
Use care plan to stabilize 
anxiety in cardiac patients
Multidisciplinary approach, educational efforts key to OK agency’s success

An Oklahoma agency has improved the stabilization of anxiety in
its cardiac patients through a program of early assessment and
intervention.

Grove-based TRINITY LifeCare, a business of INTEGRIS Grove
General Hospital, launched the program four years ago in response to
data gleaned from its participation in the Medicare Quality Assurance
and Improvement Demonstration Project, says Betty Reichert, RN, per-
formance improvement coordinator.

Reichert says analysis of the Outcome and Assessment Information
Set (OASIS) surveys conducted by the agency as part of the demonstra-
tion outcome reports showed worse-than-normal responses on key
questions relating to patients’ reports of anxiety.

“[OASIS item] MO580 asks: ‘When is the patient anxious?’ MO600
[discusses] behavioral changes that might come into play, and MO620
[is] about the frequency of the different behaviors,” she explains.

“When we got our outcome report, we were lower than the reference
group, so we felt it was something we needed to look at.”

Charting possible outcomes

Reichert says TRINITY LifeCare put together a multidisciplinary
team to examine the issue further. The group did chart reviews, looking
at both patients who met the expected outcome for stabilizing anxiety
and those who didn’t.

“I think we did 15 or 20 charts of both the ones who had met it and
the ones who had not met the outcome,” she says.

Those results helped the team focus in on cardiac patients, who
appeared to be at higher risk for problems stabilizing anxiety. That’s in
keeping with research that shows anxiety to be a significant health risk
for patients recovering from heart problems.
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After extensive review, TRINITY LifeCare’s
team identified the problem it wanted to tackle,
Reichert says: Staff were doing incomplete assess-
ment and documentation of the causes of anxiety,
and failing to apply interventions and goals that
were directly targeted at the anxiety.

The team then formulated an action plan
(inserted in this issue) that set up care behav-
iors expected of staff:

• Evaluating and documenting the cause and
level of anxiety being reported by the patient, as
well as coping skills being used. This would
apply not only to anxiety identified during OASIS
but also at any point during the course of care,
Reichert says. The existing care plan would be
amended to include assessment of mental status.

Developing an anxiety care plan

• Addressing anxiety in the care planning
process, whenever it was found to interfere
with health.

Reichert says TRINITY LifeCare developed its
own standardized anxiety care plan, separate from
the basic plan of care (see plan, inserted in this
issue). The form is in a checklist format, including
a nursing diagnosis of the cause of the anxiety, the
assessments performed, teaching conducted, and
other interventions tried.

Although the focus of the program was on car-
diac patients, the form is used whenever any
patient reports a problem with anxiety, she says.

“It’s also used with noncardiac patients — we
encourage the staff to do that as well,” she says.
“Although we were seeing in outcomes that car-
diac patients were at greater risk, there could be
anxiety with any diagnosis for different reasons.
The care plan was generic as far as anxiety, no
matter what the diagnosis.”

Interventions might include teaching the
patient coping mechanisms such as relaxation
exercises or positive thinking. Reichert says staff
also could refer the patient to a professional such
as a social worker, therapist, or clergy.

“We could get an MSW in there to help with
counseling if there was depression because of a
death in the family or something like that,” she
says.

• Educating staff to suggest interventions to
help patients stabilize or lessen anxiety.

TRINITY LifeCare held an inservice for all staff
on the subject, conducted by a mental health pro-
fessional from a nearby hospital. Reichert says
this was an important step to help staff deal with

a condition that might be more difficult to inter-
pret than the physical problems they were used
to seeing.

“As this team was meeting, we began to see
that anxiety is not something as easy to identify
and to fix as a physical condition,” she says. “It
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CEquestions

5. A good anxiety stabilization care plan would
contain which of the following?
A. A diagnosis of the cause of the anxiety. 
B. A recommendation that the patient 

ignore the anxiety.
C. both of the above
D. none of the above

6. What is a good reason for holding PPS inser-
vices for contract therapists?
A. Therapists sometimes have to handle 

the discharge OASIS, and without addi-
tional education they might overlook 
certain items.

B. A quality manager will want to make 
certain staff nurses and contract thera-
pists are handling documentation similarly.

C. Medicare audits often focus on therapy 
services, so it’s important to provide 
guidance to therapists, whether they 
are contractors or employees.

D. All of the above are good reasons for 
holding PPS inservices for contract 
therapists.

7. Which of the following is not a good strategy for
a smaller agency that is trying to remain solvent
under PPS reimbursement?
A. Market your business.
B. Cut costs by providing only the bare-

bones staff education.
C. Know your medical supply costs.
D. Fully monitor all activities.

8. The new Medicare homebound definition allows
a patient to leave the home to receive what type
of services at an adult day care center?
A. medical
B. therapeutic
C. psychosocial
D. all of the above



really made our team members and our staff
think a little bit differently about things other
than physical conditions that can create problems
with people’s health status.”

The agency’s anxiety stabilization program
has shown success every year since it was insti-
tuted in 1997, based on OASIS results from
patients over time.

Whereas previously, TRINITY LifeCare had
shown worse outcomes than the reference group,
the agency’s outcomes improved over time so
that for the 1999-2000 year, its outcomes were sig-
nificantly better than that of the reference group.
(See chart, above.)

Reichert says that while the agency hasn’t held
subsequent inservices, the use of the care plan
keeps the issue in the minds of staff members. In
addition, when the agency gets a new outcome
report, she publishes the information to remind
staff of the importance of anxiety stabilization.

Her suggestions for agencies attempting to
emulate TRINITY LifeCare’s success:

• Make it multi-
disciplinary. The
original team who
researched the issue
and formulated the
action plan included
nurses, aides, and
social workers.

“I think having a
team with multiple
disciplines is impor-
tant because they
bring in different
views of the patient
than nursing some-
times does,” she
says.

• Develop a sepa-
rate care plan for
anxiety. TRINITY
LifeCare’s checklist
format makes it easy
for a nurse to ask the
necessary questions

and find the appropriate interventions.
• Don’t just focus on what isn’t working. The

team looked both at patients who did meet the
outcome and those who didn’t. That approach
makes it easier not only to see what doesn’t work,
but also those interventions that do work — and
to pinpoint staff who can help.

“This helps you identify a staff member who
could help with inservicing, and I think that’s an
important thing to do — to draw on the resources
you have within your agency. That’s becoming
more and more important with the cost factors in
home health.”

Provide staff with information

• Tap local mental health resources. Reichert
says the two-hour inservice by the local mental
health professional was a real benefit to staff who
were grappling with the elusiveness of an anxiety
diagnosis.

“The person we had was very dynamic and
easygoing and answered a lot of questions,” she
says. “That was important because this was a
very difficult subject to get our hands around as
far as how we were going to improve this.”

Reichert also recommended that the inservice
be an interactive-type presentation, giving staff
lots of opportunity to ask questions and pose
problems to the speaker.  ■
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Educate contract workers
to improve clinical quality
NY agency starts special inservices for therapists

Therapy is a major part of home care services,
and yet many agencies must contract for part

or all of their therapists. This may lead to prob-
lems with scheduling and with quality control of
documentation.

The Visiting Nurse Association of Utica and
Oneida County Inc. in Utica, NY, has begun a
special inservice program for all therapists who
contract with the agency.

Therapists meet quarterly at the agency, so it
was a simple matter to add education to the meet-
ing’s agenda, says Jeanne Gymburch, SPHN,
supervisor of special programs for the agency,
which serves the Utica area of upstate New York.

Gymburch and the agency’s quality improve-
ment coordinator Norma Swartout, RN, were con-
cerned about documentation of the higher-income
episode payments that included physical therapy,
occupational therapy, and speech therapy.

“We wanted to include education for therapists
at their quarterly meetings,” Gymburch says. “So
we began with the September meeting, where we
told them about the prospective payment system
[PPS] and how it would begin in October.”

Gymburch told therapists how it was impor-
tant under PPS to focus on the skilled needs of
the client and the client’s homebound status.

Gymburch and Swartout wanted therapists to
focus on making their documentation as com-
plete as possible, Swartout says.

“It’s important that the therapists’ documenta-
tion is congruent with what the nurses are chart-
ing,” Swartout adds. “We need to see the patient
more holistically.”

After that initial meeting with the therapists,
the agency conducted a quality improvement
(QI) study, Gymburch says.

The QI study looked at the therapists’ October
notes to assess two main points:

1. Did the therapist document homebound
status correctly?

2. Did the therapist’s notes reflect progress
toward a goal?

“If the surveyor or payer pulled that note,
would it stand alone as meeting those two
requirements of homebound status and have a
skilled need and illustrate which goals we’re

working toward achieving?” Gymburch asks.
Gymburch, Swartout, and a local college student

participating in leadership training together con-
ducted the study. They took a roster of active ther-
apy cases, randomly choosing every fifth case to
review. A total of 11 charts were reviewed, includ-
ing 16 therapy cases, since some clients had more
than one therapy discipline in the home at the
same time.

Study examined various QI indicators

“Besides the homebound and progress-toward-
goals, we also looked to make sure therapy order
was on the [Medicare] 485, and looked for evidence
of patient care conferencing between the therapist
and the nursing supervisor,” Gymburch says.

A supervisor would take the therapist’s order
received from the physician and document this
on a load form that is sent to data entry for pro-
ducing the Medicare 485 form.

The last indicator checked during the QI study
was whether the client signed the service verifica-
tion form, Gymburch notes.

“We’ve had that form with the nursing depart-
ment for probably a year and a half, and we’ve
always had it with home health aides,” she
explains. “We initiated it as a good thing for the
client to sign as a way of documenting the visit.”

The therapists had been lax on having these
forms signed, so it was included as an indicator.

A target of 75% accuracy was set for the quality
improvement study indicators, and the study
found that three of the five goals met that target
with 81% or greater compliance, Gymburch says.

The successful indicators were the orders on
the Medicare 485 which had an 81% compliance
rate; the evidence of communication between the
therapist and supervisor had a 94% compliance
rate; and progress made toward goals was docu-
mented on each note in 84% of the cases.

The areas that needed improvement included
documentation of homebound status, which had
only 69% compliance, and the signing of the ser-
vice verification form, which had 38% compliance.
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However, the last indicator had too small of a
sample to be a fair representation of how well
therapists were doing with having the service
verification forms signed, Gymburch says.

“They keep the service verification form in their
possession until they discharge the client, so we
had a low number of charts that fell into that cate-
gory; it was not a good representative sample,”
Gymburch adds. “We are focusing on that again in
our next study, which will have a larger sample.”

Improvement gained through inservices 

After evaluating the results, the QI team
decided the study demonstrated an opportunity
for improvement that could be addressed through
an inservice with therapists and a follow-up study.

In the meantime, the agency was sent some
Medicare 488 forms, which are Medicare audit
requests. Just as Gymburch had expected, these
all focused on therapy.

At the next quarterly meeting with therapists,
Gymburch asked them to attend either a noon
meeting or a 4 p.m. meeting on a separate day.
Both meetings were held during the middle of
the week in February 2001.

Gymburch told therapists the agency had con-
ducted a study and showed them the results. She
said there would be a 100% note review as a fol-
low-up study.

Therapists were given a packet of informa-
tion and were told about various policies of
which they might be unaware. For example,
whether an episode is a start-of-care, recertifica-
tion, or discharge, its documentation has to be
“locked” into the computer within seven days,
Gymburch explains.

“We talked to the therapists about the dis-
charge and the therapy role and what a therapist
has to do if therapy is the last skilled discipline
on the case,” she says.

When therapists are the ones completing the
discharge Outcome and Assessment Information
Set (OASIS) form, they have to document evi-
dence of a drug regimen review at all OASIS time
points, including the start of care, resumption of
care, recertification, and discharge.

“So if therapy was the last skilled discipline,
the therapist would be responsible for submit-
ting to the office a drug list for nursing review,”
Gymburch adds.

The inservice lasted one hour, and the packet
of information, which included copies of the dis-
charge OASIS, the comprehensive discharge

form, and the recertification form, reinforced the
lecture.

About 40 therapists attended the two meetings,
and those who were unable to attend had indi-
vidual training sessions, Gymburch says.

The agency has received some positive feed-
back about the inservice from the therapists
who attended, Swartout says. “I think it defi-
nitely assisted us in making the paperwork
more complete.”

During the week after the inservices, Gymburch
and Swartout began the 100% chart review. It’s a
time-consuming process, using about 15 hours per
week between them, but it is necessary, Gymburch
says.

The chart review will continue indefinitely as
the agency waits for a response to their answers to
the Medicare audit requests. “If Medicare doesn’t
like what they read or if they deny what you do
with the skill, they can deny the whole episode,”
Gymburch says.

After the study is completed, based on the cur-
rent 100% chart review, the agency will share the
results with therapists and then decide on the
next QI strategy. “Well, make decisions after we
have the results,” Gymburch says.  ■

QI medicine may cure
documentation woes
MI agency creates ‘Education at a Glance’

The staff at Oakwood Home Care Services in
Allen Park, MI, continued to have difficulty 

in completing their Outcome and Assessment
Information Set (OASIS) forms accurately even
after multiple inservices, so managers devised a
brief, attention-grabbing educational device that
would provide weekly updates, reminders, and
lessons.

“It seemed like what the staff needed was a
follow-up, so we decided to give them a quick
little education sheet that they could read at a
glance, and that’s why we named it ‘Education
at a Glance,’” says Joyce Berry, RN, MS, BSN,
manager of regulatory compliance and accredi-
tation for the large suburban agency, which
serves three counties in southeastern Michigan
near Detroit. The agency had more than 6,300
unduplicated admissions last year and provides
more than 50,000 visits a year.

May 2001 / HOMECARE QUALITY MANAGEMENT ™ 53



Starting in August 2000, Berry and other man-
agers created one-page educational sheets on
bright orange paper. They gave the staff purple
folders in which to store the sheets so that they
would have them readily available if there was a
question about OASIS or documentation that
they needed to have answered, Berry says.

Each sheet took one small piece of a particular
question or problem. For example, the Dec. 21,
2000, Education at a Glance focuses on the OASIS
question M0032, and a Nov. 29, 2000, sheet is
about how to use a discharge OASIS assessment
form. (See samples of Education at a Glance
sheets, p. 55.)

“Instead of looking at a four- or five-page
handout, they were given the information in little
segments, one segment at a time,” Berry explains.

At first, the staff received the educational sheets
twice a week, but that soon proved to be too time-
consuming for managers and staff, so it became a
weekly tradition in which the staff would find the
sheets in their mailboxes on Fridays. On the same
day, a compliance specialist at the agency will read
a summary of the educational sheet into a voice
mail message that is sent to all employees.

Education tips were played on voice mail

“If people feel like they’re too busy to read it,
maybe they’ll listen to it on voice mail,” Berry
says.

The staff had positive feedback for the Education
at a Glance initially, and managers noticed some
improvement in documentation. However, some
problems persisted, so managers had to move to
the next phase of quality improvement.

One of the more persistent problems involved
how the staff filled out the verification of change
orders.

“At the top of the form, they have to write
down the order date, and sometimes they didn’t
fill that in at all,” Berry says. “We have to enter
that information into the computer, and the person
doing the order entry had no idea what to enter.”

Nurses also sometimes forgot to put down 
a physician’s phone number at the bottom of 
the form. Since the phone number was how the
agency’s computer identified each physician, this
also proved a major problem. A third problem
involved the presumption of care form. Nurses
would carelessly write that the care was resumed
for nine weeks even when there wasn’t that much
time remaining in the episode of care, Berry says.

“Before the prospective payment system [PPS],

we weren’t resuming care; but now with Medicare
patients, we have to keep them within the same
60-day episode and it doesn’t matter how many
times they went into the hospital,” Berry explains.
“If they keep coming back to you, your payment
is for the whole 60 days, unless there’s a signifi-
cant change in their condition, such as a patient
originally diagnosed with pneumonia returns to
home care after having a stroke.”

To solve the problem of documentation mis-
takes, mostly due to sloppiness, managers decided
to follow up the educational sheets with supervi-
sor auditing and oversight, Berry says.

The responsibility for entering data from the
presumption of care and recertification forms was
given to the team leaders. This has a twofold ben-
efit: First, the managers are in a better position to
determine what some of the missing data might
be because they know these cases and, secondly,
they now can see exactly what the problems are
with their own team’s documentation and so they
can easily fix the problem by having meetings
with them, Berry says.

“Team leaders meet with their staff all the time,
and they have closer access to them than we do,
so it works better,” she says. “Team leaders would
say, ‘yes,’ that it’s taking them time to do this, but
at least it’s putting the problem back where it’s
occurring, and we’re no longer asking a clerical
person to try to guess or make determinations or
track down a clinical person to find out the correct
answer.”

Although the most recent change to using team
leaders was too recent to measure outcomes, Berry
says it likely will show improvements in documen-
tation, whereas the educational sheets weren’t
enough.

“We had educated the staff all we could edu-
cate them, and we realized that the Education 
at a Glance was not causing enough of a change
in their behavior with regards to the change in
orders, so it was a performance issue,” Berry
adds. “We put the correction back with the peo-
ple who actually monitored their performance.”

Berry’s department had been auditing admis-
sion assessment documentation and then con-
tacting individual nurses when errors were
found. This did not seem to result in the neces-
sary behavioral changes, so her department
handed over the monitoring and auditing tasks
to the nurse managers.

“This way, they look at all admissions, and if
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Michigan agency creates 
‘Education at a Glance’

Oakwood Home Care Services of Allen Park, MI,
decided to give staff some quick reminders

about documentation and Medicare assessment.
Each week, one-page educational sheets called

“Education at a Glance” are sent to the staff and
repeated in voice mail messages. Oakwood Home
Care Services shares with Homecare Quality
Management these three examples of the educa-
tional sheets:

1. Regulatory Compliance and Accreditation
Memo #16, November 29, 2000
DISCHARGE OASIS ASSESSMENTS
• Use this form when:
— your patient gets transferred to an inpatient

facility without agency discharge (THIS OPTION IS
FOR STRAIGHT MEDICARE PATIENTS ONLY).

Selection #6 on M0100 of the discharge OASIS
form.

— your patient gets transferred to an inpatient
facility with agency discharge.

Selection #7 on M0100 of the discharge OASIS
form.

— your patient dies at home. Selection #8 on
M0100 of the discharge OASIS form.

— your patient is discharged from agency. Selec-
tion #9 on M0100 of the discharge OASIS form.

— your patient gets discharged from agency —
no visits after start of care. Selection #10 on M0100
of the discharge OASIS form.

• Use the discharge summary (the one that goes
to the doctor) when:

Your patient is discharged from the agency.
(Selection #7, #8, #9, or #10 on M0100 of the dis-
charge OASIS form.)

• Do not use the discharge summary (the one
that goes to the doctor) when:

— your straight Medicare patient gets transferred
to an inpatient facility without agency discharge.
Selection #6 on M0100 of the discharge OASIS form.

REMEMBER THESE GUIDELINES BEFORE
DISCHARGING

■■ Conference with all disciplines involved in the
case.

■■ Check the patient’s insurance.
■■ Straight Medicare patients are not discharged

when transferred to an inpatient facility within a cur-
rent cert period.

■■ Check M0100. Read all the selections before

you mark one. Mark only one.
■■ Fill in the discharge summary only when the

patient is actually discharged from the agency.
2. Regulatory Compliance and Accreditation
December 21, 2000; Memo #17
Have you ever noticed OASIS question M0032?
Can you remember what it asks for?
You aren’t alone. Most people can’t.
OASIS question M0032 asks for the resumption

date. If your patient has not been resumed this
question must be answered “N/A.” Remember the
rule, “answer every OASIS question unless it is part
of a skip pattern?” A date would only be marked for
a straight Medicare patient that has been resumed
following an inpatient stay. Once a patient has been
resumed, this date should be reflected on every fol-
lowing OASIS assessment in the episode of care.

For example:
• Ima Hhrg’s start of care date is 11-23-2000.
• She was hospitalized on 11-30-2000. (Of course,

we filled out a transfer to an inpatient facility without
discharge OASIS.)

• Ms. Hhrg came out of the hospital and was
resumed on 12-5-2000. (A ROC OASIS is required.)

• She had to go back into the hospital on 12-12-
2000. (On that transfer to an inpatient facility OASIS
form, M0032 would show 12-5-2000).

• When Ms. Hhrg was discharged from the hospi-
tal and resumed by her home care nurse on 12-15-
2000 (again, a ROC OASIS is required), her new
resumption date would be 12-15-2000.

• On her discharge OASIS, question M0032
would read 12-15-2000. (The start of care date
M0030 remains unchanged throughout the entire
episode of care.)

3. Regulatory Compliance and Accreditation
January 11, 2001, Memo #20
Do you know why OASIS questions M0190,

M0210, and M0230/M0240 (on the admit) all ask for
a medical diagnosis?

Well . . .
M0190 asks for the inpatient diagnosis; “The con-

dition treated during an inpatient facility stay within
the last 14 days.”

M0210 asks for the “medical diagnosis for condi-
tions requiring changed medical treatment regimen.”

M0230/M0240 asks for the home care diagnosis.
This is the reason we are providing home care.

Do you know where on the OASIS to write the
diagnosis codes found on the insurance verification

(Continued next page)



something is not done correctly, they can deal
with the staff,” Berry says. “It makes it a lot more
effective if the person monitoring your perfor-
mance knows what your problem is, and employ-
ees respond more to their managers.”

M0150 question caused many problems

Some of the biggest documentation problems
on the OASIS form have involved the M0150
question, which asks for the patient’s insurance.
Nurses were failing to indicate that the insurance
was Medicare if it was a Medicare HMO, and this
type of omission results in inaccurate data being
sent to the state office that handles Medicare
data, Berry says.

The problem was that staff didn’t understand
that they had to indicate both that it was Medicare
reimbursement and that it was Medicare HMO
reimbursement on the form, Berry explains.

The same problem cropped up later when
patients were discharged to another facility
because the discharge form also required that
information, and staff would either forget or
mark it incorrectly.

Since the managers began to review these
forms and monitoring nurses’ documentation,
those types of problems have improved, Berry
says.

“The managers resented the extra work at first,
but I think they found it enlightening. They have
met with staff on a one-on-one basis to correct
problems,” she adds.  ■

Medicare homebound
definition gets broader
Home health patients could benefit from change

Arecent change in the definition of patients
who can receive Medicare home health

benefits will allow homebound patients to leave
the house to receive services in adult day care
centers.

The change, passed by Congress in December
as part of a Medicare/Medicaid bill, is unlikely to
unleash a flood of new home health patients.

Most patients who would be affected had pre-
viously been forgoing care at the day centers
rather than give up home health benefits. But
supporters say the new definition will provide
therapeutic benefits for home health patients,
ease the burden on their caregivers, and give
agencies greater flexibility in providing services.

“We believe that adult day services can really
complement Medicare home health and provide
a lot of relief for families,” says Howard Bedlin,
vice president for public policy and advocacy for
the National Council on the Aging.

But he and others involved in the push to
change the definition say they expect use of the
new homebound rules to take place slowly, as the
Health Care Financing Administration (HCFA)
and fiscal intermediaries work out what exactly
will be allowed.

Day care provides benefits

The definition, set out by HCFA in a program
memorandum in February, states:

“The absence of an individual from home
attributable to the need to receive health care
treatment, including regular absences for the pur-
pose of participating in therapeutic, psychosocial,
or medical treatment in an adult day-care pro-
gram that is licensed or certified by a state, or
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form? (The insurance verification form comes with
the CPC when you receive the admit pack.)

Well . . .
They go under question M0190! Intake codes

the inpatient diagnosis only. Remember that
M0190, M0210, and M0230 can be all the same, 
or all different! We all know that sometimes the

reason the patient was hospitalized is not neces-
sarily the reason they need home care. Remember
IMA Hhrg?

The point?
The diagnosis codes found on the insurance veri-

fication form are for the inpatient diagnosis. The
home care diagnosis may be totally different!  ■

• Joyce Berry, RN, BSN, MS, Manager, Regulatory
Compliance and Accreditation, Oakwood Home Care
Services, 1633 Fairlane Circle, Suite 100, Allen Park,
NY 48101. Telephone: (800) 757-7711.
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accredited to furnish adult day-care services in
the state, shall not disqualify an individual from
being considered to be confined to his home.”

William Dombi, Esq., vice president for law at
the National Association for Home Care (NAHC),
says he expects home care providers to use the
new definition “cautiously,” but that it is expected
to lead to an expansion of services.

“The Congressional Budget Office says it’s
going to cost money to do this change, so that
translates to an expected expansion,” Dombi
says. “In the early stages, I would suspect that the
impact would be limited because the home care
providers are going to be cautiously approaching
this expansion.” 

NAHC joined with the National Council on the
Aging in working for the change. Also lobbying
for the expanded definition was the Alzheimer’s
Association, which is “very pleased” with the
outcome, says Bonnie Hogue, director of federal
and state policy.

Hogue says under the previous definition,
patients with Alzheimer’s disease who received
care at adult day centers were unable to qualify
for Medicare home health services. Because home
care is more expensive than adult day care, most
patients chose to forego the day center visits in
order to continue receiving home health care.

According to the Alzheimer’s Association, adult
day care can help Alzheimer’s patients with exer-
cise and movement activities and personal interac-
tion, and can help reduce caregiver burden.

Hogue notes that patients with Alzheimer’s
disease often have comorbid conditions, such as
cancer or heart disease, which require hospital-
ization and subsequent home health care.

She says when some of those patients have had
to give up the adult day care, they began to decline
more rapidly than they might have otherwise.

“For people with Alzheimer’s disease, that
component of dementia treatment within adult
day care can often be a very critical component 
of their care,” she says. “We heard of cases where
people who had left the hospital didn’t get back
to adult day care and eventually ended up in a
nursing home because of the decline.” 

Bedlin says he believes allowing home health
patients to also receive services at adult day cen-
ters could result in patients being able to live at
home longer.

Another benefit of the expanded definition
could be more efficient delivery of services by
home health agencies, Dombi says.

“We’re looking at it as an opportunity for both

the patient and the home care provider to try to
create some cost-effectiveness in delivery of ser-
vices as well as convenience for the patient,” he
says.

For example, he says, diabetic patients could
receive insulin injections at the day care center, or
someone needing personal exercise assistance
could receive it there. For some agencies, provid-
ing care directly at the centers would reduce costs.

However, Dombi says, those visits wouldn’t be
counted by HCFA as qualifying skilled visits for
coverage purposes. They couldn’t be counted
when determining low-utilization payment
adjustments and outlier payments.

Working out details

Dombi says NAHC representatives have been
meeting with HCFA officials to determine the full
scope of what will be allowed under the adult
day care definition. Allowed activities would
have to meet the therapeutic and psychosocial
requirements in the definition.

“One question that’s come to us from Congress
is, “Does psychosocial include going to a center
to play bingo?” The answer is, it really depends
on the patient,” Dombi says. “In some cases,
absolutely yes. Alzheimer’s patients will gain a
lot from that kind of integrative activity with oth-
ers. And many other homebound patients would
as well.”

Bedlin says he expects there will be concern
among agencies over how the fiscal intermedi-
aries would review claims from patients attend-
ing adult day care. As a result, claims using the
new definition could start slowly.

“I do think it will take several months, but I
expect by the end of this year, we’ll have some
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clarity, and home health agencies will be comfort-
able knowing that they can submit a claim for
payment when a person is going to adult day ser-
vices — and get it covered.”

And the definition could get even looser, if var-
ious movements now under way pan out. Bedlin
says a coalition of disability rights groups has
asked for an even broader homebound definition
and further legislation on the issue could be
introduced this year.  ■

Expert shows small
agencies how to succeed
Keep up quality under many constraints

Home care agencies that handle between 200
and 1,000 episodes a year may have a vari-

ety of quality issues that arise because of tight
financial constraints. Coping with these concerns
can be challenging.

This is particularly true in the southwestern part
of the United States where the majority of home
health agencies are small, says Vern Peterschmidt,
president of Peterschmidt and Associates in Albu-
querque, NM. Last September, Peterschmidt dis-
cussed the financial challenges of managing a small
home care agency at the 19th Annual Meeting &
HOMECARExpo, sponsored by the Washington,
DC-based National Association for Home Care,
which was held in New Orleans.

“The majority of home health agencies in the
Southwest are very small in nature, with fewer
than 1,000 episodes per year,” Peterschmidt says.

Small agencies often are located in rural areas,
and in the Southwest, these agencies may be iso-
lated geographically from other health care orga-
nizations, which may present staffing and other
challenges.

“You don’t have people to bounce off your
ideas,” Peterschmidt explains. “It may be that
few people in your agency understand the
prospective payment system [PPS] as well as it

should be understood.”
Also, nurses in small agencies have to care for

a broad range of patients, and that can cause PPS
reimbursement problems because if they don’t
understand PPS adequately, then they may not
understand how they are being paid for each of
these patients, he adds.

Another common problem is that quality
assurance standards in smaller agencies might 
be less stringent than with larger organizations,
Peterschmidt says.

“We’re concerned about documentation
problems that a small agency might have,”
Peterschmidt says. “They might not be using 
clinical pathways; they might have a problem
obtaining specialists, like wound care specialists.”

Smaller agencies also often have more diffi-
culty with maintaining adequate staffing, and
clients may perceive them to be less stable than 
a larger agency, he adds.

Peterschmidt offers these strategies for a
smaller agency to better handle their financial
and other concerns:

1. Learn about outsourcing.
“Smaller agencies might not know about 

the opportunities provided by outsourcing,”
Peterschmidt says. “They need someone at 
the director’s level to bounce ideas off.”

So it’s important to consider outsourcing as an
option when it’s difficult to find full-time staff.
Also, smaller home care agencies could improve
their knowledge base by hiring consultants.
Agency directors might look for nursing special-
ists and consulting RNs who could fill in staffing
gaps and educate the agency’s management and
staff.

“You’ll pay the price to bring these people in,
but I think the reward you’ll receive and the satis-
faction of having things done correctly is worth
the price,” Peterschmidt says.

Smaller agencies obviously may outsource and
contract with other companies to provide therapy
services.

Outsourcing also might help a smaller agency
even in administrative areas, such as payroll,
budgeting, and accounting. “All of those things
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could be assisted by having some of those tasks
outsourced, or by hiring consultants or part-time
people,” Peterschmidt says. “It’s not appropriate
any longer to have full-time positions if they’re
not necessary because you have to control your
costs.”

The bottom line is that smaller agencies have to
operate as efficiently as larger agencies, although
they may not have the personnel in order to do
the necessary functions of budgeting and revenue
projections, he adds.

2. Stress staff education.
With PPS guiding many decisions home care

agencies make, it’s very important to have a well-
educated staff, which means ensuring employees
understand the reimbursement standards and the
importance of precise and accurate documenta-
tion, Peterschmidt says.

“Everyone needs to understand this new sys-
tem and understand about how the payment side
of the business works,” he explains.

Since it’s difficult for smaller agencies to take
staff time for inservices or to hire educators, they
could supplement in-house education by using
educational opportunities, which often are inex-
pensive, provided by state and national home
care associations.

“I find that a lot of small agencies say, ‘I cannot
afford to belong to the state association or the
national association,’ and I say, ‘You can’t afford
not to belong, because they give you educational
opportunities at reasonable price levels.’”

Also, through home care associations, adminis-
trators of small agencies will learn from their
peers about what is happening and changing in
their industry.

3. Fully monitor all activities.
Every agency, whether large or small, needs to

monitor all clinical activities through reporting
mechanisms that include the monitoring of uti-
lization levels, outcomes, documentation, and
how these are tied to billing.

Agencies also need to have a billing system that
provides clinical reports and financial reports so
that someone reviewing billing can easily see what
type of patients are being served, how many visits
are incurred in various diagnostic categories, and
what the outcomes are, Peterschmidt says.

“One good thing is that most billing systems
will fit any size of agency,” Peterschmidt says.
“Many billing systems have great reporting sys-
tems connected with them, but agencies do not
understand the management reports that come
out of that, so they don’t use them.”
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CE objectives

After reading each issue of Homecare Quality
Management, the quality manager will be able

to do the following:
1. Identify particular clinical, ethical, legal, or

social issues pertinent to home health care
management.

2. Describe how those issues affect nurses,
patients, and the home care industry in general.

3. Cite practical solutions to the problems that
their profession encounters in home care and inte-
grate them into their daily practices. ■



4. Know your medical supply costs.
Another problem area for smaller agencies

involves monitoring medical supplies. Since
medical supplies are now part of the Medicare
reimbursement, agencies need to know their
medical supply costs per episode.

This requires agencies to monitor their medical
supply items and the costs of those items used by
Medicare reimbursement. They’ll also need to
monitor the utilization of medical supplies, track
the costs individually, and distinguish between
routine and nonroutine medical supplies.

Smaller agencies could reduce supply costs by
belonging to an association that has group-pur-
chasing agreements with various vendors, and
this information could be obtained from a state
home care association.

“If you have wound care patients, they incur a
lot of wound care supply costs, and those could
be at such a level that they cause an agency to
have major financial losses,” Peterschmidt offers
as an example. “So you may not be able to afford
to serve all kinds of patients, and it’s OK to not
serve all types of patients; because if you cannot
afford to give certain patients the care they need,
then you cannot afford to serve them, and it’d be
appropriate to take those patients on.”

Treat agency as small business

5. Make quality improvement cost-effective.
Look for products that will assist a quality

manager in establishing standards for patient
care, Peterschmidt advises.

Smaller agencies might not have enough patient
volume to establish their own clinical pathways,
so they should try to find programs that will assist
them in establishing quality standards.

“A larger agency might use its own utilization
experience to establish standards,” Peterschmidt
explains. “But a smaller agency can use clinical
pathways because it’s a guide to achieving their
outcomes.”

6. Market your business.
“I have a concern that small home care agen-

cies do not look at themselves as a small business,

although small agencies can make a profit,”
Peterschmidt says. “That involves protecting
your referral source and expanding your referral
source, and the only way you can do that is to
market your services.”

Marketing will help an agency keep its physi-
cian referrals and it will help an agency expand
and grow.

Small agencies, again, may need to hire a con-
sultant to assist them with marketing strategies.

7. Develop good cash-flow projections.
Cash-flow problems can be particularly drastic

in small agencies because they can live or die by
the next payroll, Peterschmidt notes. “So they
need to have good cash-flow projections and 
have a good lending source.”

After the interim payment system (IPS) was
implemented, many small agencies closed because
they didn’t understand the concept of IPS and
how that was different from a cost-based system,
Peterschmidt says.

“I really felt like if they had the knowledge,
they would have stayed open and would have
planned for the changes,” he adds. “The cost-
based system encourages agencies not to manage
their own business, but PPS is the final step in
saying, ‘Now, we’re here, and you have to oper-
ate as a small business.’”  ■
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