
Clinton proposal draws 
mixed response from industry
Small step toward better coverage, industry says

On Jan. 4 and again during his Jan. 19 State of the Union Address,
President Clinton called for a four-part long-term-care initiative
to bring financial relief to Americans who care for elderly rela-

tives in their homes. The main provision of the plan is a $1,000 annual tax
credit either for those receiving care or their family member-caregivers.
The credits would affect about 2 million Americans and cost $5.5 billion
over five years. 

Other parts of the plan include:
• creating a national family caregivers support program, one-stop

shops in each state where caregivers could receive information and
referrals for other services, and their loved ones could enter adult day
care or respite programs;

• educating Medicare beneficiaries about their long-term care options;
• having the federal government, the nation’s largest employer, offer

private long-term care insurance to federal employees;
Clinton will ask Congress for $625 million in grants over the next five

years to state and local agencies on aging, created by the Older Americans
Act of 1965, to set up the family caregivers support program. The initiative
to educate Medicare beneficiaries, expected to cost $10 million, will help
them understand they are not covered for most long-term care, outline
what to look for in supplementary private insurance, and inform them
that they may be eligible for long-term care welfare benefits under
Medicaid. 

Bipartisan support — for now

During his State of the Union Address, Clinton said: “Long-term care
will become a bigger and bigger challenge with the aging of America —
and we must do more to help our families deal with it. . . . I can tell you
that one of the greatest concerns of [the baby boom] generation is our
absolute determination not to let our growing old place an intolerable
burden on our children and their ability to raise our grandchildren. Our
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economic success and our fiscal discipline now
give us the opportunity to lift that burden from
their shoulders, and we should take it.”

The long-term care plan drew initial biparti-
san support from Congress. “These items were
contained in the Republican Contract with
America, and we passed them as a $6.5 billion
health care initiative in December 1995,” said
House Ways and Means Health Subcommittee
Chairman Bill Thomas (R-CA). “Since President
Clinton vetoed these Republican provisions in
1995, I’m delighted he has changed his tune and
is supporting them today. Every year, millions of
Americans go without adequate long-term care
because they are forced to go without many ser-
vices. This GOP initiative the president has
adopted can make a difference.”

Senator Harry Reid (D-NV), who serves on
the Senate Special Committee on Aging, said, “I
think this is really in keeping with what I believe
is needed. We need to pass this legislation.” 

It’s about time

Associations representing caregivers hailed the
initiative. “Family members are the heart and soul
of our caregiving system. They provide at least 70%
of the care for people who have Alzheimer’s dis-
ease, and they do so at enormous personal cost —
physical, emotional, and financial. Every family
struggling today to keep a spouse or a parent or
grandparent at home will understand and appreci-
ate the importance of what the president is doing
today,” said Stephen McConnell, senior vice presi-
dent of the Alzheimer’s Association, in Chicago.
“This initiative will help millions of hardworking
families address a real problem and should draw
strong and immediate bipartisan support. The
Alzheimer’s Association will work aggressively
with the president and Congress to see these pro-
posals enacted into law this year.”

More associations have welcomed the proposal.
“We warmly welcome the president’s far-reach-

ing long-term caregiving initiatives announced

Jan. 4,” said Suzanne Mintz, president of the
National Family Caregivers Association, based 
in Kensington, MD. “For years, family caregivers
have been the invisible majority providing the
day-in and day-out care for America’s long-term
health care recipients. They provide 80% to 90% 
of all long-term care services. Recent studies have
shown a conservative market value of their ser-
vices to be $194 billion a year. We support all
initiatives that recognize and support family
caregivers.”

Some home care providers and industry repre-
sentatives also hailed the plan and pledged to
work for its implementation.

“As an industry, we need to make sure that
Congress passes the initiative. If not the tax credit,
then at least the long-term care insurance provision
for federal employees. It’s the first step in commu-
nity-based, long-term care becoming a bigger con-
versation nationally,” said Judy Clinco, president
of Tucson, AZ-based Catalina In-home Services.
Clinco also serves on the board of the Home Care
Aide Association of America, based in Washington,
DC.

Others were less enthusiastic.
“This is really just a Band-Aid on a very

serious problem and more of a distraction than
anything else,” said Ann Howard, executive
director of the American Federation of Home
Health Agencies in Silver Spring, MD. “It’s not
a bad idea as a complement to the Medicare
home health benefit, but a $1,000 annual credit
is a poor substitute for the revocation of the
Medicare home health benefit for long-term,
medically complex patients. The patients we 
are talking about are those who are considered 
‘too sick,’ and this will only translate into two
or three weeks of care before these patients
have to be shipped off to a nursing home or
another institutional setting.”

Another shrug-of-the-shoulders response came
from Florida.

“It’s better than nothing, but it’s not going to
help a lot of people. The biggest thing that impedes
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people from assuming accountability for coverage
themselves is the deductibility of premiums and
benefits in general,” said Marc Catalano, president
of Catalano’s Nurses Registry, in Hialeah, FL.
Catalano is also president of the Private Care
Association, based in Washington, DC.

Reacting to criticisms that the proposed $1,000
tax credit is meager in comparison to the actual
cost of long-term care, Mintz said, “It’s not going
to help people cover all their out of pocket costs,
but it’s not chicken feed either. It’s a good begin-
ning that brings attention to caregivers, and
begins to make long-term care a national debate.
It’s a first step that could have a legislative life.” 

Despite aging population, coverage is scarce

According to the White House, the aging of
America will only increase the need for quality
long-term care options. The number of Americans
age 65 or older will double by 2030 (from 34.3
million to 69.4 million), so that one person in five
will be elderly. The number of people 85 or older,
nearly half of whom need assistance with every-
day activities, will grow even faster, from 4.0 mil-
lion to 8.4 million. The average life expectancy
will also increase to 82 by the middle of the next
century, up six years from today’s average.

Despite the aging population, long-term care
insurance remains relatively scarce, with only
about 5% nationwide market penetration, accord-
ing to industry sources. However, in its two most
recent annual surveys of long-term care insurance
companies, the Health Insurance Association of
America (HIAA) found dramatic increases in the
number of long-term care policies issued. Over
500,000 and 600,000 new long-term care policies
were issued in 1995 and 1996, respectively, setting
new sales records. The market has grown an aver-
age of 22% each year between 1987 and 1996.1

HIAA attributes the splurge in new policies to
the Clinton Administration’s failed mid-1990s
health care reform initiative, which “delivered a
strong message that [the U.S. government] would
not take responsibility for financing health care
for all, and that individuals would have to find
the means to finance their own health and long-
term care needs.”2

The August 1996 passage of the Health
Insurance Portability and Accountability Act
(also known as the Kassebaum-Kennedy bill)
also increased consumer interest in long-term
care insurance, according to HIAA. It included
long-term care insurance consumer protection

standards and clarifications of the federal tax
treatment for long-term care insurance.

As the population continues to age and more
and more individuals are faced with caring for
elderly loved ones, interest in long-term coverage
will only increase.

Ironically, the long-term care proposal may
suffer, or change significantly before passage,
because of the Clinton Administration’s other
social welfare interests. During his State of the
Union Address, Clinton also outlined a cornu-
copia of more controversial measures involving
the Social Security Trust Fund, Medicare, private
savings accounts, and a patient bill of rights.

To build grass-roots support for the long-term
care initiative, Clinton announced on Jan. 4 that
Vice President Al Gore will hold a series of
forums across the country.  
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Heading toward a system
of customer service
Positive standards, feedback sustain momentum

Do you ever feel that you’re losing a never-
ending customer service battle? As soon as

you think you’ve educated the entire staff and
made your expectations clear, something hap-
pens that causes you to lose valuable ground. An
irate customer calls, angry about the scheduler’s
attitude, or a case manager complains that she’s
been waiting weeks for clinical updates from one
of your employees.

It may not be much of a consolation, but you
are not alone, according to Gail Scott, president
of Gail Scott & Associates, a training and organi-
zational development firm dedicated to helping
healthcare leaders build productive and healthy
systems, partnerships, and communities. Scott,
based in Meadowbrook, PA, also is the co-author
of Achieving Impressive Customer Service: Seven
Strategies for Health Care Managers, published in
1998 by American Hospital Publishing.

“About 75% of health care organizations have
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tried some version of Guest Relations or Service
Excellence. Many have tried it more than once.
Yet most people say the results were mediocre at
best. Why? The reasons are simple. People didn’t
understand that in order to get a spirit for service,
you need a system for service. People tend to
think of a communications workshop, but excel-
lent customer service doesn’t happen by accident.
You need a system,” Scott says.

“Another problem had to do with managers
and supervisors. They just didn’t get it, and they
didn’t make it real for their people. Of course, it
wasn’t entirely their fault. No one made it clear
what they were expected to do, or they weren’t
given the tools or techniques to be successful.
That is why the work that people are doing now
is heavily focused on helping managers learn
what they can do in their own areas to improve
service and satisfy customers,” she continues.

How to achieve lasting improvements

Your organization can develop a system for
lasting improvements with these steps:

• Create commitment and understanding.
Both managers and front-line employees must

understand why the company needs to change.
They need to know why “the organization is
pursuing customer service at this particular
time; how it fits in with everything else that is
going on; and what every stakeholder has to
gain by focusing on customer satisfaction,” says
Scott. But a dictated process to create a customer
service vision won’t work. “It must be participa-
tory and collaborative,” she advises. 

A good way to help staff see why customer ser-
vice is important and where it needs improvement
is to take them through what Scott calls “immer-
sion experiences.” Have them go through your
system as a customer; either shadowing actual
customers or acting as one themselves, she recom-
mends. This includes going through employment
interviews, intakes, and home visits. 

You may wonder what can be learned from 
such exercises, since the employees being observed
are bound to be on their best behavior, and the
observers already know the system. However,
“you can’t lose by having people walk through,”
says Scott. “If the system is screwed up, people will
still do it as screwed up, and although people will
tune it up, they will still show their weaknesses.”

• Set service expectations and standards.
Once staff learns the importance of customer

service, identify specific performance standards,
behaviors, and service guarantees, Scott advises.
“You must have an extremely clear vision of what
excellence looks like, what standards you expect,
and what customers need. Managers need to
involve staff in identifying customers and discov-
ering what matters most to them, and turning
these into very clear job specific behaviors,” she
says.

For example, the standard “responding quickly”
may have these specific behavior expectations:

1. For field staff: Answering pages within 30
minutes, or responding to voice mail messages
within 24 hours.

2. For managers: Returning phone calls within
one business day.

Some companies miss the service mark by not
developing clear performance expectations.
“They think the behaviors are very soft and you
can’t attach standards to them, or that scripts take
away personal creativity and humanness. But if
you go to the service industry, those Ritz-Carlton
employees know exactly what to say.”

• Remove barriers and obstacles.
A host of issues can interfere with customer

service, from out-of-date and inappropriate poli-
cies and procedures to poor teamwork and com-
munication. To improve your company’s
responsiveness for the long haul, obstructions
must be eliminated.

Avoid the temptation, however, of trying to
change too much at one time. Instead, focus on
one or two key issues, Scott advises.

Choose issues that have the greatest customer
impact, offer immediate results and involve most
everyone in the company. Approach the problem
using performance improvement-type analysis 
that looks beyond obvious answers. (See Private
Duty Homecare, May 1998, p. 64.) For example,
one solution to improving telephone responsive-
ness is to require that staff answer in a timely man-
ner. However, other issues such as technology or
the number of staff working during peak hours
may greatly influence overall responsiveness.

• Promote learning.
“Classroom approaches don’t change behav-

ior,” Scott warns. Instead, make managers into
mentors, and encourage coaching among peers.
“Teaching is the greatest reinforcer of learning.”

• Provide feedback; celebrate success.
Feedback is critical to sustained customer ser-

vice improvements, yet many organizations fail
to include it in their initiatives. “We talk about
customer service; we build it up and make it
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important, then we don’t talk about it,” Scott
explains. 

Two key questions that should be answered for
each initiative are:

1. Did we implement what we said we would? 
2. Did it reap customer satisfaction benefits?
To maintain momentum for change, provide

feedback in every meeting, post it on bulletin
boards and in newsletters and give it publicly.
Most importantly, give front-line staff the oppor-
tunity to solicit feedback directly from customers. 

Doing so not only allows them to see the direct
benefits of their efforts, but also makes the feed-
back loop positive. Many providers structure sys-
tems based on complaints going to the top level

of the organization. This tends to create a nega-
tive atmosphere focused on fixing problems,
explaining actions, and covering mistakes, she
explains. But having staff ask two or three ques-
tions at the end of their visit or phone conversa-
tion changes the equation. 

While empowering staff to receive 
feedback, don’t leave yourself out of the loop.
“Administrators have a tendency to get very far
from the customer; so it’s important to schedule
ways to get into it,” Scott explains.

Every meeting should include some form of
customer service feedback, even if it means setting
a blow-up doll in a chair as a reminder to consider
the impact of whatever you’re discussing, Scott
advises. “Every time people get together, it is an
opportunity to learn about and reinforce service.
Managers need to find ways to use these natural
forums to celebrate success, learn from mistakes,
and build a sense of team spirit and ‘we are in this
together.’ Feedback and celebration go hand-in-
hand. People love public thankings,” she adds.  ■

Readers offer tips 
to recruit staff
Incentives, training, and recognition get results

Everyone is looking for the magic paraprofes-
sional recruitment and retention wand, but 

no one seems to have found it. With a continuing
strong economy, low unemployment, and growing
senior population, it may never happen. However,
several Private Duty Homecare subscribers recently
shared various activities they believe strengthened
their respective hiring and retention records. 

About a year and a half ago, Napa, CA-based
Your Home Nursing Services started a monthly
CNA inservice program. For $1, CNAs from
throughout the Napa community attend state-
approved continuing education seminars.
Although she does not formally track the 
sessions’ impact on Your Home’s recruitment
efforts, director Camie Bianchi is certain they
help. 

“The room is packed. Usually about 35 to 40
people attend, and only one-third are employees.
And I’m wheeling-dealing and romancing them,”
she reports.

In addition to the low cost, good program

content, and engaging speakers draw consis-
tently large audiences, according to Bianchi. “I
always pick energetic speakers and topics cover
anything that enhances the CAN’s basic skills,”
she says. For example, an otolaryngologist
recently spoke on swallowing and salivating,
and how both change in stroke patients.

Helpful seminar subjects

Current patient care and service issues also
become seminar subjects. For example, Bianchi
learned that six caregivers could not go to a
patient’s home because they did not know how
to use a Hoyer lift. So she rented a lift and hos-
pital bed, and had a physical therapist demon-
strate proper technique on herself acting as 
the patient. End-of-service client surveys that
revealed dissatisfaction with caregivers’ meal
selection and preparation skills lead to nutrition
and cooking presentations. 

“There’s all kinds of ways to find out what’s
going on in the community, who we take care of,
and draw on that,” Bianchi explains. 

The programs cost very little. Speakers appear
free of charge, so staff preparation time is the only
expense. To obtain state continuing education cer-
tification, Bianchi submitted 12 lesson plans and
accompanying post-tests and goals and objectives
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in advance, along with the resumes of the first 3
speakers and the program coordinator. 

Sessions now take place from 3:30 to 6:30 p.m.
on weekday afternoons, but Bianchi is consider-
ing changing them to weekday evenings from 6
to 9 p.m., or weekend days.

Bianchi also recruits at local CNA and LVN
training programs. LVN students in particular are
good targets. “They need extra money and will
work as CNAs on weekends,” Bianchi notes.

Despite all Bianchi’s efforts, Your Home still
needs more staff. “I could hire 10 more full-time,
and I have five that would work immediately if
they could work days Monday through Friday,”
she reports. “Some people have the mentality that
they want to go to the same place everyday. Most
people are not black and white in their problem
solving, but you have to think for them to help
them see how they can make a different schedule
work out. I just told my scheduler to think in
rainbow.”

Finding good help

Carolyn Shrader, administrator of West Illinois
Managed Home Services, in Galesburg, hopes to
find more staff through a new collaboration with
the local unemployment office. 

“Most of our caregivers are middle-aged, so
we’re targeting a younger population just gradu-
ating from high school. They may have no skills
and no career goals,” she explains. The alliance is
just now forming, so Shrader does not yet have
results.

West Illinois also recently created a home-
maker career ladder with specialized training for
each skill level. The company established four
homemaker grades:

• Homemaker — for new workers on probation.
• Homemaker I — for those with established

competency on all basic skills.
• Homemaker II — for those trained in per-

sonal care. 
• Homemaker III — for caregivers with spe-

cialized Alzheimer’s disease training.
The new system has elicited “good feedback

from field staff and slowed turnover a little,”
Shrader reports.

Located in a bedroom community of
Philadelphia, Valley Forge, PA-based Professional
Nursing Services (PNS) only advertises in small
suburban newspapers, not the much larger-circu-
lated Philadelphia publications, according to
Nancy Turner, president. The emphasis on local

staff not only draws good people from the com-
munity in which PNS operates, but also leads to
quality word of mouth referrals, she says.

PNS also finds quality applicants through
recruitment open houses. Five or six times a year,
the company offers lunch and gifts to those who
attend the 11:30 a.m. to 1:30 p.m. receptions. “We
come up with some real good people that way.
We give them an application and talk about the
company, and ask them to call back for an inter-
view. We only want the ones who come back,”
Turner notes.

A sense of self-worth

Referral and performance bonuses have
improved both recruitment and retention for
Middlesex Home Health Services of Middlefield,
CT, according to Mary Milardo, director. The
company pays a $25 bonus to employees when
they refer others who are subsequently hired and
successfully complete their 90-day probationary
period. “It’s brought in quite a few word-of-
mouth referrals,” Milardo says. 

Building on the success of the referral bonus
program, Milardo introduced a performance
bonus system about seven months ago. It pays
caregivers a bonus of as much as $12.50 per week
based on their performance in these areas: 

• attendance;
• cooperation with co-workers and families;
• appearance;
• attitude and motivation;
• adherence to company policies and

procedures;
• correct and on-time documentation;
• care given; 
• “above and beyond” performance.
Co-workers, including the company scheduler,

document coordinator, and client care coordina-
tors, rate caregivers on a four-point, super-good-
satisfactory or unsatisfactory scale for each
performance factor. 

The program is a smashing success, according
to Milardo. She estimates that retention has
increased a whopping 30% since it started. “It’s
done a great job. People started here part-time
and then stayed with us and became full-time
because at the other places, they had no raises,
no employee recognition, and here, they feel
they’re part of a team. And the staff love it. It
pays their gas money and it gives them a self
worth,” she says.

Also, the performance program saves an
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expensive across-the-board increase and
improves service. “If they don’t meet every-
thing, we don’t pay, so it makes them think
about what they’re doing and go the extra mile.
You’d be surprised how much easier it is to do
paperwork when you get a bonus for it. These
are everyday parts of a job, but for paraprofes-
sionals, it’s not something that comes easily,”
Milardo adds.

Middlesex also recognizes employees of the
month and year. Monthly winners receive a gift
certificate for dinner; the yearly awards include
a bonus, gift certificates, and recognition at a
ceremony.

Reward good work

Like other round table participants, Milardo
finds that despite the sterling success of certain
recruitment efforts, Middlesex still does not have
enough caregivers. And like Bianchi, she is cha-
grined at recent pay increases of local employment
competitors like group homes and long-term care
facilities. “They can pay more, so it has to be the
recognition. We have to make the employees feel
they’re part of a team,” she notes.

Gail Scott, president of Meadowbrook, PA-
based Gail Scott and Associates, agrees. “The top
two reasons people leave their jobs are not feeling
appreciated and having a bad boss. Retention is
all about loving employees and giving them

recognition. You also have to do a lot of self-
esteem work, and help them see their value and
worth. If you don’t care about yourself, you can’t
give to anyone else. That’s especially important
in home care where you have some hard clients
who are old and sick, and they may not give
immediate feedback.”

While rewarding individual employees is one
way to raise the paraprofessional employment
pool, so too is a broader societal recognition of
what home care involves, according to Judy
Clinco, president of Tucson, AZ-based Catalina
In-home Services. 

“Our ability to grow as an industry is depen-
dent on raising community awareness of what
we do. Everybody’s going into these telemarket-
ing positions where they’re paid $7 an hour and
are told when they can drink a soda and go to the
bathroom and they get rejected on the phone all
day. It’s awful! But what we offer is meaningful,
good work.”

Editor’s note: If you would like to share successful
recruitment and retention ideas, please contact us at
(301) 589-1974. We plan to print more readers’ round
tables in upcoming issues. ■

Family foster care
reverses live-in equation
Operational challenges are the same, though

Mohammed won’t go to the mountain, you
say? Then why not have the mountain come

to Mohammed? Finding qualified caregivers will-
ing to live for days or weeks in clients’ homes is the
greatest challenge involving live-in services. (See
February 1999 Private Duty Homecare, p. 18.)
If your live-in program has never gotten off the
ground for this reason, then consider flip-flopping
the equation by having clients live with caregivers.

One New Jersey company that has done so now
has more caregivers than clients. The Hackensack,
NJ-based Visiting Homemaker and Home Health
Aide Service of Bergen County (VHSBC) also has
many happy clients, grateful to have help with
their daily care needs in a family, rather than insti-
tutional setting, according to Patricia Mahmarian,
LSW, director of the Alternate Family Care
Program.

VHSBC started the program in 1992 as part of
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a New Jersey Medicaid Waiver pilot. Now, in
addition to approved waiver clients, the com-
pany also offers family foster care to those who
self-pay for the service. “It’s an alternative to
nursing home care, and it’s significantly less 
than assisted living or nursing homes,” says
Mahmarian.

Savings are important

VHSBC charges private pay clients around
$1,800 a month. It receives $1,200 per month for
those covered under the Medicaid Waiver
program.

Clients need assistance with activities of daily
living, but don’t want to enter a nursing home.
Typically, they either have no family in the area,
or their loved ones cannot meet their day-in, day-
out care needs. Program goals include:

• keeping clients in a home setting;
• providing them with assistance on a daily

basis; 
• helping them be as independent as possible. 
The program appeals to many seniors because

it is less expensive than both nursing home and
live-in care, and “it’s like moving into a family
instead of being isolated,” Mahmarian says.
Others see it as an intermediate step, allowing
them to sell their house and get their financial
affairs in order before being forced to do so in a
crisis situation.

Caregivers come from all walks of life and have
many different family situations. “Some are RNs,
some are home health aides, some are retirees.
Some want to stay home while their children are
home, some have full families, some empty nests,”
Mahmarian reports.

All caregivers must pass a rigorous review that
includes:

• a completed application that explains the
person’s interest in the program.

• personal interviews;
•personal and employment reference checks;
• verification of automobile, homeowner, or

rental insurance coverage;
• criminal background checks on all household

members over 18;
• a physical exam, Mantoux test (for all house-

hold members), complete medical history, and
immunization record;

• home inspection and remediation of any
hazards.

Mahmarian interviews all applicants, carefully
evaluating their motivation. “If they’re interested

in it for the income only, it won’t work. There’s
not that much to be made.” Depending on the
client’s care needs, caregivers may work part-
time outside their home, full-time outside
employment is not allowed. 

Those without previous caregiving experience
must complete a 2-week, 60-hour training course
that covers a variety of personal care issues, from
transfer and bathing techniques to mental health
concerns in the elderly. 

VHSBC does not require that caregivers’ 
have one-story homes, but many of them do,
Mahmarian says. The residences must meet the
same type of safety and access issues required
with other in-home care programs, such as hav-
ing smoke detectors and removing fall hazards.

In addition to offering a private room to each
client, caregivers must help clients with their
activities of daily living, prepare meals, take them
to medical appointments, clean their rooms and
clothes, and ensure that their social needs are
met. VHSBC expects caregivers to “integrate
clients into their family so that they’re not just
living in the home,” Mahmarian notes. It also
requires them to write weekly narratives docu-
menting their client’s status. 

Caregivers are independent contractors and
sign contracts with VHSBC agreeing to meet the
needs of a specific client outlined in the docu-
ment. They must provide two weeks’ notice
before terminating a contract.

Match skills and needs

Potential clients meet caregivers before join-
ing the Alternate Family Care program. VHSBC
matches caregiver skills and interests with clients’
care needs. It also attempts to link clients’ personal
preferences and caregivers’ lifestyles. For example,
a client may not wish to live in a home with pets,
or a Jewish person may prefer to live with a Jewish
family.

Despite careful matching, each family foster
care relationship needs careful nurturing and
supervision, according to Mahmarian. “So many
things can go wrong. It needs constant attention,”
she says. 

Sometimes caregivers become overwhelmed
and have difficulty dealing with clients’ care
needs. Sometimes conflicting sleep and wake
cycles or meal schedules between clients and care-
givers create problems. Or, clients may want com-
pany at times when the caregiver doesn’t. “All the
things that can go wrong in a home,” she adds. 
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The first few weeks are the toughest for clients.
“It’s very stressful initially,” says Mahmarian. To
smooth the transition, VHSBC care managers
visit the home twice the first week, weekly for the
next month and then at least monthly with peri-
odic unscheduled visits thereafter. At each visit,
in addition to assessing the client’s overall health
status and vital signs, the care manager speaks
with the client in private so that he or she can
comfortably air any problems or concerns. 

The rewards are great

VHSBC helps coordinate referrals to support
groups and community health services for both
caregivers and clients, and it may also send social
workers or therapists for clients. The company
adjusts fees or uses grant funding when clients
have limited resources. It also encourages client
participation in adult day care programs.

Despite such attention, some relationships sim-
ply don’t work out. VHSBC places clients with
other caregivers if they wish to continue in the
program. Failed placements “are very upsetting
to clients” and the major drawback of the service,
according to Mahmarian.

Grant funding that has helped support the
Alternate Family Care program will soon end,
so VHSBC is now evaluating and may restruc-
ture aspects of the service, Mahmarian says. For
example, in the past, it accepted clients without
fully verifying their financial resources. 

Mahmarian is also actively marketing the ser-
vice to hospitals and nursing homes, at commu-
nity gatherings and in local ethnic newspapers.
“It will definitely grow if other health care profes-
sionals know about it,” she says. 

The state of New Jersey is also doing its part to
increase the number of family foster care clients
covered under its Medicaid waiver program,
according to Suzanne Watson, director of the
Alternate Family Care Program for the New Jersey
State Department of Health and Senior Services.
Watson is based in Trenton. Statewide, there are
now about 80 clients and some 115 caregivers. 

“We have high hopes. It’s been successful in
many other states, and we want it to be as viable
an alternative in New Jersey,” she says. 

About 26 states have some type of family foster
care waiver program. Washington and Oregon,
each with thousands of clients, are the two
largest, she adds.

New Jersey hopes to relocate 1,000 nursing
home residents into the community. As a first

step in making the program more financially rea-
sonable for providers, the state is now surveying
them to determine their cost of operations. It also
hopes to introduce legislation exempting care-
givers from current state laws that require those
with more than one client to obtain a boarding
home license, Watson reports.

Despite operational challenges, both VHSBC
and the state of New Jersey are committed to
family foster care. “The program is so worth-
while. Some people do so much better. They’re
interested, they’re involved, they become part of
something else. And the rewards for caregivers
are great. The satisfaction is so great in knowing
you helped clients,” says Watson.  ■

Is nutrition on your 
company’s plate?
Ounces of prevention yield pounds of outcomes

Have you ever thought of nutritional inter-
ventions as a competitive advantage? 

With payers beginning to look long and hard
for faster-healing and better outcomes overall, 
a company-wide nutrition focus may be your
ticket to more business and happier and health-
ier customers, according to Rosanna Gibbons,
MS, RD, LN, director of Nutrition — The Best
Prescription, a Sparks, MD-based consulting
firm. Gibbons is also a practicing home care
nutritionist. 

According to Gibbons, nutrition gets a bad
rap in home care. Although it is one of the build-
ing blocks of healing and continued well being,
“providers think of it as a non-essential service,”
she says. “I’m trying to dispel the paradigm that
it’s a nicey-nice thing.”
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• Patricia Mahmarian , LSW, Program Director,
Alternate Family Care Program, Visiting Home-
maker and Home Health Aide Service of Bergen
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Telephone: (201) 488-0041.

• Suzanne Watson , Director of the Alternate
Family Care Program, New Jersey State
Department of Health and Senior Services, P.O.
Box 722, Trenton, NJ 08625-0722. Telephone:
(609) 588-2903.
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“It makes a tremendous impact,” agrees Lisa
LaChapelle, RN, executive case manager in the
Baltimore office of Mid Atlantic Medical Services
(MAMSI), one of the largest managed care com-
panies in the mid-Atlantic region. “If patients are
not nutritionally in good shape, you can’t get
them stable. But I’ve not been seeing enough
home care intervention recently.”

One reason providers may have sidestepped
more extensive nutrition services in the past is
lack of funding, from both insurers and patients.
That may not be the obstacle that it once was,
according to Gibbons. “Insurance companies are
becoming proactive, and many now preauthorize
nutrition consultations based on diagnosis.” 

Patients privately paying for services still may
not be willing or able to afford a nutritionist, but
it is possible to improve nutritional assessment
and care coordination without sending a dietitian
on home visits, she advises.

Even in instances where a dietitian is needed
but reimbursement is limited, the dollars spent
now may save money and improve outcomes
down the road. “It takes $5,000 to $40,000 to treat
one pressure ulcer. But if the patient is not receiv-
ing appropriate protein to grow new cells, it will
never get well,” Gibbons says.

For organizations seeking maximum patient
outcomes with lower costs, Gibbons advocates
turning paraprofessionals into malnutrition detec-
tives through concentrated nutritional training. 

“They are good ambassadors to the rest of the
organization for what’s happening. You can max-
imize their abilities as providers of primary care
and identify unsafe situations,” she says. 

Train paraprofessional staff to spot patients at
highest risk of nutrition backsliding with these
actions:

• Offer basic nutrition training.
The good old food pyramid remains the foun-

dation of nutrition education. Reinforce basic
dietary information with policy and procedures,
and co-visits to help identify any food prepara-
tion problems and strengthen caregivers’ assess-
ment skills, Gibbons recommends. Caregivers
should also learn techniques to help clients make
better food choices. For example, they can help
clients who regularly eat take-out or delivered
food focus on the most nutritional menu items. 

• Assess risk.
Nutrition deficits can affect nearly all

patients, but they are much more common in
the elderly, according to Gibbons. One good
way to identify those at highest risk is to use a
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Read the statements below. Circle the number in the “Yes” column for those that apply to you or
someone you know. For each “Yes” answer, score the number in the box. Total your nutritional score.

YES
1.  I have an illness or condition that made me change the kind and/or amount of food I eat. 2
2.  I eat fewer than two meals a day. 3
3.  I eat few fruits, vegetables, or milk products. 2
4.  I have three or more drinks of beer, liquor, or wine almost every day. 2
5.  I have tooth or mouth problems that make it hard for me to eat. 2
6.  I don’t always have enough money to buy the food I need. 4
7.  I eat alone most of the time. 1
8.  I take three or more different prescribed or over-the-counter drugs a day. 1
9.  Without wanting to, I have lost or gained 10 pounds in the last six months. 2
10. I am not always physically able to shop, cook, and/or feed myself. 2

Total your Nutritional Score. If it’s:

0-2 Good! Recheck your score in six months.
3-5 You are at moderate nutritional risk. See what can be done to improve your eating habits and 

lifestyle. Your office on aging, senior citizens’ center, or health department can help. Recheck 
your score in three months. 

6 or More Your are at high nutritional risk. Bring this checklist the next time you see your doctor, dieti-
tian, or social service professional. Talk with them about any problems you may have. Ask for 
help to improve your nutritional health.

Source: The Nutrition Screening Initiative, 1999. Used by permission.

Determine your Nutritional Health Checklist



nutritional status-screening tool. Consider the
“Determine Your Nutritional Health” checklist
developed by the Nutrition Screening Initiative,
a collaboration between the American Academy
of Family Physicians, the American Dietetic
Association, and the National Council on
Aging. (See checklist, p. 34.) This simple 
questionnaire was designed as a self-test, so
caregivers could easily incorporate it in their
assessments, Gibbons suggests.

Socioeconomic status is the No. 1 risk factor for
poor nutritional status. Another key indicator is
dietary restrictions. “Over 85% of the elderly have
some kind of chronic condition for which there are
dietary restrictions. But we know that if a person
has more than three diet restrictions, their compli-
ance goes down to 20%,” Gibbons explains.

Client comments about the cost of medications
or not being able to buy certain foods are also sig-
nals of increased risk.

• Spot physical signs of malnutrition.
Train caregivers who help clients bathe or

dress to notice signs of wasting, such as poor skin
turgor and loose-fitting clothes. Sudden or unex-
plained weight loss is also an indicator. Consider
training staff to calculate body mass index (BMI)
or provide a conversion chart that translates
height and weight into BMI. “Elderly patients

with a BMI less than 22 have higher emergency
readmission rates, longer length of care, and an
increased frequency of primary care,” Gibbons
reports.

Other physical events should also clue care-
givers into possible nutrition deficits. For example,
clients who need more assistance with transferring
and toileting overtime may be experiencing weak-
ness as a result of inadequate nutrition. Also,
patients who cough or drool during meals may
suffer dysphagia.

• Assess food stocks.
Paraprofessionals with limited incomes may

themselves not have a bursting pantry, so it is
important that they know when some becomes too
little. Clients should at least have basic provisions
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Join the AHC listserv

Want to stay in touch with other private
duty providers? Become a subscriber to

American Health Consultants’ Web-based
listserv. To subscribe to this free service, send
an e-mail to listserv@medec.com. 

In the body of the e-mail, type SUBSCRIBE
HCARENURS, press return and then type
your first name and last name, hit return
again, then send.  ■



such as milk, eggs, and bread and enough staples
to “put a meal together,” Gibbons advises.

• Assess food safety and sanitation.
More than 9,000 people die every year from

food-borne illnesses, according to Gibbons.
Although most of the victims of salmonella and
other such maladies are senior citizens and chil-
dren, the elderly often mistake their symptoms
for influenza and simply never report the prob-
lem. Yet “they are so frail, one bout of dysentery
will throw them into dehydration,” she notes.

With such severe consequences, preventing
food-borne illnesses is critical, yet the elderly
often compromise food safety. “With their limited
functionality, they are less conscientious about
restoring food. They have a tendency to let things
sit out when they come home from the grocery, or
if people bring things over. 

Foods left for more than one hour between 40
degrees and 140 degrees Fahrenheit are poten-
tially unsafe, Gibbons advises.

• Provide support materials.
Another way to make good use of scarce nutri-

tionists’ time is to have them prepare patient edu-
cation materials and helpful support materials for
paraprofessionals, such as a standard shopping list
for diabetics or 50 quick, easy, and nutritious
meals.

• Know when to refer.
Above all, home health aides and homemakers

should know when to call for reinforcements. “If
you’ve done all the right things, and the patient’s
still floundering, it’s time to refer,” says Gibbons.
Making the referral early is terribly important.
“There’s so much complexity in nutrition, it’s a
long hard uphill battle to bring functionality back
once it’s gone,” she says.

Although paraprofessionals can uncover many
nutrition problems, sometimes only the dietitian’s
expert eye can find the exact cause of a patient’s
nutritional decline. “It’s not a one visit thing.
Sometimes it takes two to three times to have an
impact. You have to pull things out of the cabinet,
examine foods and patient dietary habits,” says
LaChapelle. 

Once the nutritionist becomes involved, 
it is important that they document any patient
progress. “I capture every piece of data that
shows improvement. That is the key to getting
services authorized,” says Gibbons. Even small
changes count. For example, a patient who can
climb half a flight of stairs instead of two steps,
or a drop in diabetics’ fasting blood sugar from
the high to low 200s is good. “You don’t have to

wait for glycated hemoglobin results to show
you’ve had an impact,” she notes. 

In addition to thorough documentation, case
managers also expect good communication,
according to LaChapelle. “I want an honest
answer. Tell me if they don’t understand what
they’re eating, and not have visit after visit with a
CHF [congestive heart failure] patient increasing
Lasix or increasing weight.” 

Editor’s note: Copies of the Determine Your
Nutritional Health checklist are available from the
Nutrition Screening Initiative at (202) 625-1662.  ■
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After reading this issue of Private Duty
Homecare, CE participants will be able to:
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taining customer service initiatives.

2. List ways to improve paraprofessional
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3. Name challenges of operating a family
foster care service.  ■


