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EXECUTIVE SUMMARY
Health care reform represents a number of changes to home health reim-
bursement, but the announcement of a 10% cap on outlier payments created 
a great deal of concern for many agencies. Although agency managers should 
be aware of the payment cap, most agencies should not experience a nega-
tive impact on reimbursement.

spective payment income represented by outlier payments.

determine how many your agency can handle at one time.

move away from daily or very frequent visits without compromising care. 

Most HHAs don’t have to 
fear outlier payment cap
Changes may be positive for many agencies

[Editor’s Note: This is the second of a two-part series exploring regu-
latory changes that affect home health reimbursement. Last month, we 
examined health care reform’s effect on home health in several different 
areas. This month, we take a close look at the outlier cap.]

Experts agree that health care reform will increase the importance 
of home care services as the health care industry looks for ways 
to handle increased demand for services in a more efficient man-

ner (See “Reimbursement changes to affect all home health services,” 
Hospital Home Health, June 2010, p. 61.) Although this is a good thing 
for home care, it is a challenge for home health managers, who face reim-
bursement cuts in many different areas.

One potential reduction that has caused concern for the industry is 
the outlier payment cap that went into effect at the beginning of 2010. 
Outlier payments to an agency cannot exceed 10% of the agency’s total 
home health prospective payment system (HH PPS) payments for the 
year. Because wound care and insulin-dependent diabetes patients unable 
to self-inject their insulin usually generate outlier claims, home health 
managers have expressed concern that their agencies would have to limit 
the number of these patients admitted for care.
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“There were three significant changes to 
the outlier payment provision,” says John M. 
Reisinger, CPA, principal of Innovative Financial 
Solutions for Home Health in Tampa, FL. The 
fixed-dollar loss ratio used in calculation of pay-
ments and outliers was reduced for 2010 from 
0.89 to 0.67, he points out. “This reduction will 
mean that more episodes of care may be eligible 
for outlier payments,” he explains. Although 
additional payments can be a good thing, the addi-
tional outlier payments may create issues for agen-
cies when bundling payments, he says. (See page 

75 for more information on bundled payments).
Another change to the outlier payment provision 

is the reduction of the amount of home health pay-
ments withheld to fund the outlier payment pool, 
says Reisinger. “Since the implementation of PPS, 
5% of home health payments have been withheld 
to fund this pool, but now, only 2.5% of the pay-
ments will be withheld,” he says. This translates to 
a 2.5% increase in payments for each episode, he 
points out.

The most dramatic change in the outlier pay-
ment provision, however, is the 10% cap, explains 
Reisinger. “The provider-specific payment cap was 
put into place to address outlier abuses,” he says. 
Even though the payment cap has received a lot of 
attention, the reality is that 95% of home health 
agencies will not be adversely affected, he says. 
“My research has shown that only 5% of home 
health agencies will see a reduction in income from 
the cap,” he says. “The majority of agencies don’t 
have outlier payments that equal or exceed the 5% 
of payments that have been withheld to fund the 
outlier pool, so these agencies will actually see a 
positive effect; because only 2.5% will be withheld 
from other payments now,” he explains. “Of the 
agencies that do hit the outlier cap, the vast major-
ity will still be better off, because they are receiving 
more on other claims,” he adds.

An agency manager can get an idea of how close 
to the cap the agency might be by reviewing pay-
ment records from the previous year and calculat-
ing the percentage of outlier payments to the total 
amount of PPS payments received, says Reisinger. 
Keep in mind that more episodes may be eligible 
for outlier payments with the fixed-dollar loss 
ratio decrease, he adds. 

Throughout the year, monitor your outlier 
payments carefully, suggests Reisinger. If an 
agency’s billing system cannot produce reports 
that evaluate total PPS payments vs. outlier pay-
ments, a summary PS&R [Provider Statistical and 
Reimbursement Report] can be requested from 
CMS during the year, he says. 

At the same time, all home health agencies 
should take steps to identify potential outlier 
episodes and reduce the occurrence of outliers. 
“Wound care is the most typical reason for admis-
sion that can result in an outlier episode, says 
Lisa Stroud, RN, administrator, Advance Care in 
Richmond, VA. Although around 63 of the 200 
patients per day that the agency sees are wound 
care patients, an analysis of their previous year’s 
Medicare reimbursement shows that the agency is 
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in no danger of hitting the outlier cap.
“We’ve taken steps to reduce the risk of outlier 

episodes,” explains Stroud. Education for staff 
members, referral sources, patients, and family 
caregivers has reduced the need for staff members 
to make emergency visits for wound care and 
reduce the number of total visits needed for each 
wound care patient, she says. (See page 76 for 
description of wound care education program.)

The good news is that outlier payments and the 
10% cap are fiscal year-specific, says Reisinger. 
“Even if you exceed the cap in 2010, nothing car-
ries forward, so you are not penalized in the fol-
lowing year.”

SOURCES

For more information about outlier payment caps, contact:
John M. Reisinger

Lisa Stroud, RN, Administrator, Advance Care, 575 Southlake 

9056. E-mail: lstroud@advancecarellc.com.  ■

How will bundled 
payments affect HHAs?
Demonstration project to study payment models

A significant change in the way home health 
agencies may be paid in the future is included 

in the Patient Protection and Affordable Care Act. 
The health care reform law calls for the Secretary 
of Health and Human Services to develop a vol-
untary pilot program of bundled payment models 
for a period of five years. The program must begin 
no later than January 2013 and include post-acute 
providers, such as home health agencies.

Although bundled payments in a hospital set-
ting have shown promise for saving money for 
Medicare, members of the home health industry 
are concerned that inclusion of home health pay-
ments within the bundled payment controlled by 
hospitals will not be cost-effective or provide bet-
ter care for home health patients.

The National Association for Home Care and 
Hospice in Washington, DC, opposes the pro-
posal, stating that community-based home health 

agencies are better able to manage, care for and 
evaluate services provided for post-acute patients.1

“The concern is that hospitals will control 
access to services and community-based home 
health agencies will be left with fewer refer-
rals,” says Andy Carter, president and CEO of 
Visiting Nurse Associations of America (VNAA) 
in Washington, DC. “Members of VNAA typically 
receive about 40% of referrals from sources other 
than hospitals,” he says. “This does mean that 
home health agencies may look for opportunities 
to partner with local hospitals to provide post-
acute care to retain referrals.”

REFERENCE 

1. “Ensure adequate and appropriate payment for Medicare 
home health services.” National Association for Home Care 
and Hospice. Washington, DC, April 2010.  ■

Know which patients 
might be outliers
Develop strategies to control cost of care

The easiest way to avoid reaching the 10% out-
lier cap is to avoid admission of patients most 

likely to result in an outlier episode. This could 
mean looking carefully at admission of patients 
with congestive heart failure, non-healing wounds, 
and diabetes.

Because patients with these conditions represent 
a high percentage of home health patients, it is not 
practical to make a blanket decision to no longer 
provide care for these patients, so experts inter-
viewed by Hospital Home Health suggest other 
steps to take.

If your agency typically admits patients whose 
cost of care is higher than other patients’ cost of 
care, there may be decisions to make about how to 
handle future admissions, says John M. Reisinger, 
CPA, principal of Innovative Financial Solutions 
for Home Health in Tampa, FL. “It is difficult to 
refuse a referral because you don’t have the finan-
cial resources to handle the patient’s care, because 
you are not just refusing admission of one patient; 
you may be alienating a referral source that repre-
sents many future referrals,” he says. At the same 
time, you can’t continue to accept a large number 
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of patients for care for which HHAs will not be 
adequately reimbursed if they plan to stay in busi-
ness, he says.

“One way to address the situation is to deter-
mine how many outlier patients you can accept at 
any one time,” Reisinger suggests. “Once you’ve 
determined what your agency can handle, educate 
your referral sources in a non-confrontational 
manner, and at a time when a specific patient is 
not being discussed,” he says. By emphasizing that 
your agency wants to provide the best care pos-
sible to all of the referral sources’ patients and by 
showing that you can only handle a certain num-
ber of complex, high-cost patients at one time, you 
will reassure the referral source that you are not 
arbitrarily making decisions about patient admis-
sions, he adds.

Before a decision on how many outlier patients 
can be handled, a manager needs to predict patient 
costs, points out Reisinger. “Historically, most 
home health agencies have been lax about devel-
oping budgets down to the patient level,” he says. 
“Now, however, it is important to do some type of 
patient budgeting using existing information from 
OASIS, plans of care, [and] admission information 
to identify potential outlier episodes,” he suggests. 

Another benefit to identifying types of patients 
who tend to result in outlier episodes is the oppor-
tunity to develop strategies to keep the cost of care 
within normal parameters. The staff at Advance 
Care in Richmond, VA, see a lot of wound care 
patients, because a local wound care center refers 
many patients to the agency, says Lisa Stroud, 
RN, administrator of the home health agency. (See 
story about family education on page 76.)

After other home health agencies in the area 
began refusing to accept wound care patients that 
required daily visits, Stroud visited the wound 
center and provided information about how home 
health got paid. “I met with the case manager and 
explained how discharge orders for daily visits 
impacted us,” she says. When a patient is in a 
hospital, it is not uncommon for wound dressings 
to be changed daily, she says. Case managers and 
physicians don’t realize the effect that an order for 
daily dressing changes in home health can have, 
she adds.

A common misconception is that although some 
wound care products are described as daily dress-
ings, they can safely go two or three days without 
changes for different types of wounds, says Stroud. 
“Our goal is to wean the patient off daily dressing 
changes,” she says. After physicians were educated 

about the safety of different products and differ-
ent frequencies of dressing changes, the agency 
was able to work with patients and physicians 
to reduce the number of orders for daily dressing 
changes, she says.  ■

Family caregivers  
play important role
Education can decrease number of needed visits

Staff members at Advance Care in Richmond, 
VA, have taken a two-pronged approach to 

controlling patient care costs for patients who 
typically fall into the outlier category.

In addition to educating the referring case 
managers and physicians, the staff also focus on 
educating the patient and family caregiver. “We 
identify a caregiver who can take care of dress-
ing changes and manage the wound [with] V.A.C. 
[vacuum-assisted closure],” explains Lisa Stroud, 
RN, administrator of the home health agency. At 
the beginning of the episode of care, visits may 
be daily to enable the nurse to demonstrate and 
train the family member, she says. “We have the 
caregiver watch, and then we have them change 
the dressing while we give them positive reinforce-
ment,” she says. 

“It’s important that a wound care patient have 
a family caregiver who knows how to manage 
the wound V.A.C. or how to apply a wet-to-dry 
dressing,” says Stroud. In Virginia, we can have 
snow storms that prevent our nurses from reaching 
some patients, so all families need to know how to 
provide care in an emergency, she explains. “Even 
if they have a basic knowledge, we can talk them 
through the process by telephone if necessary,” she 
adds.

Stroud’s staff do not automatically begin teach-
ing wound care to family members at the first visit. 
“Timing is different for each family,” she says. “If 
a caregiver is not squeamish and is ready to begin 
learning at the first visit, we begin teaching,” she 
says. In other families, teaching may not begin 
immediately, but the goal is to get the family com-
fortable enough with the tasks, so that nurses can 
reduce the number of visits for dressing changes.

Even with difficult tasks for other types of 
care, a patient and family member can learn, says 
Stroud. “A few years ago, I had a patient [who] 
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required a daily visit to change an IV,” she says. 
Although the family member was certain that he 
could never handle the task, after two weeks, he 
was changing the IV with no problem. “I taught a 
little bit at a time and did not rush anything,” she 
says. 

Of course, there are times when a family care-
giver may not be present or may not be able to han-
dle some of the care, points out Stroud. She plans 
on having some of those patients and will continue 
to provide care for them on a daily basis if needed. 
She says, “The outcome is the most important thing 
to keep in mind. If we encounter a patient that 
requires daily visits, we’ll see it out.”  ■

Assistive technology  
can benefit clients   
Consider it for clients with mobility, cognitive, vision deficits 

Assistive technology can make life better for 
everyone and help people live independently 

in a safe environment, whether they have a cata-
strophic illness or injury or are elderly with cogni-
tive and/or vision issues, says Hunter Ramseur, 
MEd, LPC, CDMS, ATP, principal of Atlanta-
based Assistive Technology Consulting LLC. 

As an assistive technology consultant, Ramseur 
gets referrals from the Veterans Affairs hospitals, 
insurance companies, workers’ compensation, life 
care planners, and others to help choose assis-
tive technology that can help clients live safely at 
home.

“Assistive technology really plays a role in 
offering individuals maximal quality of life. It 
helps keep them safe and gives them a great 
opportunity to be self-directed in their own care,” 
adds LuRae Ahrendt, RN, CRRN, CCM, nurse 
consultant, Ahrendt Rehabilitation in Norcross, 
GA.

Ahrendt and Ramseur suggest that case man-
agers consider assistive technology when they 
develop a plan of care for patients who may need 
help with mobility deficits, cognitive issues, or 
poor eyesight.

“Technology today has so many applications 
that allow people to be independent. As a case 
manager, when I evaluate clients for the first time 
or re-evaluate them for changes in their physical, 

cognitive, and behavioral status, I look for ways 
that assistive technology can meet their needs for 
safety, independence, maximal community integra-
tion, and for them to achieve optimal self-direc-
tion,” Ahrendt says.

The benefits of assistive technology often far 
outweigh the costs, Ramseur says.

“Technology can save money down the road. If 
you can get somebody to be more active, they’ll be 
healthier and happier, and less likely to utilize the 
health care system,” he says.
The addition of assistive technology can help 
people stay independent in their own homes and 
reduce the cost of care, Ramseur adds.

For instance, the installation of a lift system can 
help keep a patient with limited mobility out of a 
nursing home or assisted living center, because it 
helps caregivers with transfers from the bed to the 
wheelchair or the wheelchair to the toilet. 

With a lift system, the patient has more control 
in getting in and out of bed alone, and the care-
giver, who isn’t strong enough to lift the patient, 
can assist with the transfers safely, he adds.

“Just the slightest amount of empowerment can 
make a huge difference, even if it doesn’t seem sig-
nificant at first. It builds on itself,” he says.

For instance, many of his clients, who are vet-
erans with combat injuries, also struggle with 
emotional factors and have lost the drive to do 
anything.

“Some of these clients are in pain and do noth-
ing but sit around and watch television, because 
it’s too painful to do otherwise. A lift chair is a 
pretty simple way to get them up and going,” he 
says.

If technology is appropriate and safe, it often 
saves money in the long run, Ahrendt says.

People who have assistive technology in their 
home environment may not need round-the-clock 
care, but may be able to stay alone a few hours a 
day and be safe, Ahrendt points out.

For instance, a spinal cord injury patient who 
can operate a wheelchair and has enough speech 
for voice-recognition technology can work on a 
computer, make telephone calls, and open doors 
using assistive technology for part of the day 
instead of having an aide 24 hours a day, she adds. 

“Assistive technology is no longer the domain 
of the most catastrophically impaired individuals. 
People with chronic conditions, physical problems, 
cognitive and behavioral impairments that result 
from a wide range of disorders can also benefit 
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from today’s technology,” Ahrendt adds.
For instance, personal digital assistants (PDAs) 

can be programmed to remind disease manage-
ment clients to take their medication or weight 
themselves, saving telephone calls and home health 
visits.

Or, a desktop computer’s calendar program can 
be used to set up a similar reminder system.

Voice-activated cell phones allow people with 
fine motor issues or those who are losing their eye-
sight to have a safer environment, Ramseur says.

When developing a plan of care, case managers 
should think outside the box as to what part assis-
tive technology could play in improving clients’ 
quality of life, and they should bring in technical 
assistance to help them decide on the right technol-
ogy, Ahrendt says. 

“Finding someone who understands the value 
of technology and its specific implementation for a 
specific client and family is a very important piece. 
No case manager should ever assume they have all 
the knowledge necessary to choose the right tech-
nology,” she says.

Identify activities that are critical to what your 
client wants to do, and look at how the activities 
can be accomplished with the help of technology, 
Ramseur suggests.

When he evaluates someone for assistive tech-
nology, Ramseur starts by looking at the activities 
that need to be accomplished, then looking at what 
the client can or cannot do.

“For instance, the activity that needs to be 
accomplished may be to access the bathroom 
safely. Then I assess the person’s function loss and 
put the two together to decide what is needed to 
accommodate the activity,” he says.

Don’t just hook people up with technology. 
Make sure they know how to use it, Ramseur sug-
gests.

“In almost every case, clients have a significant 
need for training, and it needs to happen in the 
home whenever possible. A lot of times, people 
are given equipment in the hospital and trained on 
how to use it, but they forget how when they get 
home. It’s more effective to get them comfortable 
using assistive technology in their home environ-
ment,” he says. 

For instance, voice-recognition software for 
computers and cell phones is fairly straightforward 
when people are taught how to use it, but that pro-
cess  usually involves several orientation sessions to 
make sure the technology is being used correctly, 
Ramseur says. 

PDAs are standard issue for patients with 
traumatic brain injury being discharged from 
a Veteran’s Affairs hospital, Ramseur says. 
However, when he goes to the veteran’s home for 
a consultation on other technology, he often finds 
that the PDA has been abandoned, because the cli-
ent didn’t understand how to use it.

Consider an ergonomic evaluation for your 
clients who spend a lot of time at the computer, 
Ramseur suggests.

“People who spend hours on the computer 
often have back and neck pain and repetitive stress 
issues in the upper extremities. If they have good 
ergonomics, it adds efficiency and comfort,” he 
says.

Good ergonomics starts with a good adjustable 
chair with back support that fits the user’s body 
dimensions. Other options include one-hand key-
boards, ergonomic keyboards, and mouse varia-
tions, he says.

“There is so much technology out there that is 
becoming more universally available,” Ramseur 
says.

Computers have opened up the world for peo-
ple who have almost no function, Ramseur says.

Voice-recognition software for computers, 
which has been available for many years, is now 
in its 10th version and is 90% to 95% accurate, 
Ramseur says.

“This opens up a new world for someone like a 
quadriplegic who has limited use of his hands but 
his voice is still strong,” he says.

There is even a product that combines hardware 
and software to allow someone to look at a com-
puter screen and activate what he or she sees using 
a sophisticated camera calibrated to his or her eye, 
Ramseur says.

For instance, the screen can be set up with a vir-
tual keyboard and when the user looks at a key, it 
interfaces with a laptop or desktop computer and 
activates a key on the computer.

“They can create e-mail documents or go to 
an environmental control screen and turn on the 
lights by looking at a certain module,” he says.

One scientist who has worked on developing 
the product can type 30 words a minute using her 
eyes, he says.

“Patients who have no function at all, such as 
high-level quadriplegics on ventilators or people 
with ALS or multiple sclerosis who are losing their 
speech, can communicate by using this type of 
program,” he says.

Software programs developed for people with 
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learning disabilities also can be helpful for people 
with traumatic brain injury or other cognitive 
defects who need help with concentration and 
memory, Ramseur says.

Some of the software has voice output that 
will speak what is on the screen and highlight the 
words as they are spoken.

Home automation technology offers safety and 
security to clients, Ramseur points out.

For instance, someone who is bedridden can 
use a computer to check to see who is at the door, 
then push a button that automatically lets the visi-
tor in. 

There are low-tech options available, Ahrendt 
points out.

For instance, retail stores sell monitoring sys-
tems that use live-view web cams that people can 
use to check on their loved ones or the person car-
ing for them while they are at work.

In addition to grab bars and zero-step showers, 
devices such as bath lifts can help disabled people 
bathe in safety and comfort, Ramseur says.

“Getting out of bed or transferring in and out 
of a wheelchair or bathing chair is a struggle for 
a lot of people. An overhead lift system can give 
them independence. If they have some upper-body 
function, they can activate it themselves,” he says.

One of Ramseur’s clients was a veteran with a 
combat-related injury that left him a quadriple-
gic with head injuries. His mother and younger 
brother were struggling to take care of him but 
had trouble helping him transfer from the bed to a 
wheelchair and to the bathroom.

“The overhead lift system allowed him to get 
himself out of bed and into the rolling shower 
chair or wheelchair. It gave him a measure of 
independence and gave his caregivers some relief,” 
he says. 

Ramseur recommends a global positioning sys-
tem (GPS) for some brain injury patients and vet-
erans who have issues with anxiety concentration 
difficulties.

“Sometimes people get distracted and forget 
how to get home. This is an example of how a 
simple thing can make a difference,” he says.

Here are some links for more information about 
assistive technology:

article.cfm/aging_in_place;

[For more information, contact: 

LuRae Ahrendt, RN, CRRN, CCM, nurse con-
sultant, Ahrendt Rehabilitation, e-mail: lahrendt@
mindspring.com;

Hunter Ramseur, M.Ed, LPC, CDMS, ATP, 
principal, Assistive Technology Consulting LLC, 
e-mail: hunterswork@bellsouth.net.]  ■

Reform offers  
challenges for CMs
Care coordination mentioned throughout legislation

Once the details are ironed out, health care 
reform will offer great opportunities for case 

managers in a variety of settings, says Margaret 
Leonard, MS, RN-B, C, FNP, senior vice presi-
dent for clinical services at Hudson Health Plan 
and outgoing president of the Case Management 
Society of America (CMSA).

Both the final Patient Protection and Affordable 
Care Act and the reconciliation bill contain half a 
dozen new buzzwords and phrases that have long 
been familiar to case managers, Leonard points 
out.

Among these are “case management,” “care 
coordination,” “transition of care,” “disease man-
agement,” “population management,” “medical 
home,” and “hospital readmissions,” she adds. 

“We are mentioned throughout the bill in so 
many ways. The people who drafted the health 
care reform know that care coordination works, 
but now we have to decide who is able to do care 
coordination and who can bill for it,” she says.

CMSA has opened an office in Washington to 
ensure that the voices of case managers are being 
heard on Capitol Hill, Leonard adds. 

CMSA representatives are involved in develop-
ing a model act for care management based on the 
standards of practice the organization just revised.

“As the details of health care reform are being 
developed, CMSA is taking steps to get case man-
agers at the table to help them define case manage-
ment and design the regulations to make sure that 
everybody is using the same terms,” Leonard says.

Once the government comes up with a payment 
process for case management services, more oppor-
tunities are going to open up for case managers, 
she adds.
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Since there already is a shortage of nurses, 
case managers, and social workers, initially at 
least, health care reform is likely to result in more 
responsibilities for people who already are case 
managers, points out Catherine M. Mullahy, 
RN, BS, CRRN, CCM, president of Mullahy & 
Associates LLC, a Huntington, NY, case manage-
ment consulting firm.

“Case managers are already concerned that 
they have too many cases. If more people enter the 
health care system, it’s going to put more of a bur-
den on them,” she says.

No matter where they are working, nurse case 
managers will need another layer of administrative 
support to handle clerical duties to free them up 
to take care of tasks that need clinical expertise, 
Mullahy says.

“We in case management need to do a better 
job of stratifying patients according to their needs 
and identifying which people truly need a regis-
tered nurse or a social worker as their case man-
ager,” she adds.

The team approach for case management and 
disease management is going to become more 
important, Mullahy says.

For instance, trained paraprofessionals can 
perform health coaching if they use a script and 
call on licensed staff when complex clinical issues 
arise. In addition, the needs of some patients can 
be handled by LPNs, Mullahy says.

Mullahy suggests that case management depart-
ments perform studies to determine how each case 
manager spends his or her time to demonstrate the 
need for additional staff that could increase the 
efficiency of case managers.

“If the nurses are spending a lot of time on 
paperwork or on the telephone, those are tasks 
that can be performed by others. Organizations 
shouldn’t be paying the salary of a nurse to do 
jobs that an administrative assistant or paraprofes-
sional could do,” she says.

The medical home concept has gotten a lot of 
attention in the talks about revamping the health 
care system, Leonard points out. 

“Here in New York, physicians who receive cer-
tification from the NCQA to be a patient-centered 
medical home are getting as much as an additional 
$6 per member per month to provide care coordi-
nation,” she says.

Primary care physicians and their case manag-
ers are going to be on the front lines when people 
who previously did not have insurance seek care, 
Mullahy says.

“The medical home model and guided care 
model will help people new to the health care sys-
tem learn how to access care, but there have to be 
trained case managers to do so,” she says.

Case managers in physician offices will be 
involved in coordination of care, transition of care, 
and everything else they’re involved in now, but 
they’re likely to be doing it with a larger caseload, 
Mullahy says.

Preventing hospital readmissions, another hot 
topic, presents another opportunity for case man-
agers because of their role in transitions in care, 
Leonard adds.

CMSA convened the National Transitions of Care 
Coalition, which brings together the major players in 
the health care arena to develop ways to transition 
patients safely through the continuum of care.

When people are discharged from the hospital 
to a post-acute provider, then home with home 
care services, someone must coordinate their 
care to make sure that each level of care has the 
information it needs to provide the services that 
patients require, Leonard points out. 

The primary care physician who sees the patient 
for follow-up after the hospital discharge also needs 
to know what happened during the hospital stay. 
If patients are seeing multiple specialists, someone 
has to be responsible for ensuring that each clinician 
knows what the other has determined and prescribed 
and that the patient is receiving coordinated care.

All of these tasks fall into the case management 
arena, Leonard points out.

“We already have the training and skills for all 
of the care coordination that health care reform is 
going to make essential,” she adds.

When health care reform kicks in, physician 
offices will need more case managers to coordinate 
care for their complex patients, Mullahy points out.

There will be a need for more case managers to 
help the influx of beneficiaries on Medicaid learn 
to navigate the health care system, she adds. 

On the payer side, insurance companies are 
going to need more case managers to ensure that 
patients receive the most effective and efficient 
care, Leonard says.

“We went from population disease management 
and sending out educational information to tel-
ephonic case management. Now, payers are devel-
oping tools to identify members who benefit from 
one-on-one case management in an integrated 
model that combines both behavioral health and 
medical management. We are moving toward 
more one-on-one care coordination in the hope 
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that it makes people’s lives better and reduces the 
cost of care,” she says.

There also will be opportunities for indepen-
dent case managers who contract with individuals, 
attorneys, or insurance companies on a case-by-
case basis once there is a payment mechanism in 
place, Leonard adds. 

To avoid losing reimbursement if patients are 
readmitted, hospitals will have to have care coor-
dinators who work with patients after discharge to 
make sure patients have follow-up visits with physi-
cians and follow their treatment plan, Leonard says.

She predicts that home care agencies will pro-
vide more care coordination to ensure that the 
primary care physician has information about the 
patient’s home care episodes and vice versa.

“There is a great deal of opportunity for case 
managers. The medical home model is all about 
care coordination. Providers are going to have to 
have someone who is responsible for coordinating 
with other providers and services to make sure 
that patient gets everything he or she needs,” she 
says.

But with the opportunity comes the challenge 
of making sure that people who are called case 
managers actually are performing the case man-
agement role and that people who move into the 
role have the kind of education they need to do 
the job, Mullahy adds.

“Employers in every practice setting seem to 
think that if you’re a nurse or social worker, you 
can be a case manager. We need to make sure 
that people who are acting as case managers 
understand the role and all that it entails,” she 
says.

“The stimulus package will have to include 
additional money for scholarships to train more 
nurses, but if they finish school, they definitely 
will have a job,” Leonard adds.

The need to education clinicians on care coor-
dination will lead to opportunities for case man-
agers in the academic world where they can share 
their skills with people in other disciplines who 
want to become care coordinators, Leonard says.

She predicts that all health care disciplines will 
receive some basic training in care coordination, 
case managing, and motivational interviewing.

“The multidisciplinary curriculum will be for 
pharmacists, social workers, and therapists as 
well as nurses. We’re talking to some schools now 
about this possibility. Case managers will have 
the opportunity to be instructors for these pro-
grams, or to train the trainers,” she says.  �

Informal caregivers 
require extra support
Primary caregiver may be limited due to illness

Almost 40% of chronically ill older adults in 
the United States live alone, and a majority of 

those who are married have spouses with at least 
one chronic illness that can affect their ability to 
provide support, according to a study published in 
Chronic Illness.1

The results underscore the importance of health 
care professionals directly addressing the roles that 
family members play in the care of their aging par-
ents or other relatives. 

“Family members have the potential to sig-
nificantly help many patients with chronic illness 
manage their health conditions,” says co-author 
Ann Marie Rosland, MD, clinical lecturer in the 
Department of Internal Medicine at the University 
of Michigan Medical School and research inves-
tigator for the Center for Clinical Management 
Research in the VA Ann Arbor Healthcare System. 
“However, those family members need more than 
just information to be successful. We need to teach 
family members communication skills and provide 
the tools that they can use to encourage patients to 
stick to their health regimen.”

The study’s authors looked at U.S. residents 
who were age 51 or older with chronic health 
problems and who participated in the 2006 Health 
and Retirement Study, a national longitudinal 
study conducted at the University of Michigan’s 
Institute for Social Research and funded by the 
National Institute on Aging.

Researchers found that 93% of the chronically 
ill older adults had adult children, but for half of 
them, the children lived more than 10 miles away. 
Roughly 19 million older chronically ill Americans 
have adult children living at a distance.

“Even when a spouse is available, the vast 
majority struggle with their own chronic medical 
needs and functional limitations,” says John D. 
Piette, PhD, professor of internal medicine and 
a senior career scientist with the VA Ann Arbor 
Healthcare System. “Fortunately, most of these 
people had adult children who could be another 
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source of support for their chronic illness care,” 
he says. “But these relationships are increasingly 
strained as adult children move father away from 
their parents to seek employment or find a more 
affordable living situation.”

REFERENCE:

1. Piette JD, Rosland AM, Silveira M, et. al. The case for 
involving adult children outside of the household in the self-
management support of older adults with chronic illnesses. 
Chronic Ill. March 2010; 6:3-6.  ■

Survey: Insurance with 
home care popular

 

More older women get home-based care for 
chronic health issues than men, according 

to a study by the American Association for Long-
Term Care Insurance (AALTCI).

The study showed that about 60% of home care 
recipients were women. Among the same group, 
more than 80% were 75 years or older. There 
were 1,000 men and women respondents to the 
survey, which was conducted by the association 
through a one-week period in March 2010.

“The vast majority of both men and women 
home care recipients were over age 71, and 
most received care for three days a week or 
less,” explains Jesse Slome, executive director of 
AALTCI. Two-thirds (66%) of women received 
care at home for three days a week or less, while 
fewer men (49%) utilized the same service in the 
same frequency.

“People do need long-term care services at 
younger ages, typically as a result of accidents 
or illnesses,” Slone noted. In fact, a vast major-
ity (90.7%) of long-term care insurance claims 
begin at age 70. Among women under 64 years 
who received home care, about 20% received care 
for seven days a week, while 40% required care 
five days each week. Slightly more than 25% of 

women age 82 who required home care needed 
care for five days a week or more.

According to the National Association for 
Home Care and Hospice in Washington, DC, 
about 7.6 million people are recipients of home-
based care today, usually as a result of an acute 
illness, long-term health condition, permanent dis-
ability or terminal illness.  ■

Telehealth essential 
in aging population 

Eighty-nine percent of health care decision-
makers believe telehealth will transform health 

care in the next 10 years, according to a national 
survey of health care and information technology 
professionals sponsored by Intel Corp.

Telehealth solutions, which deliver health-
related services and information via telecom-
munications and computing technologies, are 
currently being used by two-thirds of health 
care professionals with an 87% satisfaction 
rate. Patient outcomes are the biggest perceived 
advantage to telehealth adoption, followed 
by additional benefits, such as more complete 
clinician access to patient data and early iden-
tification of health issues. Of the respondents 
not currently utilizing telehealth, 50% plan on 
implementing it within the next year, as the 
market for telehealth and home health monitor-
ing is expected to grow from $3 billion in 2009 
to an estimated $7.7 billion by 2012. 

According to the 75 clinical decision-makers 
surveyed, reimbursement is the primary barrier 
to telehealth adoption. Despite evidence that 
telehealth can reduce hospital readmissions by 
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CNE QUESTIONS

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

13.  What does the reduction from 5% to 2.5% of 
monies withheld to fund the outlier payment 
pool mean to most agencies, according to John 

 A. Fewer dollars paid to the agency for outliers
 B. More money paid on normal claims
 C.No difference in reimbursement
 D.Fewer outlier cases to file

14. What should home health managers do to 
manage the percentage of total reimbursement 
represented by outliers, according to John M. 

 A. Calculate the percentage of income 
represented by outliers.

 B.
to fall into the outlier category.

 C. Develop strategies to reduce the high cost of 
care to these patients.

 D. All of the above

15. What is the most important thing to keep in 
mind when trying to teach family members 
how to change a dressing in order to reduce 
the number of nursing visits needed, according 

 A.  Number of family members available to help
 B. Age of patient
 C. Patient outcome
 D. How to ensure an adequate amount of 

supplies

16. How should home health agencies prepare 
for a new payment system if the proposed 
demonstration project shows a need to create 
bundled payments that incorporate acute and 
post-acute care, according to Andy Carter, 
president and CEO of Visiting Nurse Associations 

 A. Seek opportunities to partner with hospitals.
 B. Develop private-duty services.
 C. Prepare to take patients for lower 

reimbursement levels.
 D. Nothing can be done to prepare.

up to 25% percent and significantly cut costs 
for health care organizations1, many see changes 
in reimbursement policy as necessary to enable 
wider access to telehealth care. Following reim-
bursement, concerns that clinical staff and 
patients will be unable to successfully use new 
technologies, despite strong evidence to the con-
trary in pilot studies, remain a major barrier to 
adoption. 

REFERENCE

1. Seto, E. Cost comparison between telemonitoring and usual 
care of heart failure: A systematic review. Telemed J E Health. 

2008; 14(7):679-86.   ■  

Survey sheds light on 
lack of senior planning 
Senior care isn’t made a priority

A new survey, conducted by a worldwide com-
pany that provides private, in-home care for 

older adults, suggests that older Americans and 
their adult children do a poor job of planning for 
their future needs as health begins to fail.

The survey, conducted by Home Instead Senior 
Care of Omaha, NE, had these findings:

Canadian adult children say they have not 
planned or thought about their parents’ care 
needs as they age.

seniors likewise have not thought about their own 
care needs as their health begins to fail.

non-family care options.

potential information resources on senior care.

resources on senior care.

need for long-term-care insurance.

cost of skilled nursing homes.

adult day care centers, while 35% of seniors 
know these exist.  ■
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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-

answered incorrectly, please consult the source mate-
rial. 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

Upon completion of this educational activity, partici-
pants should be able to:

particular to home health care.
2. Describe how the clinical, ethical, legal, or social 
issues particular to home health care affect nurses, 
patients, and the home care industry in general.

by home health professionals into daily practices.   ■
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to date with the latest treatment strategies

��A person to contact — Tria Kreutzer, for 
group discount rates — she’ll manage all 
the details so you don’t have to! 
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