
Collaborate with competitors 
to recruit home health aides
Alliance boosts local paraprofessional supply

Is the phrase “I can’t find enough home health aides!” a familiar refrain
in your community? Then consider joining with other providers to
create a home health aide recruitment and training program. 
A group of home care companies and nonprofit agencies in Madison,

WI, has done so and increased the local supply of certified nursing
assistants (CNAs), according to those involved.

The YWCA, a Hispanic service organization, and three home health
agencies founded the CNA Career Alliance in 1997. The program trains
welfare-to-work mothers and other low-skilled, working poor individu-
als to become CNAs. The Urban League of Greater Madison has since
replaced the Hispanic service organization and a fourth home care com-
pany has become an Alliance partner.

Demand exceeds supply

The collaboration resulted from brainstorming among home health and
community-based organization executives, according to Rita Giovannoni,
MS, executive director of Independent Living, one of the founding organi-
zations. The greater Madison area unemployment rate has been below 3%
since 1988, but many people are marginally employed in low-paying jobs
with few or no benefits, she explains. At the same time, the demand for
paraprofessional home care workers far exceeds the supply. These factors,
combined with Wisconsin’s welfare reform initiative, says Giovannoni,
lead CNA Career Alliance founders to believe they were on to something. 

“We represented the supply and demand sides [of certified nursing
assistant care], were established and respected in the community, and
knew enough to get program funding,”she says.

Their initiative paid off; today, the CNA Career Alliance receives
grant support from the United Way, a City of Madison block grant,
and two private foundations, says Giovannoni. It is now seeking long-
term funding for other activities such as additional training for pro-
gram graduates. Home care sponsoring organizations do not fund the
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program, but they provide valuable training and
hire program graduates.

The program costs about $85,000 annually,
including the director and instructor’s salaries
and student support, explains Kay McGee, pro-
gram director. Start-up expenses, including staff
time to develop curriculum, policies, and proce-
dures and applications, were about $50,000, she
estimates. 

This does not include time spent by executives
of affiliated home health and community-based
organizations, Giovannoni adds. Career Alliance
organizers did not consider funding the program
themselves. Like Independent Living, many could
not continue their existing recruitment activities
and also support the Alliance, she explains.

While acknowledging the unique collaboration
among competitors, Giovannoni says, “Ultimately,
we all have the same problem of recruiting a good
work force, and when the other methods aren’t
working, [this is] a way to do [it] differently and
create a more focused response to this problem.
Hopefully, our ship [will] rise collectively.”

Problem solving is a key training component

Since its inception last year, 25 people have
completed CNA Career Alliance training, out of
34 people accepted in the program, says McGee.
Up to seven students enroll in each eight-week
session. The program’s 200 hours of training cover
clinical, workplace, and life skills topics. It also
includes a 40-hour practicum in which students
accompany CNAs employed by sponsoring home
health organizations as they perform their jobs.

In addition to clinical subjects such as infection
control, nutrition, bathing, and transferring, stu-
dents learn equally important lessons about prob-
lem solving and conflict resolution — both on the
job and in their personal lives, she says. 

For example, participants discuss how to deal
with the prejudice among the elderly who will
largely make up their case loads. Many com-
monly refer to their African American caregivers

as “colored girls,” McGee explains.
Students’ complicated lives also create various

workplace dilemmas, so they discuss responses to
punctuality and attendance challenges such as
missing the bus, having a sick child, or quarreling
most of the night with one’s partner. 

The Alliance recruits students from the Dane
County (Madison, WI) Job Center, Dane County
Head Start program, and other community-based
organizations. It also advertises in a local minor-
ity newspaper and the Urban League of Greater
Madison’s newsletter. 

McGee extensively screens applicants with
personal interviews and criminal background
and driver’s checks. Those accepted must also
have high school diplomas or GEDs. These
requirements eliminate about 60% of applicants,
according to McGee. 

Caregiving experience — formal or informal —
is also valued. “We will accept people without for-
mal work experience who’ve cared for someone,”
says McGee. Applicants also take the CurryScreen
Nursing Assistant and Home Health Aide screen-
ing test. (See Private Duty Homecare, December
1997, p. 138, and August 1997, p. 90, for more on
the CurryScreen.) Although the screen predicts job
performance, attendance, and longevity, McGee
does not use it as a program entrance hurdle. “I
use it as a test of honesty and integrity [and] as a
tool to [see whether they can] follow instructions,”
she explains.

The average student is a 30-year-old single
mother, according to McGee. About 40% of pro-
gram graduates are African American; 32% are
Caucasian, with the remainder mostly Hispanic.
Nearly two-thirds are public assistance recipients;
the remainder are working poor individuals with
no aid.

The Alliance’s grant funding pays students a
$4 per hour stipend during training. It also covers
their $500 tuition and book expense, child care,
and transportation needs during the eight-week
program. The Alliance also has six cars that grad-
uates may use in their first home health jobs.
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Child care support continues until graduates
qualify for state-funded assistance. It costs from
$1,000 to $3,000 per trainee, depending on the
individual’s need, McGee estimates. 

Trainees must sign a contract that requires
them to reimburse half of their training costs if
they stop working within six months after gradu-
ating. “I realize you can’t collect money from
people who don’t have it. [I ask for this] for its
psychological value as a commitment. I tell the
students, ‘Stay with me. I know your life is com-
plicated, but it will get better,’” she says.

Sticking with the program is one of the main
lessons McGee tries to impart. Difficult life cir-
cumstances make it easier for program graduates
to bolt rather than resolve conflicts. “[I educate
students that] they can stay and work out prob-
lems. They have this ‘all or nothing’ mentality,
and if they have one disagreement [with an
employer], they say ‘I’m outta here!’ But I try to
tell them, ‘This is your career,’” she explains.

While the CNA Career Alliance is successful —
it has hired six CNAs that Independent Living
would not have located through its normal
recruitment efforts — program graduates require
special attention and resources, says Giovannoni.
Many have ongoing difficulties juggling their
personal and work lives that other employees are
experienced at handling, such as making it to
work even though they missed the bus or their
child has a doctor’s appointment. Not uncom-
monly, sometimes program graduates deal with
such issues by not showing up for work and not
phoning in to report a problem. This requires
much intervention from both McGee and the
home health providers. “Most employers don’t
have time for it, but you have to help with skill
building and problem solving to make them suc-
cessful,” Giovannoni explains.

To improve the retention and job performance
of both CNA Career Alliance graduates and other
CNAs, Independent Living recently created two
CNA mentor positions, says Giovannoni. The
mentors, taken from the ranks of Independent
Living’s experienced CNAs, help fellow CNAs
with day-to-day problem solving. They closely
monitor peers with co-visits and phone calls. “It
really helps to have someone to talk to and for
the organization to take the initiative [to reach
out] rather than relying on staff to call in with
questions,” she says.

Steady work schedules also influence program
graduates’ longevity, says McGee. Although there
is a huge demand for paraprofessional services in

home care, providers have difficulty stringing
four- and six-hour work assignments together to
make a forty hour work week, she explains. 

The Independent Living scheduler “works very
closely with CNAs to get them at full-time activ-
ity. We know we stand a good chance of losing
employees if we don’t keep them at or near 40
hours,” says Giovannoni. The company also
keeps benefit funding constant even with flexible
hours, and it guarantees hours for certain employ-
ees, she adds.

Despite the special challenges of working with
graduates, the CNA Career Alliance is a success,
say McGee and Giovannoni. The combined con-
centrated recruitment efforts, home health curric-
ula and practicum, ongoing mentorship, and
daily living support appear to bring in people
more interested in and committed to home care,
they note. 

“It really is a good program. It’s wonderful; it’s
giving people a chance,” says McGee. 

Expand business with 
field staff marketing
Subtle sales efforts increase community awareness

Increasing and diversifying revenue in today’s
challenging operating environment is a real

necessity. Owners and managers often go the
extra mile to bring in more business, selling the
company to hospitals, physicians, and payers, but
field staff can play a role too, according to Mark
Deutsch, vice president at Homecare Resource
Center, a management and marketing consulting
firm in Mechanicsville, VA. 

“Marketing is not just market share; it’s also
share of customer. [We encourage people] to maxi-
mize the services you can get from them,” he says. 
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Field staff, with day-in, day-out patient contact
and a highly visible community presence, can be
an important link in your overall marketing
effort. Harnessing their marketing potential,
however, “is a challenge. Sales is seen as dirty,
but the best sales people are clinicians. They can
build rapport with physicians and families [that
others can’t],” Deutsch notes.

He advises helping field staff overcome their
sales aversion and lead them down the business
development path with several simple measures,
as follows:

❒ Communicate with staff.
“Get staff involved. Communicate [with them]

about your services and let them talk about
what’s happening in the community,” Deutsch
suggests. Diversified providers may find that
field staff lack knowledge about the full range of
your company’s services. Likewise, “staff may
work for other companies, and they can tell you
lots [about your competitors] if given the oppor-
tunity,” he says. 

Harness employees’ competitive information
and increase their understanding of your opera-
tions with regular staff meetings, Deutsch suggests.
Present information about different company ser-
vices and ask every staff member to bring up one
sales-related idea each meeting.

❒ Educate staff.
Clinicians tend to see themselves as healers,

not marketers, but “health care is so related to
sales,” Deutsch notes. “Sales is building relation-
ships, understanding customer needs, and pro-
viding products and services that fill that need,”
he adds.

Field staff obviously have a relationship with
clients, and they conduct a clinical assessment at
every visit or shift. Identifying other care and ser-
vice needs is merely another type of assessment,
according to Deutsch. “The only hump they have
to get over is asking [clients whether they are
interested in other services]. They can still gener-
ate the lead even if they don’t ask [clients] them-
selves,” he notes.

Providers can increase staff awareness with
focused sales and marketing training or sales
education during general staff meetings. 

❒ Create a sales plan.
Staff can learn to at least identify, if not ask,

clients about additional services. But “often if
they identify a need, it either doesn’t get back to
someone in the office, or it isn’t acted upon,” says
Deutsch. Creating a sales plan with specific tar-
gets and accountabilities can help provide a

mechanism for staff feedback and a system to
build on their efforts. 

❒ Incentivize staff.
“Incentives are usually very cost-effective [and

something that almost all employees respond
to],” says Deutsch. Set up a simple incentive pro-
gram to build on sales training and achieve
results, he advises. You might ask field staff to
identify one referral source or contact each week,
as a minimum, and reward them after they pro-
vide two contacts above the minimum. 

Even small incentives such as an extra hour of
paid time off or a department store gift certificate
can produce desired results, he says.

❒ Provide marketing materials.
Once you have staff headed down the market-

ing path, provide them with professional but sub-
tle collateral materials, Deutsch suggests. “Get a
nice brochure. It doesn’t have to be a major four-
color piece — that can work against you — but
have it printed professionally.” Staff can mention
your organizations’ other services and leave the
brochure. 

Generic business cards with a blank line for
staff to write their names on are also fairly inex-
pensive and enhance the organization’s profes-
sional image, he says. 

❒ Get out in the community.
“Traditional marketing techniques don’t work

the same [in health care]. People only think of it
when they need it, so you have to be in as many
places as possible,” Deutsch says. 

Expand your share of the exploding senior care
market by reaching out to baby boomers. “[They]
feel badly they haven’t spent as much time with
[their parents]. They feel guilty and want to make
it better, but don’t want to spend a lot of time
themselves,” he explains. Encourage staff to
speak out in forums with heavy baby boomer
participation such as churches and Optimist and
Kiwanis Club meetings, he suggests. After identi-
fying themselves, staff can talk about a home care
issue and never mention your company again,
but the connection will have been made, says
Deutsch. 

Field staff marketing training “is intangible.
You can’t tie it to referrals or revenues,” he
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acknowledges. However, in today’s competitive
environment, without the luxury of waiting for
business to come to them, providers can use clini-
cians to blanket their organization over the com-
munity and get their rightful market share.  ■

Pediatric providers 
face uphill battle
Tips for overcoming family control, staffing issues

Pediatric providers may rightfully argue they
have one of the toughest private duty assign-

ments around. Chronically ill children with
intense care needs, overwhelmed families, and
continually limited staff resources can create a
boiling cauldron of family control issues, staff
unrest, and clinical care challenges. Meeting
demanding care regimens and keeping family
and staff happy without overtaxing organiza-
tional resources requires continual effort, but is
possible, according to providers, by applying
these techniques:

1. Understand family stresses.
Success in pediatrics starts with understanding

the difficulties the family faces. The burden of
caring for a chronically ill child with nonstop care
needs creates enormous financial, emotional, and
physical stress, according to sources. The child’s
care dominates family life, is isolating, and often
disrupts relationships both within and outside
the family. 

“You have to recognize that parents have diffi-
culty dealing with [the child’s] multiple disabili-
ties. They experience chronic sorrow, anger, and
frustration,” says Melody O’Neal, RN, BHA,
president and chief executive officer of Melmedica
Children’s Healthcare, a pediatric private duty
company based in Country Club Hills, IL. Such
stress exacts a toll; divorce among parents of
chronically ill children is common. “For relation-
ships that even survive, [there is] a tremendous
impact,” she adds.

With so many factors — their child’s health,
their finances, their relationships — out of their
control, parents take charge where they can. They
may create stringent house rules and care regi-
mens, expect staff perfection, and demand 100%
shift coverage. “It’s all about control. Parents can
be very, very picky — unreasonably so,” says

Dana Berger, RN, manager of Houston-based
VNA Private Duty Services. 

“What really is the issue is that the mom wants
the kid to be well and that isn’t going to happen,”
says Peggy Gilmour, RN, MS, president and
chief executive officer of Home Health and
Hospice Care based in Nashua, NH.

2. Put parents in the driver’s seat as much as
possible.

Providers can still be effective by accommodat-
ing parental control needs as much as possible
and acknowledging parents’ care knowledge and
skills. “Parents are probably the most skilled in
providing chronic care, but they may be doing
some things not quite by the book. You need to
evaluate the outlook and potential for harm and
be realistic. If the parents are doing it their way
16 hours [a day] and you’re only there for eight,
[then] unless they’re asking you to do something
that’s a safety issue or blatantly illegal, [you
should adopt their care regimen]. Put [them] in
control of the care plan as much as possible,”
Gilmour advises.

“Don’t go in and tell the family [how to care
for the child],” O’Neal adds. “They are the
experts; they know [their child] better than any-
one and [they] live it day in and day out. There’s
no way you can be the expert. But you do have a
lot of knowledge and expertise and can offer
experiences and share your insight, [so that you
and the family] can share and work together.”

3. Clearly designate parent-provider 
responsibilities.

While emphasizing a collaborative relation-
ship, forestall misunderstandings and help
manage control issues by carefully delineating
both parties’ responsibilities at case opening.
Have parents sign a responsibility statement,
advises Marilyn Lynch, RN, CNCU, director of
the Pediatric Services of America’s Nashville
and Knoxville, TN branches. “Parents must
understand that the child is their responsibility.
[That means] if I send someone that you’re
unhappy with, that’s your choice, but you’re
responsible until I find someone who can staff
the case,” she explains.

4. Communicate extensively.
Continue the thorough and honest start of care

communication as long as you provide services,
sources advise. “You should have constant com-
munication with the family. Urge them to call if
they have a problem,” says Berger. When prob-
lems arise, “keep them updated, even minute to
minute if necessary,” Lynch suggests. 
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5. Consistently involve managers.
While the entire care team, including adminis-

trative staff such as schedulers and billers, should
do their part to promote good communication,
clinical managers in particular should keep their
finger on the case pulse. “Managers must have
more involvement. [They should] call often and
go by. [They shouldn’t ] just rely on the clinical
staff,” Berger recommends. 

Consistent relationships are also important. It
helps to have “one person that tries to sort
through issues. The biggest mistake is to try to
send 18 people to fix it,” says Gilmour. 

6. Be prepared for challenging staffing issues.
Chronic pediatric cases present special staffing

challenges. Parents seeking control in a world in
which they often otherwise feel powerless may
quickly run through an agency’s limited pediatric
staff resources. Qualified professionals may not
meet parents’ exacting care, conduct, and appear-
ance standards. Staff may also remove them-
selves from the case because of tensions within
the home. Combating parents’ uncompromising
position, as well as the rapid-fire pediatric private
duty grapevine that quickly broadcasts “problem
cases,” can present real challenges for providers.

7. Determine family staffing preferences.
Make your way through this obstacle course

by first meeting with parents to understand their
needs and perception of what it takes to make a
good relationship, O’Neal suggests. For example,
while they may highly value clinical expertise,
they may also feel strongly about having staff
who are very personable and interact well with
the patient and siblings. Or, they may emphasize
neatness and punctuality over personality.

8. Be honest with staff.
When recruiting staff for a case, “bring out the

positives of the situation,” but don’t sugarcoat
the challenges, O’Neal advises. Talk about the
child first, and then discuss the case dynamics.

Hire only nurses with pediatric experience,
assess their competency and inservice them in
front of the parents, Lynch suggests. Maturity
and experience are particularly important,
according to Gilmour. “A seasoned home care
nurse has a large repertoire of responses. [They]
don’t know what [they’re] walking into when
they open the door. Some people need you to be
in control; others, you are absolutely under their
control and [seasoned nurses can] recognize the
difference and react to it,” she adds.

9. Maintain professional relationships.
Counsel staff nurses, both before they start on a

case and in the midst of any conflicts, not to take
criticisms personally, sources advise. Remind staff,
as well, about maintaining professional bound-
aries. “If a nurse goes beyond [her] limitations and
becomes ‘part of the family,’ and starts comment-
ing on things that don’t have anything to do with
care, you’re headed for trouble,” Lynch cautions. 

“Don’t become unprofessional or [forget
you’re] a guest,” O’Neal concurs. “Ask where to
put things — you can’t take over their home or
space — and be as considerate as possible when
utilizing supplies, electricity, paper towels, and
toilet paper,” she adds. 

10. Give families space.
Also, encourage nurses, whenever possible, to

carry out their nursing regimen flexibly, allowing
family members to interact with the patient,
O’Neal suggests. For example, if the family is
together when a noncritical treatment or feeding
is scheduled, nurses can postpone that interven-
tion, she explains. O’Neal also recommends not
passing judgment on different parenting styles
and beliefs that do not impact care.

Remember your ‘case’ is a child

Despite providers’ best efforts, conflicts are
bound to arise. When facing a difficult staffing
situation, “speak in terms of the child,” Lynch
suggests. “Instead of saying ‘we’re trying to staff
the case as best we can,’ say ‘we’re doing every-
thing for Joey we can do,’” she explains.

If staffing difficulties or other conflicts persist,
“sit down with the family. Get both parents
together and be honest with the family. [Let them
know] the stress they encounter flows over to the
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staff. Outline a plan so that [you] can continue
working together,” O’Neal advises. Include a
deadline in the plan and make it clear that if the
situation does not improve, you will not be able
to continue providing services, Lynch adds.

11. Terminate when you can’t make it better.
Cases go through cycles, and there’s no pat

answer about when case dynamics irrevocably
change for the worse. Time and human resources
are factors, explains Lynch. “When you’re spend-
ing a certain amount of time on this case and it’s
way out of proportion with your case load — for
example, the care coordinator [devotes] 20 hours
per week on the case — [then termination is
probably justified],” she explains. 

“When issues continue to surface and it doesn’t
matter what you try, it just doesn’t work, and
every day or week there are new challenges and
you are tense with the family,” you probably need

to remove yourself from the case, O’Neal advises.
“You need to be honest with the family and say
‘I’m not able to meet your needs,’” she adds. 

Once it terminates services, Melmedica allows
nurses who have a good relationship with par-
ents to continue working with the successor
home care company, says O’Neal. However, most
nurses choose to leave “because it’s the support
of the agency that allows them to stay,” she adds.

Providers working through such thorny issues
may find some days easier than others. “It’s a del-
icate situation,” Berger acknowledges. “You have
to work hard to please these moms and go the
extra mile,” she adds. Satisfaction, not to mention
praise, from overwrought family members may
be scarce at best. Rewards often come from mak-
ing a difference in the life of a chronically ill child.
“Most of the time nurses stay in because they
really care about the child,” she says.  ■
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Getting what you want 
out of managed care 
Don’t accept unfavorable contract terms

You finally got the managed care company’s
attention. They are willing to contract with

you. However, as excited as you are, don’t let
your enthusiasm over the promised relationship
lead you to negotiate a bad contract, sources
warn. Consider their suggestions to get the best
deal for your organization:

• Understand the contract.
Providers should understand what they are

agreeing to above all else, says Robert Stewart,
RN, MSN, CHC, CHE, administrator of Durham
(NC) Regional Homecare. Contracts are often
“couched in subtle legalese, and they’re difficult
to understand,” he says. Having your attorneys
as well as several home care staff members
review proposed agreements helps bring clarity,
he adds.

Carefully review service definitions, advises
Tim Bosse, director of private duty services at
Home Care 24 in Baltimore. For example, the
managed care organization may define a RN visit
as two hours or less. Providers should negotiate
an “extended” definition and rate for those situa-
tions where visits go longer, he explains.

Providers should also determine what overall
services the contract covers, sources advise. For

example, general home care agreements may
exclude special populations such as
maternal/child or congestive heart failure; both
are potentially large service opportunities for
providers.

It is also important to know where your poten-
tial patients are located, Bosse advises. Determine
how much the payer’s membership and your ser-
vice area overlap. If you only serve fringe areas
and can’t reasonably expect a large patient vol-
ume, then you may have no compelling reason to
enter a contract. “Is it a fit? What’s the reason for
entering it? Is it just because it’s prestigious?” he
asks.

• Know your costs.
Before signing on the dotted line, providers

should know how they will fare financially with 
a contract. Involve the staff responsible for the
areas the contract covers, Stewart advises. They
should know their cost of care and whether they
can deliver the proposed services within the
agreement’s reimbursement, he says.

“With straight fee-for-service, they should be
able to determine their costs and know whether
they can make money,” says Elizabeth Hogue, a
Burtonsville, MD-based attorney who specializes
in home care. She notes, however, that capitated
contracts are trickier. The managed care organiza-
tion should be able to provide current member-
ship and home care utilization figures, but such
information is often hard to come by.

• Watch payment terms.
Most providers can relay horror stories about



slow payments from managed care organizations.
Do what you can contractually to facilitate
prompt payment, sources advise. “You should
look at your [account receivables] and cash flow
situation. If you don’t have the luxury of floating
180 days [account receivables], then you need
fixed reimbursement dates [in the contract],”
Stewart advises.

Payers often propose paying clean claims
within a specified period of time. This exposes
the provider to the payer’s interpretation of
clean. Hogue suggests requiring payment of all
claims within a specified period of time, while
withholding a small percentage of overall claim
value to cover problem bills. Some states have
prompt payment laws that require payment
within a certain time period.

Stand behind your contract’s conditions

The best contract language is only good when it
is enforced. Providers should do their part to hold
payers accountable, sources advise. “You almost
have to put them on a program, constantly nig-
gling them about [payment],” says Hogue. One of
her clients routinely calls a slow payer and says
“We’re coming to pick up a check tomorrow.
Please have one ready.” The provider’s presence
usually springs people into action, and she does
not leave the office empty-handed, Hogue reports.

“You have to be very proactive about collecting
the money. Tell the company ‘if you don’t pay me
on time, I won’t [provide] service,’” Hogue
advises. While some providers may feel uncom-
fortable making such a comment, they really
shouldn’t, according to Hogue. “Don’t state it as
a threat; just a matter of fact. Explain that ‘this is
a labor-intensive [service]; we have to pay peo-
ple; we don’t have capital [to] float these
expenses over and over again,’” she adds.

Providers also have to do their part internally
to facilitate prompt payment. “You need [your]
front-end process to [meet] the payers’ require-
ments. A sloppy front end leads to payment prob-
lems, and you have an obligation to clean up
your internal systems to make your reimburse-
ment as quick as possible,” Stewart advises.

Bosse agrees. “Make sure you understand
what data are required on claims [so that your
billing practices facilitate payment].” 

• Avoid evergreen clauses.
Many managed care agreements have auto-

matic renewal or “evergreen” terms. These can
cause serious problems for providers who find

themselves in unprofitable contracts. Hogue rec-
ommends one-year contracts that terminate
unless the parties renew the agreement prior to
the termination date. 

• Terminate without cause.
Many payers propose contracts that may only

be terminated with cause. While this protects
providers from being dropped for no reason and
facing a sudden loss of business, it can also work
against them, says Hogue. A provider that wants
to terminate a contract for cause may find itself in
conflict with a payer that insists there is no cause.
For example, after continuing to experience long
payment delays, a provider may serve termina-
tion notice. The payer may then argue that it has
only experienced some temporary difficulties due
to a computer glitch and that there is no cause for
termination, she explains.

Hogue also advises against language requiring a
cure period prior to contract termination. “If a con-
tract is on the verge of termination, you should
already be talking about problems. Cure clauses
work when you’re ready to terminate but no one is
ready to say what the problem is. If you’re passive-
aggressive and [don’t] readily discuss problems,
[they] may give structure [to facilitate dialogue],”
she says. 

To prevent payers from immediately transfer-
ring patients to another provider once either party
gives termination notice, include language that
allows you to continue caring for patients on ser-
vice at the contract’s end, Hogue advises. This not
only gives clients important continuity of care, it
also enables providers to more smoothly adjust
their operations to the loss of business, she says. 

• Choose mediation over arbitration.
Providers and payers sometimes become locked

in head-to-head battle over payment, service
denials and other contractual issues. Carefully
evaluate proposed grievance procedures to resolve
these disputes, Hogue recommends. 

“Grievance procedures [should be] quick, neu-
tral, and require no waiver of other rights by
providers and patients,” yet most managed care
contract language and actions are diametrically
opposed to those concepts, she says.

Aim for such goals and seek mediation over
arbitration, Hogue advises. 

In arbitration, a third-party decision maker
hears evidence from both parties and makes a
binding decision. “Mediation is more like shuttle
diplomacy. [The mediator] finds common ground
[between the parties]. A solution should emerge
that’s acceptable to all,” she explains.
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Regardless of your desire to work with a payer,
contract negotiations can be difficult and draining.
And while you should strive to have the most
advantageous language possible, the only real
deal-breaker is price, according to Hogue. “Why
would anyone need a money-loser?” she asks. 

But many providers do enter financially poor
contracts. “Home care [companies] usually
underestimate the financial impact [of contracts
or knowingly enter bad ones] because they are so
anxious to spread their Medicare business they
will sign anything,” says Stewart.

Managed care is not the only game in town

You should not feel compelled to enter a disad-
vantageous contract, sources advise. “Help your
competitors sign as many managed care contracts
as possible and don’t sign any yourself,” advises
H.C. Sonny Covington, of Lafayette, LA-based I
CAN! America. Covington helps clients find
alternative funding sources. “Managed care [in
home care] hasn’t worked, especially in emerging
markets. It will guarantee business, but you’ll go
broke in the process,” he explains.

“There is a myth in the home care world [that
you must have managed care contracts]. I don’t
know why it was created or who perpetuates it,
but [managed care business] is not as essential as
many people think it is. There are lots of niche
markets that people should consider,” says Hogue.

Sidney Melnik, president and chief executive
officer of Westmont, NJ-based Medical Homecare
Associates agrees. Although his private duty com-
pany has a contract with a major insurer in his
market, “we don’t do any business with them,” he
says. Melnik found Medical Homecare Associates’
nurses were often sent for money-losing assess-
ment visits with few subsequent ongoing service
authorizations. “I’ll do everything I can to work
with other [payer] sources such as waiver pro-
grams,” he explains. Melnik does provide supple-
mental staffing to other agencies that work with
the payer.

The managed care climate has changed enough
in the past year that providers have more negoti-
ation power than before, sources report. “The
government is doing more and more intervening
with managed care, and there will be more and
more,” says Melnik.

“There is much more skepticism about entering
managed care contracts and a better understand-
ing that [payers and providers] must negotiate
not just price, but terms,” Hogue notes.

Contentious or unprofessional negotiations
may be an important indicator about life after the
contract, and a warning sign that providers
should not ignore, according to Hogue. “The way
contract negotiations proceed [is usually] indica-
tive of the way the relationship will proceed. If
you experience autocratic or patronizing behav-
ior, or [find that] a lot of the staff at the managed
care provider is misinformed, then your antennae
should go up and you should ask yourself ‘if this
is so painful, do I really want to go through with
it?’ Don’t think you’re dead in the water, and
don’t sign unless you negotiate.”  ■

Minding someone else’s
business can pay off
Management contracts offset overhead

With so many challenges both here today and
on the horizon, taking on another provider’s

problems in the form of a management contract
may not seem very appealing, but it can be a win-
ning strategy under the right circumstances,
according to Deborah Zients, vice president for
community operations at North Arundel Health
System in Glen Burnie, MD. “I see other people’s
problems as my opportunities. If you’re a good
manager, you can take advantage that people
haven’t kept up with the times,” she explains.
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North Arundel Home Care, an affiliate of the
North Arundel Health System, recently began
managing the home care operations of a commu-
nity hospital in nearby Baltimore. The arrange-
ment is a good fit between the parties, she says.
While North Arundel is large and diversified
with strong information systems and quality
improvement programs, its new partner provides
visits only — about 15,000 annually — lacks state

of the art technology, and substantial investment
funds, but wants a 1998-style makeover.

The contract allows the community hospital to
maintain its home care identity and crucial conti-
nuity of care connection while offloading opera-
tional “nuisance pieces” such as billing, intake,
and quality improvement, Zients explains. The
hospital-based program also cut administrative
positions, and while the management contract
was an added expense, it still realized an overall
cost savings. 

North Arundel, on the other hand, took on its
responsibilities without adding staff, so the con-
tract management fee directly offsets overhead
expenses. By increasing geographic service area,
the agreement also strengthens its contracting
efforts, she notes.

Under the arrangement, North Arundel pro-
vides general management, intake, and quality
improvement services, and also oversees billing
and reimbursement functions. The arrangement
may expand to include information system con-
version and more extensive billing responsibili-
ties in the future, according to Zients. 

The North Arundel-supplied director of opera-
tions, and its quality improvement, reimburse-
ment, and intake managers each devote part of
their time to the contract. Their collective on-site
time totals about one full-time employee, she
says. Field staff, nonsupervisory administrative
workers, and front-line clinical managers at the
hospital-based agency are hospital employees.
Although North Arundel is the administrator for
regulatory purposes, the hospital board retains
crucial legal authority. 

North Arundel receives a per visit manage-
ment fee. Zients’ pre-contract research indicated
that such fees generally range from $5 to $15 per
visit depending on the services provided. 

The North Arundel intake department main-
tains a separate referral line for the hospital-
based provider, so that the arrangement is
transparent to its referral sources. 

Given the home care industry’s current tur-
moil, management contracts are not for the faint-
hearted. “This scenario is not for anyone who 
is not in risk-taking mode,” Zients concedes.
Provider-managers must carefully identify and
closely manage their costs and negotiate finan-
cially and legally viable agreements. In addition
to fraud and abuse considerations, contracts must
also address antitrust concerns. 

Although per-visit fee structures are common
among home care management agreements, they
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Structure agreements that
meet regulatory requirements

Meeting federal anti-kickback law requirements
is an obviously important consideration in

designing management agreements. The
Department of Health and Human Services Office
of Inspector General (OIG) looks closely at
arrangements that have no safeguards against
overutilization or include financial incentives to
increase patient referrals or abusive billing prac-
tices, according to John Gilliland , a health care
attorney based in Crestview Hills, KY. 

“The federal anti-kickback law, s. 1128B(b) of
the Social Security Act, makes it a criminal offense
to knowingly and willfully offer, pay, solicit, or
receive any remuneration (including any kickback,
bribe, or rebate) directly or indirectly, overtly or
covertly, in cash or in kind, one purpose of which is
to induce the referral of business covered by either
the Medicare or Medicaid Programs,” he says.
Violations carry a $25,000 maximum fine and pos-
sible imprisonment up to five years, or both, along
with Medicare and Medicaid program exclusions. 

In 1991, the OIG established six safe harbors
that outline practices that do not violate the anti-
kickback statute. Providers who do not meet safe
harbors are not necessarily breaking the law, but
they are at risk of OIG scrutiny, according to
Gilliland.

Management agreements meet the six safe har-
bor requirements if they:
✔ are in writing and signed by the parties;
✔ specify the services to be performed;
✔ specify the schedule of any periodic, sporadic or

part-time services, and their precise length and
exact charge;

✔ are less than one year in length;
✔ predetermine compensation on a fair market

value, arms-length transaction basis, and
exclude volume- or referral-based compensa-
tion on any Medicare or Medicaid-related 
business; 

✔ Do not promote any business that violates any
federal or state law.  ■



pose some fraud and abuse violation risk, accord-
ing to John Gilliland, a Crestview Hills, KY-
based health care attorney. They fall outside safe
harbors designated by the Department of Health
and Human Services Office of the Inspector
General (OIG). (See related story on safe har-
bors, p. 150.) Per-visit management fees “[don’t]
mean you’re violating the law; [they] just mean
you’re open to [OIG] scrutiny,” he says.

If you are considering a per-visit fee structure,
“you want the rest of the agreement strong
enough that [the relationship] would not be con-
sidered a payment for referral,” Gilliland advises.
Still, flat fees or those based on achieving bud-
getary goals are less risky, he says.

In addition to fraud and abuse regulations,
provider-managers must also clear anti-competi-
tion hurdles. “It can be hard to manage a com-
petitor. If there is a lot of [territory] overlap, you
may potentially violate antitrust laws,” says
Gilliland. Even when not illegal, such arrange-
ments may be a conflict of interest, he adds.

The line dividing friendly competition and
adverse relationships is blurry and very depen-
dent on individual considerations. It veers toward
anti-competition when it influences either party’s
judgment, he says. 

North Arundel and its managed partner have
“almost no overlapping territories,” Zients says.
Also, expansion plans for the hospital-based
agency involve maximizing hospital-related
activity, as opposed to reaching for new business
from other sources, she notes.

Providers should also clearly understand their
own costs and capabilities before proposing an
agreement, Zients advises. If your expertise does
not match your potential partner’s needs, the
agreement stands less chance of success.

“Make sure you’ll be properly compensated
with a clear understanding of the services pro-
vided,” Gilliland suggests. Consider charging an
upfront fee to cover extra staff time required at
the contract’s onset, Zients adds.

Most management agreements have financial

and operational performance targets, such as
achieving certain net income levels or receiving
licensure or accreditation renewals. Provider-
managers should “negotiate performance param-
eters they can live with,” she advises.

While management contracts do require addi-
tional effort during already challenging times,
they also represent an excellent opportunity as
many hospitals try to maintain home care pro-
grams struggling under Medicare interim pay-
ment system reductions, according to sources.
“It’s easier with provider-sponsored organiza-
tions,” not only because smaller hospital pro-
grams in particular may have fewer competitive
issues, but also because hospitals are looking for
home care alternatives, Zients says.  ■

Private Duty Homecare™ (ISSN 1091-1839) is published monthly by
American Health Consultants®, 3525 Piedmont Road, Building Six, Suite 400,
Atlanta, GA 30305. Telephone: (404) 262-7436. Application to mail at periodi-
cal rates is pending at Atlanta, GA 30304. POSTMASTER: Send address
changes to Private Duty Homecare™, P.O. Box 740059, Atlanta, GA 30374.

This continuing education offering is sponsored by American Health
Consultants®, which is accredited as a provider of continuing education
in nursing by the American Nurses Credentialing Center’s Commission
on Accreditation.

Opinions expressed are not necessarily those of this publication.
Mention of products or services does not constitute endorsement.
Clinical, legal, tax, and other comments are offered for general guidance
only; professional counsel should be sought for specific situations.

Editor: Gina Rollins, (301) 589-1974, (vngrrolli@aol.com).
General Manager: Thomas J. Kelly, (404) 262-5430,

(tom.kelly@medec.com).
Publisher: Donald R. Johnston, (404) 262-5439, 

(don.johnston@medec.com).
Managing Editor: Park Morgan, (404) 262-5460, 

(park.morgan@medec.com).
Production Editor: Ann Duncan,

(404) 262-5463.
Copyright © 1998 by American Health

Consultants®. Private Duty Homecare™ is a
trademark of American Health Consultants®.
The trademark Private Duty Homecare™ is
used herein under license. All rights
reserved.

November 1998 / PRIVATE DUTY HOMECARE™ 151

Editorial
Questions

For questions or com-
ments, call Park Morgan

at (404) 262-5460.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291,
(custserv@ahcpub.com). 8:30-6:00 M-Th, 8:30-4:30 F, EST.
Subscription rates: One year (12 issues), $279. Approximately 18 nursing
contact hours annually, $289; Outside U.S., add $30 per year, total prepaid
in U.S. funds.One to nine additional copies, $140 per year; 10 or more
additional copies, $84 per year. Call for more details. Missing issues will
be fulfilled by customer service free of charge when contacted within 1
month of the missing issue date. Back issues, when available, are $24
each. (GST registration number R128870672.)

Photocopying: No part of this newsletter may be reproduced in any form or
incorporated into any information retrieval system without the written
permission of the copyright owner. For reprint permission, please contact
Karen Wehye at American Health Consultants®. Address: P.O. Box 740056,
Atlanta, GA 30374. Telephone: (404) 262-5491. World Wide Web:
http://www.ahcpub.com.

• John Gilliland , Attorney, 2670 Chancellor Dr.,
Suite 290, Crestview Hills, KY 41017. Telephone:
(606) 344-8515.

• Deborah Zients , Vice President for Community
Operations, North Arundel Health System, 1708
W. Rogers Ave., Baltimore, MD 21209-4545.
Telephone: (410) 578-8600.

SS OO UU RR CC EE SS



Olsten signs national contract

Olsten Health Services in Melville, NY, and First
Health Group Corp., in Downers Grove, IL,

recently entered a national contract that allows Olsten,
through its Network Services program, to provide
centralized administration, home nursing, infusion
therapy, and medical equipment services to First
Health’s 14 million beneficiaries. Olsten will coordi-
nate patient care through its four regional Network
centers, and both Olsten and its Network Services-
contracted providers will provide home care. 

First Health is a national health benefits company.
The contract, effective May, 1998, is being implemented
on a plan-by-plan basis for First Health’s workers’ com-
pensation and group health arrangements.  ■

CE objectives

After reading this issue of Private Duty Homecare,
CE participants will be able to:

• Identify three important considerations when
negotiating managed care contracts.

• Name four strategies to improve pediatric case
management.

• Identify regulatory requirements in management
contracts.

• Identify an important component of paraprofes-
sional training. ■
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