
Can your agency survive a 15% cut 
in Medicare home health payments?
Options include copays, decrease in market updates

The Balance Budget Act (BBA) of 1997 turned reimbursement for
home health agencies upside down and sideways. The interim
payment system (IPS) that was in place from July 1998 to October

2000 reduced Medicare spending on home health from $16 billion in
1997 to $9 billion in 2000. While the prospective payment system (PPS)
that was implemented in October 2000 seems to offer agencies more
realistic opportunities to recoup their cost of care, there still are agencies
struggling to keep their doors open.1

Another chapter from BBA has yet to be finalized: The 15% cut to
Medicare home health payments that was approved in addition to PPS
is scheduled for implementation in October 2002, but there is consider-
able debate among industry representatives and congressional repre-
sentatives as to the need for the cut.

The 15% cut included in the original BBA was an attempt to ensure
that the five-year savings goal of $16.2 billion for Medicare spending
would be met, but the reality is that IPS and PPS have resulted in a sav-
ings of $35.8 billion between FY 1998 and FY 2000 and a projected sav-
ings of $35.3 billion between FY 2001 and FY 2002 for a total of $71.1
billion for the five-year period.1

Help on the way?

“IPS was devastating to the home health industry with between 3,500 to
4,000 home health agencies going out of business across the country,” says
Ann B. Howard, director of federal policy for the American Association
for Homecare in Alexandria, VA.

The elimination of agencies and the restricted access to home health
for many Medicare patients resulted in significant savings, so the hope
is that the 15% cut will be eliminated, Howard says. 

“Every segment of health care is hoping for changes to their pro-
posed cutbacks, and someone has to pay,” she says. For example, physi-
cians and the Medicare Plus Choice Plans are scheduled for givebacks
or relief, which will pit hospitals against home health to see who gets to
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lose money to pay for the other industry seg-
ment’s relief, she points out.

As different legislators look at ways to elimi-
nate the 15% cut but still maintain cost savings,
several proposals have surfaced. “Copays of $50
per episode for 2003 and 1.5% of the national
home health resource group payment after 2003,
have been suggested,” Howard says. 

Copays could be hard to collect

Although $50 to be paid by the patient doesn’t
sound like a lot to many people, for low- or fixed-
income patients with long-term problems and
five or six episodes per year, the cost can become
prohibitive, she says. 

Agencies also will have to set up mechanisms
to collect the copays and probably will write off
many to bad debt, Howard says.

Another proposal to offset the elimination of a
15% cut is to “tinker with the inflation adjustors,”
she says. “The proposal is to have no inflation
update from October 2002 to October 2003 and to
make updates following 2003 a small percentage.”

There also is some talk of continuing the 10%
rural add-on for some length of time that hasn’t
been specified, Howard says. 

A report by the General Accounting Office
(GAO) said that Medicare paid home health
agencies almost 35% more than the cost of pro-
viding care during the first six months of 2001. 

Proponents of the 15% cut are citing this report
as evidence, but Howard points out that the data
used are flawed. 

“We have no accurate data for home health
payments under PPS because the Provider
Statistical and Reporting system will not have
accurate cost data until 2004.” The GAO used
out-of-date 1997 cost data, she adds.

“The GAO used simplistic cost data that were
not only out of date, but the assumption was made
that because the number of home health visits
declined, the agencies’ overhead costs declined
proportionately,” says Jeff Lewis, president of
Lewis Computer Services in Baton Rouge, LA. 

Not only does it still take the same amount of
time to schedule, assess, obtain orders for, and bill
a patient, the extra record-keeping requirements of
the Outcome and Assessment Information Set and
Health Insurance Portability and Accountability
Act are not factored in, he adds.

Lewis’ company has evaluated the financial
performance of 42 of its clients who are using one
of the company’s financial software products and
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CEquestions
Please save your monthly issues with the CE
questions in order to take the two semester tests
in the March and September issues. A Scantron
sheet will be inserted in those issues, but the
questions will not be repeated.

13. Which agencies are most likely to continue
their profitability even if the 15% Medicare cut
is implemented, according to Jeff Lewis, presi-
dent of Lewis Computer Services in Baton
Rouge?
A. agencies with the most complex cases
B. agencies that are set up to collect 

copayments
C. agencies that offer specialized services
D. agencies with care plans that factor in both 

costs and reimbursement

14. According to Tom Boyd, MBA, principal at
Boyd & Nicholas, a Rohnert Park, CA-based
financial consulting firm that specializes in
home care, all home health agencies can save
money on supplies if they are willing to:
A. use fewer supplies for each patient
B. negotiate with local vendor for discounts
C. ask patients to pay for some supplies
D. make each clinician responsible for the 

day’s supplies

15. Why should an incontinent patient not limit fluid
intake to control leaking of urine, according to
Carolyn Crumley, RN, MSN, CWOCN, wound
and ostomy clinical nurse specialist at WOC
Care in Lee’s Summit, MO?
A. It doesn’t treat the cause of incontinence.
B. It increases the risk of dehydration.
C. It increases the occurrence of constipation.
D. all of the above

16. According to Elizabeth Hogue, what should an
agency use in the care plan to avoid liability for
not following the plan in the case of a natural
disaster or terrorist attack?
A. disclaimer that says the home care personnel

do not have to visit the patient in these cases
B. a visit range rather than a specific number 

of visits
C. instructions for personnel on how to get into 

an area that has been affected by a natural 
disaster or terrorist attack



found that, overall, agencies are doing reasonably
well under PPS. 

“We took a look at what factors were common
in the agencies that were breaking even or mak-
ing a profit and found that many have positioned
themselves to handle the 15% cut if it occurs,” he
says. (For more on the findings, see related arti-
cle at right.)

The challenge will be for home health pro-
viders who have not set up care plans and finan-
cial plans based upon projections of actual costs
and reimbursement levels, he adds.

Some people are suggesting that the decision
on the 15% cut be delayed until more accurate
cost data are available, but Howard and other
home health industry representatives say that
decisions need to be made so that home health
agencies can plan for the future.

There still is time to act

At press time, the House of Representatives is
expected to complete the Medicare legislation in
July with the Senate acting later in the summer,
Howard says. 

This means that there still is time for home
health managers and staff to let their congres-
sional representatives know how they stand on
these issues, she adds. 

[For more information about the 15% Medicare cut
and its effect on home health, contact:

• Ann B. Howard, Director of Federal Policy,
American Association for Homecare, 625 Slaters Lane,
Suite 200, Alexandria, VA 22314-1171. Telephone: (703)
535-1891. Fax: (703) 836-6730. E-mail: ahoward@aa
homecare.org.

• Jeff Lewis, President, Lewis Computer Ser-
vices, 9522 Brookline Ave., Baton Rouge, LA 70809.
Telephone: (225) 709-2000. Fax: (225) 709-2010. 
E-mail: jlewis@lewis.com.

To find the e-mail or mailing address of your represen-
tatives, go to the American Association for Homecare at
www.aahomecare.org and enter your zip code in the con-
gressional contacts section on the home page. You will be
given the option of sending a prepared e-mail message or
composing your own message.]
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Study identifies traits 
of successful agencies
Therapy services linked to success

In a study of 42 clients representing all areas of
the country and different types of agencies,

Lewis Computer Services in Baton Rouge, LA,
discovered that it is impossible to say that pro-
viding home health services in one particular
way is the key to success.

“Prior to the study, we believed that agencies
with a high case-mix level would be more finan-
cially successful because they were receiving
higher payments,” says Jeff Lewis, president. 

“We found, instead, the greatest concentration
of profit was in the group of agencies that rou-
tinely had the less complex cases,” he says. 

The only area in which case mix did affect
profits was when therapy services were included,
Lewis says. 

“A high level of therapy services is a good
indicator of profits. Agencies that have included
therapy in 20% of more of their cases are gener-
ally more profitable,” he explains. 

This presents a challenge to rural providers,
however, because they often don’t have access to
as many therapy resources as an urban agency
and they also meet the therapy threshold of 10
visits per episode less frequently than urban
agencies, he points out. 

Since case mix did not drive profits, Lewis and
his staff then looked at costs.

“There was enormous variation in visit levels
among the agencies surveyed,” he says. For
example, 20% of the agencies providing the most
skilled visits for home health-related group C0
patients provided 15.3 skilled visits per episode
as compared to the 20% of the agencies providing
the fewest skilled visits at 7.6 per episode. 

Good care plans made a difference

Lewis points out that all of the agencies were
reimbursed at the same level, but the agencies
that had care plans that call for fewer skilled 
visits made more money.

After seeing similar variations in the number
of aide visits, Lewis looked at the agencies’ poli-
cies and realized that the differing numbers of
visits were determined by the care plans. 

After evaluating data that compared agencies

July 2002 / HOSPITAL HOME HEALTH® 75



with care plans that addressed the same primary
and secondary diagnoses, he discovered that the
agencies that were on budget or making a profit
according to reimbursement levels obviously
designed their plans while keeping reimburse-
ment levels in mind. 

“Two-thirds of the agencies we evaluated were
aware of their costs and their reimbursement lev-
els and kept them in mind as they developed
care plans that produced good outcomes for the
patients and the agencies,” he says. 

Agencies that have set up a mechanism for
budgeted care plans will be able to better prepare
for the 15% Medicare cut if it is implemented,
Lewis says. 

“Because they already know their costs, they
can adjust the reimbursement level to determine
how it will affect profitability and to see if the
care plan can be adjusted and still provide good
patient outcomes,” he explains.  n

Rural agency cost-saving
tips apply to everyone
Check leases, ask for supply discounts

(Editors note: In this first part of a two-part series,
we discuss cost-savings tips from small and rural
agencies. In next month’s issue, we’ll give you tips on
how to reduce costs related to travel and staff.)

The interim payment system (IPS) imposed
upon the home health industry in 1998

resulted in the closure of many home health
agencies in the country. The good news is that the
same payment system forced agencies to look
closely at how they managed their finances.

“We noticed during IPS that throughout the
home health industry, home health agencies had
picked up some bad habits,” says Tom Boyd,
MBA, principal at Boyd & Nicholas, a Rohnert
Park, CA-based financial consulting firm that
specializes in home care. 

“Because home care agencies were reimbursed
at a percentage of costs, no one looked closely at
what those costs were,” he says. 

Rural and small agencies especially have to
be diligent because they may not enjoy the
economies of scale that benefit larger agencies,
urban agencies, and agencies that are a part of 

a larger organization, Boyd says.
Tips that Boyd has gathered from clients may

have been generated by small or rural agencies,
but the cost savings can benefit everyone. The
best way for agencies to save money is to check
processes, ask why things are done a certain way,
and watch to see if there are opportunities to
improve the way they handle their resources, he
says.

An area that Boyd suspects may still present
problems for agencies is equipment leasing. “If
there is no mechanism set up to monitor lease
expiration dates, an agency may pay for months
past the expiration date and the vendor won’t
complain at all,” he says. 

“Set up a file for every vendor, and check
invoices against the agreements with those 
vendors,” Boyd suggests. 

For leases, develop a color-code system that
alerts you as to the year the lease expires, he
adds. If you don’t want to choose the “buy-out”
option, be sure to send your refusal in a certified
letter along with a request for instructions on
how to return the equipment, he adds. 

At the same time, review your leases to see if
changing any of the terms or choosing another
vendor could lower your rates, he says.

The most successful agencies develop an oper-
ating budget that is used on a monthly basis,
Boyd says. 

Look closely at actual expenses this year as
compared to last year, and question variations
in the expenses projected in the operating bud-
get, he says. Expenses that should be evaluated
include supplies, equipment, overhead, and
staff costs.

“Management also needs to set a good exam-
ple for staff members by working hard and look-
ing for ways to be cost-effective,” Boyd says. 

“If the proprietor of a small agency hires fam-
ily members for all of the management positions,
then doesn’t require them to work more than a
few hours each day, it will be hard to convince
staff members to look for ways to cut costs and
contribute to the bottom line,” he explains.

Employees as owners

“The best way to motivate employees to think
of the success of an agency as their own success is
to make them owners,” says Richard D. Block,
MBA, chief executive officer of Assured Home
Health & Hospice in Woodinville, WA. 

Block says he is an advocate of employee stock
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ownership plans (ESOP) in which employees
accumulate part ownership of the agency over
time. 

“Each employee is eligible for the ESOP upon
employment, and they are 20% vested in two
years and 100% vested in seven years.” When
an employee retires, the ownership is cashed
out and that becomes the employee’s pension,
he explains. 

Employees want to cut costs because any sur-
plus money goes into the retirement accounts, he
adds.

Even agencies that are unable to set themselves
up as ESOPs because of their ownership by a hos-
pital, a government entity, union contracts, or a
chain of agencies can find ways to promote a sense
of ownership, Block says. 

“Promote the people that get things done, and
look for ways to set up profit-sharing or surplus-
sharing plans,” he suggests. 

Because each of Block’s agency offices is set up
as an ESOP, employees often make themselves
responsible for tasks such as cleaning the office,
repainting, and overseeing all maintenance chores.
“They know that this is their business and they 
are responsible for the success,” he says.

Employees are a good source of cost-saving
suggestions that don’t compromise outcomes,
Block says. “As the number of patients requiring
wound care increased, our nurses looked at the
different types of dressings we used and decided
that we could improve outcomes and save costs
by switching to one dressing that only had to be
changed every three days,” he says. 

Supplies often present an opportunity for sav-
ings, Boyd says. “Many home health agencies,
especially rural agencies, are reluctant to look at
group purchasing organizations because the con-
tact with the local vendor is valued,” he says. “If
this is the case, investigate the prices offered by
group-purchasing organizations and take those
prices to your local vendor,” he suggests. 

“There is no shame in asking for a discount,
and the vendor is likely to offer a discount rather
than lose all of your business,” Boyd adds.

Pharmacy costs for hospice patients also can be
cut by asking for two-week supplies of medica-
tions rather than a full month, Block says. 

“Medications would be filled on a month-by-
month basis, but the patients would die before
the medication was used,” he says. By finding a
pharmacist that would fill prescriptions in two-
week amounts rather than a full month, Block’s
agency reduced its pharmacy bill by 40%.

Develop an inventory-control system, Boyd
suggests. “Put a lock on the medical supply room
and designate one person to bag supplies that
each clinician will need in a day,” he says. This
means that clinicians won’t pick up extra sup-
plies to make sure they always have some in the
car, he says. The habit of taking extra supplies
translates to extra cost as supplies are thrown
away after becoming out of date or damaged
from riding in the trunk, he adds.

Nonmedical costs that can be controlled more
closely in most agencies include telephone costs.
“Someone in the financial department should
compare the agency’s monthly bills with the rates
of other companies on a regular basis,” Block
says. 

“Shop around for all telephone service,” sug-
gests Boyd. “Rates in the telephone industry keep
dropping, so it is worthwhile to evaluate them
throughout the year,” he adds.

The sense of ownership and accountability
needs to start at the top, Block says. 

Even without an ESOP, every manager and
staff member should “own” their jobs, he says.
“Most people rent their jobs. This means that they
don’t take the same care with the job as they
would if they owned it. After all, when is the last
time you washed a rental car?”

[For more about cost-cutting tips, contact:
• Richard D. Block, MBA, Chief Executive

Officer, Assured Home Health & Hospice, P.O. Box
610, Woodinville, WA 98072. Telephone: (360) 748-
0151. 

• Tom Boyd, MBA, Principal, Boyd & Nicholas,
5550 State Farm Drive, Suite C, Rohnert Park, CA
94928. Telephone: (877) 424-6527 or (707) 585-9317.
Fax: (707) 585-7633. E-mail: tboyd@boydandnicholas.
com. Web: www.boydandnicholas.com.]  n

Gotta go: Are patients 
running to the bathroom?
Good assessment improves incontinence

More than 25 million Americans experience
urinary incontinence, according to the

Spartanburg, SC-based National Association for
Continence. Thirty-one percent are women ages
42-50, and 38% are 60 or older. 1

July 2002 / HOSPITAL HOME HEALTH® 77



Many home health patients accept inconti-
nence as a normal part of life, and their physi-
cians often are not aware of techniques that can
improve an incontinent patient’s quality of life.
That is why home health nurses have a unique
opportunity to identify an area in which the
patient’s day-to-day life can be improved, say
experts interviewed by Hospital Home Health.

“Home health nurses have to deal with a lot of
items in an assessment, but it’s important to ask
specifically about symptoms of incontinence
because most patients won’t bring it up,” says
Carolyn Crumley, RN, MSN, CWOCN, wound,
ostomy, and continence clinical nurse specialist
and president at WOC Care in Lee’s Summit, MO. 

“They don’t think that anything can be done
because when they’ve mentioned it to the physi-
cian, they are told to purchase pads to absorb the
urine,” she says.

It is important to address incontinence because
the patient can develop urinary tract infections,
compromise skin integrity, and fall more often
than the continent patient who doesn’t have to
hurry to the bathroom, Crumley says. 

Psychosocial effects of incontinence include
loss of self-esteem, depression, and withdrawal
from other people and from normal activities, she
adds.

The types of questions an assessment should
include are:

• Do you have trouble making it to the bath-
room in time?

• How often do you urinate during the day?
• How severe are your episodes of incontinence? 
— occasional loss of a few drops;
— frequent loss of small amount of urine;
— frequent loss of moderate amount of urine

on a daily basis;
— frequent loss of moderate to large amount

every day or night;
— total loss of all urine with no voluntary con-

trol at all.
• How often do you change your pad?
If the patient is incontinent, have him or her

keep a three-day bladder diary in which every
trip to the bathroom is documented along with
what the patient was doing at the time, how
much urine leaked, and how much fluid was
taken in during the day, Crumley suggests.

Often, incontinent patients will limit the
amount of fluids with the belief that they can
control the incontinence by reducing fluid intake,
Crumley says. 

“In fact, the opposite happens since a lower

fluid intake increases the risk of dehydration 
and the occurrence of constipation. Constipation
contributes to incontinence.” For this reason, the
nurse also needs to ask about bowel patterns, she
adds.

The bladder diary also is important as the
home health nurse identifies the products that
will be most helpful for the patient, says Gloria
Harrison, RN, CCCN, continence consultant 
with Griffiths Urodynamics and Pro-Continence
Consulting, Northern Alberta Continence Service
in Edmonton, Alberta, Canada. 

“You can find out what they have been using,
if they’ve been using pads, and how the product
has worked,” she says. 

“It’s important to understand why they choose
products, as well as to take a look at whether or
not the product meets their needs,” she adds.
(See article on choosing products, p. 79.)
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Incontinence Resources
For more information about incontinence, clinical
guidelines, and incontinence products, contact:

4 Wound, Ostomy & Continence Nurses
Society , 4700 W. Lake Ave, Glenview, IL
60025. Telephone: (888) 224-9626 or (866)
615-8560. Fax: (866) 615-8560. Web site:
www.wocn.org. In addition to news about
developments in the incontinence field and
links to vendors, the web site also has fact
sheets and position papers to help guide
nurses in the identification and treatment of
incontinence.

4 National Association for Continence, P.O.
Box 8310, Spartanburg, SC 29305-8310.
Telephone: (864) 579-7900. Fax: (864) 579-
7902. Web site: www.nafc.org. The site con-
tains a list of fact sheets and other publications
that are helpful to clinicians treating patients
with incontinence.

4 Agency for Healthcare Research and Quality,
Publications Clearinghouse, P.O. Box 8547,
Silver Spring, MD 20907-8547. Telephone: (800)
358-9295 or (410) 381-3150. E-mail: ahrqpubs
@ahrq.gov. The agency offers Urinary Inconti-
nence in Adults: Acute and Chronic Manage-
ment, a clinical practice guideline, publication
number AHCPR 96-0682. You must include
both the title and publication number in your
request. Single copies are free.



Another medical cause that needs to be evalu-
ated by a physician is urinary tract infection,
Crumley says. 

“A urinary tract infection in an older women
causes a sense of urgency to urinate, increases
frequency of urination, and contributes to a lack
of control over urination,” she says. 

Because there usually is no pain or fever, a
physician may not check for an infection unless
the home health nurse has discovered through
the assessment that there is a problem with fre-
quency and lack of control, she adds.

There are four types of incontinence: stress,
urge, overflow, and functional. (See related arti-
cle, p. 80.) Each type requires different approaches
based upon the patient and the severity of the
symptoms, Crumley says.

Most incontinence patients usually have a
combination of the types, she says. “If the patient
has both urge and functional incontinence, bring
in a physical or occupational therapist to help
with the mobility issues and have the caregiver
set up a regular toileting schedule,” she suggests. 

Also, consider bedside toilets for patients who
have trouble making it to the bathroom, Crumley
adds. 

“I also believe that external catheters are
underused,” Harrison says. External catheters
can be used on a temporary basis to enable a wife
to take a husband out for dinner or shopping
without having to deal with assisting him in a
public restroom, she says. 

Even with incontinence that cannot be com-
pletely controlled, it’s important for home health
clinicians to identify the causes and address as
many issues as possible, Crumley says.

“Always let the patients know that inconti-
nence is not something that should embarrass
them or that they should accept. Point out that 
by working together, we can find ways to keep
incontinence from diminishing the quality of
their lives,” she adds.

[For more information about incontinence and the
home health patient, contact:

• Carolyn Crumley, RN, MSN, CS, CWOCN,
Wound, Ostomy, and Continence Clinical Nurse
Specialist and President of WOC Care, 3712 N.E.
Beechwood Drive, Lee’s Summit, MO 64064.
Telephone and fax: (816) 478-6019. E-mail: woc-
care@home.com.

• Gloria Harrison, RN, CCCN, Continence Con-
sultant, Griffiths Urodynamics and Pro-Continence
Consulting, Northern Alberta Continence Service 

11127 24thAve., Edmonton, Alberta, Canada, T6J4P7.
Telephone: (780) 435-8916. E-mail: harriko@telus
planet.net.]
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Choose products based 
on cost and effectiveness
Keep up to date to educate patients

Although the patient is responsible for provid-
ing day-to-day products related to inconti-

nence, it is important for home health clinicians to
be aware of products and educate patients about
their proper use and good choices, says Gloria
Harrison, RN, CCCN, continence consultant 
with Griffiths Urodynamics and Pro-Continence
Consulting, Northern Alberta Continence Service
in Edmonton, Alberta, Canada.

“Visit local stores and health care product ven-
dors to see what is available and how costly the
products are,” Harrison suggests. 

It’s important to realize that some patients may
choose less expensive products if they don’t under-
stand the different benefits, she says. 

For this reason, the home health clinician
needs to be prepared to explain that a pad that
doesn’t absorb well may result in skin problems
that require medical care, Harrison explains.

“Women are accustomed to using sanitary
products and may use them for urinary leaking
as well,” she says. “A nurse needs to point out
that pads designed for menstruation do not con-
trol urine odor or absorb urine well.” 

After you recommend a product, get feedback,
she recommends. Asking for feedback gives the
clinician a chance to re-educate the patient about
products if they are being misused, she explains. 

Harrison has found that patients will wear
two pads at nighttime if one doesn’t work.
“That is not effective because the pads are not
designed to be worn two at a time. Their protec-
tive barriers keep the second pad from absorb-
ing correctly,” she says. Instead, recommend
patients purchase inexpensive liners that have
no protective backing to keep the urine from
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being absorbed by the pad, she suggests.
Cost-conscious patients, usually women, will

roll up toilet paper to stick inside the pad or
briefs to make the pad last longer, Harrison says.
“Explain that the paper doesn’t pull moisture
away from the skin or control odor, so it is not
helpful. Also, make sure your patients are chang-
ing their pads or briefs frequently enough to pro-
tect the skin,” she says.

There is a wide range of skin barrier creams
that can be used effectively, Harrison says. 

“I like to recommend products that are a com-
bination of cleanser, protector, and moisturizer.”
The combination product makes it simple for
patients and increases the likelihood that they
will use it properly, she adds.

The worst mistake Harrison sees patients and
home health clinicians making in terms of incon-
tinence products is to use only one. “To be effec-
tive, you have to look at using a combination of
products,” she says. 

“Many patients are comfortable with a light
pad in the day and full briefs at night for extra
protection,” Harrison says. “The key is to find the
combination that works for the patient.”  n

4 types of incontinence
need different treatments
Understand patient’s lifestyle to make assessment

One of the results of a good assessment for
incontinence and a patient’s bladder diary is

that you can more accurately identify which type
or types of incontinence your patient is experienc-
ing, says Carolyn Crumley, RN, MSN, CWOCN,
wound, ostomy, and continence clinical nurse spe-
cialist and president at WOC Care in Lee’s Summit,
MO.

STRESS INCONTINENCE
If the patient suffers from stress incontinence,

there is a loss of urine when they cough, laugh,
or sneeze, Crumley says. 

“Often early postmenopausal or younger
elderly women suffer from this type of inconti-
nence as a result of muscles that are stretched
during childbirth or a lack of estrogen following
menopause,” she says. 

Both of these conditions contribute to weakness
of the pelvic floor muscles, but Kegel’s exercises

in which the women contract and relax the mus-
cles can help strengthen them, she says.

URGE INCONTINENCE
Urge incontinence is the loss of urine as a

result of always feeling the need to go to the
bathroom, Crumley says. “These patients go to
the bathroom frequently, sometimes every 30
minutes,” she says. Treatment includes retraining
the bladder by increasing the interval between
bathroom visits. 

“We get patients to relax and distract them-
selves when they first feel the urge by counting
backwards from 100 or by contracting the pelvic
floor muscles,” she says. 

By having patients increase the interval
between bathroom visits and having them go
when they are more relaxed, the bladder is emp-
tied more completely and there is less urine
leaked, she adds.

OVERFLOW INCONTINENCE
Overflow incontinence is primarily seen in

men and results from the patient not fully empty-
ing the bladder. “This problem can be caused by
an enlarged prostate that blocks the bladder and
keeps it from emptying,” Crumley says. 

This condition usually results in the patient
having urinary tract infections, she adds. A urolo-
gist can rule out malignancy of the prostate and
may perform a transurethral resection to elimi-
nate the blockage, she says. There also is medica-
tion to help control weak bladder muscles, she
adds.

Another method to help patients with over-
flow incontinence is to teach patients how to
intermittently catheterize themselves to empty
the bladder then remove the catheter, Crumley
says. This prevents the bladder from constantly
being distended and prevents further weakening
of the bladder muscle, she explains.

FUNCTIONAL INCONTINENCE
If you’ve ruled out stress, urge, and overflow

incontinence, then your patient suffers from func-
tional incontinence, which is a category that
describes a wide range of patients, Crumley says.

“You might have a stroke victim who may
make it to the bathroom but because of mobility
problems may take too long getting the clothing
off before the urine leaks,” she says. “Or you
might have a patient with dementia who just
doesn’t understand that it is time to go to the
bathroom,” she adds.  n
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Home care services 
and disaster planning
By Elizabeth E. Hogue, Esq.
Burtonsville, MD

The efforts of home care providers to make vis-
its according to patients’ plans of treatment

are legendary. Recent natural disasters and terror-
ist attacks have reminded providers that they
must be prepared to face limits on their abilities
to visit patients according to schedule. Agencies
must organize their efforts during severe natural
disasters and terrorist attacks to avoid legal liabil-
ity. Specifically, home care staff must take appro-
priate action to avoid liability for both negligence
and abandonment. 

In order to prove liability for negligence,
patients must first prove that agencies owed
them a duty. Providers generally owe their
patients a duty of reasonable care. What is rea-
sonable depends upon what other providers
nationwide would do under the same or similar
circumstances.

Standards of care help define the duty that
practitioners owe to their patients. Sources of
standards of care include: physicians’ orders,
agency policies and procedures, requirements of
third-party payers, accreditation organizations,
state licensure statutes, and standards of profes-
sional organizations.

Patients also must prove that providers breached
their duty. Patients must show that providers either
did something that they should not have done or
failed to do something that they should have done.
In short, providers must have engaged in an act or
an omission that amounted to a failure to meet the
applicable standard of care. 

Causation is an important element of any suit
for negligence. In other words, patients must 
be able to show that “but for” the agency’s act 
or omission, the patient would not have been
injured. 

Finally, and most importantly, patients who sue
home care providers usually must be able to show

physical injury or damage to win their suits. 
Courts almost always insist upon evidence of

physical injury or damage in order to avoid pay-
ing patients for alleged injuries that actually are
fake or for circumstances that really amount to no
more than irritation or inconvenience.

When natural disasters or terrorist attacks
occur, managers may find themselves in situa-
tions in which they genuinely are unable to make
visits as scheduled. They may have no choice but
to violate applicable standards of care contained
in patients’ plans of care in the form of physi-
cians’ orders and third-party payer expectations,
including Medicare.

Here are the steps that providers need to take
in order to avoid this type of legal liability in the
midst of natural disasters and terrorist attacks:

• All providers should use visit ranges, as
opposed to a specific number of required visits
per week. Since Medicare has approved this type
of physicians’ order, providers should take
advantage of this opportunity to avoid violations
of the standard of care as expressed in physicians’
orders. Disaster relief efforts often are remarkably
quick and successful at clearing the way for home
care providers. The flexibility that agencies gain
through the use of a range-of-visit frequencies
just may be enough to avoid violations of physi-
cians’ orders.

• Agencies must operate based upon an
understanding that the key to avoidance of neg-
ligence is prevention of physical injury. As long
as agencies prevent patients’ physical injuries,
agencies will have no legal liability. This means
that staff must triage their existing patient popu-
lation to determine who are most likely to sustain
physical injury if they are not visited. These are
the patients who must be visited first or cared for
in an alternative setting. Staff must be prepared
to strictly adhere to their visit schedule based
upon triage and not upon which patients or fami-
lies scream the loudest and longest for care. 

• Staff must demonstrate that every possible
human effort was made to provide needed care.
Just as inclement weather may not be enough to
warrant deviations from visit schedules from
Medicare’s point of view, so the law requires
providers to show that it was humanly impossi-
ble to render care. 

This means that agencies cannot make assump-
tions about what is and is not possible. Staff 
cannot afford to assume that they cannot reach
particular patients without actual unsuccessful
attempts to visit the patient. 
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Documentation is essential, including when
visits were attempted and what specific condi-
tions prevented staff from reaching patients.
When visits cannot be made, staff must also
work hard to communicate with patients using
alternate means, such as telephones, with the
expectation that advice over the phone will assist
to resolve any short-term needs that patients
have.

Home care providers also may incur liability
for abandonment of patients when they fail to
visit according to schedule. Patients who want to
hold home care providers liable based upon this
legal theory must show that agencies unilaterally
terminated the provider-patient relationship
without reasonable notice when further attention
was needed.

Key actions that agency staff may take to avoid
liability for abandonment include: 

• Because natural disasters rarely strike with-
out warning, providers should use the period of
time between advance warnings and the actual
disaster to triage their patients in an attempt to
identify those who are more likely to require
care during the disaster, in order to prevent
physical injury. Agencies should work closely
with institutional providers, including hospitals
and long-term care facilities, to provide alterna-
tive care for such patients on a short-term basis. 

Patients who decline alternative arrangements
should be informed of the clinical risks associated
with the possibility that they may go without care
during an impending disaster. 

Information given to patients should be docu-
mented carefully so agencies can demonstrate
that patients assumed the risk of going without
care during the disaster when they declined alter-
natives, despite their understanding of the possi-
ble consequences. 

• Since providers can defeat claims of aban-
donment by giving reasonable notice, they also
should take advantage of advance warnings to
provide written notice to all patients, regardless
of clinical condition, that visit schedules will be
interrupted. Patients who remain in the area after
receiving reasonable notice also can be considered
to have assumed the risk of missed visits. 

• As staff members make all reasonable
attempts to visit patients, consistent with the
other key actions, additional legal questions
may arise. For example, is a staff member return-
ing from a visit who happens across someone 
in need of help legally responsible if something
happens to the patient? Many states have stat-
utes that limit liability under emergencies. 

Although these laws vary from state to state,
most of them provide that licensed personnel
who assist in emergencies are shielded from lia-
bility as long as they are not grossly negligent.
These so-called “Good Samaritan statutes” may
include transporting patients for needed care. 

Home care providers generally are extremely
committed to their patients, and are willing to exert
tremendous effort to make sure that their patients
receive needed care. Truly, “Neither rain, nor sleet,
nor snow” prevent home health staff from taking
good care of their patients. Nonetheless, agencies
must prepare for those rare circumstances when
staff’s extraordinary efforts cannot prevail over
nature and other difficulties. 

[A complete list of Elizabeth Hogue’s publications 
is available by contacting: Elizabeth E. Hogue, Esq.,
15118 Liberty Grove, Burtonsville, MD 20866.
Telephone: (301) 421-0143. Fax: (301) 421-1699. 
E-mail: ehogue5@comcast.net.]  n

Pocket-size IC handbook
is now available

The Home Care Handbook of Infection Control, a
home care-specific quick reference is now

available from the Association for Professionals
in Infection Control and Epidemiology (APIC) in
Washington DC. 
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The comprehensive, pocket-size reference com-
bines the experience, insight, and tips of both
home care professionals and infection control
professionals who are committed to patient safety
and good employee health practice. 

According to APIC, it includes common-sense
solutions to many everyday home health infec-
tion control issues by offering a quick way to find
answers without interrupting patient care. 

Easy-to-use tables and charts, references, and
clinical decision-making guides as well as quick
references for the management of specific infec-
tious diseases and occupational health exposure
issues can help home care clinicians improve out-
comes and patient safety. 

The handbook was developed jointly by the
Missouri Alliance for Home Care and APIC and
is available to APIC members for $29 and non-
members for $38. 

To order, contact APIC at 1275 K St., N.W., Suite
1000, Washington DC 20005-4006. Telephone: (202)
789-1890. Fax: (202) 789-1899. Web site: www.apic.
org.  t

OTC drug ingredient
increases confusion 

Caregivers for older patients should take note
of a study conducted by Yale University

School of Medicine in New Haven, CT, that
found medications containing diphenhydramine
hydrochloride increased the risk for symptoms
such as inattention, disorganized speech, and
altered consciousness.

The study followed 426 patients older than 70
who were hospitalized for a variety of reasons.
Older patients exposed to diphenhydramine
hydrochloride also were at greater risk for uri -
nary catheter placement and increased length of
stay.

Researchers found that 24% of the diphenhy-
dramine doses were administered inappropri-
ately, further increasing the risk of cognitive
decline for older patients.

Even in nonhospitalized older patients, care-
givers should be aware of the increased risk for
delirium and related symptoms because diphen-
hydramine is a common ingredient in over-the-
counter sleep aids and medications used to
control allergy symptoms.  t

Home health patients
expect, accept less care

Elderly people receiving home care may lower
their standards of acceptability for meal

preparation, bathing, and housekeeping when
faced with their available resources, according to
a study conducted by a group of researchers from
Washington University in St. Louis. 

Researchers used telephone interviews and
nurse clinical reports based on in-home inter-
views with more than 100 elderly people dis-
charged to home care after a hospital stay. 

The goal was to assess how the nurses and
the elderly patients evaluated the sufficiency 
of care. 

Professionals rated the amount of care, in both
professional and informal care situations, as less
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sufficient than the elderly patients. 
The nurses rate care as 2.73 on a four-point

scale vs. patient ratings of 3.21. Patients rated
care higher than the nurses in five areas: medica-
tions, bathing, shopping, money management,
and housekeeping.

The amount of formal vs. informal care had no
relationship to ratings for patients. Nurses, how-
ever, rated the sufficiency care as lower when
there were higher amounts of formal care. 

These findings suggest that higher amounts of
formal care that are used to replace informal care
cannot improve the quality of in-home support-
ive care.  t

There’s little evidence of
garlic’s health benefits

While a necklace of garlic may ward off
vampires, a report issued by the Agency

for Healthcare Research and Quality (AHRQ) in
Rockville, MD, says studies that show reduced
low-density lipids (LDL) after regular dietary
use of garlic do not demonstrate a long-term
effect.

Researchers reviewed and analyzed scientific
evidence related to clinical studies of garlic in
humans to determine the effectiveness of garlic 
in controlling cholesterol. 

While garlic may reduce LDLs in the first three
months of use, the long-term effects have not
been proven, according to the report. 

In fact, after six months of use, there were 
no further reductions in LDL or triglycerides, 
and there was no effect on high-density lipid 
levels.

The summary of Evidence Report Number 20,
Garlic: Effects on Cardiovascular Risks and Disease,
Protective Effects Against Cancer, and Clinical
Adverse Effects, is available at AHRQ’s web site:
www.ahrq.gov/clinic/garlicsum.htm. 

Print copies are available from AHRQ Publi-
cations Clearinghouse at P.O. Box 8547, Silver
Spring, MD 20907-8547. Telephone: (800) 358-
9295 or (410) 381-3150. 

For instructions on using InstantFAX, call (301)
594-2800. The name of the publication and the pub-
lication number must be included in the order: The
summary of the report is AHRQ Publication No.
01-E022, and the full report is AHRQ Publication
No. 01-E023.  n
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In late May, the Civil Division of the U.S. Depart-
ment of Justice (DOJ) served HealthSouth Corp.,

of Birmingham, AL, with a complaint, intervening
in a pending civil suit in Texas. The suit was filed
by a HealthSouth patient under the False Claims
Act, which essentially allows individuals to sue
on behalf of the government.

The DOJ complaint maintains that the com-
pany, which provides outpatient surgery, imag-
ing, and rehabilitation services, submitted false
reimbursement claims to Medicare and other fed-
eral health care programs and benefit plans for
physical therapy services provided at its outpa-
tient rehabilitation centers.

According to the complaint, beginning in April
1992, HealthSouth “systematically” used aides
and other support staff who were unqualified
personnel to treat Medicare patients but billed
the agency at rates for licensed therapists or assis-
tants. The DOJ also claims that HealthSouth
sought reimbursement for patients treated with-
out properly certified care plans.

This is a “nuisance suit,” HealthSouth says,
which claims it has done nothing wrong and will
vigorously defend itself. A spokesperson told The
Wall Street Journal that using “extender” aides is a
common, necessary practice to provide concurrent
therapy, and that the aides are watched closely by
licensed therapists.

“[HealthSouth’s] practices are consistent with
accepted clinical standards and practices in phys-
ical therapy and with existing Medicare regula-
tions,” the company said in an 8-K filing with the
Securities and Exchange Commission in June. It
pointed out that the DOJ has withdrawn other
notices of intervention in similar cases filed
under the False Claims Act. For example, in early
May, it withdrew an identical suit filed against
HealthSouth in Alabama in January 2002.

The May 2002 complaint doesn’t specify dam-
ages, but analysts say the suit probably will not
pose a serious financial concern for the company.
“Given the uncertain timing and impact of the
allegations,” Standard & Poor’s ratings and out-
look on the company, for instance, have not been
affected, the company said. 

Last year, HealthSouth settled another claim
with the DOJ related to a False Claims Act suit filed
by a former billing clerk at the company. The suit
alleged HealthSouth overcharged Medicare and
TRICARE for equipment and supplies bought from
a company owned by relatives of HealthSouth’s
CEO. In May 2001, the company agreed to pay
about $8 million to settle the allegations and
entered a corporate integrity agreement with the
government.

HealthSouth has more than 2,000 facilities
globally and is the largest provider of ambulatory
surgery, diagnostic imaging, and rehabilitative
services in the United States. According to the
company, about 1% of annual revenue comes
from Medicare reimbursement. The HealthSouth
network includes rehabilitation hospitals and
acute-care medical centers, as well as outpatient
surgery, rehabilitation, occupational health, and
diagnostic imaging centers.  n

HCA of Nashville, TN, which operates hospi-
tals and ambulatory surgery centers, has elected
Charles O. Holliday Jr. director of the company.
He replaces Thomas S. Murphy, who retired from
the board. Holliday became chairman of the
DuPont Corp. in January 1999 and had been its
CEO since February 1998.
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The Chicago chapter of the National Investor
Relations Institute and the Kellogg School of
Management at Northwestern University
awarded Brian Anderson its inaugural Chicago
Chief Financial Officer (CFO) of the Year Award.
Anderson is CFO of Baxter International Inc. of
Deerfield, IL, which produces bioscience, medica-
tion delivery, and renal products. The award
acknowledges CFOs who recognize investor rela-
tions as a strategic and critical component of the
corporate mission. 

Apria Healthcare Group Inc. of Lake Forest,
CA, which provides home respiratory therapy,
infusion, and medical equipment in all 50 states,
appointed Lawrence A. Mastrovich chief operat-
ing officer (COO). Mastrovich has more than 17
years of home health care operating experience,
most recently as Apria’s executive vice president
of business operations and sales. He returns to
the company after a year’s absence to serve as
president and COO of TechRx Inc.  n

Almost Family lets go 
of Arthur Andersen

Almost Family of Louisville, KY, which pro-
vides adult day health care services and oper-

ates the Caretenders chain of Medicare-certified
home health agencies, dismissed Arthur Andersen
LLP and appointed Ernst & Young LLP as its inde-
pendent certifying accountants on May 30. 

Andersen restated the company’s consolidated
balance sheet as of March 31, 2001, and the related
consolidated statement of operations, stockhold-
ers’ equity, and cash flows for the two-year period
ended that date. These results are included in the
company’s Form 10K for the period ending Dec.
31, 2001.  n

Chemed agrees to sell
Patient Care Inc.

Chemed Corp. of Cincinnati has entered an
agreement to sell its Patient Care Inc. sub-

sidiary to an investor group led by Schroder

Ventures Life Sciences Group for a cash payment
of about $70 million. Patient Care delivers home
health care services through a staff of home health
aides in New York, New Jersey, and Connecticut,
as well as in the South and Midwest. It had rev-
enues of $139.2 million in 2001. 

The sale will allow Chemed to focus on its resi-
dential and commercial maintenance and repair
businesses, according to  Kevin J. McNamara,
president and CEO.  n

Lincare to buy back 
$100 million in shares

The board of Lincare Holdings, of Clearwater,
FL, which provides home oxygen and other

respiratory therapy services, has authorized the
repurchase of up to $100 million in common
shares outstanding to be made through open
market or privately negotiated transactions.

The company also recently completed the
remainder of a $200 million share repurchase 
program authorized in June 1999.  n

MAMSI listed on Chicago
options exchange

Mid Atlantic Medical Services Inc. (MAMSI),
of Rockville, MD, announced that options

on the company’s stock have been listed on the
Chicago Board Options Exchange. MAMSI’s sub-
sidiaries operate in Maryland, Virginia, North
Carolina, Pennsylvania, West Virginia, Delaware,
and Washington, DC.  n

Matria Healthcare makes
move with three deals

Matria Healthcare Inc. of Marietta, GA, which
provides comprehensive disease manage-

ment programs to health plans and employers for
women’s health, diabetes, cardiovascular disease,
and respiratory disorders, has signed a contract
to provide comprehensive obstetrical disease
management services for Healthplan Southeast
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members in Florida.
In addition, the company signed a definitive

agreement to acquire Quality Oncology, a
national provider of cancer disease management
programs, as it also introduced its own disease
management program to manage patients with
cardiovascular disorders, fulfilling the company’s
expansion strategy to manage the nation’s five
most costly diseases and conditions. 

Matria will pay $3 million in cash and $17 mil-
lion in common stock for the acquisition, with
additional financial consideration to be paid in
2004 based on 2003 operating results. 

Matria also has signed a definitive agreement
to buy MarketRing.com, a health care informa-
tion technology company in Atlanta, for 310,000
shares, worth roughly $5.94 million. 

The deal is subject to customary conditions,
including third-party approvals and consents.  n

Transworld reorganizes
and changes name

Transworld Healthcare Inc., of New York City,
which provides alternate-site health care ser-

vices and flexible health care staffing services in
the United Kingdom through its subsidiary,
Allied Healthcare Group Ltd., has entered an
agreement with Allied’s minority investors. 

The company will exchange its 33% minority
interest for convertible preferred and common
stock in Transworld, giving Transworld 100%
ownership of the UK operations.

As part of the reorganization plan, subject to
shareholder approval, the company will change
its name to Allied Healthcare International Inc. to
better reflect its new business focus. The com-
pany says the reorganization will streamline its
complex corporate structure, capitalize on oppor-
tunities in the U.S. health care staffing industry,
help secure more effective financial sponsorship,
and possibly gain a listing on the London Stock
Exchange. 

Transworld’s board of directors will change
from five to eight members, with two senior com-
pany executives and six outside directors — four
of whom will be fully independent with no share-
holder affiliation. 

The new board will be the same for both the
U.S. company and the UK subsidiary.  n

ResMed acquires 
Servo Magnetics Inc.

ResMed Inc. of San Diego, which develops,
manufactures, and markets medical equip-

ment to diagnose and treat sleep-disordered
breathing, has acquired all outstanding shares of
Servo Magnetics Inc. (SMI) of Canoga Park, CA,
for approximately $32 million. 

The acquisition was funded through a combi-
nation of cash and restricted ResMed common
stock to qualify as a tax-free reorganization under
U.S. tax law.

SMI, with revenues of $15 million for the 2001
calendar year, designs, manufactures, and dis-
tributes electric motors used in ResMed’s flow
generator systems as well as in the aerospace and
data storage industries. 

The acquisition secured “a reliable, cost-effec-
tive source of supply for one of the most critical
and expensive components of ResMed’s medical
products,” explains Peter C. Farrell, ResMed’s
chairman and CEO.  n

Respironics buys
Japanese company

Pittsburgh-based Respironics Inc. acquired 
controlling interest in Fuji, RC Co., which pro-

vides home care and hospital products and ser-
vices for respiratory-impaired patients in Japan
and has annual revenues of approximately $32
million. 

Respironics has entered an agreement to pur-
chase all remaining outstanding shares of Fuji 
by Dec. 31, 2006, at a base cash purchase price of
about $12 million (with provisions for additional
payment based on Fuji’s operating performance
during the next four years). 

The company will assume approximately $11
million in debt. The acquisition is expected to con-
tribute $15 million to $18 million to Respironics’
annual revenues.

Respironics develops medical devices for
home care, hospital, and international markets,
providing programs that manage sleep-disor-
dered breathing, chronic obstructive pulmonary
disease, asthma, infant care, and restrictive lung
disorders.  n
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Balanced Care enters
merger agreement

Balanced Care Corp. of Mechanicsburg, PA,
which operates 53 facilities providing preven-

tive and wellness, Alzheimer’s/dementia, and
extended care services, has entered a merger plan
with IPC Advisors, which holds 53% of its out-
standing common shares, and IPBC Acquisition
Corp., an IPC unit. 

Under the agreement, IPC Advisors will
acquire all the outstanding common shares it
doesn’t already own for 25 cents a share in cash.
IPBC Acquisition will merge into the company,
and the surviving entity will become a unit of
IPC Advisors.  n

Emeritus to lease 
24 communities

Emeritus Assisted Living of Seattle, has signed
a letter of intent to lease 24 assisted-living

communities currently owned by Marriott
International Inc. The communities, operated as
Village Oaks, comprise 1,651 units in six states.
The 10-year lease will give Emeritus a right to
purchase or right of first offer starting in the
fourth year. When the anticipated transaction is
completed around Aug. 1, 2002, Emeritus will
have increased its total operated capacity by
3,831 units or 32% since December 2001. The
company currently holds interests in 158 commu-
nities with about 14,100 units in 31 states and
Japan.  n

Almost Family Inc., of Louisville, KY,
announced first-quarter net revenues of $20.5
million, compared with $19.5 million for the pre-
vious first quarter. 

Net income was $100,318 or 4 cents per basic
and 3 cents per diluted share after a nonrecurring
after-tax charge of $489,746 or 20 cents per share
for costs connected to the company’s investigation

of restated financial statements for the years end-
ing March 2001 and 2000. Net income for the first
quarter 2001 was $432,618 or 14 cents per basic
and diluted shares.

“We are pleased to report these favorable year-
over-year results reflecting a 36% increase in net
income excluding nonrecurring items. We are
happy that our recent reporting difficulties have
had no impact on the underlying strength of our
operations,” said William B. Yarmuth, chairman
and CEO.

American Retirement Corp., of Nashville, TN,
announced first-quarter revenues of $75.3 mil-
lion, compared with $60.4 million for the first
quarter 2001. Net operating income from consoli-
dated communities was $21.6 million in the first
quarter, compared with $17.9 million in last
year’s first quarter. EBITDAR was $15.4 million
for the quarter, compared with $13.6 million for
the same period previously.

The company reported a loss for the quarter of
$38.1 million or $2.20 per share, compared with a
loss of $2.8 million or 16 cents per share for the
prior year period. The loss resulted from actions
taken under its refinancing plan, including about
$29.7 million in noncash losses related to the sale
lease-backs of nine free-standing communities.
American Retirement provides senior living and
health care services, and currently operates 65
senior living communities (aggregate capacity of
14,300 residents) in 14 states.

Manor Care Inc. in Toledo, OH, announced
first-quarter net revenues of $716 million, com-
pared with $638 million for the previous first
quarter. Net income was $34 million or 33 cents
per diluted share, compared with $25 million or
24 cents per diluted share in the 2001 quarter.
Paul A. Ormond, chairman, president, and CEO,
attributed revenue growth to improved occu-
pancy and a significant shift in mix, as well as
rate increases.

During the quarter, the company sold its
Mesquite (TX) Community Hospital to Health
Management Associates (HMA) for $80 million
and purchased a 20% interest in the HMA enti-
ties that now own the hospital and another area
hospitals. Net proceeds from these transactions
were about $48 million.

Manor Care operates more than 500 long-term
care centers, assisted-living facilities, outpatient
rehabilitation clinics, and home health care
offices.  n

4 Supplement to HOSPITAL HOME HEALTH™ / July 2002

ASSISTED LIVING UPDATE

FINANCIAL RESULTS


