the assistance required to overcome
each barrier, evaluates the level of
support needed, and provides a
means to automatically sum the total
of hours of attendant care needed by
the individual per day, week, month,
and year. Barriers in function are
characterized and matched to the level
of support required around a specific
physical limitation and quantified as
a severity of unmet need for support.
These intrinsic components of the
DON provide flexibility and specificity.
Individualization capabilities include
the ability to indicate special reasons
for impairment or unmet need, type
of caregiver support or assistive
devices that may decrease the person’s
unmet need, special circumstances
that indicate extra time may be
needed for certain tasks due to client
characteristics, and caregiver names or
agencies used.
The appearance of the DON was
modified by the authors to create a
format that records and automates
calculation of the minutes of time
required per day, week, month,
and year to complete tasks.
Standardization has proven to be a
valuable addition to the home-based
assessment of the Life Care Planning
evaluation process. The descriptive

qualitatively features, and quantifiable
measures of the need for support
ensures that a uniform, evidencebased methodology is followed across
multiple assessment environments.
Feedback from LCP who have used
the DON report they have adopted
it and use it in their practice. It
meets their need for a protocol that
is comprehensive, objective, and
replicable for appraisal of attendant
hours needed that offset the sideeffects of a catastrophic injury. It is
the authors’ hope that other LCP
may choose to add this precise, valid,
reliable, and easy-to-use protocol to
their armamentarium of evidencebased assessment tools.

How to Use the Automated
Assessment Protocol

A free automated DON protocol is
available to download (see sidebar/
box with link: Link for Automated
Determination of Need Protocol).
The form and directions are selfexplanatory. The evaluator should
read the five sections of the form in its
entirety before attempting to complete
an assessment. Parts I and II contain
identifying information, terminology,
and definitions. Part III provides stepby-step instructions for assessing the
severity of impairment, unmet need
for services, and hours per day the
individual needs to complete each
task. Part IV lists physical, mental,
behavioral, and environmental factors
to consider when assigning a score to
the individual’s degree of functional
impairment in each task area. Part V
defines the tasks of daily living and
provides the means for the evaluator
to quantify impairment and other
considerations. Figure 1 is a sample
of this section of the DON and is also
available via the link. https://www.
dropbox.com/s/69m3nxy5ptspuza/
Fig.%201%2C%20Sample%20page%20
from%20DON%20form.pdf?dl=0

How to Complete Part Five:
Personal Assistant Support
Section
Each task evaluation area in Part V
has four columns: A, B, C, and D.
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Desired Protocol Elements
• Identifies the full range of ADL and
IADL tasks for which a person might
require assistance.
• Gauges disability severity and
impairment specificity across the full
range of life areas and tasks.
• Measures the level of impairment or
unmet need for support for each task
and life area.
• Objectively defines and quantifies the
total number of attendant care hours
required per week, month, or year
• Requires minimal user training.
• Is automated to reduce errors in
any manual calculations required for
completion by LCP.

Column A describes each ADL and
IADL task evaluation area and task
capability assessment considerations.
Column B scores the level of functional
impairment. Using the drop-down
menu, the evaluator selects and assigns
a numeric score (0 - 3) based on the
assessment of the degree of functional
impairment that characterizes the
individual’s ability to independently
perform the task. Similarly, the level of
the unmet need is assessed and scored
in column C. The evaluator then selects
and records in column D the descriptive
and specific service task time frames
that reflect the hours per week of the
unmet need for assistance to complete
six functional ADL and five IADL tasks.
A quantitative appraisal of the
capability of the individual to complete
the ADLs and IADLs is the result.
Evaluating the individual’s capabilities
yields a figure which defines the
amount of time the individual will need
to complete the 11 tasks and provides
a measure of the total amount of
support needed to live independently.
The 11 areas evaluated in the DON
are applied to a hypothetical person
with disabilities as depicted in Figure 2
and also available via the link. https://
www.dropbox.com/s/u8crq0jje09v9yg/
Fig.%202%2C%20Totals%20sample.
pdf?dl=0
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Note that the DON will not operate
as an automated file within a web
browser. It has been tested and works
using NITRO, Adobe Acrobat Reader,
and Adobe Acrobat on Windows
Operating Systems and Macintosh.
The authors welcome reader feedback
on observations and any problems
encountered.

Conclusion
The field-tested DON protocol is a
convenient, reliable, and validated
Life Care Planning tool with twenty-

five years of history within a large
public sector agency. The DON
remains unaltered from its original
content except to automate its
features for ease of use. The authors
hope Life Care Planners will integrate
the protocol to their armamentarium
of evidence-based assessment tools
for establishing hours of attendant
care in the home setting. Should the
reader encounter any access issues
to the free automated protocol, the
authors encourage the reader to call
or email for assistance.
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recommendations -- as a part of the life care planning process -- for individuals with catastrophic
injuries. He develops Assistive Technology recommendations on a consulting basis with other life care
planners to supplement their capabilities and ensure a comprehensive planning process.

AANLCP JOURNAL OF NURSE LIFE CARE PLANNING

ISSN 1942-4469 16

W I N T E R 2 0 16 P E E R- R E V I E W E D E XC E L L E N C E I N L I F E C A R E P L A N N I N G SI N C E 2 0 0 6 VO L . X V I N O. 4

Figure. 1.
Part V DON Sample

PART V: PERSONAL ASSISTANT SUPPORT NEEDS ASSESSMENT PROTOCOL
A. Item Definitions
1. EATING: assess the person’s
ability to feed oneself a
nutritionally balanced meal
using routine or adapted
table utensils and without
frequent spills.
Include the person’s ability to
chew, swallow, cut food into
manageable size pieces, and to
chew and swallow hot and cold
foods/beverages.
When a special diet is
needed, do not consider meal
preparation when scoring this
item (see “preparing meals” and
“routine health” items). Consider
ability to remember to eat meals
on a regular schedule.
2. BATHING: is the person
able to shower or bathe or
take sponge baths for the
purpose of maintaining
adequate hygiene as
needed for the person’s
circumstances?
Assess the person’s ability
to shower or bathe or take
sponge baths for the purpose
of maintaining adequate
hygiene.Consider minimum
hygiene standards, medical
prescriptions, or health
related considerations such
as incontinence, skin ulcer,
lesions, and frequent profuse
nose bleeds.
Consider ability to get in and
out of the tub, to turn faucets,
regulate water temperature,
wash and dry fully. Include
douches if required by
impairment.
Consider the ability to
remember to bathe, to use
judgement in safely handling
hot water, and to avoid
overfilling the bathtub.

B. Level of Functional
Impairment

C. Unmet Need for
Assistance

What level of impairment
does the person have in
performing each task:

What level of assistance does
the person need in performing
each task:

0 = No impairment,
1 = Mild impairment,
2 = Moderate impairment, 3
= Severe impairment.

0 = No assistance,
1 = Mild assistance,
2 = Moderate assistance,
3 = Total/severe need for
assistance).

Indicate level of
impairment.
0 = No impairment

Indicate level of assistance.
0 = No assistance

D. Service Task Time Frames
Feeding (by hand) 30 min/meal
(Hours per day = 3 meals per day
X 30 minutes/meal / 60 min/hour =
1.5 Hours per day)
Feeding (cut food) place utensils
05 min/meal
(Hours per day = 3 meals per day
X 5 minutes/meal / 60 min/hour =
0.25 Hours per day)
Feeding (supervise) 30 min/meal
(Hours per day = 3 meals per day
X 30 minutes/meal / 60 min/hour =
1.5 Hours per day)
TOTAL HOURS PER DAY: 0.00

What level of impairment
does the person have in
performing each task:

What level of assistance does
the person need in performing
each task:

0 = No impairment,
1 = Mild impairment,
2 = Moderate impairment,
3 = Severe impairment.

0 = No assistance,
1 = Mild assistance,
2 = Moderate assistance,
3 = Total/severe need for
assistance).

Indicate level of
impairment.
0 = No impairment

Indicate level of assistance.
0 = No assistance

Bathing: 30 min/bath
1 time/day
(Hours per day = 30 minutes/bath
/ 60 minutes per hour = 0.5 hours
per day)
TOTAL HOURS PER DAY: 0.00

Note: Adapted by agreement with the Illinois Dept of Rehabilitation Services, Springfield IL. 1992
Available via link:
https://www.dropbox.com/s/69m3nxy5ptspuza/Fig.%201%2C%20Sample%20page%20from%20DON%20form.pdf?dl=0
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Figure 2.
Total Hours of Personal Assistant Support Needs: For Hypothetical Patient.

Totals for the assessment protocol for personal assistant support needs
Total Hours per Day of
Personal Assistant Time
Required

Total Hours per Week
of Personal Assistant
Time Required

Total Hours per Month
of Personal Assistant
Time Required

Total Hours per Year
of Personal Assistant
Time Required

1. Eating

0.25

1.75

7.50

91.25

2. Bathing

0.50

3.50

15.00

182.50

3. Grooming

0.90

6.33

27.14

330.24

4. Dressing

0.50

3.50

15.00

182.50

5. Transfer

0.10

0.70

3.00

36.50

6. Incontinence

0.33

2.33

10.00

121.67

7. Managing Money

0.07

0.47

2.00

24.33

8. Telephoning

0.00

0.00

0.00

0.00

9. Preparing Meals

1.18

8.25

35.36

430.18

10. Laundry

0.20

1.40

6.00

73.00

11. Housework

0.97

6.76

28.96

352.31

Grand Totals

5.00

40.24

Item Definition

149.96

1,824.47

Available via link: https://www.dropbox.com/s/u8crq0jje09v9yg/Fig.%202%2C%20Totals%20sample.pdf?dl=0
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HOME CARE SERVICES
COSTS AND THE FAIR
LABOR STANDARDS ACT
NELLIE KREIMER, MSHCA, RN, CNLCP, CLNC, CLCP

Home care services are usually one
of the costliest and most scrutinized
entries in a Life Care Plan. Cost options
considerations include independent or
agency based caregivers, compensated
at an hourly, live-in, or 24-hour
rates. Uncertainty regarding proper
compensation for the hours worked
by the live-in or 24-hour care providers
and a lack of familiarity with the state
and federal regulations and industry
standards, may contribute to significant

and potentially incorrect variations
in the total cost of the options. If
not properly addressed, incorrect
variations in the total cost of each the
home care recommendations may
be questioned and cast a shadow of
doubt on the credibility of the Nurse
Life Care Planner (NLCP). The aim of
this article is to provide the NLCP with
the historical information and recent
changes in the U.S. Department of
Labor Fair Labor Standards Act (FLSA)
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so that home care service costs can be
projected to approximate adequate
resources for inclusion of qualified
home care workers in a defensible Life
Care Plan.

Historical Aspects of FLSA
The Fair Labor Standards Act of 1938
(FLSA, 29 U.S.C. 201) is a federal
law that establishes employee wage
protection such as minimum wage,
overtime pay, and other employee
pay or salary standards. This
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legislation contains regulations that
require covered employers to pay
non-exempt employees at least the
minimum federal wage and overtime
at one time and one-half of regular
wages when an employee works
more than 40 hours in one week (U.S.
Department of Labor Wage and Hour
Division [USDOL], 2013i). Non-exempt
employees are entitled to minimum
wage and overtime compensation,
while exempt employees may not.
The FLSA applies to most employers
and specifically to domestic service
employees employed by individual,
family member, household or third
party employer (USDOL, 2013c).
Excluded from protection are executive,
administrative, professional employees
and independent contractors (29 U.S.C.
213(a) (1), 2004).
In 1974, the U.S. Congress [29 U.S.C.206
(f) 207(l)] extended the FLSA protection
to the domestic service employees
employed in private households. The
genesis of the protections was related
to increased institutional care costs,
higher demand for long-term care and
government funding for home care,
and the disability civil rights movement
(USDOL, 2013h). The FLSA refers to
the domestic service employees in the
home care arena as direct care workers
and includes home health attendants
(HHA), personal care attendants (PCA),
certified nursing assistants (CNA),
homemakers, companions, and other
caregivers (USDOL, 2013h). The
consumer is the term used to reference
the disabled, ill, or aged individual
receiving the services (USDOL, 2013h).

FLSA and the Final Home
Care Rule

Most direct care workers were
excluded from the FLSA under the
companionship exemption before
implementation of the Final Home Care
Rule (FHCR) (USDOL, 2015). However,
with the enactment of the FHCR,
overtime and minimum wage protection
was extended to most workers by
narrowing the companionship definition
and disallowed third party employers
from claiming that exemption from
overtime and minimum wage (USDOL,
2015). However, some direct care

workers may be exempt from FLSA
under the companionship exemption
if the performance of activities of daily
living (ADL) and instrumental activities
of daily living (IADL) tasks do not
exceed 20% of time spent on primary
companionship activities. Additionally,
the FHCR states that an employee whose
profession is domestic service and who
performs any task that requires training
is entitled to coverage under the FLSA
(USDOL, 2013h).

FLSA Exemptions

The FLSA has exemptions to the
overtime and minimum wage
compensation that includes
companionship and live-in domestic
services. Companionship (29 CFR
552.6 Final Rule) includes services that
provide fellowship and protection of the
elderly, ill, or disabled individual who
because of illness, injury or disability
requires assistance in caring for himself
or herself (USDOL, 2013e). The
companionship services are excluded
both from the federal minimum wage
and overtime compensation. The
employer and the employee can
mutually agree upon the pay rate. The
companionship services include:
Fellowship which consists of
involving the person in social,
physical and mental activities, such
as reading, recreational activities,
running errands, conversing, going
for walks, accompanying to social
events and appointments.
Protection to stay in the person’s
home and to accompany the person
outside the home to ensure the
person’s safety and well-being.
Providing ADL/IADL assistance, such
as bathing, dressing, grooming,
feeding, toileting, transferring, meal
preparation, assistance with taking
medications, arranging medical care,
driving, light housekeeping, and
managing finances.
ADL/IADL assistance provided in
conjunction with fellowship and
protection services. The time spent
on ADL/IADL tasks should not
exceed 20% of total hours worked in
a week (USDOL, 2013e).
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Companionship services exclude:
 Domestic services/housework for
the benefit of other members of the
household.
The performance of medicallyrelated tasks such as tracheostomy
care, bed baths, repositioning,
tube feedings, vital signs, bowel
and bladder training, cleaning
of catheters, range of motion,
administering enemas and nonmedicated suppositories, ostomy
care, injections, and blood glucose
testing. The definition of medically
related services in the context of
the companionship exemption
depends on whether the services
usually require trained personnel
such as registered nurses, licensed
practical nurses, or CNA to perform
the services, regardless of the actual
training or occupational title of the
person (USDOL, 2013h).
Certified Nursing Assistants (CNA)
are exempt from companionship
because of training and certification
(29 CFR 552.6).

Live-in domestic service
employees and 24- hour
shifts

The FSLA divides direct care workers
into three categories:
Live-in workers who reside on the
consumer’s premises.
Employees who work shifts of 24
hours or more.
Employees who work shifts less than
24 hours (29 CFR 785.21-23; USDOL,
2016a).
To qualify for the live-in domestic worker
status, the worker has to reside at the
work site either permanently or for
extended periods of time. The FLSA
defines both terms as (USDOL, 2013f):
An employee who resides at the
worksite permanently for seven days
and has no other home.
An employee who resides at the
worksite for extended periods of
time which may include at the least
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five days a week of work and sleep
time (120 hours); or five consecutive
days or nights regardless of the
number of the hours (78 Fed.Reg.60,
474).
The FLSA regulations U.S.C. 213(b) (21)
exclude the live-in domestic service
employees from overtime but not from
the minimum wage compensation.
However, live-in employees are paid for
all hours worked [FLSA 552.102 (a)] and
the employer; whether an individual,
family, household or third party; must
keep accurate records for all the hours
worked [FLSA, 552.102(b)]. Additionally,
hours worked can exclude the hours of
the worker sleeps if:
Employer and the employee have
a reasonable agreement that is
mutually beneficial (29 CFR 785.23).
 Employer provides private
accommodations in a home-like type
of environment (1988 memorandum)
that is separate from the consumer’s
sleeping area.
The private accommodations must have
a bed, adequate lighting, ventilation
and drawers to store the worker’s
personal belongings. The common
areas such as a living room, bathroom
and kitchen may be shared between
the provider and the consumer.
Sleep is uninterrupted [29 CFR
875.22(a)]. However, if sleep is
interrupted and the direct care
worker cannot get at least five
straight hours of sleep, then all the
time worked is compensable [29
CFR 785.22(b)]. Time spent assisting
the consumer is compensable time
(USDOL, 2013h). No more than 8
hours of sleep can be excluded from
hours worked in a 24 hour period
(FLSA 785.22-23).
Employees working for short
periods of time such as temporary
replacement workers are not
considered live-in employees and
must be compensated one time and
one-half for hours worked over 40
per workweek.
Payment of flat rate for overnight

hours as long as minimum wage and
overtime is paid at one and onehalf time of regular rate for hours
in excess of 40 hours per workweek
(FLSA section 778.12).
The employer may deduct meal time
from hours worked if the meal period
is at least 30 minutes long and the
worker is completely relieved of duty
(29 CFR 785.19). Compensable time
includes short breaks lasting 5 to 20
minutes. This rule applies to all the
categories of FLSA employees.
Employees working shifts of 24 hours
or more and not residing on the
employer’s premises for permanent or
extended time are not exempt from
overtime. For employees working shifts
less than 24 hours, the FLSA does not
allow the exclusion of sleep time from
hours worked even if the worker is
sleeping some of the time.
Table 1 describes the rules
and regulations related to the
compensation for minimum wage,
overtime, exemptions, and inclusions
for companions, live-in direct care
workers, and those working shifts of
more or less than 24 hours (USDOL,
2015; American Bar Association Section
of Labor Employment Law, 2009).

Distinction Between Live-in
and Around-the-Clock Care
It is important to differentiate between
consumers who require live-in 24-hour
care and those who need aroundthe-clock 24-hour care because there
is a significant difference in cost
projections. The NLCP can locate the
live-in and continuous care guidelines
in the respective state and department
of health regulations. For example, the
New York regulation 18 NYCRR section
505.14 states that:

"live-in 24-hour personal care services
is care that is provided by one personal
care aide for a patient who because of
medical condition or disability needs
assistance with toileting, walking,
transferring, turning and positioning or
feeding and whose need for assistance
is predictably infrequent at night so that
the personal care aide can get at least
five hours of uninterrupted sleep during
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the eight hour period of sleep."
Additionally, the regulation indicates
that there have to be adequate
sleeping accommodations for the livein worker. A description of continuous
personal care service is:
"...uninterrupted care by more than one
personal care aide for more than 16 hours
in a day for a patient who secondary to
medical condition or disability needs
total assistance with toileting, walking,
transferring, turning, repositioning and
feeding at unscheduled times during the
day and night and a 24- hour personal
care aide would not be able to get five
hours of uninterrupted sleep during
designated eight hours sleep schedule"
(NYSDOH, 2015).
In New York, the live-in domestic
worker stays on the premises for
24-hours with eight hours designated
for sleep. The employee assists the
consumer with ADL and IADL during
the day and occasionally at night. If
the employee gets up more than three
times at night and does not get five
hours of uninterrupted sleep, then
the level of care is re-evaluated for
around-the- clock care consideration.
Compensation for the live-in worker is

Nursing Diagnoses
to Consider
Ineffective health maintenance
(Domain 1, Health Promotion; Class
2, Health Management)
Bathing self-care deficit (Domain 4,
Activity/Rest; Class 5, Self-Care)
Dressing self-care deficit (Domain
4, Activity/Rest; Class 5, Self-Care)
Toileting self-care deficit (Domain
4, Activity/Rest; Class 5, Self-Care)
Impaired physical mobility (Domain
4, Activity/Rest; Class 2, Activity/
Exercise)
Impaired bed mobility (Domain
4, Activity/Rest; Class 2, Activity/
Exercise)
Caregiver role strain (Domain
7, Role Relationships; Class 1,
Caregiving Roles)
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13 hours. The 11 hours offset is the result
of an eight-hour deduction for sleep and
a three-hour deduction for meals and
personal activities (Licensed healthcare
services agency [LHCSA], personal
communication, August 12, 2016).
Like many other agencies attempting
to minimize overtime costs, this agency
divides the live-in 24 hours between two
to three workers depending on availability
of staff. Tables 2 and 3 demonstrate the
difference in cost between the live-in
and continuous care services and the
difference in HHA paid wages. The
agency reported that the private clients
are billed $18.00 to $20.00 per hour,
while the wages are $11.00 per hour for
the HHA. Table 2 demonstrates a cost
projection for 24-hour live-in services
(LHCSA, personal communication, August
12, 2016). The live-in HHA services are
91 weekly billable hours while the weekly
billable hours for continuous care are 168
or 24 hours daily x 7 days. Provision of
continuous care or around-the-clock care
involves at least two awake HHA each
working 12 hours in a 24 hour period.
Table 3 demonstrates cost projection
for continuous care (LHCSA, personal
communication, August 12, 2016).
When the NLCP is preparing a Life Care
Plan for clients that require either live-in
or around-the-clock care, it becomes
paramount to perform a thorough
review of all records. Collaboration with
providers and obtaining information
from the client and family regarding
client’s functional limitations, the type,
extent, and frequency of required
assistance during the day and the night
is essential for application of the costing
methodology.

Minimum Wage and
Overtime Regulations

Although the home care industry
standards may dictate the wages of
direct care workers, employers are
legally bound to comply with the
federal and state minimum wage and
overtime regulations. In the event the
state regulations offer minimum wage
and overtime protection that is equal or
higher than the federal rate, the higher
and more stringent regulations apply. If
the state regulation for minimum wage

is below the federal level, then the state
is obligated to pay the worker the federal
minimum wage (USDOL, 2016b). For
example, the federal minimum hourly
wage is $7.25, while New York’s minimum
hourly wage is $9.00. In New York,
employers have to pay the direct care
workers at least $9.00 per hour, although
a higher hourly wage may be paid based
on the industry standards (NYSDOL,
2013a). Table 4 provides information
regarding the minimum wages in each
state as of August 1, 2016 (USDOL, 2016 b).

Overtime Rules in the
United States

The overtime laws vary among states and
may have special regulations that strictly
apply to domestic service employees.
Table 5 provides information about
the overtime regulations in each state
[USDOL, 2016 (b)].

Industry Standards and
Home Care Services Costs

Rising costs in the home care industry have
been attributed to more state regulations
for certification, education, and supervision
of direct care workers; a rapidly increasing
aging population, and a greater demand
for home-based service delivery. A large
portion of the aging population includes
people with disabilities and complex care
needs that require knowledgeable and
professional caregivers. Professionalization
of the direct care workforce requires
higher compensation than the federal
minimum wage compensation. Due to
a high turnover rate in the home care
industry, many provider agencies compete
by paying somewhat higher wages
and providing better benefits to retain
employees. Costs may also vary based on
the consumer’s location, and wages may
differ within the same state depending on
service delivery in a metropolitan or nonmetropolitan area. Ultimately, increased
costs for the home health care agencies are
passed on to the consumer.
One of the resources that the NLCP can
use to identify the wages for HHA is the
USDOL and Bureau of Labor Statistics
(BLS) that provides information regarding
the mean and median hourly wages
and annual income for HHA in each
state. The BLS obtains the mean annual
income of HHA by multiplying the hourly
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wages by 2080 which is the standard
number of hours for annual full- time
equivalent. Additionally, the NLCP
can call home care provider agencies
in the consumer’s locality to identify
the cost of services: the direct care
worker’s hourly wages and overtime.
As part of the inquiry, it is important to
ask the agency about FLSA regulation
compliance (USDOL, 2013g).
Genworth Financial Incorporated
(Genworth) (2016) is a Fortune 500
insurance company that conducted
a research study and collected
information from licensed home health
care agencies in each state for the daily,
monthly and annual cost of homemaker
and HHA services from 2010 through
2015. Genworth provides costs based
on five days and 44 hours per week (8.8
hours/day) and 52 weeks per year (2,288
hours). Thus the cost of healthcare per
week, month, or year for a particular
client may go up or down depending
on the specific care needs and the
extent of services required to meet
those needs. Interestingly, the annual
salary projection by BLS and the annual
cost of homemaker and HHA services
by Genworth use approximately a
similar number of total hours worked
in their calculations. Tables 6 and 7
present the median daily, monthly,
and annual costs and five -year annual
growth for homemaker and HHA
and hourly HHA wages across the US
(Genworth, 2016; USDOL, 2015).

Hiring decisions: Agency or
Private Hire

At first glance, the information in Table
7 may erroneously lead the consumer
to believe that independently hiring
the direct care worker may cost nearly
half of an agency hire. However,
there are additional monetary costs
and investment of personal time and
effort that comprise the employer
aspects of independently hiring a
worker. Compounding factors include
the consumer who may already be
overwhelmed by the demands of illness
or disability and may have a hard time
managing the employer role.
Additionally, consumers who
independently hire workers may not
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be aware of the federal and state
employment regulations. Most
of the issues arise when there is
misclassification of the domestic worker
as an independent contractor instead of
an employee. The employer does not
deduct or pay proper taxes and may be
liable for repayment of unemployment,
disability, unpaid overtime, back taxes,
and attorney fees. Per FLSA, the
economic realities test provides guidance
on distinguishing between an employee
and an independent contractor. As it
applies to domestic service employment,
if the direct care worker depends on
compensation from the employer and
the employer supervises and directs
how, when, and what work the worker
is to perform, then the worker is an
employee and not an independent
contractor (USDOL, 2013c).
The decision-making process to
independently hire a direct care worker
or to hire through an agency should
include awareness of positive and
negative implications of each choice.
The benefits of independently hiring
the direct care worker include the
consumer (Long, 2015):

The consumer has to make sure that
the worker can legally work in the US.

 Nurses/care coordinators supervise
the workers.

As an employer, the consumer has
to withhold payroll taxes, and pay
social security and Medicare taxes,
employment taxes, federal and state
unemployment insurance, liability
insurance, and workers’ compensation.

Replacement of the worker if the
consumer is not happy.

The consumer is responsible for
coverage if primary direct care worker
is unavailable.

Social Security and Medicare are
deducted and paid on behalf of the
employee.

The consumer has to be knowledgeable
in state and federal employment
regulations

The agency pays the unemployment
insurance, disability, and liability
insurance.

Risks associated with misclassification
of the direct care worker as an
independent contractor instead of as
an employee of the household and
neglect deducting appropriate taxes.

The agency is knowledgeable and
compliant with state and federal
employment and wage regulations.

The consumer should purchase
liability insurance to cover the direct
care worker in case of an accident in
the home or during service hours.

Replacement workers are available if
the primary worker is unable to work.
Deduction of payroll taxes.

The agency develops a plan of care
with consideration of the consumer’s
personal and cultural preferences.
The negative aspects of hiring through
an agency include (Long, 2015):

The consumer may need to pay for
a consultation with a labor attorney
to comply with state and federal
regulations.

The direct care worker follows a plan
of care and agency regulations and
is not under the supervision of the
consumer.
Direct care worker considers the
consumer’s preferences but only
performs tasks that are on a plan of care.

Supervises and directs the worker.

The consumer may need to hire
a certified public accountant to
correctly classify employee status and
ensure that axes are deducted.

Can hire and fire workers as one
chooses.

The benefits of hiring through an
agency include (Long, 2015):

Is in charge and control.

The agency completes the criminal
background check, verifies references
interviews, and ensures the direct care
worker’s legal working status.

Has control over the schedule of the
services.
Decides when, how and which tasks
are performed.

Does not have to rely on an
agency to provide workers that the
consumer may not like.
The negative aspects of
independently hiring a direct care
worker include (Long, 2015):
The consumer has to screen,
interview, check references and
criminal background, hire and
supervise the worker directly.
Independently hired workers may not
be adequately trained, and quality of
care may be substandard.

Licensed agencies provide training
and education for direct care workers
to work with the disabled, ill, and
elderly consumers.
Medicare licensed agencies are
responsible for reporting quality
outcomes to Medicare. The quality
outcomes are posted on-line at Home
Health Compare Medicare.gov and
can be used to select agencies with
the best quality grading.
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There may be delay or lapse in
services due to staff shortages.

Conclusion

Determining the comparative cost
options of home care services can
be a challenge for the NLCP. The
state and federal minimum wage
and overtime regulations and the
industry standards regarding proper
compensation for hourly, live-in, or 24hour caregivers are important factors of
cost calculations and home care services
recommendations. Armed with the
knowledge of the FSLA, state, and the
federal regulations that pertain to the
home care services industry, the NLCP
can determine accurate home care costs
that approximate adequate resources for
inclusion of qualified home care workers
in a defensible Life Care Plan.
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Table 1
Minimum Wage and Overtime for Companions, Live-in, and 24 Hour Workers

Service provider

Minimum Wage

Overtime

Companion

Exempt
Time spent on ADL/IADL tasks takes less than
20% of total worktime
Non-exempt
ADL/IADL tasks take more than 20 % of total
work time
 C
 NAs
 P
 erforming medical tasks

Exempt
80% of worktime is spent on fellowship and
protection
Non-exempt
ADL/IADL tasks occupy more than 20 % of
total work time
 CNAs
 Performing medical tasks

Live-in
Must reside in the
consumer’s home
on permanent or for
extended time

Must be paid at least minimum wage for all the
hours worked, but sleep time can be excluded if:
Worker and employer have such agreement
At least 5 hours uninterrupted sleep is
permitted
Private sleeping area is provided

Exempt unless state regulations or industry
standards dictate otherwise

24-hour shift
Not residing on
consumer’s premises for
permanent or extended
periods of time

Must be paid at least minimum wage

Must be paid overtime after 40 hours as per
FLSA regulations

Less than 24-hour shift

Must be paid at least the minimum wage

Must be paid overtime after 40 hours
Sleep time cannot be excluded from hours worked
even if the worker sleeps some of the time.

Table 2.
Cost Projection for 24-hours Live-in Services

Private payer HHA costs
hourly/per shift/per week
Hourly fee

Shift cost

$18-$20

$234-$260
for one 13
hour shift

Total Cost per
week
$1,638-$1,820
For 91 billable
hours (13hr x7d)

HHA #1 assigned
3 days/week
Pay per
hour

Pay per
shift

$11

$143 for
13 hours

Pay for 3
days
$429 for
39 hours

HHA #2 assigned
2 days/week

HHA #3 assigned
2 days/week

shift

2 days

shift

2 days

$143 for
13 hour
shift

$286 for
26 hours

$143 for
13 hours

$286 for
26 hours

Table 3
Cost Projection for Continuous Care

Private Pay

HHA#2

HHA #3

HHA #4

Hourly rate

Hourly rate

Hourly rate

Hourly rate

Hourly rate

$20-$25
Rate per 24 hours
$480-$600
Weekly cost

$11
Wages per shift 12 hours
$132/shift
Wages 4 days
(48 hours)
$572 (40 hours x $11
8 hours overtime $16.50)

$11
Wages for shift 12 hours
$132/shift
Wages for 4 nights (48
hours)
$572 (40 hours straight
time; 8 hours at overtime
rate

$11
Wages for shift 12 hours
$132/shift
Wages 3 days (36 hours)

$11
Wages for shift 12 hours
$132/shift
Wages 3 nights (36 hours)

$396

$396

$3,360-$4,200

HHA #1
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Table 4
Minimum Wage Laws in the US

Greater than federal
minimum wage

Equals federal minimum
wage of $7.25

Less than federal
minimum wage

No minimum wage
required

AK-$9.75

IA

GA-$5.15

AL

AR-$8.00

ID

WY-$5.15

LA

AZ-$8.05

IN

MS

CA-$10.00

KS

SC

CO-$8.31

KY

TN

CT-$9.60

NC

DC-$11.50

ND

DE-$8.25

NH

FL-$8.05

OK

HI-$8.50

PA

IL-$8.25

TX

MA-$10.00

UT

MD-$8.75

VA

ME-$7.50

WI

MI-$8.50


Puerto Rico (PR) for
employees covered by FLSA

PR -$5.08/hour for employees
not covered under FLSA

MN-$9.50

VI (Virgin Islands)

VI- $4.30 for businesses with
annual income of less than
$150,000

MO-$7.65
MT--$8.05
NE-$9.00
NJ-$8.38
NM-$7.50
NY-$9.00
NV-$8.25
OH-$8.10
OR-$9.75
RI-$9.60
SD-$8.55
VT-$9.60
WA-$9.47
WY-$8.75
Note: Adapted from Paywizard, 2016.
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Table 5
Premium Pay After Designated Hours
Alabama

No overtime regulation must follow FLSA

Alaska

Overtime pay after 40 hours of work as per FLSA regulations

Arizona

No state overtime regulation

Arkansas

Overtime pay after 40 hours as per FLSA regulations

California

Overtime after 40 hours; on seventh day: First eight hours pay is time and a half, while over eight
hours on the seventh day is double time. Additional rules apply to domestic service employees:
1. Workers employed by non-profit organizations only assisting the consumer with feeding,
dressing and provide supervision do not get overtime compensation.

Colorado

2.

Workers employed by non-profits but who perform additional work besides assisting with
feeding, dressing and supervision receive overtime.

3.

Workers employed by for-profit employers are paid overtime regardless of the job
description.

4.

County employed home care workers receive up to $11.50 an hour straight time under union
contracts and may also receive overtime

1.

Overtime pay after 40 hours of work

2.

Overtime pay for employees of third party employers who perform work beyond
companionship.

3.

Colorado’s companions may not assist with bathing and dressing the person.

4.

If bathing and dressing are performed than the worker is a personal attendant and is
entitled to overtime.

5.

Personal attendants employed by private households are exempt from overtime.

Connecticut

Overtime after 40 hours of work

Delaware

No state overtime provision

District of Colombia

Overtime pay after 40 hours as per FLSA

Florida

No state overtime provision

Georgia

No state overtime provision

Hawaii

Overtime pay after 40 hours as per FLSA with an exemption for domestic service employees
employed by private households

Idaho

No state overtime provision

Illinois

1.

Overtime pay after 40 hours as per FLSA

2.

Overtime pay for any person working as a companion for the aged or the infirm

3.

Overtime for workers with primary duty to perform health care services in a private home

4.

An exemption from overtime may apply for workers employed only by private households
due to general exemption for employers with less than 4 workers.

Indiana

Overtime pay after 40 hours as per FLSA

Iowa

No state overtime provision

Kansas

Overtime pay after 46 hours of work

Kentucky

Overtime pay after 40 hours of work and after seventh day

Louisiana

No state overtime provision

Maine

Overtime pay after 40 hours of work as per FLSA

Maryland

Overtime pay after 40 hours of work as per FLSA
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Table 5 (Continued)
Premium Pay After Designated Hours
Massachusetts

Overtime pay after 40 hours of work as per FLSA

Michigan

Overtime pay after 40 hours of work. Applicable to employers of two or more employees; an
exemption for live- in workers and those employed by private households.

Minnesota

Overtime pay after 48 hours, but the nighttime hours do not have to be compensated if no
services were actually provided

Mississippi

No state overtime provision

Missouri

Overtime pay after 40 hours of work as per FLSA

Montana

Overtime pay after 40 hours of work as per FLSA with exemption of workers employed directly
by private households

Nebraska

Overtime pay after 40 hours of work as per FLSA

Nevada

Overtime pay after 40 hours of work as per FLSA with exemption for live-in workers. If employed
by an agency that is making less than $250,000 in gross income, no overtime will be paid

New Hampshire

Overtime pay after 40 hours of work as per FLSA

New Jersey

Overtime pay after 40 hours of work as per FLSA

New Mexico

Overtime pay after 40 hours of work as per FLSA

New York

Overtime after 40 hours of work. For residential (live-in) employees, overtime is paid after 44
hours. Domestic service employees are entitled to 24 hours of consecutive rest each week and if
work that day must receive overtime.
Overtime pay for workers employed by third party agencies get overtime at reduced rate of
time and one-half of the minimum wage and not time and a half of the regular wage

North Carolina

Overtime pay after 40 hours as per FLSA

North Dakota

Overtime pay after 40 hours as per FLSA

Ohio

Overtime pay after 40 hours as per FLSA

Oklahoma

Overtime pay after 40 hours as per FLSA

Oregon

Overtime pay after 40 hours as per FLSA

Pennsylvania

Overtime pay after 40 hours as per FLSA with an exemption for domestic service workers employed by private households

Puerto Rico

Double pay after 40 hours

Rhode Island

Overtime pay after 40 hours as per FLSA

South Carolina

No overtime regulations

South Dakota

No overtime regulations

Tennessee

No overtime regulations

Texas

No overtime regulations

Utah

No overtime regulations

Vermont

Overtime after 40 hours

Virgin Islands

Overtime after 40 hours and on sixth and seventh consecutive days

Virginia

No overtime regulations

Washington

Overtime pay after 40 hours with an exemption for live-in workers

West Virginia

Overtime pay after 40 hours

Wisconsin

Overtime pay after 40 hours , with overtime exemption for workers employed in private homes
and by non-profit organizations

Wyoming

No overtime regulations

Note: Adapted from USDOL, 2016 (b)
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Table 6
Median Daily and Monthly Cost for Homemaker and Homemaker/HHA Services
United States

Homemaker
(HM)

Homemaker health aide
(HHA)

Hourly mean wages
HHA (2015)

Location

Daily

Monthly

Daily

Monthly

Low

High

USA-National

$125

$3,813

$127

$3,861

$10.93

$11.00

Alabama

$100

$3,051

$103

$3,146

$9.07

$9.48

Alaska

$163

$4,957

$169

$5,148

$14.50

$14.80

Arizona

$125

$3,813

$131

$3,998

$10.70

$11.18

Arkansas

$113

$3,432

$113

$3,432

$8.64

$9.05

California

$144

$4,385

$150

$4,576

$11.42

$13.26

Colorado

$141

$4,290

$150

$4,576

$11.54

$12.59

Connecticut

$125

$3,813

$138

$3,998

Delaware

$138

$4,195

$147

$4,481

$12.90
$13.06

$13.90

District of Colombia

$100

$3,051

$150

$4,576

$12.55

$12.61

Florida

$116

$3,527

$124

$3,766

$10.62

$11.02

Georgia

$113

$3,432

$113

$3,432

$9.52

$10.08

Hawaii

$150

$4,576

$158

$4,814

Idaho

$125

$3,813

$125

$3,813

$9.51

$10.44

Illinois

$132

$4,029

$138

$4,195

$10.71

$11.36

Indiana

$122

$3,718

$125

$3,813

$10.51

$10.62

$12.72

Iowa

$132

$4,004

$144

$4,385

$11.17

$11.50

Kansas

$125

$3,813

$127

$3,861

$10.90

$11.12

Kentucky

$113

$3,432

$118

$3,575

$10.54

$11.36

Louisiana

$96

$2,908

$100

$3,051

$9.02

$9.69

Maine

$138

$4,195

$149

$4,528

$10.99

$11.50

Maryland

$125

$3,790

$130

$3,956

$11.32

$11.67

Massachusetts

$156

$4,738

$157

$4,767

$13.47

$13.78

Michigan

$127

$3,861

$132

$4,004

$10.04

$10.68

Minnesota

$150

$4,576

$163

$4,957

$11.87

$12.22

Mississippi

$107

$3,241

$107

$3,241

$10.23

$10.44

Missouri

$117

$3,550

$119

$3,623

$10.73

$10.82

Montana

$144

$4,385

$144

$4,385

$10.72

$10.82

Nebraska

$144

$4,385

$147

$4,481

$11.26

$11.69

Nevada

$133

$4,052

$132

$4,004

$10.98

$12.35

New Hampshire

$150

$4,576

$157

$4,767

$12.61

$12.82

New Jersey

$132

$4,004

$138

$4,195

$10.71

$11.07

New Mexico

$130

$3,954

$132

$4,002

$9.97

$11.23

New York

$138

$4,195

$144

$4,385

$10.85

$11.23

North Carolina

$111

$3,384

$113

$3,432

$9.12

$9.46

North Dakota

$175

$5,331

$175

$5,331

$14.13

$14.50
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Table 6 (Continued)
Median Daily and Monthly Cost for Homemaker and Homemaker/HHA Services
Ohio

$122

$3,718

$125

$3,813

$9.83

$ 10.09

Oklahoma

$125

$3,813

$131

$3,975

$10.61

$11.32

Oregon

$144

$4,385

$144

$4,385

$10.88

$11.33

Pennsylvania

$135

$4,099

$135

$4,109

$10.26

$10.58

Rhode Island

$144

$4,385

$157

$4,767

$11.55

$12.79

South Carolina

$113

$3,432

$116

$3,533

$9.59

$9.75

South Dakota

$144

$4,387

$147

$4,481

$12.60

$12.74

Tennessee

$113

$3,432

$113

$3,432

$9.15

$9.35

Texas

$119

$3,613

$119

$3,623

$8.85

$9.59

Utah

$132

$4,004

$132

$4,004

$10.90

$11.76

Vermont

$138

$4,195

$147

$4,481

$12.71

$12.73

Virginia

$119

$3,623

$122

$3,716

$10.50

$10.77

Washington

$156

$4,736

$156

$4,736

$11.51

$12.37

West Virginia

$100

$3,028

$103

$3,146

$8.91

$9.19

Wisconsin

$141

$4,290

$144

$4,385

$11.11

$11.67

Wyoming

$163

$4,957

$143

$4,388

$12.88

$13.18

Note: Adapted from Genworth, 2016; USDOL, 2015.
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Show Them The Evidence

Evidenced-based practice begins with research.
If you write life care plans you already do research.
No fear! Lighten the load! Strengthen the practice!

Come join us as we find the evidence to support our practice!

Are you…
…

curious about how and why the nursing process supports our specialty

practice of Nurse Life Care Planning? Are you in a formal education/practice
program and need ideas for a research project and paper? Let’s talk!
Your Research Committee is currently studying how and why Nurse Life
Care Planners put case management services into life care plans. We need help doing
literature reviews and identifying tools to determine variables in using case
management services.

…

already

working on research in a formal advanced education/practice
program? Did you know that AANLCP would love to know about your research
project?! Tell us about it!

~ Colleen Manzetti, DNP, RN, CNLCP, CNE
Chair, AANLCP Research Committee

Together we can learn the scoop
share knowledge
build a body of evidence
by life care planners
for nurse life care planners
AANLCP JOURNAL OF NURSE LIFE CARE PLANNING

Participate:

email cmanzetti@aol.com
Phone 732-261-1761
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An Economist’s Calculation
of the Replacement Value
of Household Services
JOSEPH T. CROUSE, PhD, MBA, CPA

In cases of catastrophic injury,
catastrophic economic and medical
damages often result. An economist
may be retained to perform an
analysis of the replacement value of
household services, a present value
calculation of a Life Care Plan, and
an economic assessment of earning
capacity loss. This article focuses
on how economists calculate the
replacement cost of household
services in cases of catastrophic injury.

Background

Household services represent a
concept that is difficult to define
precisely. Many economists define
household services as the work done
by an individual to maintain his or her
household. Included are housework,
cooking and clean-up, yard care, pet
care, vehicle maintenance and repair,
shopping, obtaining services, travel
for household activity; and home
maintenance, repair, decoration,
and renovation. Some economists
also in the construct of household
services include caring for and helping
household children and activities
related to the household children’s
education and health. Ireland (2014)
provides an excellent analysis of the
concept from the perspective of
both an economist and a Life Care
Planner (LCP). As Ireland points out,
the majority of economists utilize a
replacement cost methodology in
measuring household services by
calculating how much it would cost to
obtain the lost household services in
the labor market.
The analysis of the replacement cost
for household services utilizes the

estimate of the hours the individual
would have spent performing various
services before the injury, current
capabilities, and an appropriate
wage for estimating the replacement
cost. Data from the American Time
Use Survey (ATUS) collected in 2003
through 2014 is used to estimate the
pre-injury hours (Expectancy Data,
2015). The ATUS, sponsored by the
U.S. Bureau of Labor Statistics and
conducted by the U.S. Census Bureau,
is the first time diary study conducted
by a federal statistical agency and the
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largest time survey ever taken in the
United States. The average hours for
household services are gender and
age based.
When estimating post-injury capacity,
the individual’s impairment and
functional requirements of the
household tasks are considered. This
analysis is often completed by either
a LCP or a rehabilitation counselor
and expressed as an overall capacity
for household services as a whole.
Replacement hours are determined by
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subtracting the residual capacity from
the pre-injury estimate. The analysis
assesses the replacement value as
costs or dollars needed based on
an estimate for the hourly wage of
persons performing similar tasks.

Calculation

The Dollar Value of a Day (DVD) is
the primary source of values utilized
by forensic economists who employ
the replacement cost methodology
(Expectancy Data, 2015). As such,
the DVD provides a great wealth of
information in valuing household
services in cases of total disability
or death. This publication relies on
pooled 2003-2014 time diary data
from the U.S. Department of Labor’s
Bureau of Labor Statistics’ ATUS for the
estimates of the hours of household
services. The data used to make the
wage replacement cost valuation for
household services are from Bureau
of Labor Statistics’ Occupational
Employment Statistics (OES) survey
that tracks 1,121 occupational titles.
As a result, the DVD provides a market
estimate of the cost needed to support
or replace time use. However, this
annual publication does not consider
the loss of household services by the
various types of disability that the ATUS
considers. Clauretie (2010) and Crouse
(2014) provide the only analyses known
to this author utilizing the ATUS data
and considering disability status in a
household services analysis.
When an individual retains the capacity
to perform some household services,
either a LCP or a rehabilitation
counselor often gathers information
about the individual with a disability
through interviews and evaluations to
establish a reasonable approximation of
the percentage reduction in household
services that is likely to occur over
the lifespan. The economist is then
able to compute the lifespan value of
household services from the DVD and
compute the loss of household services
by multiplying the lifespan value by
the percentage reduction in household
services.

The Data

The DVD presents 200 tables that
show the average weekly hours of

activities performed by persons with
similar demographics as well as the
hourly value of the household services
according to proxies available from
OES. The tables present many different
classifications such as age, married or
unmarried, male or female, working
full-time or part-time or unemployed,
children of a particular age range in the
household, and whether the spouse
is employed, among others. Various
economists, rehabilitation counselors,
and LCP differ in their approaches in
how they utilize these tables.
Table 1 shows the average hours of
household work and hourly valuation by
gender and age grouping. The average
hours per week spent on household work
range from 8.98 to 19.26 for males and
14.09 to 26.00 for females. The hourly
value of household services based on
replacement cost ranges from $13 to $14
per hour. The values in this table come
from the DVD Tables 185-191 for males
and Tables 194-200 for females. They can
be replicated with the ATUS and OES
data.

The total average weekly hours are
22.93, and the hourly rate is $13.27.
The total cost of services for these five
years is the product of 22.93 hours
X $13.27 X 52.25 weeks X 5.0 years
or $79,493. Calculations proceed
similarly throughout the rest of the
lifespan to arrive at a cumulative
total replacement value or loss of
household services of $565,347.

Conclusion

In cases of catastrophic injury,
catastrophic economic and medical
damages often result. The data
available from the ATUS presents
LCP and economists with a reputable
resource by which to estimate the
replacement value of household
services that individuals with a
catastrophic injury would require
across their lifespan (Expectancy Data,
2015). This article focused on how
economists calculate the replacement
cost of household services in cases of
catastrophic injury.

Example

Suppose a LCP interviews a woman
who sustained a catastrophic injury
and determines that she does not
retain any residual capacity to perform
household work. An economist can
calculate the lifetime replacement
value of household services based
upon information in Table 1 along
with the individual’s age at the time
of catastrophic injury. Economists are
not qualified to opine on reduced life
expectancy and must rely on either a
medical professional or life expectancy
calculation resource (Arias, 2015).
In this case, let’s consider a female
who was 50.0 years of age at the time
of catastrophic injury. According to
the U.S. Life Tables, at age 50.0 she
had a life expectancy of 33.2 years
(Arias, 2015). To calculate the future
loss of household services, we must
utilize the appropriate information
from Table 1 based on her gender and
age. For instance, from age 50 until
the end of age 54 (a period spanning
five years), the basis for the total
average weekly hours and the hourly
rate will be “Females age 45 to 54”.
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Table 1:
Hours of Household Work and Dollar Valuation, by Age and Gender, 2014

Male

Female

Hours per week

Hourly Rate

Hours per week

Hourly Rate

Ages 18 to 24

8.98

$13.75

14.09

$13.34

Ages 25 to 34

11.63

$13.69

19.37

$13.10

Ages 35 to 44

13.54

$13.72

22.98

$13.14

Ages 45 to 54

14.66

$13.88

22.93

$13.27

Ages 55 to 65

16.45

$13.97

24.12

$13.33

Ages 65 to 74

19.26

$14.05

26.00

$13.32

Ages 75 and over

17.56

$14.07

23.90

$13.37

Note: Adapted from Expectancy Data, 2015.

Table 2
Example Calculation for 50 yr. Old Female

Age

Time
(Years)

Basis

Total Average
Weekly Hours

Hourly Rate

Total Cost of
Services

50.0

5.0

Females age 45 to 54

22.93

$13.27

$79,493

55.0

10.0

Females age 55 to 64

24.12

$13.33

$167,994

65.0

10.0

Females age 65 to 74

26.00

$13.32

$180,952

75.0

8.2

Females age 75 & over

23.90

$13.37

$136,908

83.2
Total Future Loss of Household Services =

$565,347

Note: Adapted from Expectancy Data, 2015.
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CURRENT TRENDS IN
RESPIRATORY EQUIPMENT FOR
THE HOME AND WORKPLACE
BY: VICTORIA FLORENTINE, BA, RRT, CCM, AE-C

and moisture exchangers (HME’s);
humidification systems; continuous
positive airway pressure (CPAP), bilevel, and noninvasive positive pressure
ventilation (NPPV); and pulmonary
hygiene modalities.
All of the DME discussed in this article
are reimbursable under Medicare,
Medicaid, and commercial insurance
plans. Prices vary according to brand,
model, volume discounts available, and
whether items are purchased locally or
via online shopping.

Nursing Diagnoses
to Consider
Chronic Obstructive Pulmonary Disease
(COPD) is the third leading cause of
death in the United States (American
Lung Association, 2016). More people
in the United States die from lung
cancer than any other type of cancer
(Centers for Disease Control and
Prevention, 2016). Taken together, lung
diseases kill more people worldwide
than any other type of disease (Rattue,
2012).
Contemporary home medical care
of patients with cardiopulmonary
disorders requires a greater degree
of technological savvy than ever
before. Thanks to advances in the
hospital delivery of invasive ventilation
and other ICU modalities, respiratory
durable medical equipment (DME)
for home use has also advanced. The
equipment is more efficacious and userfriendly, and less time-consuming than
previous modalities. Case managers

in general and Life Care Planners in
particular should familiarize themselves
with these technological trends in
home medical care. In the new era of
value-based medicine, these modalities
are essential to avoid re-hospitalization,
increase patient satisfaction, and
improve morbidity and mortality
associated with lung disease.
The purpose of this article is to identify
up-to-the-minute trends in respiratory
DME and peripherals indicated for
the care of cardiopulmonary patients
in the home and workplace. It will
also identify patients who may benefit
from respiratory modalities. Readers
will demonstrate knowledge of the
indications for, and use of, current
respiratory therapies appropriate
for home use. Respiratory home
modalities addressed by this
article include: oxygen supply
and administration systems; heat
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Impaired gas exchange (Domain 3,
Elimination and Exchange; Class 4,
Respiratory Function)
Ineffective breathing pattern
(Domain 4, Activity/Rest; Class 4,
Cardiovascular/Pulmonary Responses)
Decreased cardiac output (Domain 4,
Activity/Rest; Class 4, Cardiovascular/
Pulmonary Responses)
Activity intolerance (Domain 4,
Activity/Rest; Class 4, Cardiovascular/
Pulmonary Responses)
Fatigue (Domain 4, Activity/Rest;
Class 3, Energy Balance)
Ineffective airway clearance
(Domain 11, Safety/Protection;
Class 2, Physical Injury)
Risk for aspiration (Domain 11,
Safety/Protection; Class 2, Physical
Injury)
Impaired comfort (Domain 12, Class
1, Physical Comfort)
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Trends in Oxygen Supply
Systems for Home and
Office

a boiling point of -297.33° F (HristaraPapadopoulou, Tsanakas, Dionious, &
Papadopoulou, 2008). It is dangerous for
patients and caregivers to handle liquid
oxygen inside the home because of
the risk of burn injuries. Liquid oxygen
supply systems are cumbersome and
subject to leakage and evaporation. As
previously noted, portable liquid oxygen
units are falling out of favor with patients,
who are now demanding portable tanks
they can refill at home.

Oxygen is the most commonly prescribed
home respiratory DME modality, and
also the most rapidly-evolving (American
Association for Respiratory Care [AARC],
2007). Oxygen therapy benefits a wide
range of diagnoses, including COPD, lung
cancer, restrictive lung diseases such as
sarcoidosis and pulmonary fibrosis, heart
disease, and many blood diseases.
Important considerations for stateof-the-art oxygen delivery include
stationary versus portable oxygen supply
systems, liquid versus gaseous forms of
oxygen supply systems, high flow versus
low flow systems, and improvements in
humidification systems for oxygen delivery.
Stationary oxygen supply systems for the
home and office include full-sized oxygen
concentrators, very large oxygen tanks
(such as the H-tank, which can provide
oxygen for up to 52 hours at 2 liters per
minute [LPM]), and liquid oxygen base
stations (AARC, 2007). These units are
intended for use by patients who are
located within 75 feet of the stationary
supply system. They may be adequate for
office workers and home-bound patients.
What are the current trends in oxygen
supply systems? Recent improvements
to reduce noise and heat generated by
concentrators, the diminishing popularity
of liquid oxygen, and the elimination of
large tanks as a permanent supply solution
are among the significant trends in oxygen
supply systems for the home and office.
Portable oxygen systems are intended
for use outside the home, and are a
contemporary solution for the working
patient. Portable oxygen includes
lightweight, battery and/or AC-operated
concentrators. These small-scale
concentrators weigh less than ten
pounds, are quiet, and can run off a
battery for several hours (AARC, 2007).
It is important to note that they do not
usually run on continuous flow (LPM), but
instead are predicated on a “pulse-dose”
configuration: a type of demand valve that
conserves oxygen by only delivering an
oxygen bolus with each inhalation.

XPO2 Portable O2 Concentrator
by Invacare
Another portable option in oxygen
systems involves the use of small tanks that
can be refilled at home, eliminating the
user’s dependence on deliveries by DME
providers. Portable oxygen tanks weigh
less than eight pounds when full (AARC,
2007). Like portable concentrators, they
utilize demand valves to conserve oxygen.
Unlike portable concentrators, they do not
require batteries or AC power source.
Portable liquid oxygen systems offer
yet another option in portability, but
one which is falling out of favor with
patients and DME providers alike. This is
happening for several reasons, including
the evaporation of liquid oxygen when it
is not immediately used by the patient,
weight that often exceeds the weight
of small portable tanks, and patients’
dependence upon frequent deliveries by
DME providers. While once considered
the very best option in oxygen portability,
current trends in oxygen DME lean toward
the gradual phasing out of portable liquid
oxygen in favor of small portable tanks.
The diminishing popularity of liquid
oxygen warrants closer scrutiny. When
it was introduced, liquid oxygen was the
sole means of portability available to
patients. A liquid supply system includes
a base station, a barrel-shaped container
filled with liquid oxygen, which is too
heavy and unsafe to be moved by the
average patient. For this reason, it must
be delivered and set up in a permanent
location in the home by a trained DME
technician. Liquid oxygen is cryogenic,
with a freezing point of -361.82° F and
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Trends in Oxygen
Administration Systems for
the Home and Office

One of the most exciting trends in
oxygen administration systems for home
and office is the introduction of high-flow
oxygen systems. This new generation of
high-flow delivery
systems provides the total inspiratory
flow required by the patient, eliminating
the need to mix prescribed oxygen
with entrained room air, and ensuring
that patients’ ventilatory requirements
are met (Fisher & Paykel Healthcare,
Ltd. [F&P], 2016). This reduces work
of breathing and ensures the washout
of CO2 from the airways. Patients’
respiratory rates and patterns do not
affect fraction of inspired oxygen (FiO2),
with oxygen flow rates typically in the
range of 25 to 40 LPM (F&P, 2016). Some
patients who may benefit from highflow oxygenation include those with
end-stage heart and lung diseases who
require high oxygen flowrates.

MyAirvo 2 by
Fisher-Paykel
Since high oxygen flowrates can be
very drying to the lungs, this new
modality warms and humidifies
oxygen, promoting patient comfort
and enhanced secretion clearance
(Vapotherm, 2016). The myAIRVO
2 system by Fisher-Paykel is a good
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example of this new approach to home
oxygen delivery (F&P, 2016).

Trends in Oxygen Delivery
Devices for the Home and
Office

Oxygen administration systems consist
of the devices and supplies used to
administer oxygen directly to the
patient. Nasal cannulas and oxygen
masks are examples of common oxygen
administration devices.
One of the most important trends in
oxygen administration systems is the
OxyMask, which can be used with
flowrates ranging from 1 LPM to 15 LPM
(Canadian Association for Respiratory Care
[CARC], (2006 ). Lightweight, comfortable,
and inexpensive, the OxyMask replaces
several low- and high-flow oxygen
administration devices that have previously
been required inventory for respiratory
departments. A diffuser in the inlet
delivers 100% oxygen close to the nose
and mouth, delivering 24% – 90% oxygen,
depending on the flowrate (CARC, 2006).
The OxyMask is also used in the acute
care setting, as it is more effective than
a Venturi mask for high-flow oxygen
delivery (CARC, 2006). An OxyMask can
be used by nearly any patient who requires
supplemental oxygenation (CARC, 2006).
Many hospitals are now reducing their
oxygen supply inventory by using only
nasal cannulas and OxyMasks.

Oxymask by Southmedic

More Noteworthy Trends
in Oxygen Therapy for the
Home and Office
 In some hypoxemic patients with
hypercapnia and COPD, oxygen
therapy may lead to an increase in

PaCO2. It is important to note,
however, that the majority of patients
with COPD are not “CO2 retainers.”
(AARC, 2007).
 O
 xygen therapy has limited benefit
in the treatment of hypoxia due
to anemia, and when circulatory
disturbances are present. Therefore,
providers must be aware of the cause
of hypoxia in individual patients and
proceed accordingly (AARC, 2007).
 O
 xygen therapy should not be
used in lieu of, but in addition
to, noninvasive ventilation when
ventilatory support is indicated.
 N
 ever Get Caught With an Empty
Oxygen Tank!
- Easy method of remembering tank
times when using an E tank, the
most commonly used tank size:
• ~4 hours if full (anywhere in the
green zone, max is 2200 psi) at 2
LPM
• ~2 hours if half-full at 2 LPM
• ~2 hours if full at 4 LPM
• ~1 hours if half-full at 4 LPM
• ~3 hours if full at 3 LPM
• ~1.5 hours if half-full at 3 LPM.

Trends in Humidification
Systems for the Home and
Office

An important trend in home respiratory
care is the focus on humidification of
supplemental oxygen. This new focus
represents a significant improvement in
the delivery of home oxygen therapy—
even low-flow oxygen. Traditionally,
home oxygen was delivered with the
addition of a room-temperature bubble
humidifier. Since room temperature
humidification is inadequate to replace
moisture lost by the lungs during
oxygen therapy, a humidity deficit
is quickly created. After only a few
minutes, a humidity deficit in the lungs
can cause the drying out of mucus
membranes, resulting in retained
secretions (F&P, 2016). This increases
the risk of pneumonia, COPD
exacerbation, and hospitalization.
Current trends in the humidification
of home oxygen involve heating the
water, which creates a dense water
vapor with a much higher humidity
content compared to unheated water.
The higher humidity level closely
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approximates the amount of humidity
naturally produced by the airways. This
reduces the humidity deficit, makes
oxygen therapy more tolerable for
the patient, and decreases the risk
of lung infections and hospitalization
by improving secretion clearance
(Vapotherm, 2016).
Another trend in humidification systems
for the home and office is the use of
heat and moisture exchangers (HMEs).
Home moisture exchangers are small,
single-patient-use devices placed on
a patient’s artificial airway (trach tube),
where they absorb water vapor and heat
from the patient’s exhaled gas (HristaraPapadopoulou et al., 2008). The next
time the patient inhales, the heat and
moisture trapped in the HME evaporates,
humidifying and heating the airway. Home
moisture exchangers are fairly efficient
for short periods of time (< 96 hours)
(Hristara-Papadopoulou et al., 2008). This
makes them an ideal choice for office
use or trips to the doctor’s office. Breath
sounds and work of breathing should be
carefully monitored (AARC, 2007). Home
moisture exchangers should not be used in
place of heated humidification systems, and
should be replaced daily. Home moisture
exchangers are contraindicated in the
presence of excess airway secretions or for
patients who have difficulty managing their
secretions (AARC, 2007).

A generic HME

Trends in Noninvasive
Positive Airway Pressure for
the Home and Office
Continuous positive airway pressure
(CPAP) and bi-level positive airway
pressure (erroneously referred to as
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“BiPap,” which is actually a brand name
for the Philips Respironics series of bilevel devices [Philips, 2016]) have been
used for the past few decades to treat
sleep-related breathing disorders in the
home (e.g., obstructive sleep apnea).
A trend related to the use of these
modalities is the application of bi-level
therapy for patients with COPD, CHF,
and neuromuscular diseases. Bi-level
therapy is also indicated for ventilator
weaning trials, and as a modality for
end-of-life and palliative care (HristaraPapadopoulou et al., 2008).

Since no two faces are exactly the
same, this trend represents a significant
improvement in the use of positive
pressure as a treatment modality.
Patients who perceive that the interface
is comfortable and easy to use are
more likely to adhere to their therapy
over time (Hristara-Papadopoulou et
al., 2008). Nasal pillows are soft, circular
shaped interfaces that are designed
to fit into the nares (nostrils). Most
commonly used in the treatment of
sleep apnea, they are the most popular
option among PAP therapy interfaces
(Philips, 2016).

When bi-level devices are used
for these indications, they are
commonly referred to as noninvasive
positive-pressure ventilation (NPPV).
Noninvasive positive-pressure
ventilation devices are bi-levels
with back-up rates, I-time, alarms,
monitoring capability, and other
settings adapted from invasive
ventilator technology. These machines
use positive pressure to augment
ventilation, preventing respiratory
failure by resting the diaphragm
and other muscles of ventilation
(Hristara-Papadopoulou et al.,
2008). Noninvasive positive-pressure
ventilation reverses hypercarbia and
hypoxemia, and provides patients an
alternative to traditional intubation
and invasive ventilation. In terms
of quality of life, NPPV allows for
verbal communication, as well as
oral fluids and medications (HristaraPapadopoulou et al., 2008).

Nasal masks fit over the nose and
upper lip, leaving the mouth relatively
free. They may be a better option than
nasal pillows when the patient’s PAP
pressure is perceived by the patient to
be high.

Current trends in the interfaces used
with CPAP, bi-level, and NPPV therapies
include a wider range of options
available to users than in times past.

Full face masks (FFMs) cover the mouth
and nose. They are best suited for
patients undergoing bi-level and NPPV
therapies at higher pressures, or when

Nasal pillows by Respironics

Total Mask by Respironics

Nasal mask by ResMed
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the patient is unable to sleep with their
mouth closed (Philips, 2016).
Variations of the FFM that fit the entire
face include the Fit Life and Total
Mask. These masks are typically used
to help alleviate pressure points when
it is difficult to get a good seal or when
patients experience skin breakdown
on the bridge of the nose or elsewhere
(Philips, 2016).

Important Points
Regarding Interfaces Used
With Noninvasive Positive
Airway Pressure
Proper selection of the mask and
headgear (interface) is critical to
the success of NPPV therapy. If the
mask is uncomfortable, patients will
attempt to remove it. The patient
may demonstrate signs of anxiety
or claustrophobia, or complain of
awakening during the night from
extraordinarily high air pressures. More
often than not, these problems indicate
incorrect mask fit, or perhaps an
inappropriate mask is in use and should
be replaced by a different style. Here
is how to ensure that the interface is
appropriate and fits correctly:
 W
 hen a mask fits properly, the
headgear should not be too tight.
 A
 correct fit cannot be determined
until the machine is turned on
because the positive pressure should
enhance the way the mask seals off
leaks.
 A
 ll masks are expected to leak
somewhat. Machines compensate
for minimal leakage.
 T
 he selection of a smaller mask
with fewer straps may make some
patients feel more comfortable.
 A
 dvantages of the nasal mask
include decreased risk of aspiration
and improved verbal communication.
 N
 asal masks and nasal pillows are
better tolerated by claustrophobics.
 T
 he larger the mask, the less
resistance to flow. This may feel
more comfortable to some patients,
especially those whose machines are
set at higher pressures (>10cm H2O)
(Philips, 2016).
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Trends in Pulmonary Hygiene
for Home and Office

Pulmonary hygiene modalities for the
home have advanced significantly
since the days of labor-intensive and
time-consuming chest physiotherapy.
Alternative pulmonary hygiene devices
have been shown to facilitate and improve
mobilization of secretions, resulting in
improved lung ventilation and pulmonary
function (Hill-Rom, 2016).
Patients who have difficulty managing
secretions may need one or more
treatments currently available for use
at home or the office. Some of the
patients who could benefit from these
treatment options include those with
cystic fibrosis, bronchiectasis, chronic
or acute bronchitis, COPD, pneumonia,
neuromuscular disorders such as
amyotrophic lateral sclerosis (ALS)
and muscular dystrophy, quadriplegia,
and anyone who is bedridden for a
prolonged period of time.
Trending pulmonary hygiene modalities
include cough insufflator/exsufflators
(Cough Assist and VitalCough), positive
expiratory pressure (various PEP devices),
high frequency
chest wall oscillation (The Vest), oral high
frequency oscillation (the Flutter and
Acapella), intrapulmonary percussive
ventilation (IPV, the Percussionaire), and
incentive spirometry. These modalities
may be used singly, or in combination
with one another. For example, incentive
spirometry may be used to increase lung
volumes, followed by The Vest to loosen

secretions from the interior chest walls,
and concluded with the VitalCough
to support a strong cough when the
patient’s cough is weak and ineffective at
expelling secretions. Aerosol breathing
treatments can also be used concurrently
with many of these devices (HristaraPapadopoulou et al., 2008).

Conclusion
The VitalCough, by Hill-Rom

Acapella, by CareFusion

Aerobika, by Monaghan Medical
Corporation

Current trends in the respiratory care of
patients in the home and office reflect
the move toward more time saving and
cost effective approaches to patient
care. Many technological advances in
cardiopulmonary modalities, originally
developed for acute care, have led
to advances in home respiratory care
as well. It is important that Life Care
Planners have a basic knowledge of
these modalities. In the new era of
value-based care, these devices can
help patients avoid re-hospitalization
and improve their quality of life.
This article has provided the reader a
glimpse into the expanding menu of
respiratory DME available for use in
the home and office, and suggestions
for which patients may benefit from
these services. All of these modalities
are reimbursable by most insurance
plans. While licensed Respiratory
Therapists may be required to perform
initial setups and patient/caregiver
instruction, depending upon State
statutes, these devices are simple
enough to be operated by patients,
nurses, family members, and other
caregivers.

VICTORIA FLORENTINE BA, RRT, CCM, AE-C
Victoria Florentine is a certified Case Manager (CCM), Private Patient Advocate, Registered
Respiratory Therapist (RRT), and Asthma Educator (AE-C). She is the founder and President
of Select Respiratory Services, LLC, which provides Respiratory Therapists for private duty
care and DME support throughout California. She sits on the Board of Directors for the Case
Management Society of America, Sacramento Chapter, and is a popular guest speaker and
lecturer who brings passion and humor to a variety of topics.
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CRASHCART - Is your practice experiencing a Code Blue? Revive it with AANLCP’s

resource cart. Forms, templates, contracts and resources all at your fingertips.

MASTERMIND SERIES “Getting Down to Business” - A 12 month learning

and business development series designed to build, grow and sustain your life care
planning practice. This series offers up to 24 CNE’s.

PMIC’S 2016 MEDICAL FEES BOOK - Need 2016 medical cost? Yep, that’s

right, we’ve got it!

EBSCO: REHAB REFERENCE / CINAHL - Bump up your plans with research,
journals and industry insights.

FIND-A-CODE - Save time and get access to an expansive medical coding and

billing resource, now with Anesthesia crosswalk.

DISCOUNTS, DISCOUNTS, DISCOUNTS... We’ve got member only discounts

you won’t want to miss, check out #thriftythursdays

MARKETING MATERIAL - Tired of explaining what a life care planner does?

Present your practice with high quality and professionally designed marketing materials
that get you hired.

OFFICIAL DISABILITY GUIDELINES - Need a comprehensive tool to assess

treatment options? Members have access to the most comprehensive and up to date
medical treatment guidelines worldwide. Yep it’s included.
Don’t forget our webinars, journals, Lifeline (mentorship), and much, much more.
*Resource access is dependent upon your individual membership type and tier.
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AANLCP
Conference
Speakers
Spotlight
J.R. MARTINEZ

ACTOR, BEST-SELLING AUTHOR, MOTIVATIONAL SPEAKER
J.R. Martinez is an actor, best-selling author, motivational speaker, advocate, and wounded U.S.
Army veteran. He is many things. But perhaps most significantly, he is an inspiration.
Martinez is the author of the New York Times best-selling book Full of Heart: My Story of Survival,
Strength, and Spirit,” a memoir about how he was able to take his own personal tragedy, and turn
it into an inspiration for others
What are you most likely to do with your free time in at We-Ko-Pa Resort? The Segway Tour or
Hike through the Sonoran Desert.“Hiking, definitely!”
Salsa? Mild or Spicy “Spicy, of course! I’m Hispanic!”
Do you usually work, watch a movie, or sleep on the plane? “I’m currently back in college
finishing up my degree, so while I’d like to catch some Z’s or watch a bad movie, I’m usually
studying or trying to catch up on some homework”

JAMES J. MANGRAVITI, Jr., Esq.

HOW TO BE AN EFFECTIVE EXPERT WITNESS
James J. Mangraviti, Jr., Esq., has trained thousands of expert witnesses through seminars,
conferences, corporate training, training for professional societies, and training for governmental
agencies including the FBI, IRS, Secret Service, and Department of Defense. He is also frequently
called by experts, their employers, and retaining counsel to train and prepare individual expert
witnesses for upcoming testimony. Mr. Mangraviti assists expert witnesses one-on-one with report
writing, mentoring, and practice development. He is a former litigator who currently serves as
Principal of the expert witness training company SEAK, Inc. (www.testifyingtraining.com).
What are you most likely to do with your free time in at We-Ko-Pa Resort? The Segway Tour or
Hike through the Sonoran Desert   “I would take the Segway tour”
Salsa? Mild or Spicy. “I like mild salsa. I don’t do well with hot and spicy. Never could
understand experiencing pain while trying to enjoy food. “
Do you usually work, sleep or watch movie on the plane? “I normally read when I am on a
plane. I take the back seat and bury my head in a book and read fiction. On long flights I
might do some work.”
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NANCY ZANGMEISTER, RN, CRRN, CCM, CLCP, MSCC, CNLCP, CBIS

OWNER@ QUALITY REHAB CONSULTANTS
Bed Surfaces and Patient Lifts
Nancy J. Zangmeister RN, CRRN, CCM, CLCP, MSCC, CNLCP, CBIS, is a Registered Nurse,
Certified Nurse Life Care Planner and Certified Medicare Set-aside Allocator with experience
in Workers’ Compensation Medical Case Management, and Vocational Rehabilitation
Case Management for Self-insured employers and state fund workers’ compensation. Ms.
Zangmeister has written life care plans for the Ohio Bureau of Workers’ Compensation,
self-insured employers, and for attorneys representing both plaintiff and defense. She has
experience as a staff nurse on a rehabilitation unit treating brain and spinal cord injury patients.
What are you most likely to do with your free time in at We-Ko-Pa Resort? The Segway Tour or
Hike through the Sonoran Desert “Hike”
Salsa? Mild or Spicy “Spicy”
Do you usually work, sleep or watch movie on the plane? “I live here so not relevant…if I was
flying would work and sleep

DONESE WORDEN, NMD

NUTRITIONAL SUPPLEMENTS
Dr. Donese Worden is a Naturopathic Medical Doctor, an expert diagnostician, a global health
educator and a leader in Bioenergetic Medicine whose training in both conventional and
alternative medicine affords her the privilege of providing each of her patients with a specific
treatment plan that addresses not just the symptoms but the whole person to get to the root of
the problem.
An Arizona-based clinician with offices in Scottsdale and Mesa, Dr. Worden is consistently
lauded for her exceptional intelligence, experience, compassion, cutting-edge research and
superior quality of care. Read more at www.drworden

RUTH RIMMER, PhD

OWNER@ CARE PLANS FOR LIFE, LLC
Life Care Planning for Pediatric Burns
Dr. Ruth Rimmer is a clinical research and life- span developmental psychologist, and certified
life care planner; specializing in the field of life care plans related to burn and trauma injuries.
Her experience encompasses 22 years of working with burn-injured children, adults, and their
families. Her experience includes a 15 year tenure at the Arizona Burn Center as the Director of
Psycho/Social and Prevention Research.
What are you most likely to do with your free time in at We-Ko-Pa Resort? The Segway Tour or
Hike through the Sonoran Desert “Hike”
Salsa? Mild or Spicy “Spicy”
Do you usually work, sleep or watch a movie on the plane? “Actually, option D - look out the
window and enjoy the view!”
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JEFF SNELL, PhD

CLINICAL NEUROPSYCHOLOGIST
Chronic Pain Rehabilitation and Cognitive Behavioral Therapy
Jeff Snell, Ph.D. Clinical Neuropsychologist, holds a Bachelors of Arts in Psychology and a
Masters in Psychometrics Psychology from Louisiana University. He completed his doctorate in
Psychology at the University of Southern Mississippi, with a specialization in Clinical Psychology.
The Louisiana native transplanted to Nebraska and joined the staff at QLI in 1998. In addition
to working with patients from across the nation who have suffered a brain injury or spinal cord
injury, Dr. Snell also serves as Coordinator of Research and Cognitive Rehabilitation Services at
QLI. Dr. Snell brings extraordinary talent in developing compensatory strategies that are critical
for the successful long-term living for his patients and their families.
What are you most likely to do with your free time in at We-Ko-Pa Resort? The Segway Tour or
Hike through the Sonoran Desert. “Walk/Hike for sure”
Salsa? Mild or Spicy “Mild”
Do you usually work, sleep or watch a movie on the plane? “Are you kidding….who has time in
this industry to do anything but catch up on work”

JAN ROUGHAN

FOUNDER @ ROUGHAN & ASSOCIATES
Life Care Planning - Process to Product
Ms. Roughan is a rehabilitation nurse specialist who functions in the capacity of case manager, life
care planner and expert witness. Her company, Roughan & Associates at LINC, Inc., is nationally
recognized and provides both Case Management and Medical/Legal Consulting service. It has been
in existence since 1987, providing coordination of patient care; construction of Life Care Plans; and,
consultative services to both the defense and plaintiff bar on simple and complex cases….ranging
from infancy to the senior population. Diagnoses with which Roughan & Associates nurse specialists
work, include, but are not limited to Neurological Injuries (Brain and Spinal Cord Injury); Burns;
Orthopedic Injures; Amputation; Chronic Pain; Post Traumatic Stress Disorder; etc.

COLLEEN MANZETTI, DNP, RN, CNE, CNLCP

PRINCIPAL OF PRODIGY LIFE CARE PLANNING & CONSULTING
Research Committee Presentation
Colleen Manzetti, DNP, RN, CNE, CNLCP is the principal of Prodigy Life Care Planning &
Consulting Services, LLC in New Jersey, providing life care planning, consulting, and expert
witness services since 2001. Dr. Manzetti services as a board member on the CNLCP®
certification board. Colleen is also an assistant professor at Marjorie K. Unterberg School of
Nursing and Health Studies at Monmouth University, New Jersey since 2012. Dr. Manzetti also
services as graduate faculty, coordinator of the Nurse Educator MSN track, and as the CoDirector for the Doctorate of Nursing Practice (DNP) program at Monmouth University. She
completed her doctoral education at Samford University in 2011. Her research and practice
focuses on interprofessional collaboration, leadership, and nurse life care planning
What are you most likely to do with your free time in at We-Ko-Pa Resort? The Segway Tour or
Hike through the Sonoran Desert. “With the time allotted most likely the Segway Tour”
Salsa? Mild or Spicy ... “Love Salsa and definitely mild”
Do you usually work, sleep or watch movie on the plane? “A combination of work and read”
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GINGER JONES, RN, CNLCP, CCM

CO-FOUNDER @ DIVERSIFIED NURSE CONSULTANTS, LLC
Two Points of View from a Life Care Planner
Ginger completed her certification as a nurse life care planner and co-founded Diversified
Nurse Consultants, LLC. Her nursing experience includes critical care nursing with a strong
focus on cardio pulmonary and surgical intensive care, primary case management, long term
care administration, and acute care management. She was instrumental in the implementation
and coordination of a telemedicine program and has had extensive involvement in the
education and training of nursing staff in a variety of settings.
She currently holds a professional registered nursing license in both Kentucky and Indiana.
She has completed a certificate program for RN case managers through the National RN Case
Manager Training Center. She maintains an active professional membership in the American
Nurse Association, the Indiana State Nurse Association, and the American Association of
Nurse Life Care Planners.
What are you most likely to do with your free time in at We-Ko-Pa Resort? The Segway Tour or
Hike through the Sonoran Desert “I am planning on visiting the spa”
Salsa? Mild or Spicy “Mild”
Do you usually work, sleep or watch movie on the plane? “I am planning on all three- it’s a
long flight from NJ”

NATASHA DAVIS, MBA-M, BSN-RN, CEME, CSMA

FOUNDER @ !MPACT BRANDING
#BeUnleashed
Natasha Davis is a baccalaureate prepared Registered Nurse certified in Emergency and
Trauma nursing for over 12 years. She emerged as a Branding Strategist and Corporate
Trainer in 2007, with the launch of her 3rd company Impact Branding Consulting, Inc. Natasha
advanced her career and pursued her Masters in Business & Marketing in the Fall of 2009.
Her specialty is helping professionals, entrepreneurs and companies create brands that
have a lasting impact. As a certified expert in email & social media marketing, speaker
and trainer, she thrives on fixing problems and eliminating frustrations for companies and
their executives. Over the past 10 years, Natasha has worked with several companies and
professionals to assist them in enhancing their business potential, brand equity, brand loyalty,
customer satisfaction and marketing strategy through the power of impactful branding. Her
clients affectionately refer to her as “The Chief Visionary” because of her ability to quickly
identify issues, find solutions, get results and improve outcomes.
Natasha, authored and published her first book “Get Grounded; Stay Grounded” to educate
individuals on how to achieve personal branding and development. She published her
2nd book “Unleash Your Millionaire Mindset and Build your Brand” to educate business
owners on how to achieve professional branding and business growth. Over the past 10
years, Natasha has gained recognition as the Executive Professional & Entrepreneur of the
Year , noted as one of the 40 under 40 Movers and Shakers in Business by Career Magazine.
Presented with recognition as a “Woman of Outstanding Leadership in Business” by the
International Women’s Leadership Association – Leadership Category and awarded by the
USIEC with the “2013 Georgia Excellence Award in Marketing”.
Through her branding bootcamps, keynotes, talks, training and consulting, Natasha helps
companies strategically achieve and retain profitable visual branding, auditory branding and
emotional branding. View full details about Natasha on www.NatashaDavisVisionary.com
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JOAN SCHOFIELD RN, BSN, MBA
Joan Schofield, RN, BSN, MBA has over thirty years experience within the healthcare industry,
including bedside nursing, hospital and physician practice management, and catastrophic injury
case management. She has been in independent practice providing a case management, legal
nurse consultant and expert nurse life care planning services throughout the Southwest since
1996. She is a Past President the American Association of Nurse Life Care Planners™. She
was a contributing author to both the AANLCP Scope and Standards of Practice and the Core
Curriculum for Nurse Life Care Planning.
What are you most likely to do with your free time in at We-Ko-Pa Resort? The Segway Tour or
Hike through the Sonoran Desert.
I spend free conference time to get together with the good friends I’ve met through the years
through the Association. I also make it a point to get to know some new members and first
time attendees so they feel welcome.
Salsa? Mild or Spicy I’m from New Mexico, so you can bet I like my salsa HOT.
Do you usually work, sleep or watch a movie on the plane? I may actually drive over to Phoenix. If I
fly, I try to get in a little cat nap

DON’T MISS OUT!
This highly anticipated education conference is sure
to take your practice to a new level.
W W W. A A N L C P C O N F E R E N C E . C O M
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2014
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2015
XV.1 Topics in Transplantation
XV.2 Updates in Spinal Cord Injury
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