
News not all bad for home 
health during tough economy
Bad housing market, shaky job market open doors for HHAs to succeed

No industry is completely recession proof — and home health
agencies are facing challenges as the country deals with the cur-
rent economic crisis. But there is a silver lining in this economy

for home health.
“People continue to get sick, even in a bad economy,” points out

Vicki Karlovich, LPN, CEO of Sacred Rose Healthcare, a Springfield,
MO-based home care provider. “We’ve seen a slight increase in referrals
for Medicare patients. But I don’t know if we’re doing a better job mar-
keting our agency or if we’re getting the referrals from word-of-mouth
recommendations,” she admits. The bottom line is that Medicare cover-
age for home health means that the agency will be paid, she says.

The staff members at Dunn Memorial Hospital Home Health also are
seeing an increase in referrals, says Bonnie Dixon, RN, BSN, director of
the Bedford, IN, agency. Although patient census does typically go up
and down throughout the year, the number of admissions is higher than
normal for this time of year, she says. “We do seem to be getting new
referrals from commercial insurers in addition to referrals for Medicare
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With headlines of companies going out of business or asking for bailouts,
the good news for home health is that referrals continue to increase and
staff members are easier to retain.
• Referrals for Medicare-certified care as well as private duty or commer-
cially insured patients are not dropping — and may be increasing in some
areas.
• Patients are choosing home health over nursing home care if it means no
co-pay for coverage.
• Home health staff members are less likely to “job hop” to seek salary or
benefit increases if it means losing seniority.
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patients,” she says.
Although increased referrals are good for the

agency, Dixon points out that a patient with cov-
erage from private or commercial insurers
requires more staff time to coordinate the admis-
sion, coverage determination, and plan of care.
“Different calls need to be made to verify cover-
age, determine benefit limitations, and get
approval from a case manager,” she says.
Multiple calls to multiple departments requires
time and additional documentation, so agencies
need to be prepared to handle the extra steps
needed for private insurance, she warns. 

Increasing patient volumes also mean an

increased need for nurses, aides, and therapists,
but home health agencies are not experiencing
retention problems, says Karlovich. “People are
less likely to change jobs in this economy, because
they lose their seniority when they go to another
employer,” she says. “Even the hospitals in our
area are laying off people, so our agency is seen
as a good place to stay,” she adds. (For more on
staffing situations, see p. 51.)

Patients want to avoid co-pays

“We are also seeing more patients who choose
home health care over care in a nursing home,
because the Medicare nursing home benefit has a
co-pay,” says Dixon. Patients are watching their
money carefully, and if they can avoid paying out
of their pocket, they do so, she says. “Traditional
Medicare coverage of home health does not
require a co-pay, but we are seeing more patients
who opted for Medicare HMO coverage — and
they do not understand that this means they have
a co-pay,” she says. 

Dixon’s staff spend a lot of time educating
patients at their initial visit about the difference
between traditional and HMO coverage, some-
thing that wasn’t always explained to them at the
time of purchase, she says. “We had one patient
who bought the policy from a family member,
and that family member didn’t realize there was
a co-pay required in the policy she was selling,”
she says. “A 15% co-pay can be a significant
amount of money, so we have had patients
choose not to use home health after they realized
how much they might have to pay,” she adds.

Her staff also worked quickly with one patient
when a staff member discovered that the patient
had switched to a Medicare HMO policy during
the episode of care, says Dixon. Staff members
found out during the 30-day period that the
patient had to change her decision, so the patient
was advised to cancel by phone and by letter, so
that the cost to her would be minimized. “We lost
money on that patient’s care, because we had to
switch from traditional to HMO coverage for a
couple of weeks, but it was not as much of a
financial burden on the patient as it could have
been,” she says.

One reason that patients may be looking for
home health care more often is a desire to stay in
their paid-off homes, says Karlovich. Some of
these seniors in different areas of the country may
have trouble selling homes to move into assisted
living or nursing facilities, so they may need
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additional assistance during the day, she says.
This often means private duty care, she says. “We
are very selective about the private duty clients
we admit,” she says. If a private or commercial
insurer covers the patient, the client is usually
admitted, but private-pay patients are not always
accepted, she says. “We have written off more
bad debt for private pay patients than any other
patients,” she says. “It is hard to collect, and often
families will just change agencies every few
months so they don’t have to pay,” she says.
Private pay patients that the agency accepts are
usually patients for whom the agency has pro-
vided other services, so a relationship already
exists, she says.

Although Home Instead Senior Care, a
national network of locally owned private duty
home care franchises, saw a 15% growth in 2008
and is projecting another 15% growth in 2009,
individual clients are making changes in the fre-
quency of service, says Dave Banark, vice presi-
dent of business performance for the company.
“We are seeing some clients cut the number of
days of service from five to three, but most clients
are staying with the agency,” he says. Individual
agency owners also are reporting that new clients
are “smaller,” meaning that they initially select
fewer days of care than clients in the past, he adds. 

This is an excellent time for all home health
agencies to market their services, says Banark. He
encourages managers to stay in front of referral
sources and the community, so that their agency
stays top of mind when people do need home
health. “Even though the economy may keep
people from seeking home health today, if you
build strong relationships now, they will become
clients in the future.”

Another reason that clients may be starting ser-
vice with fewer days of care per week than in the
past is an increasing trend for adults to move their
parents into their own homes, says Banark. “Our
company’s research shows that 43% of family care-
givers are providing that care in their own homes,”
he says. This often means that three generations
live under the same roof, he points out. Although
family members may not consider private duty
care as necessary when the older parent lives with
them, it can be an important respite tool, he adds.

Overall, the strategy to surviving during a
tough economy is simple for home health, says
Karlovich. “Just take everything day to day and
be aware that even when other industries are
struggling, there are opportunities to succeed in
home care.”  ■

Staff members choose to
stay to preserve seniority
With layoffs occurring, retention is no problem

Job cuts, company closures, and salary reduc-
tions are in all of the headlines today, but an

uncertain job market can be a good thing for
home health agencies. 

“It is easier to retain staff at this time,” says
Vicki Karlovich, LPN, CEO of Sacred Rose
Healthcare, a Springfield, MO-based home care
provider. As other health-related organizations
in her community, including hospitals,
announce layoffs, her staff members are not
tempted to move to any other agencies, she
says. “This is very different from recent years
when agency managers felt like they were held
hostage by nurses who could jump from agency
to agency for an increase in pay,” she says.
“Today, nurses want to keep their jobs, because
they want to maintain their seniority,” she
explains.

“I am also seeing an increase in the number
of applications from nurses in other organiza-
tions who want to move to home health,” says
Karlovich. Although many have years of nursing
experience, not all of them are technologically
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For more information about home health trends in
today’s economy, contact:

• Dave Banark, Vice President of Business
Performance, Home Instead Senior Care, 13330
California Street, Suite 200, Omaha, NE 68154.
Telephone: (888) 484-5759. Fax: (402) 498-5757.
E-mail: dbanark@homeinsteadinc.com.
• Bonnie Dixon, RN, BSN, director, Dunn Memorial
Hospital Home Health, 1530 23rd Street, Bedford, IN
47421. Phone: (812) 276-1245. E-mail: bdixon@dunn
memorial.org.
• Vicki Karlovich, LPN, Chief Executive Officer, Sacred
Rose Healthcare, 1736 E. Sunshine, Suite 712,
Springfield, MO 65804. Telephone: (417) 887-2121 
or (866) 772-2121. Fax: (417) 882-3966. E-mail:
vkarlovich@sacredrose.info.
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savvy and may need a lot of training to handle
home health, she says. 

“This is a good time to hire caregivers,” says
Dave Banark, vice president of business perfor-
mance for Omaha, NE-based Home Instead
Senior Care. “Our turnover is lower than in pre-
vious quarters and trending downward,” he
says. Even without placing advertisements,
quality applicants are continuously contacting
the agency offices, he says.

Bonnie Dixon, RN, BSN, director of Dunn
Memorial Hospital Home Health in Bedford, IN,
says that her staff members are very aware of the
tenuous job market. “We are in a strange situa-
tion in which our hospital was talking about a
merger with another hospital that already had a
home health agency, then has moved in dis-
cussing a lease situation with another organiza-
tion,” she says. Throughout these talks, her staff
members have not known whether or not they
will have a home health agency or jobs when
decisions are made.

“In a staff meeting at which I was discussing
expectations, I asked what they expected of me,”
says Dixon. “One nurse said that she expected me
to keep the home health agency afloat so that she
would keep her job!” 

Dixon has been very up-front with staff mem-
bers about the home health agency’s situation,
the hospital discussions, and the potential for job
cuts. “I’ve only had one employee leave because
she could not risk losing her salary and benefits,”
she says. “My other employees are long-time
employees, many in their 50s, who have said they
are too old to look for something else when there
is a chance that nothing will happen to their jobs
here,” she says.

“At the same time that my staff wonders
about losing their jobs, the agency’s referrals are
increasing, and I need an extra therapist and
nurse,” she says. The need for an extra therapist
has made it necessary for her staff to turn down
referrals that require physical therapy, she adds.
“I’ve now been given approval to hire a PRN
therapist and nurse,” she says. Until the hospital
has completed discussions with other organiza-
tions, no one is allowed to add any full-time
equivalents, but PRN positions are allowed, she
explains. “The most likely candidate for these
positions will be someone who is retired or
semi-retired who has watched their retirement
funds decrease or someone whose spouse has
lost work,” she says. She does not anticipate dif-
ficulty filling these positions.  ■

New approach to budgeting
can improve bottom line
Flexible budget gives a true picture of performance

You’ve just finished reviewing the monthly
financial statement for your agency, and

you’re pleased to see little variance in the pro-
jected expenses compared to actual expense. Does
this mean your agency did well this month? Is
your budgeting process really giving you accurate
information that will allow you to identify steps to
improve your bottom line in a timely manner?

You may not have done as well as you think if
your budget is based on a traditional budgeting
process, says Mark Sharp, CPA, partner at BKD,
LLP, an accounting and consulting firm in
Springfield, MO. “The traditional way to compare
actual monthly expenses to budgeted expenses is
to divide the annual expense by 12,” he explains.
The problem with this approach is that monthly
variables such as volume, price, and productivity
are not exactly the same each month, so your com-
parisons may not give you enough information to
identify potential problems, he says. For example,
if your nurses are salaried, their wages may be in
line with the projected budget, but if your staff
saw fewer patients during the month than pro-
jected, the wages are actually higher than they
should be. Being able to evaluate wages in 
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Preparing the annual budget is not the favorite task
of any manager, but once you’ve prepared it, take
it an extra step to enable flexible budget review
during the year. By looking at expenses in relation
to actual volume during the month, you can more
easily identify true costs as compared to assuming
monthly projections are just one-twelfth of the
annual projection.
• Process requires additional work up-front to iden-
tify unit costs for items such as salaries, travel
costs, and supply costs.
• Budget is “flexed” each month to reflect actual
volume.
• Variances can be identified more quickly,
enabling a manager to make operational changes
to improve performance.
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relation to number of visits gives a manager a
chance to evaluate staffing levels if predicted vol-
ume levels were too high in the initial budget, he
explains.

Sharp recommends the use of flexible budget-
ing to audit monthly expenses. “You still prepare
an annual budget, but you also develop unit costs
for expenses such as travel, wages, and supplies,
he explains. “You may determine that travel costs
run $4 per visit, and you anticipate 10,000 visits
per year, so you budget $40,000 for travel for the
year,” he says. “In a traditional budget review,
you would expect to see travel costs of $3,333 to
cover 833 visits each month,” he says. A flexible
budget enables you to evaluate the travel costs
according to actual volume. For example, your
nurses may have only made 500 visits in the
month, so you would expect to see $2,000 [$4 x
500 visits] in travel costs, he points out. If the
travel costs exceed $2,000, you can investigate the
reason for higher costs. A traditional budget that
doesn’t allow for flexing the costs would not
identify higher than normal travel costs for the
month, he points out.

The biggest advantage to using a flexible bud-
get is that you have an opportunity to make
timely operational adjustments if possible, says
Sharp. “There may be situations that don’t allow
changes, but managers have the opportunity to
identify accurate variances and take steps to
address overages, if possible,” he adds. For exam-
ple, if travel costs are increasing, a manager can
see if the increase is due to gasoline costs or due
to the geographic area nurses are covering. While
a home health manager can’t make the cost of
gasoline decrease, the manager can take a look at
how nurses are scheduled and see if there is a
way to group visits in a geographic area to
decrease the number of miles driven between
each patient, he says.

Switching to a flexible budget requires a great
deal of education, says Mina Acquaye, RN, BSN,
MPH, CHCE, CEO of Excell Home Care and
Hospice in Oklahoma City. “It took me a while to
see the value of flexible budgeting, and it has been
a continuous education process for all of my man-
agement team during the past year,” she admits. 

Initially, the switch to flexible budgeting can
result in surprises, says Acquaye. “When I was
working with a static budget, my monthly figures
looked great, but the flexible budget points out
that my bottom line was not as strong as I
thought,” she says. Once the expenses were
adjusted for volume and cost variances, Acquaye

and her management team members were able to
identify true costs.

Knowing her agency’s true bottom line is
important, because Acquaye’s agency distributes
performance bonuses based on the agency’s
financial performance. “I don’t believe in blanket
bonuses for everyone, so the flexible budget gives
me an opportunity to see who is contributing to
the success of the agency,” she says.

Changing to a flexible budgeting process does
require additional time up-front, admits Sharp. In
addition to projecting annual costs and volumes,
managers must develop unit costs for wages,
travel costs, and supply costs, he points out.
While this requires additional time, it makes
monthly review of actual costs versus budgeted
costs easier and more accurate, he says.

The first challenge to implementing flexible
budgeting is making sure you have a system to
collect the data, says Sharp. “Most agencies are
collecting information such as numbers of visits,
mileage, expenses, and salary costs, but they have
to be able to collect the data in a timely manner,”
he says. Once the data are collected, identified in
units, and put into the system, the monthly evalua-
tion of the budgets is not time-consuming, he says.

Even though introduction of a flexible budget is
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For more information about flexible budgeting, contact:

• Mina Acquaye, RN, BSN, MPH, CHCE, CEO, Excell
Home Care and Hospice, 1200 SW 104th, Suite D,
Oklahoma City, OK 73139. Telephone: (405) 631-0521.
Fax: (405) 631-2661. E-mail: mina@excellhomecare.net.
• Mark Sharp, CPA, Partner, BKD LLP, Hammons Tower,
901 E. St. Louis St., Suite 1000, P.O. Box 1190,
Springfield, MO 65801-1190. Phone: (417) 865-8701.
Fax: (417) 865-0682. E-mail: msharp@bkd.com.

Resource: For a copy of Mark Sharp’s presentation on
this topic, go to www.nahc.com, select “meetings and
conferences” from top navigation bar, then select “con-
tent from past conferences” on left navigational bar.
Choose “2008 Annual Meeting and Exposition,” then
select “Education sessions and handouts” on left naviga-
tional bar. Go to session 203, “The Power of Flexible
Budgeting in Home Care,” and click on “download 
presentation.”
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not an easy task, Acquaye recommends that home
health managers make the change. “Home health
agencies need to know their actual costs now; we
don’t have time to wait to make changes,” she says.

Sharp agrees and adds, “I believe the home
health agencies will be challenged by many
changes, including pay-for-performance, in the
coming years. We need to look for ways to do
business more efficiently and flexible budgeting
is one tool that can be used.”  ■

A simple benchmarking
project for hospice
Improve outcomes and meet QAPI requirements

Keep it simple. Start with one study. Pick an event
or symptom that is easy to monitor. 

As hospice managers began looking for ways to
meet the Quality Assessment Performance
Improvement (QAPI) requirements of the new
hospice Conditions of Participation, experts rec-
ommended that hospices new to performance
improvement studies choose a study that is easy
to monitor, analyze, and implement improvement
strategies. 

Because patient falls greatly affect outcomes,
falls reduction has been a topic chosen by many
hospices, because it is easily measured and there
are a number of interventions that can be used to
improve fall rates. 

Although the performance improvement project
is only a few months old, the staff at Hernando
Pasco Hospice in Hudson, FL, are happy with the
almost 50% reduction in falls seen in two of the
three hospice care centers during the first months.

“Our goal was to reduce falls by 10% over the
previous month, and we reached that goal during
the second test of our data collection tool,” says
Jana Donovan, RN, administrator of the
Hernando Hospice Care Center in Brooksville,
FL, one of five hospice care centers operated by
Hernando Pasco Hospice. As the project contin-
ued testing different tools and policies related to
falls prevention, the staff’s level of awareness of
the importance of this issue increased, she says. 

“People often assume that hospice patients will
fall because of the progression of their illness or
the medications they are taking, so there is often
a ‘so-what’ attitude,” says Charlene Ross, RN,
MSN, MBA, partner and consultant with RBC

Consulting for hospices in Phoenix. “The reality is
that hospice patients often fall into the category of
high risk for falls, because they are over the age of
65, in a weakened physical condition, and on many
medications that contribute to falls,” she says. 

Hospice staff members should be concerned
about falls because the patient has chosen hospice
as the type of health care they want at the end of
their life. Falls must be avoided to allow the
patient to stay in their home, says Ross. “We have
to respect the patient’s wishes and do what we can
to ensure a safe environment, so the patient does
not have to go to a nursing home or hospital.”

When Norwell (MA) VNA and Hospice started
the hospice program for the agency one year ago,
there was no question about whether the home
health agency’s falls reduction program would be
implemented, says Jackie Crossen-Sills, PhD, PT,
director of program development for the agency. 

The home health agency has a falls reduction
program titled “Watch Your Step” that has been in
place for years, she says. They have modified the
program for hospice patients, but it is just as com-
prehensive as the home health program, Crossen-
Sills adds. 

Patient and family educational fliers; environ-
mental assessments for items such as scatter rugs,
low lighting, or lack of grab bars; and a medical
assessment to determine if the patient’s physical
condition, mental status, or medications might
increase the risk of falls, is provided for all hos-
pice patients, says Crossen-Sills. “The falls risk
assessment form for home health is built into 
our electronic OASIS [Outcome and Assessment
Information Set] forms used by the nurses, but
because hospice doesn’t use OASIS, we have
printed paper copies of the forms for the hospice
nurses to use,” she explains. 

Almost all hospice patients are at high risk of
falling at some point during their care, admits
Crossen-Sills. “This doesn’t mean that we can’t
reduce the risk of falls to prevent hospitalization
or injury to the patient,” she adds.

Staff training is a key part of any falls reduc-
tion program, says Ross. Because collection of falls
data is an integral part of identifying reasons for
falls, trends, and numbers of falls, staff members
need to understand the importance of collecting
the information, she says. Although educational
meetings at the beginning of a falls reduction per-
formance improvement project are important, hos-
pice managers also should plan on offering several
types of programs related to falls reduction
throughout the year to maintain awareness, Ross
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suggests. Staff members also should be involved in
the creation of tools or the analysis of the data to
improve understanding of the project, she says.

Although assessing risk factors at the start of care
is important, the most critical data collection tool is
your incident report form, says Ross. It is important
to collect information about location, time, and
activity during the fall, she says. “All hospice
employees need to understand the importance of
reporting falls, even if they were not witnessed,”
Ross adds. 

Of course, the first step to being able to report a
fall is understanding what a fall is, says Donovan.
“We had employees who didn’t complete an inci-
dent report form because they did not think the
patient had fallen,” she says. The employee would
report that the patient went to her knees or that
the patient was found sitting on the floor, but there
would be no report of a fall, Donovan says. “Now,
we have a clear definition of a fall that is not open
to interpretation, so we have more consistency in
our reports,” she says. The agency describes a fall
as “a sudden, uncontrolled, unintentional down-
ward displacement of the body to the ground or
other object, excluding falls resulting from violent
blows or other purposeful actions.”

Once the reports are collected and the data ana-
lyzed, the performance improvement person or
team should identify the most likely cause of the
falls and implement an intervention strategy, sug-
gests Ross. “It can be as simple as reminding aides
to have the patient sit at the edge of the bed for 
a few minutes before getting out of the bed or plac-
ing a bell next to the bed if the patient fell while
reaching for something out of his or her reach on
the bedside table,” she says. Test the intervention in
a small group of patients to see if it has a positive
effect, then implement it hospicewide, she says.

Review of data, analysis of causes, and imple-
mentation of interventions are a continuous pro-
cess that demonstrates to the Centers for
Medicare & Medicaid Services (CMS) that the
agency is meeting QAPI requirements, says Ross. 

Although a hospice’s data over time can be used
to show trends and improvement, benchmarking
against other hospices also is important, says Ross.
“The challenge with benchmarking data for hos-
pices is that there is not a lot of published data on
fall rates in hospices,” she admits. “However, a hos-
pice should establish a fall rate and benchmark with
itself quarter over quarter or with peer hospices if
the data is available. Multisite programs have the
advantage to benchmark with other programs
within the organization.” ■

Ask nurses for input 
when designing form 
Keep assessment tool simple, easy to incorporate

Inclusion of all nursing staff members in the
development of the falls risk assessment tool

for Hernando Pasco Hospice in Hudson, FL,
improved acceptance of the program and
resulted in decreases in falls in the care centers
using the tool, says Cyndi Cortes, RN, CHPN,
administrator of the hospice’s Marliere Care
Center in New Port Richey, FL. 

When the performance improvement team began
working on reducing falls, there was no clear defini-
tion of a fall, no policy outlining interventions, and
no focus on the importance of falls reduction
among the staff, Cortes says. Reviews of litera-
ture helped the team develop a definition and pol-
icy guidelines for appropriate interventions, but 
the team relied upon input from staff members to
determine the best assessment tool, she says. 

“We used the Morse Fall Scale and required
every nursing shift to sign the form indicating use
of interventions each day in the first version of our
tool,” says Jana Donovan, RN, administrator of the
Hernando Hospice Care Center in Brooksville, FL.
A nursing survey was conducted after the tool was
used for two weeks. Nurses were asked if the
implementation of the policy and interventions
would reduce falls and if writing the level of fall
risk in the nurse’s notes made them more aware of
the risk, she says. “In the first survey, only 7% of
nurses replied that the policy and interventions
were effective,” Donovan says.

Based on staff feedback, the next assessment
tool incorporated a combination of elements from
the Morse Fall Scale and the Hendrick Scale, says
Donovan. The admitting nurse conducted the
assessment and wrote the patient’s fall risk level
on the whiteboard in the room, so that all other
staff members would be aware of the risk, she
says. Although 31% of nurses replied that the pol-
icy and interventions were effective in the second
survey, it was noted that the risk level was not
always written on the whiteboard, so staff mem-
bers were not always aware of it, she adds. 

The final version of the policy required that the
risk level be written in red ink in a specific area of
the nurse’s notes, so that all other staff members
would know where to look, says Donovan. “We
also added a reassessment of fall risk level when-
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ever the patient’s condition changed,” she says.
The staff’s reaction to the assessment was that

it was “another piece of paper for which they
didn’t have time,” admits Donovan. “As we kept
testing tools and asking for their input, then
incorporating their suggestions, they saw that the
tool was simple and effective,” she says. “They
bought into the program, because we asked for
their ideas.” All of the nurses liked being asked to
help develop something that would be a part of
their responsibility rather than being told that
they had to use a specific form, Donovan added.

In addition to initial staff education, and the
discussion and input received during the testing
period, hospice staff members stay up to date on
the progress of the fall reduction program with a
storyboard that travels between the participating
centers, says Donovan. “It has charts and graphs
showing our progress so that staff members can
see that the additional assessment and interven-
tions do make a difference.”  ■

List interventions 
to use after assessment
Simple changes can reduce risk of falls

Assessing a patient’s risk level for falls is an
important part of any falls reduction pro-

gram, but having a policy or guidelines that
describe appropriate interventions also is essential.

“There are many factors that contribute to falls
that we can control, even for hospice patients who
live alone,” says Charlene Ross, RN, MSN, MBA,
partner and consultant with RBC Consulting in
Phoenix. Environmental factors such as rugs that
slip, low lighting, a lack of grab bars in the bath-
room, or furniture that blocks pathways to the
bathroom or other areas of the house can be easily
addressed, she says. 

“We also evaluate visual acuity to make sure
their eyewear is the right prescription,” says Jackie
Crossen-Sills, PhD, PT, director of program devel-
opment at Norwell (MA) VNA and Hospice in
Norwell. Medications are assessed to see if the
patient’s caregiver needs additional education on
the fall risks associated with various medications,
she says.

In home health, physical or occupational ther-
apy often is called upon to work with a patient at
risk for falling, and it should be no different for

hospice, says Ross. Assistive devices such as a
walker or cane might provide extra stability for
patients as they walk through the house, and a
therapist can evaluate the patient for the proper
assistance, she says.

A call to a therapist is not automatic for her
agency, says Crossen-Sills. “We take the patient’s
diagnosis, stage of progression, and family dynam-
ics into account, along with the nurse’s professional
opinion,” she says. “We look at where the patient is
in their journey and decide whether another clini-
cian would be helpful or distressing.”

Additional interventions used by the staff at
the Hernando Pasco Hospice Care Centers in
Florida include:

• Bed is in lowest position with the side rails up.
• Staff instruct patient and family on fall pre-

vention interventions.
• Patient’s personal items are within arms’ length.
• Nonslip footwear is used.
• Moveable equipment is locked prior to use.
• Patients are transferred toward their stronger

side.
• Staff are to use bed or chair alarms as needed

for patients.
Other interventions that can be used in a

patient’s home include:
• Put bell within easy reach to call caregiver

for assistance.
• Sit patient on side of bed for two to three

minutes before walking.
• Use stools in shower so patient can sit.  ■

Quality of data is more 
important than quantity
Collect info that analyzes problems, IDs solutions 

The only way a hospice manager can know why
patients are falling is to gather the correct infor-

mation on incident or occurrence reports, says
Charlene Ross, RN, MSN, MBA, partner and con-
sultant with RBC Consulting in Phoenix. 

“You must make sure, however, that you gather
the right information,” warns Ross. Too much
information will make analysis of the data confus-
ing and might not give you the answers you need
to determine the best interventions, she says. Too
little data will not help you focus on the specific
issues, she adds.

“You need to know if a fall occurred, where it
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occurred, and what the patient was doing when it
occurred,” says Ross. The specific items on the
form Ross recommends are:

• date;
• patient name or other identifier;
• location (home or facility);
• activity at time of fall: bed transfer,

wheelchair transfer, bending or reaching, stand-
ing or walking, toileting, and other;

• fall observed (yes or no);
• injury related to fall (yes or no);
• fall caused by factors related to patient’s con-

dition (yes or no);
• fall caused by factors related to patient’s

environment (yes or no);
• determine whether safety was identified as a

risk factor on plan of care? (yes or no).
“It is important to ask if safety was identified

as a risk factor at the time the plan of care was
developed because it helps you evaluate your
assessment process,” says Ross. 

If the patient was identified at risk for falls upon
admission, further investigation needs to be made
to see if the proper interventions were imple-
mented, she says. There are falls that occur even
with appropriate interventions, but collecting the
right information at the time of a fall gives the per-
formance improvement team a chance to identify
trends that might need to be addressed.  ■

Does your documentation 
program stop short?
Make sure the record is complete

If your documentation assurance program
focuses on reimbursement alone, you’re not

going far enough. With pay-for-performance ini-
tiatives on the rise and increasing mandates for
public reporting of hospital data, it’s critical that
the medical record accurately reflect the severity
of illness and the services provided to your
patients.

Many times, documentation specialists do a
great job of picking up the complications/comor-
bidities (CCs) and major complications/comorbidi-
ties (MCCs) but stop right there and miss the
opportunity to add additional documentation,
which will affect the drivers of acuity level and risk
of mortality. Bert Amison, managing director of
health care advisory services for KPMG LLP, who

works with hospitals on documentation improve-
ment projects, says he has found this to be true.

“So often, hospitals concentrate so much on
reimbursement that they put other issues on the
back burner. Many times, when we conduct an
analysis of hospital documentation, we find little or
no opportunity on the hospital reimbursement
side, but there is a lot of opportunity on the risk-
adjusted mortality side,” Amison says.

The MS-DRG system is somewhat severity-
adjusted, but it still doesn’t give a comprehensive
picture of how severely ill the patient is, adds
Tamara Hicks, RN, BSN, CCS, manager of care
coordination at North Carolina Baptist Hospital
in Winston-Salem, NC.

This means it’s no longer enough just to get the
MS-DRG correct and ensure that your hospital is
appropriately paid for the services it provides,
she adds.

Often, just one comorbid condition will put a
patient into a higher-paying MS-DRG, but if the
patient has multiple comorbidities, it can affect
the hospital’s severity of illness data, Hicks says.

“When we first started our documentation
integrity program, we looked only at Medicare
patients and their DRGs. When we got a
complication/comorbidity documented, we
stopped because we had gotten the patient in the
highest-paying DRG. But if there is a patient who is
in the ICU for 50 days and we document only
enough for the highest reimbursement, it skews
our severity of illness and expected mortality
data,” she says.

When the administration asked for data that
showed how sick the patients really are, the care
coordination department evolved its documenta-
tion integrity process to ensure that the documen-
tation gives a complete picture of the patients’
condition and services received, Hicks says.

Draw complete picture

“It’s important for the documentation to be
complete. If a patient dies while in the hospital, we
want our data to show that we expected it. We
don’t want the record to show that the patient had
only a 10% chance of dying because the documen-
tation was not complete,” she says.

Web sites such as The Leapfrog Group and
HealthGrades include expected mortality and the
mortality index in their hospital report cards,
says Liz Youngblood, RN, MBA, vice president,
patient care support services at Baylor Health
Care System in Dallas.
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Documentation that accurately shows severity
of illness and mortality data is more critical than
ever because so many decisions are being made
based on administrative data, she adds.

Patients are starting to shop for health care and
may use public report cards in their decision-
making process, Youngblood says. 

“Consumers are becoming more savvy and
more active in making decisions about their
health care. They no longer rely solely on their
physicians when it comes to choosing a hospital.
They are looking on the Internet and asking a lot
of questions,” she says.

The data also affect the hospital-specific
assigned base rate with which Medicare reimburse-
ment is calculated. Quality information that is
based on administrative data also may be consid-
ered during the negotiation of managed care con-
tracts, adds Youngblood. 

Commercial insurers are focusing more and
more on quality of care and are taking comparative
data into account as they contract with providers,
she says. 

Managed care payers have claims data as well
and can use the information to analyze hospital
outcomes of care, Youngblood adds.

“Providers with more favorable outcomes may
be considered the best choice for payer popula-
tions,” she adds.

For instance, The Leapfrog Group’s Hospital
Rewards Program ranks hospitals in four tiers,
based on quality measures and resources use,
allowing commercial insurance and employer
groups to use the information for pay-for-perfor-
mance initiatives. 

Reporting accurate mortality data is important
as Centers for Medicare & Medicaid Services
moves toward value-based purchasing and begins
to tie reimbursement to quality indicators, Amison
points out.

“The trend is going in the direction of possibly
tying more payments to hospitals who report more
appropriately and more accurately,” he adds.

Mortality reporting, severity of illness, and risk
of mortality all are driven off of coding. This
means the documentation in the medical record
should be complete and accurate to fully reflect

the patient’s condition, Hicks says.
Documentation assurance makes sure you are

paid appropriately for the care provided by ensur-
ing that you have the documentation in place to
support medical necessity. Additionally, other
rules, such as whether a condition was present on
admission, must be clearly documented to allow
coders to appropriately code, Youngblood says.

“It’s really about compliance — making sure
that you have accurate coding, and that entails
making sure you have the proper documentation
in the medical record,” Youngblood says.

Whether your department is starting a brand-
new program or beefing up an existing program,
you need to be able to demonstrate a business
case for documentation assurance in order to sell
it to management, Amison says.

Return on investment

“Return on investment for a documentation
assurance program is very real, especially when
Medicare and Medicaid are proactively looking to
recoup funds through the Recovery Audit
Contractor and Zoned Program Integrity initia-
tive,” Amison says.

“A proactive and robust documentation
improvement program produces a financial return
on investment, a compliance return on investment,
and appropriate documentation of the severity
level of patients,” he says. 

Start by pulling together a multidisciplinary
team to evaluate what the program might look like,
Amison suggests. 

In addition to case management, the health
information management director, the quality
and/or compliance officer, the chief financial offi-
cer or a representative from finance, and the chief
medical officer or the chief nursing officer or both
should be on the team.

“The team should include representation from
every department that has a stake in documenta-
tion assurance. If people are involved from the
beginning in the evaluation process and the cre-
ation of the program, they’re more likely to be
involved and promote the program with their
staffs when it is rolled out,” Amison says.
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The team should review the medical record and
the coding to determine where the documentation
deficits are and where there is room for improve-
ment, Youngblood suggests.

Don’t concentrate on every MS-DRG at once.
Pick a few areas where you can make the biggest
difference, she advises.

Don’t assume that the areas other hospitals
struggle with are the same areas where you should
focus. All hospitals are different, Amison adds.

Amison strongly advises his clients to dedicate
full-time staff to a documentation improvement
program. 

“The solution isn’t just to put the documentation
improvement process on the case managers’ plate
when they typically have more pressing things to
do. If you take into account all of the benefits of a
documentation assurance program and compare
that to the salary for dedicated staff, it’s a no-
brainer,” he says.

Before beginning the program, educate everyone
who is going to be involved in the process.

Take a three-pronged approach to education,
Amison suggests. 

“You can’t educate the documentation specialists
and the coders and not the physicians,” he adds. ■

Should the government
fund evacuation plans? 

Arecent report by the Agency for Healthcare
Research and Quality (AHRQ) suggests that

the federal government should help fund a
national system for moving and tracking patients
during a disaster.

The AHRQ report proposes collection of infor-
mation on patients and evacuees in a timely man-
ner as they move or are transferred from one
location to the next. The report estimates that ini-
tial development and testing of this plan would
cost as much at $1.5 million to put in place.

Phase 1 of the project would test the collection
of basic data needed in a mass evacuation, such
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CNE questions

5. What does an increase in number of referrals
for patients covered by commercial insurance
mean for a home health agency, according to
Bonnie Dixon, RN, BSN, director of Dunn
Memorial Hospital Home Health in Bedford, IN?
A. Lower reimbursement
B. More intense treatment
C. Less oversight of care
D. Increased staff time at time of admission

6. Why are home health employees less likely to
change jobs at this time, according to Vicki
Karlovich, LPN, CEO of Sacred Rose
Healthcare, a Springfield, MO-based home care
provider?
A. No jobs available in the community
B. They don’t want to risk losing seniority
C.Home health agencies are continuing to
increase salaries
D.Employment contracts are more restrictive

7. What changes are private duty providers seeing
in the type of care requested by clients, accord-
ing to Dave Banark, vice president of business
performance for Omaha-based Home Instead
Senior Care?
A. No changes
B. Increased number of days per week
C. Fewer days of service per week
D. Shorter periods of time for private duty care

8. How does a flexible budget help a home health
manager identify true costs, according to Mark
Sharp, CPA, partner at BKD, LLP, an account-
ing and consulting firm in Springfield, MO?
A. Specific information, such as salary levels
are changed each month
B. Costs are adjusted to reflect actual volume 
C.The budget is reviewed weekly rather than
monthly
D. Less effort is needed to create an annual
budget

Answer Key: 5. D; 6. B; 7. C; 8. B. 

Editor’s note: The CNE questions for
Hospital Home Health are correctly num-
bered beginning with this issue, starting 
with number 5. 



as numbers of beds available to house evacuees,
transportation resources, and medical and identi-
fication information for evacuees. AHRQ recom-
mends that subsequent phases of the project
focus on improving the quality of health care and
transportation availability data that can be used
to regulate and manage resources during a disas-
ter. (To see a copy of the report go to www.ahrq.com,
select “public health emergency preparedness on left
navigational bar, then scroll down to “surge capacity”
and select “Recommendations for a national mass
patient and evacuee movement, regulating, and track
system.”)  ■
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CNE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester’s activity with the September issue, you
must complete the evaluation form provided in that
issue and return it in the reply envelope provided to
receive a credit letter.  ■
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CNE objectives

After reading each issue of Hospital Home Health,
the reader will be able to do the following:

1. Identify particular clinical, ethical, legal, or
social issues pertinent to home health care.

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

3. Describe practical solutions to the problems that
the profession encounters in home care and
integrate them into daily practices. ■


