
“Safety Comes First” should 
be more than a slogan
Protect employees to improve retention and patient care

[Editor’s note: This is the first of a two-part article that discusses the 
safety of home health employees. This month, we look at the types of 
workplace hazards home health employees face in patients’ homes. Next 
month, we look at specific actions to take when an employee reports an 
unsafe situation and how improving employee safety can affect recruit-
ment and retention of employees.]

Imagine showing up at your workplace and having to run full speed 
back to your car to escape being mauled by a dog, or arriving at work 

only to be greeted at the door by a gun pointed at your face. 
Two of Attorney Robert Markette’s clients did not have to imagine 

either of these hazardous situations because they experienced them. 
“Luckily, the nurse was able to outrun the dog, and the home health aide 
was able to back away from the patient’s door and get to her car,” says 
Markette. “But both of these situations demonstrate the unique employee 
safety challenges faced by home health agencies.”

Needlesticks, falls on slippery floors, and injuries from lifting patients 
are hazards faced by health care workers in all settings. Hospitals, nurs-
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EXECUTIVE SUMMARY
Most health care employees don’t have to worry about dogs attacking them, 
threats of violence from patients, and unsanitary work conditions; however, 
these are not unheard of situations for home health employees. Taking steps 
to provide a safe workplace will increase job satisfaction, improve recruit-
ment and retention, and provide better care for patients.
• Develop clear policies about safety, how to report unsafe conditions, and 
how reports will be investigated.
• Take all employee concerns seriously.
• Educate all employees about recognition of safety issues and the impor-
tance of being aware of their surroundings.
• Provide tools employees can use in dangerous situations, such as escape 
plans, lists of emergency contacts, and cell phones.
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ing homes, and other health care facilities control 
the safety of the workplace with processes and 
resources that employees can easily access.

Take the hazards faced by hospital-based or 
other facility-based nurses and aides and add 
family violence, working in isolation, traveling 
in high-crime areas at night, aggressive pets, and 
unsanitary environments, and you have a good 
picture of the challenges faced by home health 
managers who want to ensure a safe workplace.

Workplace safety for home health differs from 
workplace safety in other health care settings, 

admits Robyn R.M. Gershon, MSN, DrPH, asso-
ciate dean of research resources and professor at 
the Mailman School of Public Health at Columbia 
University in New York City. “The workplace 
for home health nurses and aides is the patient’s 
household, which is not regulated by anyone,” she 
says. This location puts home care staff members 
at higher risk for hazards than other health care 
workers, she says.

Unsafe household conditions reported by 738 
registered nurses who participated in a 2008 sur-
vey included animal hair (74% of respondents), 
cigarette smoke (72%), excessive dust (58%), ver-
min (44%), and unsanitary conditions (43%). The 
threat of violence was also frequently reported, 
says Gershon, one of the study authors.¹ When 
home health aides are surveyed, their concerns 
focus more on violence in the house and neighbor-
hood, drug use in the home, guns in the home, or 
aggressive pets. “Aides are also in the homes for 
longer periods of time, up to 12 hours at a time, 
so they are exposed to more interaction with fam-
ily, neighbors, and friends,” she says. “Aides in 
urban areas are frequently using mass transit late 
at night and walking through areas that might not 
be safe,” she points out.

Although ensuring employees’ safety is a chal-
lenge in home health, it is important to take every 
step possible to do so, says Gershon. “Studies have 
shown that employee safety is directly correlated 
to employee injuries, adverse medical events, and 
to employee job satisfaction and retention,” she 
says. “Other studies have also shown a correlation 
between the safety of the home health employee 
and the quality of patient care,” she says. It’s not 
surprising to learn that patient care can suffer if 
an employee does not feel safe, she says. “A nurse 
or aide who feels threatened in a home might cut 
a visit short, skip a visit, or choose not to perform 
some tasks that agitate a patient or family mem-
ber,” she explains.

Develop reporting process

The first step to take to ensure employee safety 
is to develop clear policies regarding employee 
safety and make sure all employees are aware of 
the importance management places on employee 
safety, Markette suggests. “Employees should 
know whom they should contact about unsafe 
conditions at a patient’s home,” he says. Be sure 
employees understand that they don’t have to wait 
until there is violence or an accident or injury. 
“In every case in which an employee or patient 

2 / Hospital Home Health / January 2010 

Hospital Home Health® (ISSN# 0884-8998) is published monthly by AHC 
Media LLC, 3525 Piedmont Road N.E., Building Six, Suite 400, Atlanta, GA 
30305. Telephone: (404) 262-7436. Periodicals Postage Paid at Atlanta, GA 
30304 and at additional mailing offices. 

POSTMASTER: Send address changes to Hospital 
Home Health®, P. O. Box 740059, Atlanta, GA 30374.

AHC Media LLC is accredited as a provider of continuing 
nursing education by the American Nurses Credentialing Center’s 
Commission on Accreditation. 

This activity has been approved for 15 nursing contact hours using 
a 60-minute contact hour.  

Provider approved by the California Board of Registered Nursing, 
Provider #14749, for 15 Contact Hours. 

This activity is intended for nurses, managers, directors, and 
management involved in hospital-owned home care agencies, 
including health care professionals involved with home care issues 
such as end-of-life care, pain management, multicultural issues, elder 
care, and similar issues. It is in effect for 24 months from the date of 
publication. 

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

Editor: Sheryl S. Jackson, (770) 521-0990, 
(sherylsjackson@bellsouth.net)

Associate Publisher: Russ Underwood, (404) 262-5521, 
(russ.underwood@ahcmedia.com).

Managing Editor: Karen Young, (404) 262-5423, 
(karen.young@ahcmedia.com).

Production Editor: Ami Sutaria.

Copyright © 2010 by AHC Media LLC. Hospital Home Health® is 
a registered trademark of AHC Media LLC. The trademark Hospital 
Home Health® is used herein under license. All rights reserved.

Editorial Questions
For questions or  comments, call 
Karen Young at (404) 262-5423.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291. 
E-mail: customerservice@ahcmedia.com. World Wide Web: 
http://www. ahcmedia.com. Hours: 8:30-6 Monday-Thursday, 
8:30-4:30 Friday.
Subscription rates: U.S.A., one year (12 issues), $499. Add $17.95 for 
shipping & handling. Outside U.S.A., add $30 per year, total prepaid 
in U.S. funds. Discounts are available for group subscriptions, multiple 
copies, site-licenses or electronic distribution. For pricing information, 
call Tria Kreutzer at 404-262-5482. Missing issues will be fulfilled by 
customer service free of charge when contacted within 1 month of the 
missing issue date. Back issues, when available, are $83 each. (GST 
 registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced in any 
form or incorporated into any information retrieval system without 
the written per mission of the copyright owner. For reprint permission, 
please contact AHC Media LLC. Address: P.O. Box 740056, Atlanta, 
GA 30374. Telephone: (800) 688-2421.

HHH010110.indd   2 12/16/2009   3:22:25 PM



is harmed, there were warning signs,” he adds. 
This means that any concern expressed by an 
employee must be taken seriously, he points out. 
“Have a process in place to receive the complaint, 
investigate the complaint, and communicate your 
decision regarding action needed to address the 
complaint,” he says. “It is important that every 
concern expressed by an employee be investigated, 
even if the supervisor doesn’t see it as an issue,” he 
says.

Once an agency manager has a policy and 
process in place, be sure to educate staff mem-
bers, suggests Norma R. Anderson, RN, MSN, 
CNL, DNP(c), nurse educator, University of San 
Francisco School of Nursing and author of “Safe 
in the City,” a study of workplace danger in home 
health.² “Preventing injuries to workers through 
yearly safety training and daily reminders about 
safety is important,” she says. “Employees need 
to feel valued and know that safety is of utmost 
importance,” she adds. Ongoing education and 
incorporation of safety discussions into team meet-
ings and conversations between supervisors and 
employees is one way to create a culture of safety, 
she adds.

Part of the education about employee safety is 
to emphasize the need for employees to stay alert 
and tuned into their instincts about different situa-
tions. “Clinicians who feel ‘invincible’ or blind to 
the potential risks can be a danger to themselves,” 
points out Anderson. 

RNs are more likely to report concerns about 
safety, Gershon says. “A nurse will not hesitate to 
tell a supervisor that she needs a sharps container in 
the home or that she wants a safety needle to use,” 
she says. “Aides are less likely to report concerns, 
because they may believe the complaint will put their 
job at risk,” she adds. Also, because aides spend lon-
ger periods of time with the patient and family, the 
aide may become so accustomed to the environment 
that he or she doesn’t recognize risk, she says. “It’s 
important that aides maintain their awareness of 
potential dangers, so they don’t find themselves in a 
hazardous situation,” she points out.

Part of safety training should include discus-
sions of the importance of being aware and 
tools that can help in dangerous situations, says 
Gershon. Escape plans, lists of agency person-
nel who can be contacted for assistance, and cell 
phones are a few tools nurses and aides should 
have. “I’m a big believer in making sure that all 
aides have cell phones, even if the agency has to 
provide pre-paid phones for them to use in an 
emergency.” 
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Don’t ignore 
payment variances 
Look for inaccurate reimbursement

All home health managers understand the 
importance of reviewing financial statements 

regularly, but are you correctly reporting payment 
variances? Are you using these variances as a way 
to uncover documentation or clinical issues that 
need to be addressed?

An accurate report of payment variances and 
investigation into the cause of those variances are 
important tools for home health managers as they 
manage the financial bottom lines of their agen-
cies, says Rodney Dwyer, CPA, senior consultant 
for BKD, a Springfield, MO, accounting and finan-
cial consulting firm. “You must address any pay-
ment variance to determine if the error was made 
by your agency or by the payer,” he says. 

“A payment variance is any payment that is differ-
ent from the expected payment,” Dwyer explains. “If 
there is a variance, be sure to investigate the reason,” 
he suggests. Don’t just accept the payment as correct, 
because you not only will miss the opportunity to 
recover money that is due to you, but you also will 
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miss the opportunity to improve your documentation 
and billing process, he says.

“Your HIPPS [Health Insurance Prospective 
Payment System] code for each admission defines 
the payment you can expect,” Dwyer points out. 
If your payment differs, post the payment into 
your system, but indicate the variance, he suggests. 
Then, take a close look at the claim to find out 
why the variance occurred. 

“The most common reason for a difference in 
the amount billed and the amount paid is episode 
timing,” Dwyer explains. “An agency will bill 
Medicare for an early episode and Medicare will 
pay for a late episode, or vice versa,” he says. 

Another common reason for variances is a dif-
ference in the expected number of therapy visits 
for the episode versus the actual number of ther-
apy visits, says Dwyer. “At admission, an agency 
may indicate a need for 14 therapy visits, but only 
five therapy visits may be provided before dis-
charge,” he explains. While most billing systems 
will automatically adjust the expected payment 
to reflect the change in visits, not all of them do, 
he points out. “LUPAs [Low Utilization Payment 
Adjustment] and claims processing errors are two 
other reasons that usually create payment vari-
ances.”

When variances are identified, research the rea-
sons for them carefully to make sure your agency 
is filing claims properly, coding services correctly, 

and documenting care accurately, suggests Dwyer. 
“The best way to keep your accounts receivables 
accurate is to stop variances before they occur,” he 
says. 

Tips to stop variances

There are steps you can take at the beginning 
of each episode to reduce the number of payment 
variances, says Dwyer.

• Make sure your episode timing is correct.
“Most home health agencies have someone in 

their billing or accounting department checking 
the Medicare common working file (CWF) to ver-
ify eligibility for service, so episode timing can be 
verified at the same time,” suggests Dwyer. 

• Project therapy visits accurately.
“Include therapists in the development of the 

care plan, so you can better project the number of 
therapy visits needed,” recommends Dwyer. 

Even if you’ve taken steps to ensure an accurate 
care plan and claim, be sure to take these steps 
during the episode:

• Confirm visits.
Develop a process that enables supervisors or a 

designated staff person to confirm that scheduled 
visits took place, says Dwyer. “For example, on 
a weekly basis, someone should check records to 
see if scheduled visits were made and documented 
in the patient’s chart,” he says. “Documentation 
is critical. If the visit isn’t documented, it didn’t 
occur, according to Medicare,” he adds.

• Reduce unnecessary LUPAs.
Be sure that staff members understand what 

visits should be included in the claim, says Dwyer. 
“I’ve seen agencies bill for only four visits, which 
triggers a LUPA, because the staff did not know 
that therapy visits could be counted,” he says. 
Also, make sure that therapists are also accurately 
documenting their visits in a way that is clear to 
the billing department, he adds.

 
Investigate variances

Accounts receivables staff members should 
investigate payment variances as soon as they are 
posted, says Dwyer. “It is better to take time to 
research the variance immediately so that you can 
re-file a claim that is inaccurately paid,” he says. 
Based on the cause of the variance, there are sev-
eral actions you can take, he says.

If the payer was correct, make an adjustment 
to the posted payment in your records, he says. If 
Medicare was incorrect — for example, the pay-

EXECUTIVE SUMMARY 
Ensuring a healthy bottom line requires careful moni-
toring of accounts receivables and payment variances. 
Although some variances may be due to inaccurate 
coding, projections, or documentation on the home 
health agency’s side, there also are inaccurate pay-
ments due to errors by Medicare. To ensure the few-
est variances and eliminate the time it takes to correct 
inaccurate payments, take the following steps:
• Submit the claim for the correct episode tim-
ing. Check the Medicare common working file to 
verify whether the episode will be considered an 
early episode or a late episode.
• Ensure that all projected visits are made and 
documented.
• Include therapists in care planning to make sure 
the correct number of therapy visits is included in the 
plan.
• Educate billing staff about the correct visits to 
include in a claim to avoid low utilization payment 
adjustments.
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ment was based on a late episode and you cor-
rectly billed for an early episode — just leave the 
variance in your records until Medicare corrects 
the payment, says Dwyer.

If your investigation shows that your claim 
and your documentation are accurate, check your 
Medicare intermediary’s web site to see if there are 
any postings about this particular type of claims 
processing error, suggests Dwyer. If there has 
been, contact the intermediary about correcting 
the error, he says. 

When errors in documentation, projection of 
visits, or coding are discovered as the reason for the 
payment variance, be sure the clinical supervisors 
are made aware of the problems, he suggests. Staff 
education, one-on-one training with specific staff 
members, and review of processes might be needed 
to further reduce payment variances, he says.

The most important step a home health 
manager can take to ensure accurate payments 
is to have proper oversight of the billing and 
accounts receivables processes, says Dwyer. It’s 
also important to remember that even hospital-
based agencies must stay vigilant, because the 
home health billing and payments staff in a cen-
tralized hospital billing department don’t always 
have home health-specific training, he says. 

Monitoring and investigating payment vari-
ances will not only improve a home health 
agency’s bottom line, but it also can prove to 
be an effective method of identifying potential 
improvements in the agency’s practices, adds 
Dwyer.

SOURCES

For more information about identifying and researching 
payment variances, contact:
• Rodney Dwyer, CPA, senior consultant, BKD, 901 E. St. 
Louis Street, Suite 1000, Springfield, MO 65801-1190. 

OTs receive highest 
marks from patients
Satisfaction levels for HHAs reported

The good news for home health providers is that 
as the numbers of patients seeking home care 

rises, so do the satisfaction levels reported by home 
health patients.

In a report released by Press Ganey Associates, 

a South Bend, IN-based patient satisfaction 
survey firm, while patient satisfaction remains 
high, lower ratings for administrative procedures 
were reported, highlighting an important area of 
improvement for these organizations as they are 
about to begin reporting satisfaction data to the 
Centers for Medicare & Medicaid Services (CMS) 
through a required, approved vendor.

“Press Ganey has worked with home care agen-
cies on patient satisfaction and improvement for 
years, and while patient satisfaction within the 
industry is slowly improving, there are many chal-
lenges on the horizon,” says Lisa Cone-Swartz, 
vice president of home care at Press Ganey 
Associates. “Home care agencies have no choice 
but to focus on continuous improvement in light 
of proposed health care reform that may include 
home care and hospice in pay-for-performance, 
also known as value-based purchasing.”

More than 105,000 patients treated by almost 
900 agencies nationwide provided perspectives on 
their care for the annual Home Care Pulse Report. 
Additional findings from the 2009 report include:

• Occupational therapists surpassed nurses as 
the highest-rated home care provider.

• Satisfaction levels peak in the first three 
months of using home care and are at the lowest 
levels beyond 12 months of care.

• Patients with Medicaid and private pay 
arrangements were less satisfied, which could 
directly affect the profitability of the home care 
agency if reform laws are passed.

• Patients were notably more satisfied when 
their nurses visited in the morning, between 6-10 
a.m., versus in the afternoon, especially after 4 
p.m.

Home care in the U.S. includes 17,000 provid-
ers caring for nearly 8 million people with acute 
illness, long-term health conditions, permanent 
disability, or terminal illnesses. The annual cost of 
these services is $60 billion. Continuous improve-
ment is vital as competition and quality initiatives 
play a larger role in home care. Some findings 
from the study include:

• Improve the care experience for longer-term 
(12 month+) patients. Patients who received ser-
vices for the shortest amount of time (0-3 months) 
tended to be more satisfied than long-term 
patients.

• Improve staff responsiveness and communica-
tion. Patients seek information about their rights, 
want notification of schedule changes, and expect 
efficient and timely resolution of complaints.

• Improve billing and scheduling processes, 
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which received the lowest satisfaction rating.
A free copy of the 2009 Home Care Pulse 

Report: Patient Perspectives on American Health 
Care is now available at http://www.pressganey.
com/HH_PulseReport_09.pdf.  ■

 Care coordination 
decreases hospitalizations
Program combines face-to-face, telephonic CM

A combination of face-to-face and telephonic 
case management has resulted in high patient 

satisfaction ratings and a significant decrease in 
health care utilization for patients with complex 
medical needs.

The care management program, provided by 
Alere, an Atlanta-based health management firm, 
resulted in a 38% decrease in hospital admis-
sions, a 36% reduction in hospital days, and a 
30% decrease in emergency department visits for 
patients who are members of one health plan, 
according to a 2007 study.

Alere’s care management team provides care 
coordination for patients with life-limiting diagno-
ses or significant chronic disease.

About 60% to 70% of patients in the pro-
gram have advanced cancer. Others have multiple 
comorbidities, such as heart failure, diabetes, 
chronic obstructive pulmonary disease, coronary 
artery disease, and hypertension.

Care managers live in the same community as 
the majority of the patients they support and carry 
a caseload of about 22 patients at a time. 

“We limit the caseload because of the intensity 
of resources patients in the complex care manage-
ment program need and the amount of attention 
they require,” says Albert Holt, MD, MBA, senior 
vice president and senior medical director for case 
management and disease management programs 
for Alere.

 The care managers conduct an initial assess-
ment in the patient’s home or hospital room and 
follow up by telephone. If there is a change in the 
patient’s status or the patient is going to another 
level of care, the care manager makes another 
home visit.

 If there isn’t an Alere care manager nearby, the 
company sends a nurse case manager to that area 
to complete the in-home assessment.

The key to the success of the care program is 
taking a personal approach to care coordination 
and building a relationship based on face-to-face 
contact and working with the patients on goals 
that they identify as important, Holt says

“When the care managers go into the patient’s 
home, they get patients’ perspective on illness and 
what they want to achieve. They collaborate with 
the patients and family members to set goals based 
on what patients want to do and develop a plan 
to help them meet their goals. Because patients are 
engaged in their own health care, they are able to 
keep their conditions from getting out of control 
and avoid hospitalization or visits to the emer-
gency department,” he adds.

Alere identifies patients eligible for the program 
by screening claims, precertification, medical infor-
mation, and other data from their insurance plan 
and employer group clients.

“We concentrate on precertification and 
immediate hospital data, because we want to get 
patients when their illness is new to maximize our 
assistance to them,” Holt says.

The organization’s triage enrollment nurse calls 
eligible patients and completes an assessment to 
determine the client’s clinical status and need for 
case management and enrolls interested patients in 
the program.

The care manager who is assigned the case sets 
up an appointment for a comprehensive in-home 
assessment that typically lasts several hours, says 
Linda Alden, RN, CCM, a complex care manager 
based in Southern California.

“We always encourage family members to be 
present when we meet with the patients. We’re 
collecting and offering a lot of information, and 
it’s always good to have more than one set of ears 
listening,” Alden says.

The care managers already are familiar with the 
patients’ medical history, but they also find out the 
patients’ perception of their disease process.

‘Perception is reality’

“Perception is reality. We often have cancer 
patients who are recovering from surgery and 
don’t expect to have to have chemotherapy or 
radiation because the surgeon told them they 
removed the tumor and the margins were clear. 

If we know what they perceive, we can start the 
educational process there,” Alden says.

During the initial visit, the case manager com-
pletes an in-depth assessment of the patient’s 
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symptoms, resources, and support system, says 
Nancy Messenger, RN, CCM, a care manager 
based in Northern Michigan who coordinates care 
with indemnity patients, often traveling through-
out the country to meet them in person.

“We want to get a full and total picture of the 
patients and their needs during the face-to-face 
visit. One of the joys about this job is the flexibil-
ity we have to give our patients personal service 
and do whatever is needed to meet their specific 
needs, whether it’s financial assistance, education, 
transportation, or help with meals or housekeep-
ing,” Messenger says.

After the initial assessment, the care managers 
develop a dynamic care plan and discuss it with 
their nurse supervisor, called a clinical support 
manager, and their medical director.

All of the complex case management cases are 
reviewed twice a month by the medical director to 
provide additional support and keep the clinical 
guidance on track, Holt says.

“The medical directors keep on top of chronic 
diseases and oncology regimens and can call on 
specialty experts when needed. For instance, if a 
patient has a complicated diabetes regimen, they 
can call on a diabetes specialist for advice,” he says.

At the time they open a case, the care manag-
ers send a letter to each of the patient’s physicians 
introducing the case management program to them.

The care managers identify one physician who 
is the primary physician and collaborate with him 
or her. For instance, if the patient is undergoing 
cancer treatment, the oncologist is likely to be the 
primary physician.

“Our relationship with the treating physician is 
very important,” Alden says. “Patients are on the 
phone with us for an hour at a time and talk to the 
doctor’s office for five minutes. They tell us things 
that they don’t share with the providers. We give 
them additional information to help them make 
clinical decisions.”

Facilitate communication among physicians 

Most of the patients in the program are being 
treated by multiple providers, most of whom 
do not regularly communicate with each other, 
Messenger adds.

“We facilitate communication among the treat-
ing physicians to make sure the patient’s care is 
coordinated,” she adds.

The nurses take a patient-centric approach to 
coordinating care, Holt says.

The complex care team treats the whole patient, 
not just the issues they are called in to address, 
Alden adds.

“We may be working with a cancer patient, but 
when we conduct the assessment, we find out he 
or she has hypertension. We incorporate education 
on managing hypertension, such as diet, exercises, 
and medication compliance, into our care plan for 
cancer,” she says.

The care managers call their patients at least 
once a week and encourage them to call any time 
they need help.

“Because we’re not a family member, a friend, 
or a physician directing their care, patients often 
feel more comfortable speaking with us. We can 
find out what’s going on with them and alert their 
health care providers if needed,” Messenger says.

That first face-to-face visit helps the care man-
agers get to know the patients and their families 
and start to build a relationship. 

“We become more than just a voice on the 
phone. We are alerted to safety issues when we 
visit the home, but we also find out what brings 
the patients joy. We can see their hobbies, pets, 
and family members and use that information to 
personalize our conversations instead of talking 
only about their disease or treatment,” Alden says.

When patients have cancer, the care managers 
educate them on the possible side effects of treat-
ment and how to overcome them.

Patients with cancer are undergoing active treat-
ment and need support in understanding their 
options, learning what to expect from treatment, 
and how to coordinate their health care needs. 
Some are so far advanced that they are transition-
ing into the terminal stage, Holt adds.

 “Almost every cancer patient tries to be as 
positive as possible, but they all have a day when 
everything seems to fall apart. Chemotherapy can 
be very debilitating. We try to keep them emotion-
ally stable and encourage them to forge on ahead,” 
Alden says.

Advance directives discussions key

The care managers bring up the subject of 
advance directives during the initial assessment 
and work with the patients and family members to 
ensure that they are in place.

“I always tell them that I recommend this to all 
my patients and that I have completed my own 
advance directives. I don’t want them to think that 
I know something they don’t know. I tell them 
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that when they are ready, I can walk them through 
it,” Alden says.

The care management organization has won 
awards for the care managers’ successful discus-
sions with patients about advance directives, Holt 
says.

“About 20% of our patients die during the 
course of complex case management, and more 
than 70% of them have advance directives docu-
mented,” he adds.

When a patient’s condition starts to deteriorate, 
the care manager starts discussing end-of-life issues 
and possible hospice care.

“Every case is unique, and everybody reacts to 
end of life in different ways. Because we know 
these patients so well, we know how to address 
it,” Alden says.

Educating patients on advance directives and 
end-of-life options is a service to the patients, 
Messenger says.

For instance, one of Messenger’s patients had a 
terminal diagnosis but didn’t know about it.

“It wasn’t my place to tell him so I steered him 
back to his physician to have the conversation 
when I determined that he wanted to know,” she 
says.

She spoke to the patient as he was leaving his 
physician’s office, stunned by the news.

“I asked if he was alone and if he was OK to 
drive. The next time he saw me, he thanked me. 
By finding out about his diagnosis, he had time to 
make advance directives and put things in place 
for his family,” she says.

Patients stay in the program as long as they 
need assistance. Patients undergoing cancer treat-
ment usually stay in the program until they are 
well educated and have met their goals. 

“We make sure they are very clear about their 
follow-up regimen and all the health care screen-
ings they need to have,” Messenger says.  ■

patients with congestive heart failure and hyper-
tension.

Patients with congestive heart failure who 
participated in the remote monitoring pilot 
program experienced 59% fewer hospital visits 
than a control group of patients with the same 
condition who received only the education 
component of the program, according to Brian 
Farber, MBA, MA, director of the telehealth 
program. 

Hospital visits were reduced by 40% for 
patients with hypertension.

Bayada Nurses, with headquarters in 
Moorestown, NJ, provides home health nurses 
and home health aides in 18 states and the United 
Kingdom.

The home care agency conducted a pilot project 
using the telemonitoring equipment in 2007 and 
achieved excellent clinical outcomes, including the 
reduction in hospitalizations, Farber says.

“Based on the success of the pilot, we are 
expanding the program throughout the company,” 
he adds.

Patients in the program measure their weight 
and blood pressure daily using a Bluetooth-
enabled digital weight scale and a blood pressure 
monitor. The wireless devices automatically send 
timely data to telehealth nurses, who monitor 
them seven days a week. 

“Right now, there is no reimbursement for tele-
health, but we decided to implement the program 
because of the good outcomes. By investing in the 
program, we’re hoping that insurance companies 
can see the benefit and authorize reimbursement 
for it,” Farber says.

Telemonitoring saves money

Preventing just one hospitalization can save as 
much as $30,000, Farber points out.

“Remote monitoring is going to be an impor-
tant component of patient care in the future. 
It provides real-time data that indicate when a 
chronic disease is exacerbated and enable the 
health care provider to make adjustments, saving 
a trip to the emergency department or a hospital-
ization,” he says.

The system saves expenses, because the nurses 
don’t have to make a home visit to check the 
patient’s vital signs — and patients don’t have to 
go back to the doctor’s office as frequently, he 
adds.

Patients in the program have advanced chronic 

Remote monitoring 
slashes hospitalizations 
Nurses work with patients in home, monitor remotely

Bayada Nurse’s program that combines face-
to-face education and remote monitoring of 

clinical information reduces hospitalizations for 
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diseases, such as congestive heart failure, hyperten-
sion, diabetes, or, most likely, a combination of 
diseases.

“This is not a typical telephonic disease man-
agement program. We go to the clients’ homes and 
help them learn to manage their disease face to 
face in conjunction with their physician. By using 
telemonitoring, we are able to monitor their vital 
signs and other information seven days a week 
and identify any exacerbations that are occurring 
before they become acute,” Farber says.

Eligible patients are identified when they are 
experiencing acute exacerbations, are referred by 
physicians, or recently have been discharged from 
the hospital and need help learning how to man-
age their condition and receive a home visit from a 
Bayada nurse.

“Once the patient is stable, the nurses start 
assessing their chronic diseases and their need 
for support in adhering to their treatment plan 
and keeping their condition under control,” he 
says.

When the Bayada home health nurses identify 
a patient who may be eligible for the telemoni-
toring program, they contact the patient’s physi-
cian and get permission for the telemonitoring 
to be part of the patient’s plan of care.

The nurse schedules a visit to introduce the 
patient to the service and to demonstrate how to 
use it.

On each visit to clients’ homes, the nurses 
follow a protocol that includes specific teach-
ing points. For instance, they educate conges-
tive heart failure patients on what foods to 
avoid, how to recognize signs that their illness 
is exacerbating, and when they should call the 
doctor.

The nurses develop a close relationship with 
the patients, listen, and identify the time that 
they are most ready to hear the message about 
making changes to manage their conditions. 

 “When someone has a chronic disease and is 
doing well, they aren’t very open to education. 
But once someone’s disease state starts to exac-
erbate and they’re not feeling well, they are open 
to education at that exact point. The nurses 
teach whatever the patient is ready to learn. If 
the patient hasn’t absorbed the last lesson, they 
repeat it,” he says.

The goal of the program is to help the clients 
take ownership of their own disease process. 

“We can’t be with them all the time, so they 
need to learn to manage the disease on their 

own,” Farber says. 
The nurses schedule at-home visits based 

on the patient’s condition and the information 
received on the telemonitoring device. They com-
municate with the patients by telephone at regular 
intervals and make home visits when needed. 

Telemonitoring doesn’t replace face-to-face vis-
its by the nurses, but it enables them to maximize 
their time and manage a larger caseload.

“Because we are monitoring the patients seven 
days a week, we can determine if we need to visit. 
If the nurses and the patient are working well 
together and getting the patient’s condition under 
control, there is no need to send a nurse out there. 
Instead, we can send the nurses to see someone 
else where it is more appropriate,” he says.

When the nurses see patients developing prob-
lems, they work in conjunction with the physician 
to get the patient back on track.

In some cases, it might be as simple as 
reminding the patient to change his or her eating 
habits. Other times, the physician may adjust the 
medication.

For instance, if a congestive heart failure 
patient has gained weight, the nurse will ask 
what he or she ate the day before and may deter-
mine that a salty food is causing the weight gain.

Since the nurses are getting objective data 
every day, they can work with the physicians to 
help them make more informed decisions.

For instance, if a patient has an appointment 
with his or her physician, the nurses can provide 
three weeks worth of daily biometrics on which 
the physician can base treatment decisions.

“We believe if we monitor patients daily, we 
have a better chance of helping them keep their 
condition under control and increasing their 
quality of life,” Farber says.

For instance, the monitoring data may show 
that a patient with hypertension has a spike in 
blood pressure. The nurse passes the informa-
tion on to the doctor, who may make a change 
in the medication, stabilizing the patient’s blood 
pressure.

The average patient stays in the telemonitoring 
program for 60 days, longer if they need more sup-
port.

“The clients feel a sense of comfort, because 
someone is looking out for them. Sometimes a call 
from the nurse is the only communication a client 
gets that day,” Farber says.

(For more information, contact: Brian Farber, 
Bayada Nurses, bfarber@bayada.com.)  ■
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■ Update on wound 
therapy injuries

■ Tips for treating 
dementia patients

■ The correlation 
between safety and 
satisfaction

■ How cell phones can 
improve productivity

COMING IN FUTURE MONTHSCOMING IN FUTURE MONTHS

Final rule implements 
2010 HHA changes 

Home health agencies will receive a slightly 
worse than proposed payment update from 

Medicare in calendar year 2010, for an average 
net payment decrease of 1.03%, according to the 
final rule released by the Centers for Medicare & 
Medicaid Services (CMS). 

The decrease results from a 2% market basket 
update combined with a 2.75% reduction — the 
third of four reductions authorized in a prior rule 
to adjust for coding practices between 2000 and 
2005. In response to CMS concerns that certain 
home health agencies are overusing outlier pay-
ments for high-cost patients, the rule caps annual 
outlier claims per agency at 10% and reduces the 
outlier payment pool to 2.5% of total payments 
from 5% currently. Hospital-based agencies fare 
much better than many agencies under the rule, 
with an average increase of 3.72%, since the 
outlier changes favor agencies with fewer outlier 
cases.  ■

Study highlights back-
ground check disparities

Criminal background checks that are used to 
screen potential home health employees to 

identify potential risk for abuse, neglect, or finan-
cial exploitation may give employers and family 
members a false sense of security, according to a 
study by the AARP.

Background checks may miss records, fail to 
uncover some crimes, or overlook a caregiver’s his-
tory of abuse or neglect that stops short of crimi-
nal conviction.

An increasing number of states — 46 states and 
the District of Columbia — require background 
checks for some or all paid home care workers. 
Yet these state requirements show little or no 
agreement on standards, according to the report. 
For example, some states disqualify job applicants 
only for past criminal offenses against vulnerable 
people, while others exclude them for a DUI con-

viction.
State, county, FBI, and other databases are 

not integrated and may have gaps and errors, the 
report concludes, and there is no single agency 
for families or home health agencies to consult 
for a comprehensive review of criminal records. 
Additionally, even a comprehensive criminal back-
ground check of multiple agencies shouldn’t be 
taken as total assurance, the report warns. Elder 
abuse, neglect, and exploitation is under-reported.

Integration of online reporting systems and 
sharing information between different state agen-
cies are two of the recommendations made by 
the researchers. To see a copy of the full report, 
go to http://www.aarp.org/research/ppi/ltc/care/
articles/2009-12.htm.  ■

CMS outlier policy 
FAQs posted

 

The Centers for Medicare & Medicaid Services 
(CMS) has clarified information about the 

new CY 2010 outlier policy under the Home 
Health Prospective Payment System (HH PPS) that 
was announced in the Medicare Home Health 
Prospective Payment System Rate Update for CY 
2010 Final Rule (CMS-1560-F). The guidance can 
be found in the questions and answers available in 
the first spotlight on the CMS web page at http://
www.cms.hhs.gov/center/hha.asp.  ■

NEWS BRIEFS
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CNE QUESTIONS

13. What group of home health employees 
most often reports violence or the threat of 
violence in a patient’s home, according to 
Robyn R.M. Gershon, MSN, DrPH, associ-
ate dean or research resources and professor 
at the Mailman School of Public Health at 
Columbia University in New York, NY?

 A. Registered nurses
 B. Physical therapists
 C. Home medical equipment personnel
 D. Home health aides

14. What are the benefi ts of investigating pay-
ment variances, according to Rodney Dwyer, 
CPA, senior consultant for BKD, a Spring-
fi eld, MO accounting and fi nancial consult-
ing fi rm?

 A. Recover additional money
 B. Identify documentation errors that may 

indicate need for staff training
 C. Develop processes to improve care plan 

development
 D. All of the above

15. What group of home health employees re-
ceived the highest patient satisfaction ratings 
in the 2009 Home Care Pulse Report: Patient 
Perspectives on American Health Care report 
from Press Ganey Associates?

 A. Home health aides
 B. Occupational therapists
 C. Registered nurses
 D. Physical therapists

16. How often should home health employees be 
reminded about safety procedures, accord-
ing to Norma R. Anderson, RN, MSN, CNL, 
DNP(c), nurse educator, University of San 
Francisco School of Nursing?

 A. Daily
 B. Weekly
 C. Monthly
 D. Yearly

Answer Key:  13. D; 14. D; 15. B; 16. A. 

Studies show decrease 
in senior care continuity
End of life discussions should be reimbursed

If the discharge planning community’s ideal is to 
begin the discharge process at the door, when 

patients are admitted to the hospital, then commu-
nity provider input is necessary for a smooth care 
transition.

But care continuity has been low, and it’s 
decreasing for older adults, recent studies show.1,2

A study that examined the proportion of patients 
who are seen by their primary care physician during 
their hospitalization found a significant decline in 
this continuity of care, says Gulshan Sharma, MD, 
MPH, an associate professor at the University of 
Texas Medical Branch in Galveston, TX.

“The proportion declined from 50.5% to 
44.3% between 1996 and 2006,” Sharma says.2

The study showed an even greater decrease in 
continuity in cases where patients were admitted 
to the hospital on weekends and for those living in 
large metropolitan areas.2

The results were not too surprising given the 
changes that have taken place in the delivery of 
health care over the past two decades, Sharma notes.

“To improve efficiency of care, you have pri-
mary care physicians managing patients in very 
busy practices, and it’s hard for them to go see 
patients who are hospitalized,” he explains. “So 
there’s been a large growth in hospitalists’ posi-
tions, and these are the people who provide care 
for patients when they’re hospitalized.”

The older model of having one physician follow 
patients through the trajectory of their illness and 
care no longer is followed.

“The health care system is getting more effi-
cient, with physicians spending more time at their 
part of this system, but the price you pay is frag-
mented care,” Sharma notes.

“There’s a lot of disruption in care, and there’s no 
major effort to have a physician make sure the transi-
tion is smooth in either direction,” Sharma says.

Similarly, there are no practice or economic incen-
tives for hospitalists to follow up with patients once 
they’ve returned to the community, he adds.

“That’s where a major discussion is going 
on: How do you make this transition smooth?” 
Sharma says. “One way would be through an elec-
tronic health record.”

Hospital systems and community providers who 
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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 inte-
grate them into daily practices.  ■

CNE INSTRUCTIONS 

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

references for further research, and studying the ques-
tions 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 knowl-
edge. To clarify confusion surrounding any questions 
answered incorrectly, please consult the source mate-
rial. After completing this semester’s activity with the 
March issue, you must complete the evaluation form 
provided in that issue and return it in the reply enve-
lope provided to receive a credit letter.  ■
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can connect electronically can provide follow-up 
care and a smoother transition through electronic 
communication, he says.

But research suggests that having a primary 
care provider attend a patient in the hospital can 
improve health care outcomes. In one study, inves-
tigators found that patients with terminal lung 
cancer who were visited by community physicians 
while in the hospital were less likely to spend time 
in the intensive care unit (ICU) before death.1

“So it might be good for discharge planners 
to have a primary care physician visit patients,” 
Sharma notes. “And discharge planning should 
include communication with a patient’s primary 
care physician, so they’ll know what’s going on.”

One reason these primary care physician visits 
to hospitalized patients are decreasing is that there 
is no reimbursement for them, Sharma says.

“Medicare won’t reimburse for two physicians 
for the same specialty,” he explains. 

REFERENCES
1. Sharma G, Freeman J, Zhang D, et al. Continuity of care 
and intensive care unit use at the end of life. Arch Intern Med. 

2009;169:81-86.
2. Sharma G, Fletcher KE, Zhang D, et al. Continuity of out-
patient and inpatient care by primary care physicians for hos-
pitalized older adults. JAMA. 2009;301(16):1671-1680.  ■
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