
Pediatric home care: 
A growing niche market with viability
This specialty market is proving fruitful for home care

In an increasingly home care-unfriendly world, a growing number of
agencies are turning to niche markets in order to survive. For some,
this means infusion therapy. For others, it’s cardiac care. The up-and-

coming area of pediatric home care, untested in many areas of the coun-
try, also is proving to be a viable business market.

A look at this specialty shows that while the potential for growing
a successful pediatric home care agency exists, it is not without its
challenges.

The factors at play

Several issues play into the growing need for in-home pediatric 
services, not the least of which are the increasing survival rates for
younger and younger premature babies. Infants born weighing as little
as 1 pound now can be expected to survive. But not too long ago, the
odds were certainly against them reaching their first birthday, let alone
adulthood. These premature infants will, in all likelihood, need some
degree of extra care, whether it’s in the neonatal intensive care ward or,
as they gain strength, in the home.

Dorothy Page, MSN, FNP, is the home care coordinator for the
University of Massachusetts Medical Center’s department of pediatrics
in Worcester, as well as the co-founder and president of the National
Association of Pediatric Home and Community Care. With more pre-
mature infants surviving, she says, “There are a whole host of things
that can result. The most complex will need feeding tubes and life sup-
port, but there are others with cerebral palsy who need physical or
occupational therapy. Many would have stayed in intensive care units
for months and even up to years. But now with cost containment, as
soon as the child is stable, the child is sent home.”

It’s not just preemies who have created an additional need for home
care. New treatments for children with cancer and cystic fibrosis have
contributed as well, she says. “They may be receiving chest therapies,
respiratory and feeding therapies while they’re at home to help them
either get over the hurdle of an acute [condition] or cope with a chronic
illness. As they find more therapies to help children with chronic dis-
ease, more children will be needing home care.” 

Science has done its part to increase the number of children eligible
for home care, but perhaps nothing has had so great an effect as the
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involvement of parents. “Families want the chil-
dren home,” Page explains. “They don’t want
them in an institution. It’s so important for the
family’s sense of being an intact unit. Parents
really have demanded that their children not live
in the hospital for any length of time, and with
the advent of payer systems that look at home
care as a cost-effective alternative to hospitals,
demand and need meet.”

The prognosis for pediatric home care agencies
remains strong. The pediatric home care unit of
Children’s Hospital of Denver has more business
than it can handle, says Linda Therrien, RN, MSN,
director of home care and community health pro-
grams, and the pediatric representative for the
National Association for Home Care (NAHC) in
Washington, DC.

Still, it’s doubtful the rapid-fire market growth
will continue exponentially. Page says that while
the market will continue to grow, “The huge bal-
loon of numbers that we have seen will increase,
but much more slowly,” partly because some
therapies are producing quick results, lessening
the amount of home care a child needs.

All things considered

The pediatric home care market is growing,
but some homework is still necessary. Before
jumping into the market, take time to do some
background research, advises Page.

“Agencies interested in starting a pediatric
program should go out and talk with other 
agencies locally to learn about the pitfalls and
rewards,” she says, adding that since reimburse-
ment is determined on a state-by-state basis, a
local pediatric agency is the best bet for learning
about reimbursement policies and problems.

If, after talking with other agencies, you’re still
interested, look at your own agency’s referral his-
tory, says Nancy Lord, RN, BSN, MBA, CCRN,
director of home care for Voorhees (NJ) Pediatric
Facility Home Care: “If you are turning down
many, many pediatric cases, then you’re not hit-
ting the right niche. But if that area or subspe-
cialty is covered by other agencies, then it’s a
losing proposition. If you’re not turning down
cases left and right, you’d have to put out a lot of
money before you’ll see a return.”

Freestanding agencies may want to investigate
the option of partnering with an area hospital, says
Therrien, who encourages new entrants to the
pediatric field to make sure their services comple-
ment, not compete, those of other area providers.

“A lot of hospitals are beginning to question
whether it makes sense to have their own agency
or simply a referral agency where they could
trust the quality of pediatric services,” she says.
“If you’re in a community with a children’s hos-
pital, the first thing to do is check to see if they
have a home care agency or if they would be
interested in developing a relationship with you
to provide it.”

Even if your particular area shows a need for
home care, the issue of reimbursement must be
considered. As with Medicare, Medicaid reim-
bursement can be tricky. “There’s no consistency
for what Medicaid will pay and how much, so it’s
extremely difficult for families with special-needs
children and for agencies,” Therrien says.

Third-party providers do pay, but rarely. Even
then, they cover only the bare bones. Of 21 children
billed under private-duty nursing, she explains,
three have private insurance companies and then
they pay only a portion of reimbursement. 

“A closed HMO system is less inclined to pay
for chronic home care for kids, and unfortunately
that’s what they need if they’re premature and
have related problems or if they’ve had an acci-
dent with trauma to the neuromuscular system.
They’ll be dependent on technology and will
need skilled services for at least two to six years
or even a lifetime. Kaiser might pay for three
days of nursing care to get a child with a new
[tracheotomy] out of the hospital. So in theory,
we would have three days to get mom confident
with it,” Therrien adds.

Page says she has found that Medicaid, “if we
give them all the documentation as to why the
child needs home care . . . tends to listen and
approve the nursing hours.”

The challenges of children

If you think pediatric home care is just like
home care for adults but with smaller patients,
you’re wrong. “The biggest challenge for agen-
cies is to realize that patients are not small adults
and as such you need specially trained people,
and not just those that are familiar with pedi-
atrics in general,” says Lord. “With adults, you
can reason with them, while with children you
need to establish a rapport and make therapy a
game — something fun and interesting so they’ll
be willing to participate. Otherwise, they’re just
going through the motions.”

Page agrees. “To say a nurse who has worked
with adults and who has several children at
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home could care for an ill child at home is not a
logical transition. They need training to deal with
the issues of the child and family. They need to
remember that they’re working within the family
system and that with a child, you are looking to
maximize their outcome for life.”

The agency itself faces several challenges,
including equipment and services management.
For instance, you can’t use an adult infusion com-
pany, Therrien points out, because the formulas
and calculations are different for children and the
drugs interact differently in them. Some agencies
advocate a full range of services, offering respira-
tory and physical therapy, infusion services, and
nutritionists, to name a few. 

Equipment, too, can pose a problem. Not only
is pediatric equipment different from that used
for adults and requires special training to use, but
children require a spectrum of sizes as they grow.
The adult, notes Lord, will use a walker until it
wears out or breaks. But for children, “you will
need to make adjustments and buy new ones as
they grow. It is very challenging for home care
because you’re constantly having to reorder,” she
says.

Can you find qualified staff?

There is also the challenge of finding a highly
skilled staff of pediatric nurses. Recent graduates
don’t have the same experience with pediatrics,
Page says, noting that they have spent only a few
days, not a semester, caring for children. To coun-
terbalance this, she believes agencies should set
up a comprehensive training program.

For agencies branching into pediatric home
care, the lack of highly skilled staff could be a
stumbling block. One way around this is to start
out slowly, perhaps with skilled visits. “As your
knowledge base increases along with the number
of nurses, you can move to block nursing where
you send nurses to patients for blocks of time,”
Page suggests. 

Therrien’s agency requires nurses with two
years of experience and “even then we screen
them very carefully.” She also has potential hires
accompany a nurse on visits so they have a sense
of what they’re getting into.

Agencies also need to know their limits and
inform parents of them, starting with the fact that
the nurse is not a baby sitter for the other chil-
dren. “The agency needs to have a clear under-
standing of what it intends to provide and stick
to it. It can’t overstretch the limits because then

the family tries to cover the nursing duties and
the child only ends up sicker because the family
is stressed,” Page points out. “Nurses have their
limits to what they can do. In one case, a mother
asked one of my nurses to look after the other
children while she ran out to the store. The nurse
needs to say, ‘No, I can only look after this child.’
They need to be able to prepare the family for the
likelihood that if nursing services stop, they will
have to care for the child on their own.”

In reality, the pediatric home care worker is as
much nurse as social worker. “You need someone
who is a critical thinker, who can work indepen-
dently but who knows when she needs to call for
help. It’s difficult for nurses because they practice
really in isolation. She might leave the house in
the morning, go straight to her patient, and then
return home at night without ever coming into
contact with other nurses,” Page explains. “There
is the added challenge of coping with the idea of
rules in the workplace vs. those of the family and
home. Can you tell the dad, ‘No. You can’t walk
around in your house in just a towel’?”

Despite the challenges, pediatric home care is
extremely rewarding, these sources say. And
things are looking up for reimbursement, says
Therrien. 

“When for-profit proprietary agencies went in
to managed care contracts, that cut us to the bone.
We had to try and compete with their prices. But
now the for-profits have found out they can’t sur-
vive on that low reimbursement either. We’ve had
third-party providers come to us and say they
wanted to improve our rates. So really, what goes
around comes around. It’s just rare you get a
chance to see it in your lifetime,” she adds.  ■
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So, Medicare says 
you owe . . .
What are options in the face of overpayment?

It’s not uncommon for home health agencies to
discover Medicare has over-reimbursed them.

Owing service providers nothing more than 
a 15-day notice, Medicare then expects to be 
re-reimbursed for its oversight, an often impos-
sible task if the notice has spent several days
lingering at the post office or, worse yet, if it
was delivered to an incorrect address.

And there often lies the rub. James Murray,
deputy counsel for the National Association for
Home Care’s (NAHC) Center for Health Care
Law (CHCL), explains the “regulations require
that providers have 15 days from the date of
notice to respond. The problem is that they are
rarely given that because intermediaries some-
times give them only 15 days from the letter
date.” 

Authorized by Congress to collect, Medicare is
within its legal rights to recoup payments from
the patient beneficiary if it’s unable to collect
from the service provider. It can go so far as to
dock the beneficiary’s Social Security payments.
According to a statement by NAHC, the statute
“provides the authority to Medicare to suspend
payment immediately in the event of an alleged
overpayment due to suspicions of fraud or to sus-
pend payments for alleged overpayments that are
nonfraud-related after a 15-day notice to the
provider of services. This suspension authority
creates the power to act on a suspected overpay-
ment even if the Medicare program has not made
a final determination of an actual overpayment.”

Do agencies have any recourse? Or must they
simply pay promptly and without complaint?
What if your intermediary sent you an incorrect
notice of overpayment? How do you defend
yourself? The best defense in these cases is a
strong offense. The following outline provides a
general how-to when it comes to defending your
agency.

❒ Preparing your defense.
If your agency finds itself on the receiving end

of a notice of Medicare overpayment, the first
and most obvious step is to determine on your
own whether or not an overpayment truly
occurred.

Handling such a task within a short period of

time can tax even the most organized administra-
tors. Experts suggest agencies have a good idea at
all times of the projected annualized patient cen-
sus as well as a sense of the agency’s annualized
total costs and visits. NAHC members may visit
www.nahc.org for a list of formulas that can be
used to determine these figures. With this infor-
mation in hand, it‘s easier and faster to determine
the veracity of Medicare’s statement.

If you believe you’re right, be prepared to
rebut Medicare’s notice with hard facts. This may
mean using a detailed trend analysis for the fiscal
year or a patient census count from the interim
payment service (IPS) base year.

Running regular reports can be a terrific boon
because your rebuttal must be presented within
15 days. If it’s impossible to hit the deadline,
agencies can seek an extension from their inter-
mediary. Once you have received a notice, says
Murray, contact your intermediary immediately,
especially if you feel you will need more time to
address the issue. “You will either need to send
payment or a request for an extension,” he adds.

Provider may have no recourse

There are some instances, Murray points out,
in which the provider has little or no recourse.
“The notice of overpayment is submitted in dif-
ferent forms,” he explains. “It could be for a cost
adjustment, which would then allow for appeals,
or it could be a demand for reimbursement
involving the denial of claims as the result of an
[Office of the Inspector General] audit. Then the
agency should undertake an immediate appeal.

“The trouble with an IPS overpayment notice
is that often there is nothing to appeal because it
may have been issued prior to the provider filing
a cost report or filed by the intermediary in antic-
ipation of an overpayment. Then there is little the
provider can use to challenge the overpayment
demand,” he states.

❒ Checking up on the intermediary.
Intermediaries are fallible. It’s a wise second

step to determine whether or not the intermedi-
ary has used “the appropriate overpayment
recoupment demand process,” noted the NAHC
report. “Generally, Medicare intermediaries have
provided home health agencies with a 15-day
rebuttal period. . . . However, in some instances,
the intermediary has instituted recoupment pro-
ceedings and rate adjustments before it reviews
and responds to any submitted rebuttal.”

If such a discovery is found to be true, home
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care agencies should immediately report this to
the intermediary’s management staff and, if neces-
sary, the Health Care Financing Administration’s
(HCFA) regional office.

❒ Requesting an overpayment recoupment
waiver. 

Under 42 USC § 1395gg: “Recoupment of an
overpayment can be waived where it is deter-
mined that the provider of services is without
fault in receipt of that overpayment.” For this rea-
son, the Center suggests agencies demand their
intermediaries “issue a determination as to the
agency’s entitlement to a waiver of recoupment.”

In an example given by NAHC citing a notice
of IPS reimbursement overpayment, an agency is
“without fault” when:

— Home health agencies that exceed the per-
beneficiary limit while providing Medicare-cov-
ered home health services within the scope of the
benefit are found without fault in that the agency
is obligated to meet the patient’s needs in a safe
effective manner under the conditions of partici-
pation and that to have reduced services to such
patients under their level of need would have
deprived the patient the full scope of the
Medicare benefit or jeopardized the patient’s
safety.

— Home health agencies were informed by
way of a January 1998 letter from HCFA that they
were prohibited from discriminating against
Medicare patients in relation to admissions and
discharge from services. As a result of agencies
indiscriminately accepting Medicare admissions,
many agencies ultimately served patients whose
costs led to the agency exceeding the aggregate
per-beneficiary limit.

— The IPS per-beneficiary limits were not pro-
vided to home health agencies on a timely basis
consistent with federal law. 

❒ Paying the overpayment. 
In the event an agency must make the prepay-

ment, agencies should consider requesting an
extended payment option. Forms are available to
the provider through section 2224 of the Health
Insurance Manual 13 and follow the format set
out in section 2220, Murray notes. 

Intermediaries have been instructed by HCFA
to be lenient in granting the option of a 12-month
repayment plan, he adds. “The problem is that
we know from experience and discussions with
HCFA officials that the terms for the approval of
an extension are subjective. So with two compa-
rable providers with similar situations, one could
have the plan approved as submitted and the

other could be put through hoops. It’s really
impossible to determine the logic for the evalua-
tions because there are none. It’s wise then for
providers to obtain political support when sub-
mitting requests given the review process.” 

Once an approval has been granted, agencies
should carefully review the terms. “Repayment
plans may be issued without interest,” says
Murray, “if they’re related to IPS and limited to a
12-month term. Providers should really push for
interest-free reimbursement in such cases, at the
very least for the first 12 months.”

Beyond the first year of repayment, the current
interest rate as set by the Treasury Department
will apply. Agencies that require more than the 12
months must direct their request to the interme-
diary, as in the former case, but await final
approval from HCFA.

Agencies must offer detailed documents show-
ing a demonstrated financial need for an exten-
sion, including a cash-flow statement and at least
two credit rejections from private sources. Along
with the request for an extension plan, the agency
must include the first payment.

In the worst-case scenarios, NAHC’s Center
for Health Care Law recommends agencies look
into the Federal Debt Claims Collection Act for
“certain procedural protections and opportuni-
ties for compromise of the debt collection.”
However, the Center  notes, enforcement of
such procedures would in all likelihood only 
be granted as the result of a lawsuit held in a
federal district court.

There is also the option of declaring Chapter 7
or Chapter 11 bankruptcy. The resulting dissolu-
tion or reorganization may provide some protec-
tion to “suspension of payments by the Medicare
program that are designed to recoup previously
determined overpayments.”

Whatever your course of action, it’s always
good to seek counsel, not only legal but counsel
from other agencies that may have had similar
experiences. At press time, NAHC was preparing
a lawsuit to challenge Medicare’s recoupment
program for IPS overpayments.  ■
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Living with latex allergies
How home health nurses can continue working

Although dentists and operating room person-
nel with their multiple, daily glove changes

are more at risk of latex sensitivity, it’s not
unheard of for home health care workers to
develop a latex allergy. For some, symptoms may
appear only as a bad case of dry skin. Others may
proceed without warning to anaphylaxis and
possibly death. With symptoms so severe, it’s
hard to imagine that anyone who discovers he or
she is latex-sensitive could continue to work in
the health care profession. After all, the use of
latex is widespread and found in everything from
rubber gloves to balloons to the soles of tennis
shoes. 

Nevertheless, a latex allergy does not mandate
retirement from home health care. It does require,
however, the sufferer to become more aware of
the problem and the ways in which to avoid con-
tact. Moreover, it means working with the home
health agency’s management to develop policies
and protocols for coping with the allergy. What
follows is a general overview of the allergy itself,
the toll it takes on its victims, and suggestions for
coping.

Background brief

As health care workers have becoming increas-
ingly aware — and vigilant — about protecting
themselves from the risk of infection, the use of
latex gloves has risen dramatically. Unfortunately,
so has the incidence of latex allergies. Between
1988 and 1996, roughly 1,700 incidents of severe
allergic reactions to latex were reported to the
Food and Drug Administration. Of those cases, 23
ended in death, although no deaths were linked to
the use of latex gloves. 

Even so, estimates based on a study reported in
Anesthesia suggest that, of the population at large,
0.8% are allergic to latex. The number rises dramat-
ically when the focus is narrowed to health care
professionals. The 1989 study showed 13.7% of
dentists displayed an allergic reaction, while oper-
ating room doctors and nurses showed rates of
7.5% and 5.6%, respectively. By the time the results
of a 1997 National Institute for Occupational Safety
and Health study were reported, those figures had
risen, showing that anywhere from 8% to 12% 
of health care professionals are latex-sensitive.

Considering that roughly seven billion pairs of
latex gloves are used annually by employees in the
health care sector, it’s a wonder the statistics aren’t
higher.

Because of the prevalence — and potential
severity — of latex allergies among health care
professionals, and increasingly among their
patients as the use of latex products has become
more widespread, professionals should be alert.
Especially prone to latex reactions are those
with certain food allergies such as to avocados,
bananas, papayas and other tropical fruits, and
kiwis, tomatoes, potatoes, chestnuts, peaches,
and even poinsettias. 

The least worrisome reaction takes the form of
irritant contact dermatitis, a condition that results
from direct contact with the skin and typically
results in a dry, flaky skin with cracks or sores.
Symptoms range in severity depending on the
length of exposure, skin contact, and tempera-
ture. A second, more severe, reaction known as
allergic contact dermatitis, or delayed-type
hypersensitivity, is caused by sensitization to
ingredients used in the manufacture of latex
gloves. Within 48 hours to 72 hours of exposure,
the reaction begins, usually affecting the body’s
immune system. With it, dry, red skin with hard
bumps, sores, and sometimes blisters will appear,
and with each further contact symptoms are
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Tell-tale Signs
✔ Abdominal cramping
✔ Anaphylaxis
✔ Angioedema
✔ Asthma
✔ Bronchospasm
✔ Cardiopulmonary arrest
✔ Congestion
✔ Coughing
✔ Fluid swelling
✔ Hives
✔ Hypotension
✔ Itching
✔ Nausea
✔ Rash/dermatitis
✔ Shortness of breath
✔ Sneezing
✔ Stridor
✔ Tachycardia
✔ Vomiting
✔ Watery eyes
✔ Wheezing
Source: Nursing Management, October 1998.



likely to increase in severity.
Immediate-type hypersensitivity is similar to

allergic contact dermatitis in that it stems from
prior exposure. However, in this case, the results
can be much more severe. IgE, a class of antibod-
ies, are the mediators and can cause anaphylactic
reactions as well as contact urticaria and systemic
reactions such as asthma and rapid heartbeat.
Symptoms typically appear within five minutes
of contact and can disappear within 30 minutes to
two hours after removal of the latex item. (See
box for a list of symptoms, p. 30.)

Studies have shown that powdered latex
gloves are the largest culprit in causing latex sen-
sitivity among health care workers. The more
times employees change gloves, the greater the
chance they will develop an allergy. “Ninety-
eight percent of latex allergies are caused by pow-
dered latex gloves. It’s simple to say make sure
you don’t touch latex, but as health care workers
go, we’re worried about aerosol exposure,” says
B. Lauren Charous, MD, director of the Allergy
and Respiratory Care Center at the Milwaukee
Medical Center, and an assistant clinical professor
of allergy/immunology at the Medical College of
Wisconsin. Minute latex proteins, absorbed by
the powder glove lining, become airborne with
each glove change and enter the airways of
health care workers and patients.

Changing to latex-free gloves will not solve 
the problem once an allergy has been diagnosed.
Latex protein particles settle in carpets and
upholstery, notes Charous, especially if latex
gloves have been used for a while. However,

steam cleaning can reduce levels significantly, he
says, noting that in a study he conducted, “levels
fell to below a detectable level following a change
from powdered gloves and a thorough cleaning.”

The source of the allergic reaction may be
removed, but the allergy cannot, explains Debra
Adkins, editor of Latex Allergy News in Torrington,
CT. “Once a person becomes sensitive, there’s
nothing you can do. Unlike with hay fever, where
you can receive shots, there’s no desensitization
for latex allergies.”

As such, home health care workers diagnosed
with the allergy can only continue working if a
latex-safe protocol is put in place by the agency.
Agencies may decide to enact a latex-safe policy
upon learning of an employee’s allergy, but
experts advise taking a proactive rather than reac-
tive approach. (The term latex-safe is used rather
than latex-free because it is impossible to com-
pletely remove all traces of latex from a given set-
ting.) Not only will your agency be ready in the
event someone is diagnosed, but providing a latex-
safe environment may also lessen the chances of
someone developing an allergy.

By following these basic steps, home health
care agencies can make significant strides in pro-
viding their employees — and patients — with a
latex-safe environment:

• Educate yourself. 
First and foremost, learn all you can about the

allergy. Sue Lockwood, executive director of
Milwaukee-based Allergy to Latex Education and
Resource Team (ALERT), suggests agency adminis-
trators begin with the Internet. (See list of Web
sites, p. 32.) “You really want to educate yourself
on the research material out there,” she says. “The
more you know, the more you’ll be aware and can
provide the awareness to prevent contact.” Her
group provides information packets for a $25 dona-
tion to the group. Included are research articles and
educational material, support information for the
sufferer, a list of latex-containing products, and a
list of alternative products. 

Amy Romanczuk, RN, MSN, is a pediatric
clinical nurse specialist for the department of
spina bifida and pediatric urology at the Medical
University of South Carolina in Charleston. She
knows firsthand the importance of education. She
educated patients and their families on coping
with latex allergies for 10 years before she was
diagnosed with it. “It wasn’t until my third ana-
phylactic episode that I realized I had it.” She
explains that “for a negative experience, it’s been
rather positive because it’s made me see where

March 1999 / HOSPITAL HOME HEALTHfi 31

Likely Sources
❒ Patient examination gloves
❒ Elastic bandages and adhesive tapes
❒ Electrode pads
❒ Wound drains
❒ Stomach and intestinal tubing
❒ Urinary collection devices
❒ Enema tubing tips
❒ Hemodialysis equipment
❒ Rubber marks and oral/nasal pharyngeal 

airways
❒ Dental bite blocks
❒ Endotracheal tubes
❒ Rubber ventilator circuits, bellows, and hoses
❒ Injection syringes and ports on IV tubing
❒ Blood pressure cuffs

Source: Professional Safety, August 1998.



we as health care workers can get complacent.
We think about the risk to our patient and not
ourselves, but we need to be thinking about how
we can protect them and ourselves.”

• Establish a task force. 
Lockwood recommends agencies interested in

becoming latex-safe appoint staff to spearhead
the protocol’s implementation. “You can have
anyone on it who wants to educate themselves on
latex allergies. It could be a one-man task force,
but it’s nice to have a sounding board. It’s also
good if you can get an allergist on board who is
knowledgeable about the problem. Then have
them gather all the resources and research materi-
als,” she suggests.

• Take stock. 
The first step toward eliminating latex prod-

ucts from your list of supplies is “having a 
cognizant awareness of what contains latex,”
Romanczuk says. (See list of sources, p. 31.) 

Task force members should compile a list of all
supplies and their corresponding vendors,
Lockwood says. “You want to list all your suppli-
ers in a binder and then contact them to see if
they offer alternatives.” Ask suppliers to send
you a list of all products along with information
on their latex content.

Many companies today are offering latex alter-
natives, specifically to powdered latex gloves.
“Luckily for us, companies are getting very savvy
in looking for ways to make their products safe.
They’re making some products like Foley catheters
out of plastic, and that patients actually like better,
but sometimes it takes going to your supplier to
find them,” says Romanczuk.

Prices may be nominally more expensive for
latex-free items, so take advantage of buying in
bulk. And, says Lockwood, some companies will
offer discounts to members of ALERT.

• Make a decision. 
Once materials have been gathered and lists

made, it becomes necessary to make some hard
policy decisions. At this stage, it’s best if a person
with a latex allergy can be included in the deci-
sion-making process. 

Among the points to consider, Romanczuk
says, is how to handle a latex-allergic employee.
“If you suspect an allergy, for example, how will
you handle it? Will you have the employee tested
or just tell them to avoid latex and good luck?
You need to figure out what products have latex
and which patients require them. You also need
to consider that some products have no latex-free
substitutes, and how will you handle that?

“Do you use only latex-free products or just
gloves that are? Do you give latex-free products
only to the person with the allergy or to every-
one? And then how do you handle the employee’s
environment?” she asks.

This last issue is particularly tricky for home
health workers, acknowledges Romanczuk,
because nurses are going into people’s homes
where they cannot control the presence of latex-
containing products. While not involved in home
health, she uses a policy that would well serve all
those affected by the allergy — the “In me, on me
rule.”

“If I’m not wearing it, eating it, touching it, or
breathing it, I’m not going to worry about it,” she
says. “My office mate was worried about having
erasers on her desk, but I told her it would be OK
because I just wouldn’t be touching them. I have
to take some sense of responsibility for this and
to be very aware.”

Lockwood agrees that home care presents spe-
cial challenges for the health care professional, not-
ing that “for home health agencies it may be easier
to set up a policy for the office but harder for their
site visits. Nurses can bring in a latex-free kit on
their own, but you can’t control the unknowns
within a home. So unless the patient wants to help,
this is a big hurdle for the home health workers.”
Lockwood says she knows a home health nurse
who has a policy of conducting a phone interview
prior to making any site visit so she would be
aware of the potential risks awaiting her.
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Latex on the Web
For more information on latex allergies, check out
these Web sites:

☛ Allergy to Latex Education & Resource Team
(ALERT): www.execpc.com/~alert/

☛ Delaware Valley Latex Allergy Support
Network: www.latex.org

☛ Education for Latex Allergy Support Team and
Information (ELASTIC): www.pw2.netcom.
com/~ecbdmd/elastic.html

☛ Latex Allergy Links: www.netcom.com/~nam
1/latex allergy.html

☛ National Institute for Occupational Safety and
Health: www.cdc.gov/niosh/latexall.html

☛ Physicians Against Latex Sensitization: www.
pals.net

☛ Spina Bifida Association of America: www.
sbaa.org/latex.htm

Source: Professional Safety, August 1998.



• Use these tried-and-true suggestions.
For agencies serious about creating a latex-safe

environment, cleaning house is perhaps the best
thing they can do. Remove all latex gloves from
inventory and replace them with latex-free alter-
natives where practical, says Adkins. 

“If your home health workers don’t need to
wear gloves, why have them do it?” she asks. For
those who must wear gloves, provide employees
with diagnosed allergies with latex-free supply
kits and develop a questionnaire for them to use
in assessing their risks in the home environment.

Then look inward. “Declare your office a

latex-free area,” suggests Lockwood, and then
make it that way. “Clean everything and throw
out the vacuum cleaner bags after each pass.
Clean out air ducts and wash the walls, then
have air samplings done to make sure the area is
safe. Providing you’re not sharing a ventilation
system with the dentist office next door, once
the area is cleaned, it’s done.”

• Be an allergy advocate.
Lastly, suggests Romanczuk, agencies should

be aware of the latex policies of their affiliated
hospitals. “So many are looking at becoming
latex safe, so if you’re an affiliated agency, it
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A. Allergies

1. Do you have a history of hay fever (sneezing,
runny nose, itchy eyes)? If so:

a. Does it come and go with the season?
b. Does it cause you problems year-round?

2. Do you have a history of:
a. Asthma?
b. Nighttime cough or shortness of breath?
c. Tightness in your chest or cough with exercise?

3. Do you have a history of:
a. Atopic dermatitis or eczema?
b. Recurring hives or welts?

4. Do you have a history of allergic reactions (rash,
swelling, itching, or wheezing) after you ingest
certain foods or beverages?

5. Do you have a history of allergic reactions after
taking certain drugs?

B. Risk factors for latex allergy

6. Do you have spina bifida (myelomeningocele)?

7. Do you have a urinary tract problem 
necessitating frequent catheterization?

8. Have you had three or more operations?

9. Are you around latex products (e.g. surgical
gloves) at work?

10. Have you ever had a job in a latex-product 
manufacturing plant?

C. Job-related symptoms

11. Do you think you are having an allergic response
to something in your work environment?

12. Do you use latex products for work or hobbies?
If so, have you noticed any of the following
whenever you are around latex:

a. Itching?
b. Sneezing?
c. Runny nose?
d. Itchy eyes?
e. Cough?
f. Shortness of breath?
g. Trouble breathing later that day or night?
h. A rash anywhere on your body?

13. Has a rash ever developed on your hands after
you have worn latex gloves? If so:

a. How long after putting on the gloves did the rash
develop?

b. What did the rash look like?

D. Hidden reactions to latex

14. Has a rash, swelling, shortness of breath, cough,
wheezing, runny nose, sneezing, or itchy eyes
ever developed while you were using household
cleaning gloves, balloons, condoms, diaphragms,
or any other latex-containing product?

15. Have you ever had an allergic reaction of an
unknown cause?

16. Has a doctor ever said you had an allergic 
reaction or problem of unknown cause during
surgery or hospitalization?

17. Have you ever had a reaction of unknown cause
during a dental procedure?

Latex Allergy Checklist

Source: Postgraduate Medicine, September 1995. 



would behoove you to know the hospitals policy
and anchor on to that,” she says. “It’s a great
chance to be an active part of the policy and not
just a tag-along. And if there isn’t a policy, it’s an
ideal chance to be a strong advocate for both the
employees and the community.”  ■

What’s the latest on 
auto reimbursement?
Who’s doing what and where

As home health agencies struggle to cope with
reduced reimbursement rates, many are

looking at ways in which to trim costs. First to go
are discretionary expenditures, but still some
agencies are finding it necessary to cut even fur-
ther — in some cases into employees benefits. 

With this in mind, Hospital Home Health took a
look at agency policies on employee auto reim-
bursement. In an informal sampling, agencies
across the country were asked whether mileage
reimbursement was still on the list of employee

benefits. In every case, the answer was a resound-
ing “yes.” Most are offering reimbursement for
mileage only, ranging in amount from between 25
cents and 32 cents. A few home health agencies,
however, offer more. Here’s what they’re doing
and why:

✔ Karen Marshall, MS, RN, C, administrator
for Portsmouth-based Home Care of Southern
Ohio says her agency does have an auto expense
reimbursement policy. “We reimburse mileage
expenses and match the federal allowable up to
31.5 cents. I don’t know how you would get peo-
ple to work for you if you didn’t pay mileage.

“The only additional reimbursement we pro-
vide to staff is, for example, if they incur an acci-
dent during the course of business or agency
work. If they produce a police report and a super-
visor’s documentation of the accident report,
then we will pay their deductible up to a limit of
$500. We’re lucky in that our overall accident rate
is low, so this doesn’t get used a lot. This quite
possibly will get cut, but we’re still in a position
where we have other things we can cut prior to
this. After all, while the federal requirements for
allowable reimbursement are really generous and
cover more than the gas to run the cars, our staff
are using their cars for conducting business for
the agency, so it’s a tough one to cut.

“The other thing we provide staff, although it’s
an availability to be used infrequently, is that if
their car is in the shop and they can’t use other
transportation, we will provide a leased vehicle
for the day so they can conduct their visits. It’s a
business decision really. It costs us far more to
cover visits on overtime than it does for us to
lease a car for $18,” she adds.

✔ Craig Chartier, director of home health at
Marquette (MI) General Home Health and
Hospice, says his agency takes a different tactic.
“We have a fleet of 132 no-frills, compact cars that
employees use. Employees are assigned a vehicle,
and it’s garaged at their homes. Employees are
limited as to the number of miles they can use for
personal use — a maximum of 50 miles a week.
They have to meet it as income and are taxed on
it accordingly. 
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“It really is an employee-satisfaction issue. It’s
funny because initially everyone was used to the
mileage checks and were upset when they ended,
but in reality only one out of 130 people was
putting that check in the bank. It’s the kind of
thing where people think of it as free money until
they have to replace the vehicle and then they say
you don’t pay them enough. It’s been an interest-
ing change, and occasionally if we’re short of cars
and have asked for volunteers to drive their own,
we’ve had very few volunteers,” he explains.

Community recognizes ‘little white cars’

“We’ve had the fleet for 4½ years, and prior to
this, we had mileage reimbursement for 26 cents
a mile. At the time we bought the vehicles, we
were able to provide them for essentially the
same costs as paying for mileage but with the
additional benefits of knowing that employees
had dependable cars, something that had been a
problem for us before. Our automobile insur-
ance policy covers the fleet and our employees
while they’re driving for personal reasons or for
work. All repairs, maintenance, preventative
and unscheduled, and tires — it’s all covered.
Employees incur no expense.

“This is something we will continue to offer
because we view it as a necessary expense, not an
additional one. It’s nice, too, because the cars are all
identifiable as being from our agency and they’ve
helped us to establish a presence. Everyone knows
our ‘little white cars,’” Chartier says.

✔ Michael Caracci, CEO, Sta-home Health
Agency in Jackson, MS, explains his agency’s pol-
icy. “We provide cars for some therapists, but for
most people the only thing we’re doing is paying
mileage at 25 cents a mile. We’ll probably have to
do away with providing cars because of HCFA’s

changes in auto reimbursement. In the past, if I
drove a $7,000 car for the agency and half of its
use was personal and half for work, $3,500 would
be listed on the W2 form as compensation. But
according to the Balanced Budget Act of 1997,
HCFA won’t allow that any more so I would have
to give up the company car and have my salary
raised by $1,000 a month.

“In the past, we had a fleet of cars that we
traded in after 150,000 miles. People who had to
travel from branch to branch were offered the
cars, and we also offered them to physical thera-
pists as part of their benefits. We gave them car
allowances, too, but we’re doing away with that
and incorporating it into their salaries because of
the changes with HCFA. We won’t even call it a
car allowance. We’ll just lump it in with their
salary and forget about it,” he states.

“We won’t cut mileage though. The IRS allows
31.5 cents a mile, and whatever they allow we’ll
offer. We offer our employees guidance on mileage
reimbursement and tell them to track all their
mileage and then deduct the difference from their
taxes,” Caraccci concludes.  ■
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AMAP, JCAHO, NCQA 
join efforts

The American Medical Accreditation Program
along with the Joint Commission on

Accreditation of Healthcare Organizations and
the National Committee for Quality Assurance
have announced they are joining forces in the
development of performance measures. 

Whereas previously each group worked inde-
pendent of one another in developing its mea-
surement criteria — and often duplicating each
other’s efforts — the coalition, which will operate
under the name Performance Measurement
Coordinating Council, will serve as the clearing-
house, combining the work from all three organi-
zations to compile a single set of measurements
and standards.  ▼

More on Medicare fraud

Just as the government as announced a 45%
drop in cases of Medicare overpayments dur-

ing the fiscal year 1998, Sen. Charles Grassley
(R-IA) and Sen. John Breaux (D-LA) have intro-
duced the Home Health Integrity Preservation
Act (S 255) designed to stem Medicare fraud and
abuse.

Similar to the one introduced during the 105th
Congress, S 255 would create additional condi-
tions of participation (COP) home health agencies
must conform to before being allowed to partici-
pate in the Medicare program. 

Among the COPs is the requirement that any
managing employee of a home health agency
demonstrate “sufficient knowledge” and “prior
education or work experience . . . in the deliv-
ery of health care,” in addition to notifying the
state licensing authorities within 15 days of hir-
ing a managing employee. Still another would
require an agency have in place a fraud and
abuse program.

Concerns over the bill lie in the measure that
would increase the discretionary authority of
surveyors, establish a home health integrity task
force, and remove certain bankruptcy protections
from home health providers.  ■
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CE objectives

After reading this issue of Hospital Home
Health, CE participants will be able to:

• Relate the reasons behind the growth in
pediatric home care.

• Formulate a strategy for challenging a
supposed Medicare overpayment.

• List several products that could aggravate
latex allergies.

• Recognize the symptoms of a latex
allergy.  ■


