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Burn injury to individuals older than 60 years occurs with a frequency that is disproportionate to that of all 
other victims except the very young. Burns continue to remain a major healthcare problem in the United 
States and globally. Seniors 65 years and older make up 13.7% of the total population of the United States, 
and these numbers are expected to increase during the next 30 years (U.S. Census Bureau, 2012). Further, 
older adults who live alone are 30% more likely to suffer an unintentional injury than the rest of the popula-
tion. As seniors age, their potential for suffering a fire or burn-related injury increases because of the aging 
process, comorbidities, and limited financial means. These factors describe a vulnerable population in need 
of protection and safety. This article assists the home healthcare provider to recognize the characteristics and 
vulnerability of the older adult as related to a burn injury. Guidelines that will assist the home healthcare 
provider in promoting a safe and comfortable environment are discussed.
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Introduction
Each year in the United States, approximately 

45,000 individuals are hospitalized for the treat-

ment of a burn injury. This number also includes 

the approximately 25,000 individuals whose 

burns are so severe that they require treatment 

at 1 of the 132 designated burn care facilities in 

the United States (American Burn Association 

[ABA], 2012). As they age, older adults become 

one of the most vulnerable groups to suffer this 

devastating injury. Older adults (65 years and 

older) currently comprise approximately 13.7% 

of the U.S. population (more than 36 million) 

(U.S. Census Bureau, 2012). Current projections 

estimate that by the year 2030, close to 19% of 

the total U.S. population will be older than 65, 

and this percentage will continue to rise annually 

until it peaks at more than 20% in 2050 (Vincent 

& Velkoff, 2010). Older adults have an average life 

expectancy of 17 to 19 additional years after 

reaching 65 years for men and women, respec-

tively (Jacobsen et al., 2011). As this population 

increases in number and age, the injury and 

death rates from burns may also be expected to 

rise. Runyan et al. (2005) reported fire and burn 

mortality rates of 1.29/100,000 as being third 

only to falls and poisoning for older adults aged 

70 years and older. These grim statistics, com-

bined with best practice theory and standards, 

such as the National Patient Safety Goals, con-

firm the need for home healthcare professionals 

to focus on burn prevention in the older adult 

population (The Joint Commission, 2012).

Healthcare agencies whose primary focus is 

home-based care should identify safety risks 

 inherent in its patient population. The home 

healthcare provider should conduct a thorough 

assessment of the home environment and imple-

ment best practice measures or necessary inter-

ventions to minimize injury risk. Such actions will 

allow older adults to safely remain in their homes, 

maintain independence as long as possible, and 

decrease healthcare costs associated with rehos-

pitalizations or nursing home care. This article 

describes the vulnerability of elderly populations 

to burn injury. It also describes elements of a com-

prehensive fire and burn home safety assessment 

that the healthcare provider can use as a tool to 

promote a safe home environment for their clients.

Profile of the Older Adult Population

In the United States, 40% of women and 19% of 

men 65 years and older live alone and do not have 

anyone in the home to assist with activities of 

daily living, provide care when they are sick, or to 

assist with home maintenance ( Jacobsen et al., 

2011). Older adults who live alone are 30% more 

likely than any other population to suffer an unin-

tentional injury such as a burn (ABA, 2012) and 

may not have access to assistance if burned. One 

survey (National Alliance for Caregiving and AARP, 

2009) noted that 25% of older adults who had a 

spouse or partner were likely to receive care from 

that individual. That same survey also noted that 

the average age of the person caring for older 

adults was between 50 and 64 years (National Alli-

ance for Caregiving and AARP, 2009). Many care-

givers are themselves getting older. The average 

age of caregiver caring for someone older than 65 

years is 63 years, with one third of them in fair to 

poor health (Administration on Aging, 2012).

Unintentional injuries in the home may pose a 

significant problem for the elderly population. 

Cognitive changes may interfere with their ability 

to react to the dangers of a fire or burn. Factors 

such as limited mobility, dementia, medications, 

smoking while on home oxygen, and the aging 

process itself may compound this problem. Ad-

ditionally, poverty-stricken older adults are less 

likely to have advanced warning devices such as 

a working smoke and carbon monoxide (CO) 

alarms (Shields et al., 2013), and with less dispos-

able income, they may not be able to afford home 

improvements that may reduce their risk for a 

fire or burn injury (U.S. Fire Administration/Na-

tional Fire Data Center [USFA], 2006). Safety may 

not rank high on the list of concerns for individu-

als with limited income. Davidge and Fish (2008) 

observed that one study noted during a safety 

inspection that more than 50% of the older adults 

Burn injury to individuals older 

than 60 years occurs with a 

frequency that is disproportionate 

to that of all other victims except 

the very young. Burns  continue to 

remain a major healthcare  problem 

in the United States and globally.
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had inadequate safety equipment in the bath-

room and over 30% had tap water temperatures 

exceeding 140°F (60°C), putting them at risk for a 

scald  injury. Furthermore, poorer households are 

less likely to have a safe heating system, code-

compliant electrical services, and fire safety 

measures (Bishai & Lee, 2010).

Vulnerability of the Older Adult

The older adult is vulnerable to fire, burn, or 

other unintentional injury for a number of rea-

sons. First, changes in physical and mental ca-

pacity make the older adult susceptible to inju-

ries such as a burn. Past studies report a number 

of predisposing factors such as sensory loss or 

impairment, decreased mobility, slowed reaction 

time, and chronic health conditions or diseases 

that place older adults at risk for a burn injury 

(Bishai & Lee, 2010; Davidge & Fish, 2008; Holland 

& Rodie, 2011; Redlick et al., 2002; USFA, 2006). 

Fragile bones and joints, associated with the 

aging process, and other impairments, including 

those caused by medications (both prescribed 

and over-the-counter), may mean that older 

adults are more likely to suffer serious disability 

or even death should a burn injury occur be-

cause of their inability to escape.

Other factors that may put the older adult 

population at risk for a burn injury may include 

their nutritional state and literacy level. Older 

adults may be malnourished as a result of de-

creased interest in, decreased money for, or de-

creased physical capability to obtain and prepare 

nutritious food. Malnutrition may contribute to a 

decreased immune system response and delayed 

wound healing in the event of a burn injury.

Individuals who have a low socioeconomic 

status have less discretionary income and gener-

ally less education. Appy (2005) pointed out that 

adults with low literacy skills are in danger of fail-

ing to receive and understand basic fire (and 

burn) prevention and protection messages and to 

use essential fire safety devices. Because of this, 

they may not have taken the necessary steps to 

reduce the potential of a burn injury such as in-

stallation of a working smoke alarm or reduction 

of hot water heater temperature. The home 

healthcare provider must recognize that provid-

ing burn safety education to the older adult popu-

lation can be both challenging and rewarding.

Because clinicians do not always know which 

individuals have limited health literacy, clear 

communication practices and removal of liter-

acy-related barriers will improve care for all pa-

tients (Benjamin, 2010). When discussing safety 

with low-literacy clients, one should follow 

agency guidelines and procedures to ensure 

these clients have full comprehension of the dis-

cussion. Ultimately, the provider bears a special 

responsibility of addressing the safety needs of 

this unique population.

Planning a Safe Environment

Home healthcare personnel should evaluate the 

client’s safety in the home. Home healthcare 

agencies should have policies and procedures in 

place about the scope and depth of the home in-

spection and client learning activities their health-

care workers should provide. Such guidelines 

should include training that educates personnel 

regarding local, state, and national guidelines for 

home safety. Documentation and communication 

regarding home safety measures should include 

all of the members of the health team who will be 

interacting with the client. When discussing 

safety issues with the client, healthcare personnel 

should make certain that the client is ready to 

discuss and learn what safety measures are being 

suggested or implemented. Home healthcare per-

sonnel should make certain that the client has not 

taken medications that could cause an altered 

level of consciousness when discussing safety 

initiatives. Initial documentation should also in-

clude a thorough examination of the client’s men-

tal capacity and skin assessment to check for 

fragile skin, to serve as a baseline for ongoing 

safety evaluation. On return visits, the provider 

should note whether the client has periods of 

confusion and disorientation, new or unexplain-

able bruises, burns or scrapes. A safety inspec-

tion checklist should be reviewed with the client 

and the suggested safety measures should be 

based around the client’s abilities (Box 1). Keep in 

mind that some suggested changes may be small 

and some may require major renovations, which 

the client may not be able to afford. Table 1 con-

tains additional resources that may be of benefit 

to the home healthcare worker while planning a 

safe environment for his or her client.

Home Inspection
The Home in General

Although this article addresses burn prevention 

in the older adult, other safety measures should 
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be considered as well. The home care provider 

should recognize that the safer the home, the 

less likely the possibility of an accident. The pro-

vider should also recognize that the patient must 

be able to safely exit the home in case of a fire. 

Upon arrival, a general inspection of the exterior 

of the home should be conducted. On the basis of 

the disability of the client, the provider should 

consider whether a wheelchair ramp needs to be 

installed, or railings reinforced to assist with as-

cending and descending steps. An inspection of 

the steps used by the client to enter and exit the 

home should be conducted. The steps should be 

observed for stability, erosion, or cracks.

A brief inspection of the interior of the home 

could also be conducted. A home escape plan 

with alternate route should be established and 

practiced with the client and others who reside 

in the home, so they would know what to do in 

the event of a fire. If the home appears to be clut-

tered or signs of hoarding are noted, this may 

significantly compromise any escape route in 

the event of a fire (Chater et al., 2013). Hoarded 

items may also serve to accelerate the fire by 

providing an additional fuel source. The home 

healthcare provider may need to work with the 

client and caregivers to create a safe environ-

ment by removing the clutter. Additional re-

sources may need to be consulted, such as the 

help of a medical social worker, especially if the 

removal of such materials may cause psycho-

logical harm.

Security Bars Located on Window/Door Bars

Security bars are designed to be a deterrent 

against crime. Having bars in front of windows or 

doors may make the older adult feel more secure 

from crime by keeping criminals out, but such 

devices may also trap the residents inside or im-

pede escape in the event of a fire. These devices 

may also inhibit fire fighter rescue attempt from 

the outside or trap fire department personnel 

inside the home while fighting the fire, as the 

window is a second means of escape if the pri-

mary exit is blocked by fire. The National Fire 

Protection Association (NFPA, 2012) recommends 

that window bars and doors have a release de-

vice that will open easily to permit escape in the 

event of a fire. The home healthcare worker 

should teach the client and others living in the 

home the importance of being able to operate 

such devices.

Box 1. Suggested Home Inspection Checklist
Home: 
General 
appearance

•  Entrance way should have stable 
steps and bannisters.

•  Windows should open easily and are 
not nailed shut.

•  Security bars (if present) has quick 
 release device.

•  Home should be free of clutter: passage 
ways are not blocked by furniture or 
other objects.

•  Working smoke and CO alarms located 
on every level; inside and outside 
every sleeping area.

•  If space heaters are used, they are 
 located at least 3 ft (1 m) away from 
anything that can burn.

•  Home escape plan is in place and 
practiced regularly based on client’s 
ability.

•  Emergency numbers located near all 
phones.

Electrical •  GFCIs located in kitchen in bathroom.

•  No cords underneath rugs or carpet.

•  Electrical cords are not frayed or taped.

•  Extension cords are not in use.

•  No outlets are overloaded.

•  All appliances bear UL labels.

•  Small appliances are unplugged when 
not in use.

•  No electrical appliance located near 
tub or shower or sink.

•  Heating pads and electric blankets are 
in good condition (no frayed cords).

Kitchen •  Kitchen area is well lighted.

•  Countertops are uncluttered.

•  Stove and other appliances are in 
good working order.

•  Smoke alarm located approximately 
20 ft from the cooking area.

•  Oven mitts and pot holders are easily 
accessible.

•  Handles of pots, pans, and dishes are 
sturdy.

•  Nonskid rugs in use around kitchen 
sink or stove area.

Bathroom •  Hot water temperature is 120°F (49°C).

•  Antiscald devices installed in faucets.

•  Grab bars securely applied to tub.

Bedroom •  Primary and secondary exits are free 
from clutter.

•  Working smoke and CO alarms are 
 located inside bedroom.

•  Special alarms installed for clients 
with visual or hearing disabilities.

•  Night-lights available and in use 
 between bedroom and bathroom.

Notes: CO = carbon monoxide; GFCI = ground fault circuit inter-

rupters; UL = Underwriter’s Laboratory.
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Smoke Alarms

All homes need a working smoke alarm. On the 

back of the alarm is its manufacture date. Smoke 

alarms that are 10 years or older from their 

manufacture date are near the end of their ser-

vice life and should be replaced. This includes 

both battery and hardwired alarms (National 

Association of State Fire Marshals [NASFM], 

2011). Recommended replacement alarms 

should be 10-year lithium battery alarms that 

are sealed to prevent tampering or battery re-

moval (NASFM, 2011; NFPA, 2008). Alarms that 

use a 9-volt battery should have the batteries 

changed at least once per year. If the client can-

not afford an alarm, most local fire departments 

or social service agencies distribute and install 

alarms for free.

There are two types of smoke alarms avail-

able on the market. Ionization alarms tend to 

respond faster to smoke produced by a flaming 

fire. A photoelectric alarm tends to respond 

faster to a smoke produced by a smoldering fire 

(USFA, 2013). Multiple organizations recom-

mend that every residence and place where 

people sleep be equipped with either (a) both 

ionization and photoelectric smoke alarms or 

(b) a dual sensor smoke alarm that contains 

both ionization and photoelectric sensors (ABA, 

2011; Centers for Disease Control and Preven-

tion, 2011; NASFM, 2011; NFPA, 2013a, 2013b; 

USFA, 2013). According to the NFPA, when smoke 

alarms fail to operate, it is usually because the 

batteries are missing, disconnected, or dead 

(Aherns, 2011). This same study also noted that 

having a working smoke alarm in the home re-

duces the risk of dying in a house fire by 50% 

(Aherns, 2011). The healthcare provider should 

teach clients and caregivers that a functional 

smoke alarm should be installed inside and out-

side every bedroom, outside each sleeping area, 

Table 1. Fire and Burn Prevention Resources for Seniors and Their Caregivers

Agency Resource/Program Offered Web Address

American Burn 
 Association 

Scald Prevention Campaign http://www.ameriburn.org/preventionEDRes.php

Senior Fire and Burn Safety Program

Centers for Disease 
Control and Prevention

Fire Safe Seniors Tool Kit http://www.homeandrecreationalsafety/Fire- 
Prevention/safe-seniors.html

U.S. Consumer Product 
Safety Commission

Safety for Older Consumers: Home 
Safety Checklist

http://www.cpsc.gov/PageFiles/122038/701.pdf

National Fire Prevention 
 Association

Remembering When: A Fire and Fall 
Safety Program for Older Adults

http://www.nfpa.org/safety-information/for- 
public-educators/education-programs/ 
remembering-when

Posters for older adults in your com-
munity: escape; smoke alarms, cook-
ing, heating, clutter removal, install 
handrails, exercise for balance

http://www.nfpa.org/safety-information/for- 
public-educators/education-programs/ 
remembering-when/posters-for-older-adults- 
in-your-community

Safety tip sheets: cooking, candles, 
heating, smoking, electrical

http://www.nfpa.org/safety-information/safety-
tip-sheets

The Joint Commission National Patient Safety Goals effective 
January 1, 2013: Home Care Accredi-
tation Program: Goal 15 Home 
 Oxygen Therapy

http://www.jointcommission.org.ome_2013_npsg/

U.S. Fire Administration Fire Safety Campaign for People 50+ http://www.usfa.fema.gov/citizens/older/

Let’s Retire Fire: Fire Safety for Older 
Americans

Fire Safety for Older Adults and Their 
Caregivers
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and on every level of the home (NFPA, 2013a). 

See Box 2.

Next, in discussing safety, ask if the client 

often ignores alarms installed near the kitchen 

stove due to frequent nuisance alarms. Kitchen 

alarms should be installed within 20 ft of the 

cooking area. The suggested alarm for this par-

ticular area should be a photoelectric alarm with 

a silencing button (NASFM, 2011). Instruct the 

client and caregivers to always pay attention to 

this alarm when cooking.

If the home occupant is deaf, hard of hearing, 

or visually impaired, there are special alarms 

available for these high-risk groups. The home 

healthcare workers can check with the local fire 

department or county or state agency that pro-

vides services for this specific population and 

obtain an alarm that will meet the needs of their 

clients. All alarms can be installed for free by the 

local fire department or community service agen-

cies. Having the local fire department install the 

alarm will also make them aware that the resi-

dent may have a special need (dementia, limited 

mobility, or using home oxygen) or lack the abil-

ity to escape in the event of a fire.

Finally, instruct the client and caregiver to 

test the alarm at least once a month by pressing 

the test button. Do not use real smoke or burn-

ing objects that may create smoke, which may 

cause a fire. Pressurized canisters of smoke 

may be purchased at local hardware stores. Fol-

low the manufacturer’s instructions for use 

(NASFM, 2011). The outside of the alarm should 

be vacuumed at least once a year to remove 

dust from sensors.

CO Alarms

CO is an odorless, tasteless, colorless poisonous 

gas that can cause death. It is produced by the in-

complete burning of fossil fuels such as coal, 

wood, kerosene, and natural gas. According to the 

U.S. Consumer Product Safety Commission 

([CPSC], 2012), CO poisoning kills an average of 

170 people in the United States per year. When 

teaching about fire safety, the home healthcare 

provider can suggest installing a CO alarm, if there 

is not one already in the home. Dual smoke and CO 

alarms are available. Follow the manufacturer’s 

instructions regarding installation of this device. 

CO alarms are designed to detect CO and alarm 

before the levels become life-threatening. Because 

CO cannot be detected by humans, the client 

should also be instructed regarding the symptoms 

of potential CO exposure. Flu-like symptoms such 

as a headache, fatigue, nausea, and dizziness may 

be signs of a CO leakage in the home. If the alarm 

sounds, the client (and anyone else in the home) 

should leave the home immediately and call the 

fire department from a safe location.

Scald Prevention

Because of the aging process and comorbidities, 

older adults are at an increased risk for a scald 

injury, which is a burn attributed to hot liquids or 

steam. Some common causes of tap-water scalds 

may include slipping and falling in the bathtub 

and not being able to get up; not checking the 

water temperature before getting into the tub or 

shower and possible water temperature changes 

as water may be used in other parts of the home 

while showering (Williams, 2006). The CPSC and 

the ABA report that most adults will suffer a third-

degree (full thickness) burn if exposed to 155°F 

(68.3°C) water temperatures for 2 seconds or less 

(ABA, 2012; CPSC, 2009, Moritz & Henriques, 

1947) (Table 2). According to the ABA (2012), the 

recommended setting for the home hot water 

heater is 120°F (49°C) and the recommended tem-

perature setting for bathing is 100°F (37°C). The 

provider should consider the following scald 

safety measures during the home inspection.

First, note the water temperature, perhaps 

while washing your hands, to assure that the 

water does not become scalding hot. Water tem-

perature can also be measured with a candy ther-

mometer. Depending on the distance from the hot 

water heater and the faucet being tested, the hot 

water should be turned on and allowed to run at 

least a full minute before measuring the tempera-

ture in a cup. If the temperature exceeds 120°F 

(49°C), adjust the hot water heater temperature. 

Keep in mind that some hot water heaters do not 

have numerical settings. Recheck the temperature 

in 24 hours to see if the temperature has been re-

duced. Repeated adjustments may be required.

Next, teach clients and caregivers that anti-

scald mixing valves for the shower head or tub 

faucet can be installed. These devices will stop or 

interrupt the flow of water when the temperature 

reaches a preset temperature (usually 110–114°F, 

but before it reaches 120°F [49°C]) to prevent hot 

water from coming out of the tap before scalding 

occurs. These valves will not allow the faucet to 

become fully operational until the water temper-
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cal current pull of modern day appliances. Cli-

ents should be discouraged from overloading 

electrical outlets with multiple plug adaptors. 

They should also be encouraged to unplug appli-

ances that are not being used regularly such as 

hair dryers, can openers, coffee pots, and toast-

ers. Ground fault circuit interrupters (GFCIs) may 

need to be installed to prevent an electric shock, 

circuit overload, and/or potential electrical fire.

Kitchen Safety

Older adults become very familiar with the set-

up of their kitchen over the years. Given the 

aging process, however, very few have probably 

considered the kitchen set-up from a fire and 

burn prevention safety perspective. According to 

the USFA (2006), cooking accidents are the lead-

ing cause of fire-related injuries for older Ameri-

cans. Organizations such as the ABA’s Burn Pre-

vention Committee (2011), NFPA (2012), and 

USFA (2006) have made numerous suggestions 

for seniors who still cook their meals. The home 

healthcare provider should review the following 

kitchen safety measures with their client.

First, wear snug-fitting or short-sleeved cloth-

ing while cooking, especially if over an open 

flame such as a gas stove. Loose-fitting clothing 

can easily ignite and cause a significant burn. The 

client should also consider the use of long oven 

mitts that cover the entire hand and forearms to 

prevent a scald or burn injury when removing hot 

objects from the stove or oven. When the mitts 

begin to become worn, they should be replaced.

The client should also remember to never 

cook while impaired (sleepy, intoxicated, or on 

ature is reduced to a safe level (ABA, 2012; Mor-

bidity and Mortality Weekly Report, 2009). These 

devices are inexpensive, easy to install, and avail-

able at most local hardware or plumbing stores. 

They are especially beneficial for clients who 

may have a disability or very thin skin. If the cli-

ent cannot afford these devices, it is important to 

avoid fluctuation in water temperatures when 

bathing. Others in the home should avoid flush-

ing the toilet, running water, or using the clothes 

washer while someone is showering.

Some older adults may live in homes that have 

dual hot and cold water faucets. When running 

bath water, instruct the client to turn on the cold 

water first, and then gradually add the hot water. 

After the tub has been filled, the hot water should 

be turned off first, and then the cold water. Mix the 

water by running a hand or spread fingers around 

the tub. The water should feel warm to touch. If a 

bath thermometer is used, it should have the label 

of a reliable testing laboratory such as Under-

writer’s Laboratory (UL) or Factory Mutual.

Grab bars or a shower chair should be installed 

for clients who are weak, unstable, or unable to 

quickly remove themselves in the event of an emer-

gency. These are available at the local hardware 

store and can be installed easily. Whether the client 

lives alone or with others, the use of an alarm alert 

necklace or some other notification device should 

be encouraged in the event of an emergency.

Ground Fault Circuit Interrupters

Instruct clients that faulty wiring and overloaded 

outlets may pose a fire hazard. In an older home, 

the wiring may not be able to handle the electri-

Source: Reprinted with permission from Moritz, A. R., & Henriques, F. C., Jr. (1947). Studies of thermal injury. II: The relative 

 importance of time and surface temperature in the causation of cutaneous burns. American Journal of Pathology, 23(5), 695–720. 

Published by Elsevier.

Table 2. Exposure Time to Receive a Severe Burn

Celsius Temperature Fahrenheit Temperature Second-Degree Burn (No 
Irreversible Damage)

Third-Degree Burn 
( Full-Thickness Injury)

45 113 2 hr 3 hr

47 116.6 20 min 45 min

48 118.4 15 min 20 min

*49 *120 8 min 10 min

51 124 2 min 4.2 min

55 131 17 s 30 s

60 140 3 s 5 s

68 155 1 s 2 s

*Recommended desired temperature of home hot water heaters = 120°F maximum.
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NFPA Public Education Division  1 Batterymarch Park, Quincy, MA  02169
www.nfpa.org/education Your Source for SAFETY Information

 Roughly two thirds of home 
fire deaths happen in homes 
with no smoke alarms or no 
working smoke alarms.

 Working smoke alarms cut 
the risk of dying in reported 
home fires in half.

FACTS

Smoke AlarmSmoke Alarm

Smoke alarms are an
important part of a home
fire escape plan. When there is a fire, smoke spreads fast.
Working smoke alarms give you early warning so you can get outside quickly.

Smoke alarms are an
important part of a home
fire escape plan. When there is a fire, smoke spreads fast.
Working smoke alarms give you early warning so you can get outside quickly.

!

Safety at HomeSafety at Home

!

AND DON’T FORGET…
All smoke alarms should be 
tested at least once a month 

using the test button.

Box 2. Smoke Alarm Safety at Home

Reprinted with permission of National Fire Protection Association.
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medication). Staying in the kitchen while cooking 

on the stove should be emphasized. If it becomes 

necessary to leave the kitchen, remember to take 

a reminder such as a timer or pot holder.

When frying foods, an appropriately sized lid 

should be nearby to smother any flames. Never 

pour water on a grease fire! In the event of a fire, 

the lid should be slid over the pan, the heat un-

derneath the pan turned off, and the pan moved 

to another area of the stove. Do not lift the lid to 

see if the flame has been extinguished. This will 

introduce oxygen into the pan and cause the 

flame to reignite. The lid should be left in place 

for at least 20 minutes or until the pan has cooled 

(eHow.com, 2013; NFPA, 2013b; State Farm Insur-

ance, 2011). Using an ABC dry chemical fire extin-

guisher or pouring baking soda on the flames will 

also smother the flames. Never attempt to carry 

a flaming pan to the sink or outside.

If the client suffers from arthritis or some 

other debilitating muscular condition that makes 

holding pans difficult, they should be encour-

aged to purchase light-weight cookware. Heavy 

cookware can easily slip out of the client’s hand 

and cause a burn injury.

Extreme care should be taken when using 

the microwave to cook. The microwave should 

be placed at a safe height that could decrease the 

potential of a spill. Microwaves installed above 

counter or the stove may pose an easy scald 

hazard. The client should be reminded that steam 

accumulates rapidly when cooking objects in the 

microwave. Care should be taken when opening 

microwave-packaged foods or foods in which a lid 

has been placed on top of the container. Micro-

waved foods and liquids may reach temperatures 

greater than boiling without the appearance of 

bubbling. Stir and test food thoroughly before 

serving or eating (ABA, 2012).

Smoking While on Home Oxygen

Goal 15 of the Home Care National Patient Safety 

Goals, specifically address the need for the home 

healthcare provider to identify risks associated 

with home oxygen therapy (The Joint Commis-

sion, 2012). Individuals who continue to smoke 

while on home oxygen therapy not only put them-

selves in danger, but also imperil others around 

them, including rescue personnel. According to 

the most recent report from the NFPA (2008), from 

2003 to 2006 hospital emergency rooms in the 

United States received an average of 1,190 thermal 

burn patients per year caused by ignitions associ-

ated with home medical oxygen. Nearly 90% of 

these victims suffered facial burns. The home 

healthcare provider should remind the client (or 

other residents of the home) that smoking while 

on home oxygen is dangerous. The use of oxygen 

in the home creates an oxygen-enriched environ-

ment. This means that more oxygen is in the air 

and things such as hair, beards, plastic, skin oils, 

clothing, and furniture can catch fire at a lower 

temperature. Any fire that starts in such an envi-

ronment may burn hotter and faster (NFPA, 2008). 

The client should be taught the following general 

rules when oxygen therapy is used in the home.

 1. Never smoke in the home while oxygen is in 

use.

 2. Never use an open flame such as a candle, 

match, or wood stove when oxygen is in use.

 3. Make sure that the home has a working 

smoke alarm.

 4. “No smoking” and “no open flames” signs 

should be posted in and outside the home to 

remind people not to smoke.

 5. If the client or someone must smoke, they 

should remember the home oxygen “Rule 

of Ten”

  a.  Keep 10 ft away from all things that can 

cause an ignition.

  b.  Wait 10 minutes after turning off and re-

moving oxygen tubing and then go outside 

before smoking. This allows clothing, hair, 

and other items saturated with oxygen to 

return to normal oxygen levels.

Each year in the United States, 

approximately 45,000 individuals 

are hospitalized for the treatment 

of a burn injury. This number also 

includes the approximately 25,000 

individuals whose burns are so 

severe that they require treatment 

at 1 of the 132 designated burn 

care facilities in the United States.
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the Kincaide’s home and whether some modifica-

tions needed to be made prior to Mrs. Kincaide’s 

discharge.

Both the physical therapist and occupational 

therapist agree that Ms. Kincaide has made great 

progress in her recovery. She has approximately 

80% use of her weakened right arm and hand. 

Because of this, they expressed concerns about 

her ability to resume caring for herself and her 

husband given her right-sided weakness. Al-

though she has been working on her cooking 

skills with occupational therapy, it was decided 

that for now, Mrs. Kincaide will not be able to 

cook given the weakness to her dominant hand 

and arm. In accessing the kitchen area, there are 

following concerns for a potential burn injury:

 • The dials for her stove are located at the back 

of the stove. Reaching across the hot surface 

may cause an ignition of any loose clothing 

Mrs. Kincaide may be wearing.

 • There is no smoke alarm installed in the 

kitchen area.

 • All of Mrs. Kincaide’s oven mitts are short and 

are much worn. While using these mitts, the 

heat from a pan could penetrate through the 

mitt and cause a burn injury.

 • Mrs. Kincaide uses cast iron cooking utensils.

John Kincaide has agreed to install a working 

smoke alarm in the proper location in the kitchen 

for his parents. He will also purchase light-weight 

cook wear for his mother to eventually use. Once 

Mrs. Kincaide has been cleared to resume cooking, 

he will also go with her to purchase a new stove 

with knobs located at the front of the unit, rather 

than at the back. The occupational therapist agreed 

to evaluate Mrs. Kincaide’s progress to determine 

when she would be able to cook safely on her own. 

Until then, the team will contact meals-on-wheels 

to see if the Kincaide’s qualified for meal delivery 

on days when they would be alone.

The physician and nurse member of home 

healthcare team also expressed concern for a po-

tential burn injury that may occur in the bath-

room. In assessing the home bathroom situation, 

the following questions were asked of John:

Mrs. Kincaide is a 72-year-

old female, who suffered a 

stroke 2 months ago. The 

stroke left her with right-

sided weakness of both 

upper and lower extremi-

ties that is improving. She 

also has a history of dia-

betes, hypertension, and 

arthritis. Since her stroke, 

she had been working with 

physical therapy twice a 

day, three days per week to improve her ambula-

tory skills and strengthen her weakened muscles 

and balance. She has also been working with an 

occupational therapist to improve her fine motor 

skills and activities of daily living (ADLs). She has 

progressed to a four-point cane and maintains 

a pretty steady gait. She has made remarkable 

progress with the occupational therapist using 

adaptive equipment to assist with her ADLs. Be-

fore her stroke, Mrs. Kincaide was a homemaker, 

caring for herself and her 73-year-old husband, 

Jim. Mr. Kincaide smokes 1 pack per day and has 

been told that he has the beginning of macular 

degeneration.

The Kincaides have three adult children; two 

live in distant towns and their oldest son, John, 

resides in the same town as his parents. John has 

taken on the role of healthcare provider and advo-

cate for both of his parents. Since his mother’s 

stroke, he has been concerned about how they 

will manage at home when he is at work. The Kin-

caides have insisted that they remain in their 

home rather than move in with their oldest son 

and his family or go to a progressive care facility.

At the time of her pending discharge, the home 

healthcare team participated in a called family 

meeting to discuss the care Mrs. Kincaide would 

require upon discharge. Although there will be a 

registered nurse home healthcare worker, a phys-

ical therapist, and an occupational therapist visit-

ing the home up to 4 days per week, there will be 

3 days in which the Kincaides and their son will be 

primarily responsible for her care. Knowing that 

older adults prefer to live in their own homes, the 

team discussed their safety concerns regarding 
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After a few weeks, the home healthcare team 

met again with the Kincaide’s and their son John. 

John stated that he was extremely happy that the 

predischarge conference was held. He reported 

that when he measured the temperature of his 

parent’s the hot water, it was 140ºF (60ºC), noting 

that it was hot enough to cause an instant scald to 

his parents. He made the necessary adjustments 

and installed the tempering valve in the bath-

room. Over the last few weeks, Mrs. Kincaide has 

regained approximately 95% of her strength back 

on her right side. The occupational therapist has 

proposed that she be allowed to resume cooking 

for herself and her husband using the light-weight 

cookware she and her son had purchased. Mr. 

Kincaide reported that he is only smoking outside 

now. He is trying his best to quit and has spoken 

with his healthcare provider about some pre-

scription medication to assist with this endeavor. 

Everyone is in agreement that the Kincaide house-

hold is safer than it was before Mrs. Kincaide’s 

stroke, making it possible for them to reside in 

their home for a long time to come.

 • Did he know the temperature setting of the 

hot water heater?

 • Does the bathroom have a single or dual 

handles to turn on the water to take a shower 

or bath?

 • Are there ground fault circuit interrupters (GFCI) 

units located in the outlets of the bathroom?

 • Is there a handrail installed to assist with 

 getting into and out of the tub?

John stated that he did not know the tempera-

ture of his parent’s hot water heater, but that he 

knew the water was very hot. He agreed to make 

adjustments to the temperature and check it on 

a regular basis. He recalled that the bathroom 

mostly used by his parents had dual hot and cold 

water knobs. John stated that he would install a 

single-valve faucet and also add a mixing valve to 

prevent the potential of a scald injury. He stated 

that handrails were installed on the bathtub prior 

to his mother’s stroke. He will also have a GFCI 

unit installed in all outlets of the bathroom and 

kitchen. Until Mrs. Kincaide could perform ADLs 

by herself, everyone agreed that installing a 

shower chair and a handheld shower unit would 

be most beneficial for bathing purposes.

Finally, the nurse expressed concern regard-

ing smoke alarm installation throughout the rest 

of the home, because Mr. Kincaide is a smoker 

and often smokes when he is tired. John stated 

that both he and his mother have tried to get his 

father to quit smoking for a number of years but 

without success. John was uncertain as to when 

the last time the smoke alarms were tested or 

changed in his parent’s home. He was informed 

how to check for the manufacture date of the old 

alarm in his parent’s home. If the alarm is more 

than 10 years old, it should be replaced with a 

new 10-year long-life alarm that has the seal of a 

national testing laboratory such as Underwriter’s 

Laboratory or Factory Mutual. Because his father 

has been diagnosed with the beginning of macu-

lar degeneration, the nurse suggested that John 

check with the local chapter of the state’s depart-

ment of health and human services to obtain an 

alarm specifically designed for the visually im-

paired. This alarm should be installed in his par-

ent’s bedroom. The nurse also informed John to 

make certain that all escape routes were kept clear 

of clutter and objects. Mr. Kincaide was instructed 

that if he must smoke, he should smoke outside in 

a designated area well away from the home.
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Conclusion
Evaluating the home for fire and burn safety 

should be a routine part of the home visit. Burn 

injury to individuals over the age of 60 occurs with 

a frequency that is disproportionate to that of all 

other victims except the very young. Burns con-

tinue to remain a major healthcare problem in the 

United States and globally. By following these 

simple but important instructions, home health-

care workers can ensure that a safe environment is 

maintained for their older adult clients. This may 

enable their clients to live in their homes comfort-

ably and worry free for as long as possible. 
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Draft Home Health Nursing: Scope and Standards

Sometime in late October or early November, the American Nurses Association 
will post the recently revised Home Health Nursing: Scope and Standards of 
Practice document for public review and comment before the document is 
finalized. These standards help define home healthcare nursing practice for the 
public, agencies, and home healthcare nurses. Check  http://www.nursingworld.
org/MainMenuCategories/ThePracticeofProfessionalNursing/Call-for-Public-
Comment. Once posted, there will be a 30-day opportunity for you to make 
comments or recommendations about its content. We welcome your review and 
thoughts and comments.

For 41 additional continuing nursing education articles on 
safety topics, go to nursingcenter.com/ce
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