
There’s a growing opportunity 
in state-funded programs
Do you or don’t you get involved?

State-funded community programs haven’t gained too much favor
with hospital-based home health agencies. There are a variety of
reasons behind this, most of which concern money. But for the

right agency, this relatively untapped field offers an opportunity for
expansion, especially for those agencies looking to diversify in the wake
of the prospective payment system. 

Larry Leahy, MHA, CHCE, is the director of program integrity for
Beaumont Home Health Service in Victoria, TX, a three-office, free-
standing agency. His agency has been involved in state-funded, com-
munity-based programs since their arrival in Texas in 1994, he notes,
adding that this new area of home health care just seemed like a good
one in which to diversify. 

These programs, he says, are geared toward keeping residents out of
nursing homes and were developed with the idea of saving Medicaid
funds. “They’re attempting to keep the costs of these waiver programs
under 95% of the tile rate, or the cost of keeping someone in a nursing
home,” Leahy says of the Texas programs.

This is possible, he says, because while “nursing home care is more
complex and requires skilled-nursing and therapy services, these state-
funded community-based programs are more attendant-based in nature
and provide services to help with daily living.” Cooking and cleaning
services are just a few of the duties involved, he explains.

Entry is easy

According the Leahy, it’s been primarily freestanding agencies that
have become involved, although he’s not really sure why. Getting
involved, at least in Texas, isn’t too difficult. 

“There’s no bidding for programs and anyone can get involved as
long as you meet the licensing criteria,” says Leahy. “To get a contract
you have to prove you’re Medicare licensed and certified, that you have
a home health agency license, and that personal assistance services are
part of that license. You must prove that you are a member in good
standing in the community and certify that you have no outstanding
debts. That and a resolution of commitment to the program from your
board of directors” are required.

At the present, it’s relatively easy to join, but that may soon change,
warns Leahy. “Sometime in the future — probably in the next four years
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— as the state looks for further ways to cut costs,
it may open up to some form of competitive bid-
ding. At that point, a new player’s cost structure
might not be competitive enough to bid, and
long-term agencies will have the advantage
because they have a larger patient volume and
economy of scale.”

Certainly, for the right agency, (one with capi-
tal funding in place) the community-based pro-
gram offers a new arena in which to expand. Still,
the relative dearth of participating home health
agencies is not an automatic guarantee for suc-
cess, he points out. For starters, “the profitability
margins are slim so it takes a while before you
can generate any significant profit.”

Moreover, the point of referral is entirely dif-
ferent. In standard home health cases, dispatch
planners are the ones referring patients; with
community-based programs, it’s the case workers
in your geographical area. One problem: “It can
take a while before you develop a rapport with
[case workers] and before they are comfortable
with your services and capabilities,” admits
Leahy, adding that this could be a major deterrent
to hospital-based agencies.

Still another potential obstacle in the road to
success is the working environment. He points
out that not only must agencies become accus-
tomed to looking at these cases as more social
service than medical in nature, but also they
require a different type of employee, usually one
who is not as well-trained as a home health aide
or nurse. “You may have to have one person in
charge of making sure the attendants make their
daily visits.” With minimum-wage salaries,
Leahy points out, “you’re getting an entirely dif-
ferent type of work force, one that you need to
help develop job skills.”

Where’s the funding?

No matter the challenges of employee training,
says Greg Solecki, vice president of Detroit-
based Henry Ford Home Health Care, the real
issue at stake is funding — or more specifically,
the lack of it.

“The intentions of these programs are very
good and noble, but they often come without
funding,” he says. “As a home health agency, we
weren’t doing the kind of job we wanted to do
with these state-waiver programs because you
just don’t get paid enough.

“We’ve just avoided them, and we’ve taken
some pressure for that. We are qualified, and we

have the staff to provide the care, but we got tired
of losing money. We were delivering care at less
than cost and sometimes free. The [Balanced
Budget Act] helped us to see that if we give too
much care away, then we won’t be able to help
anyone in the future. We must do what we have
to remain here for the community, and so we got
out of that business.”

While Leahy agrees it’s not for everyone, he
encourages agencies to at least consider entering
the state-funded, community-based market. He
predicts that despite a lack of interest from the
hospital-based home health community, these
programs will continue to proliferate.

Thanks to the “disenfranchisement of the long-
term care patient from Medicare and as a result of
consumer activism in health care, the old days
when you went to a nursing home are gone,” he
explains. “Many people want to stay home with
family and friends and have some control over
how they are cared for . . . and rightfully so.”  ■

Where the jobs are . . .
and aren’t
Are there any jobs in home health care?

To hear people talk, the health care field is run-
ning neck and neck with technology when it

comes to employment opportunities — that field
is expected to increase by 30% (or 3.1 million
jobs) by 2006. But does that apply to the home
health care sector as well? (See graph, p. 39.)

An article in The Arizona Republic (Oct. 13,
1998) listed home health aide as a “hot job title.”
To see if this still holds true, Hospital Home Health
spoke with home health agency administrators
around the country to determine whether, in light
of the interim payment system (IPS) and a spate
of agency closures, employment opportunities
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still exist. Here’s what they had to say:
✔ Carolyn Marr, RN, BSN, CNA, director of

home health and hospice for Bradley County
Memorial Hospital in Cleveland, TN. 

“I don’t think you’ll find a shortage of nurses
in home health care because visits have decreased
with the Balanced Budget Act of 1997 [BBA]. So
as far as a surplus of nurses in the area, I don’t
know that it’s happened. We’ve lost four nurses
in the last year — a couple to retirement, one to
the hospital, and one who changed jobs, but
we’ve not had any losses through layoffs. . . . And
through attrition we’ve just not replaced employ-
ees after they’ve left. Our [number of] CNAs [cer-
tified nursing assistants] has lowered through
attrition but there are still positions available for
CNAs in the nursing home.

“Being hospital-based has been an asset to us

because [hospital]
employees can
move to our home
health setting and
back or, if they’re 
a therapist, to the
outpatient setting.
Therapists aren’t
always employees
of freestanding
agencies, they’re
often contracted,
and cutting therapy
services is one of the
ways to save money
without letting
employees go.

“Historically, I
can’t find occupa-
tional therapists, but
I have had a few
looking for jobs this
year. If there is a
surplus of anyone
it’s physical thera-
pists. Usually I’m
begging for [them],
and this year I had
20 applications to
fill one spot. I was
quite surprised by
the number of appli-
cations I received. I
think I received so
many because of the
BBA and because of

the caps placed on rehab facilities. 
“All those people [applying] weren’t out of

work, but they were concerned that their agen-
cies may not be able to keep patient contracts and
therefore were looking for something a little more
secure. 

“I haven’t had any calls from anyone looking
for management jobs.”

✔ Terrie Hellman, president of VirtualNet in
Carmel, IN.

“We’re a statewide network of hospital-based,
home health infusion services. We have managed
care contracts and call on providers to service
them. 

“Around this area, there have been a lot of lay-
offs, and I know the big rumors are that hospitals
are getting out of the home health business. I
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Sellers' Market
Looking to switch jobs? 
Employment prospects in 
health care haven't been this 
good in years. According to a 
survey of 313 health care 
executives by Management 
Recruiters International, 48% 
plan to increase staff. That's 
up by nearly 5 percentage 
points compared with the first 
half of 1998 — and up by 
more than 10 points over the 
second half of 1996. Another 
42% plan to maintain current 
staff sizes, down by 2.2 points 

from the first half of this year. 
Nearly 10% plan decreases, 
down by 2.7 points. 
The need for executive, 
professional, and sales 
staff has increased steadily 
over the last three years, 
ever since changes in the 
field caused hiring to fall off 
at the beginning of 1996. 
For a summary of the 
findings, call Karen 
Bloomfield at MRI in 
Cleveland. Telephone: (800) 
875-4000.  ■

New-hire projections in health care

1997 19981996

Where the Jobs Are

Source: Management Recruiters International, Cleveland. 1998.



think management is going to be the hardest hit
no matter what because that’s where the costs
are. Management isn’t a revenue producer.

“It used to be that physical therapists and
occupational therapists were hard positions to
fill, but now with PPS [prospective payment sys-
tem] hitting the nursing home side that will prob-
ably change.”

✔ Warren Hebert, RN, CEO for the HomeCare
Association of Louisiana in New Iberia.

“[Home care] has been significantly affected by
the IPS. We’re seeing a significant reduction in
the amount of home care that’s being provided
across the country . . . a 38% reduction in pay-
ments made to home care from FY97 to FY98. 

“There are estimates that as many as 2,700
home health agencies across the country have
closed. Those include agencies that have merged
with different providers and those that have
closed. So from the employment standpoint,
we’re seeing a reduction in the amount of care
being provided, the number of agencies that 
are employing, and because of consolidation,
a reduction in the number of management 
positions.

“I think a correct statement is that home care
and health care as a whole will continue to be up
and coming, but that the current shift we’re see-
ing in home care is a pendulum that will eventu-
ally swing back in the other direction. To say that
health care is a good place to be is an accurate
statement, but the security one would have is,
shall we say, less than stable. 

Therapy services also affected

“We’re seeing some reduction in employment
across the spectrum. Obviously, the consolida-
tions mean a reduction in the number of manage-
ment personnel.

“The number of nurses and aides is being
reduced so we’re seeing a similar decline in
employment in each of those areas. Therapy ser-
vices that have historically been provided for are
now difficult to provide because of per-benefi-
ciary limits. Here in Louisiana, 95% of all agen-
cies provide therapy services on a contract basis
so the therapy employment is not impacted as
significantly, but services are reduced.” 

✔ Joie Glenn, RN, MBA, executive director for
the New Mexico Association for Home Care in
Albuquerque. 

“We have lost 50 agencies, and we didn’t have
that many to lose in the first place. We only had
about 145 on the books, and I speak in terms of
agencies being parent and branches as one. In
some communities, nurses and aides are looking
for jobs because there has been such significant
downsizing. 

“In Albuquerque, I don’t know of that many
folks looking, but in rural communities, espe-
cially where they’ve been hit, there are people
out of work. We have home health nurses on
welfare.

“People want to be at home in the rural com-
munities, which in turn have been hit the hardest.
There are some cities that have been hit, but in
rural communities already there are problems
with economic development. In one aspect, they
[have a hard time] recruiting professionals, and
then when they do something like [PPS], it really
hits hard. It’s a Catch-22. You can’t recruit people.
Then, when you do, the system changes. What do
you do?

“In the articles you read a couple of years ago,
home health aide was the fastest growing job in the
country. Home health was exploding. All this has
changed with the BBA and the IPS, very definitely.

Mergers eliminate jobs

“Mergers probably have eliminated jobs
because very often they end up with two offices
in the same city and won’t need all the people.
It’s by no means a wipeout, but I do believe they
need to be efficient. I would guess management is
affected the most because the patients are still
being seen and the new company acquires these
extra patients. I suspect the big cuts are at the
management level.

“Now I would caution those entering field and
tell them that they must be specialists in order to
participate in home health. . . . If you’re good and
know home health, you can find a job, and that
goes for nurses as well as management. With
things like OASIS, it’s a new kind of requirement
and one that’s complicated. Some of the best
nurses are kicking and screaming while some are
seeing it as a good thing. 

“If you know what you’re doing, I sense
there’s a demand and a place for you. Too many
people really don’t know or understand all the
regulatory aspects, and that’s something that’s
hard to teach in an orientation program. If you
know that and have practiced home health and
learned the business over the course of time, and

40 HOSPITAL HOME HEALTHfi / April 1999



have the skill, you will have a job.
“Still, lucrative is not in the home health

vocabulary. You’ll earn a decent living, but
you’re not going to earn a lot of money. If you
want that, go work for Bill Gates. When you
enter the health care field, it’s not legislated but
it’s an unwritten rule — you aren’t entitled to
earn a lot. 

“Most people perceive health care as some-
thing you do and that you’re not in it for gain or
profit. If you’re good and want a fair wage, then
it’s the place to be, and if you’re really good, you
can earn a better living than someone who’s not
— but don’t think about getting rich. In fact, I
think everyone in home health has been asked to
take a pay cut.” 

✔ H. Carol Saul, JD, executive director of the
Georgia Staffing & Home Care Association
Atlanta. 

“One area that’s growing and is an unrecog-
nized opportunity is that of corporate compliance
officers for home health companies. . . . [The posi-
tion] was featured in an article last year about
how these officers are the new job description
and that there are so few people with any experi-
ence in this area. 

“Larger companies are rolling out the red car-
pet and offering high salaries. Any company of

any size needs to have a corporate compliance
officer. It’s a role you can grow into but it’s not
one without risk. I wouldn’t take it unless I really
felt the board was truly committed and I had a
direct relationship with the board.” 

✔ Gregory P. Solecki, vice president of Henry
Ford Home Health Care in Detroit. 

“From what we’re seeing, I think the nursing
shortage is back with a vengeance. In the past,
whereas home care was seen as an exciting new
opportunity for nurses, at this point in time, most
have become aware that home health care is like
working in the ICU but with more paperwork
and travel. 

“When you look at why nurses leave home
care and where they go, we’re not losing them to
other home health agencies but to other spots in
the continuum. We’re seeing some cases where
agencies are closing and nurses are coming here
to apply. 

“But for the most part, as agencies close, the
nurses are going to a hospital or a number of
other places where they’re being recruited. I can
only speak for our marketplace, but we definitely
have a shortage. And I think it’s happening in
other parts of the country as well, although some
areas with more desirable locations may have a
waiting list of nurses. 

Higher skills for less money?

“We’re asking for a higher caliber of nurse
that is specialized or even subspecialized, but
then we’re saying, ‘we’ll pay you less than a
hospital because of the BBA.’ So there are two
problems: How do you find these specialized
nurses, and then how do you get them to come
and work for less? How do we compete for
experienced people when we can’t compete
with salaries?

“It’s as hard, if not harder, to find qualified
supervisors than it is to find qualified nurses.
Supervisors and managers in the home health
field are more difficult to recruit and identify, 
I think, because of the intelligence of that pool.
Most don’t want to get into supervisory posi-
tions in home health because it’s a no-win 
situation. 

“It’s become so over-regulated as an industry,
and the regs are so esoterically egregious, that it’s
difficult for someone to step in from outside the
industry and take a leadership role. It puts them
at a disadvantage.”  ■
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Managing your 
referral risk
Coping with IPS changes to patient referrals

By Elizabeth Hogue, JD
Health Care Attorney
Elizabeth Hogue Chartered
Burtonsville, MD

With all the changes that are being heralded
in by the interim payment system (IPS),

one oft-overlooked outcome is the effect on hos-
pital-based home health agency’s patient refer-
rals. Once perceived as a benefit, the agency’s
“captive audience” of patient referrals from the
hospital may now be a distinct disadvantage
under IPS.

Referring to history

Historically, hospital-owned home health
agencies have long been seen as a thorn in the
side of freestanding agencies who perceive the
former as having an unfair advantage when it
comes to patient referrals. As the independents
see it, hospital-based agencies have a “captive
audience” of referrals who are transferred from
the hospital bed to the hospital’s home health
agency in a seamless move. This ability to control
referrals “downstream” upon a patient’s hospital
discharge amounts to an unfair advantage in the
marketplace, independents say.

Relationships between hospitals and their
home health agencies traditionally have taken
two basic forms:

❒ Hospitals tended to use home health agen-
cies to reduce patients’ lengths of stay (LOS) and
thereby maximize their reimbursement under 
the diagnosis-related group system of Medicare
reimbursement. The logic was that the less time
patients spent in the hospital, the more money
hospitals made from Medicare.

❒ Also, a hospital may have realized signifi-
cant benefits as a result of owning a home health

agency in the form of cost shifting — the practice
of transferring hospital expenses to the agency’s
Medicare reimbursement cost report. So long as it
stayed within the agency’s cost cap limits, a high
volume of visits would mean more money that
was available for the hospital to shift.

Concerns — legal and otherwise

Those concerns were often addressed legally
and from varying points of view. Some agency
administrators argued that control of referrals
amounted to antitrust violations, while others
pointed to fraud and abuse concerns, primarily
the violation of a patient’s freedom to chose his
or her provider — a freedom that is guaranteed
to Medicare and Medicaid patients under federal
statute. Agencies adopting the latter position
argue that such violations are examples of fraud
because of the tendency to increase utilization,
whether it’s the number or volume of patients
referred for home health services.

Now IPS may turn around these perceived
advantages to the detriment of hospital-owned
agencies. If hospital administrators continue to
use home care agencies as a means of reducing
their LOS as they have in the past, the results
may prove disastrous. In one case because of rate
reductions, funds that were once available for
cost shifting are likely to be reduced severely or
entirely.

Still another example comes as the result of
an overburdened system, where hospital-based
agencies may have so many patients requiring
relatively high-intensity services (longs) that
they cannot be balanced by relatively short-
term patients (shorts) without running the risk
of exceeding their aggregate per-beneficiary
limit. In the meantime, freestanding agencies
may be reluctant to accept referrals of longs in
view of their own concerns about staying under
the aggregate per-beneficiary limits. Hospitals,
then, will be forced to swallow huge losses
associated with their home care operations.

Changing to survive 

Clearly, the “big tent” theory of Medicare
home care that seemingly allowed for more visits
to individual patients as well as a greater patient-
visit volume across the board won’t work all that
well under IPS. For hospitals then, it’s crucial that
administrators realize the potential consequences
of IPS as described above and act accordingly.
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To wit, hospital managers may be willing to
shoulder the additional costs if losses are bal-
anced by inpatient revenues resulting from
shorter stays. Likewise, hospitals that already
have reached capacitated agreements with man-
aged care organizations may also be willing to
stay the course. (Bear in mind, however, that hos-
pitals with the aforementioned agreements could
contract for home care services unless specifically
prohibited by provisions of existing, non-nego-
tiable agreements.)

Certainly, there are hospital managers who
are committed to the concept of integrated
delivery systems, including home care services.
These administrators will not flinch under the
effects of IPS. With the assistance of competent
home care professionals, those that adapt their
behaviors to the new reimbursement system or
formulate informed decisions as to how they

will handle losses incurred by their home care
operations will survive under the new Medicare
program.

But those hospitals that continue to use home
care services as they have in the past may be in
for a rude awakening. Now is the time to fish or
cut bait.

[Editor’s note: You can receive a 30-minute video
on home care risk management to help agency staff
members understand how to terminate services with-
out liability for abandonment, by sending a check for
$180 (including shipping and handling) to the address
below. Or, to obtain a copy of a complete set of policies
and procedures designed to help agencies avoid aban-
donment liability and to manage patient mixes under
IPS, send a check for $105 (including shipping and
handling) payable to Elizabeth E. Hogue, Esq., at
15118 Liberty Grove, Burtonsville, MD 20866.]  ■
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How safe is that IV bag?
Campaign seeks to ban plastic IV bags

Anew campaign is afoot, and it doesn’t involve
politics. Plastic IV bags are the subject, and

environmental and patient advocacy groups are at
the forefront to have them eliminated.

Health Care Without Harm, the Falls Church,
VA-based group that is spearheading the move,
says the polyvinyl chloride (PVC) bags and tub-
ing leach potentially harmful contaminants into
the substances they hold. The contaminant at 
the center of this controversy is di-2-ethylhexyl-
phthalate (DEHP) and is combined with hard
plastics to form a substance that is clear, pliable,
and ideal for use in plastic tubing and collapsible
bags. 

The problem, says Health Care Without Harm,
is that trace amounts of DEHP can seep into the
bag’s or tube’s contents, especially when the con-
tents are similar to oil, as opposed to water-like
qualities. 

Studies show varying results

Various studies conducted on rodents (mice
and rats) and primates, namely marmosets and
rhesus monkeys, have shown different effects:
Mice were more likely than rats to develop liver
cancer. Rats, in turn, were more likely to suffer
from testicular atrophy, while marmosets
showed no ill effects at all when tested in the

same fashion. Rhesus monkeys, on the other
hand, were shown to develop slight, microscopic
liver abnormalities that lasted up to several
years. Although the effects on laboratory ani-
mals showed some damage, the finding is not
straightforward. Rodents’ livers undergo differ-
ent processes than those of humans, and there-
fore, results aren’t directly transferable.

To date, no study has been done to determine
whether DEHP leaching from medical devices
causes patients harm. The findings of a 1996
study showed that dialysis patients picked up
one-eighth the amount of DEHP that proved safe
in rodents. It is generally agreed that patients
requiring kidney dialysis are at greatest risk as
their blood is in repeated contact with the vinyl
during the blood-cleansing process several times
a week. 

Women receiving the drugs Taxol and Taxotere
for advanced breast or ovarian cancers are also at
risk. Both drugs are oil-soluble, and therefore,
more likely to draw out DEHP, and both medica-
tions come with a recommendation against admin-
istering them in PVC bags. 

While the jury is still out as to the potential
dangers of plastic IV bags, plastic alternatives
aren’t perfect either. Some may cost up to twice
as much as PVC bags (which sell for about 90
cents each) because they tend to melt at 250 F,
the temperature at which IV fluids are steril-
ized, and therefore must be dosed with gamma
radiation. Manufacturer B. Braun/McGraw of
Sheffield, England claims to make a bag with



the versatility of plastic but without the addi-
tional cost. Even so, some substances — blood
in particular — benefit from the plastic IV bags.
Blood, for example, absorbs small amounts of
DEHP, which serves to keep cells pliable and
less likely to break. This allows blood to be
stored for up to 40 days — twice as long as with
any other container.

For now, plastic IV bags are making the grade,
but ultimately it’s up to the Food and Drug
Administration to decide if they will continue to
pass muster.  ■

Psych home care could be
your next big focus
Experts say it has good outcomes, lower LOS

Psychiatric home care services could be a per-
fect match for hospital home care agencies that

are looking for ways to reduce hospital length of
stay (LOS) and improve patient outcomes.

Several national studies indicate that psychi-
atric home care services produce good outcomes
while lowering costs.

Plus, a number of health care changes are
increasing the need for home care services tar-
geted to the mentally ill. For example, state-
funded psychiatric hospitals increasingly are
under pressure to cut costs, and one way to 
do this is to discharge some patients into the
community where they can receive less costly
care and case management through home care
services.

“Essentially what is happening is most of
inpatient psychiatry is moving to outpatient,”
says Mike Neale, PhD, clinical psychologist
and project director of the VA Intensive
Psychiatric Community Care project at the
Northeast Program Evaluation Center of the 
VA Connecticut Healthcare Service in West
Haven, CT.

Also, physicians and hospitals are obtaining
more capitation contracts in recent years. These
contracts force providers to focus on cutting costs
and reducing health care service utilization because
providers are paid a set amount per health plan
member instead of being paid on a fee-for-service
basis. So psychiatric home care becomes an attrac-
tive alternative to simply allowing mentally ill

patients to boomerang back to the hospital.
Staff Builders Inc. of Lake Success, NY, for

instance, has developed a comprehensive psychi-
atric home care program that is beginning to pick
up steam because increasing numbers of hospi-
tals and physicians are focusing on reducing uti-
lization and costs.

“There’s a willingness to give us opportunities
that a year ago [physicians] would not have
given us,” says Verna Benner Carson, RN, PhD,
CSP, national director of behavioral health for
Staff Builders Home Health and Hospice in
Fallston, MD.

And, community mental health centers are
moving away from their traditional direct service
care to the less costly case management approach,
which could be provided by home care agencies. 

“So these centers are looking externally for ser-
vice providers,” says Gary Hoover, PhD, a psy-
chologist with Healthcare Documentation
Systems in Winston-Salem, NC. The company
specializes in designing and producing com-
puter-assisted documentation systems for psychi-
atric care.

Between 18% and 28% of people receiving
home care services have a diagnosable mental ill-
ness, although many are not being treated for
these problems, according to a 1995 study pub-
lished by the American Psychological Association.1

According to utilization data from the Health
Care Financing Administration (HCFA) in
Baltimore, the home care population in 1996
included 88 million cases of depression, 65 
million cases of dementia, and 36 million cases 
of psychosis.

What these figures add up to is a good new
source of revenues for home care agencies that
develop psychiatric care programs, Hoover says.

Here are two models for home care psychiatric
services that some studies indicate are working:

1. Staff Builders Inc. trains aides to become
mental health aides and requires competency
testing for psychiatric home care nurses. The
company’s psychiatric home care program is
essentially an in-home crisis intervention pro-
gram called Restore that is substituted for
patients who otherwise would have been treated
at the hospital. 

A study published in CARING Magazine2

showed the Restore program with an average
LOS of 10 visits, costing a total of $650 to $720 
per psychiatric patient. Comparable psychiatric
patients were hospitalized for an average LOS 
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of 19 days, costing $8,550 to $14,250 per patient.

2. The Intensive Psychiatric Community
Care (IPCC) model, employed by more than 40
United States Department of Veterans Affairs
(VA) hospitals, provides intensive intervention
community and at-home counseling services to
veterans with severe mental illness. A 1996-97
study by the Department of Veterans Affairs in
West Haven, CT, showed a reduction in psychi-
atric hospital days from 138.1 days to 50.8 days
per veteran after 12 months of the IPCC program.
This resulted in a total cost reduction of $31.6 mil-
lion, or more than $33,000 per veteran, from what
the veterans’ inpatient care would have cost dur-
ing that same annual period. The program
returned $2 for every $1 spent.3

With these types of successes why haven’t
more home care agencies and hospital systems
developed home care psychiatric programs?

Agencies reluctant to take on psych patients

Home care agencies are resistant to caring for
psychiatric patients for two reasons: First, they
fear such services will require too many visits,
which may hurt them with the interim payment
system (IPS) visit cap limits, and, secondly, home
care professionals have personal prejudices about
these types of patients, Carson says.

“People are afraid of psychiatric patients,”
Carson says. “They think the patients are suicidal
or violent, and they don’t want to deal with it,
and they’re afraid they’ll get calls all night.”

Staff Builders agencies have found that psychi-
atric patients require fewer visits than the aver-
age medical-surgical home care patient. So the
psychiatric program actually helps the agencies
with their IPS cap limits. “Under IPS, these are
very good patients, and that’s one thing we’ve
worked on educating our own staff and branches
about,” Carson says.

“We don’t have a caseload of psychiatric
patients that we see for years,” Carson says. “A
lot of people see psychiatric patients as extremely
high utilizers, and they are if they are not man-
aged well.”

These patients may include chronically men-
tally ill patients who are not candidates for long-
term institutionalization. So the key is to have a
program that offers psychiatric services with a
goal of stabilizing the patients. 

The VA IPCC model, however, targets severely
mentally ill patients, including schizophrenics

who will need long-term services to improve
their quality of life and to prevent them from
having to be institutionalized, says Andrea K.
Schroder, LCSW, team leader for the IPCC 
program at the VA Medical Center in Denver.

“The type of treatment we do, while it’s called
home care, is different from medical home care,”
Schroder says. “With our program, the expecta-
tion is we’ll work with these chronically mentally
ill, high utilization veterans for life, and we’ll do
primarily psychosocial rehabilitation with them.”

The VA program is based on Programs of
Assertive Community Treatment (PACT), which
resulted from work done in the 1970s and 1980s
at a research unit of the Mendota Mental Health
Institute, a state psychiatric hospital in Madison,
WI.

While the Staff Builders model aims to stabilize
mentally ill patients, who then will be served by
physicians and other community providers, the
IPCC model provides therapy and more intensive
case management in an effort to reduce the num-
ber of inpatient psychiatric patients.

“The idea is to help people until they’re inte-
grated into the community,” Neale says.

“These patients are not physically homebound;
it’s just that society has not been wanting to see
them,” Neale explains. “So we get them housing,
medications, and we help to integrate them and
that can take time.”

Neale says the PACT and similar models are
useful to health care systems that wish to reduce
inpatient psychiatric days. However, PACT is a
long-term approach, and governmental agencies
increasingly are looking for even less expensive
models of care. So there are studies under way to
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see if these severely mentally ill patients remain
out of the hospital if they are given short-term,
in-home care.

“There’s some good that can be done with a
short-term approach, but it’s still early on those
trials, and people don’t know what is going to
happen with those patients when you take those
services away from them,” Neale says.
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GAO releases report 
on surety bonds

In early March the General Accounting Office
(GAO) released its long-anticipated report on

surety bonds, recommending that the Health
Care Financing Administration (HCFA) continue
to require financial guarantee bonds of home
health agencies and that they be capped at
$50,000 for all agencies. 

In it’s report, “Medicare Home Health

Agencies: Role of Surety Bonds in Increasing
Scrutiny and Reducing Overpayment,” the GAO
suggested that Congress consider exempting
those agencies which, after a period of time, have
demonstrated fiscal responsibility. 

The GAO found that while the repetitive
scrutiny that accompanies financial guarantee
bonds may be beneficial for new agencies, those
with a history of fiscal responsibility benefit little,
if at all. The GAO also recommended the elimina-
tion of the need for agencies to purchase separate
bonds for both Medicare and Medicaid, and the
option of substituting Treasury notes or other
federal debt obligations for surety bonds.

Among its other findings, the GAO noted that
of home health agencies, only 40% were able to
secure a surety bond before regulations were
rescinded. And contrary to HCFA’s claim that the
finance guarantee bonds were necessary because
of the organization’s concern for Medicare over-
payments, such uncollected sums were responsi-
ble for less than 1% of Medicare’s spending for
home care in 1996. 

The GAO also stated its belief that HCFA’s
requirement for home health agencies to obtain
bonds equal to 15% of their Medicare revenues is
“unnecessarily burdensome.”  ▼

New publications, 
video series available

The Oncology Nursing Society is developing 
a four-part video series geared to building

stronger patient-care skills. Oncology Nursing
Today, which will be released over the coming
year, will be produced in partnership with the
Stratos Institute for Healthcare Performance. 

Covered in the series will be the following
topics: basic genetics for the oncology nurse
(March 1999), pharmacology 2000 for the oncol-
ogy nurse (June 1999), the management of 
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physical assessments and supportive cancer
care (September 1999), and complementary
therapy options for patients (December 1999).
For further information, please contact Stratos
Institute for Healthcare News Performance at
(949) 388-2100.

The 1999 Directory of Healthcare Strategic
Management and Communications Consultants pro-
vides health care executives with a listing of
industry consultants specializing in strategizing,
market development, marketing, planning, and
public relations. 

The publication, which has been released by
the Society for Healthcare Strategy and Market
Development, a membership group of the
American Hospital Association (AHA), lists
consulting firms according to geography, spe-
cialty, Web site, and alphabetically. Cost is $30
for members and $40 for nonmembers. For
more information, please contact AHA at (800)
AHA-2626.  ▼

JCAHO opens 
toll-free hotline

The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) now has a

toll-free complaint hotline. Created in response to
a recent consumer forum, the hotline will provide
patients, families, and caregivers with a forum for
sharing their concerns regarding quality of care
issues at accredited health care providers. Matters
concerning billing, insurance, and payment dis-
putes however do not fall under JCAHO’s juris-
diction, nor do those regarding labor relations or
individual personnel. 

Individuals wishing to register a complaint can
call (800) 994-6610 weekdays between the hours
of 8:30 a.m. and 5 p.m. (Central Time).  ▼

Tenet announces changes,
hospital acquisitions

Tenet Healthcare Corp. in Santa Barbara, CA,
has announced several changes, among them

that Stephen Newman MD has been named vice
president of operations for company subsidiary
Tenet HealthSystem. Newman, previously the

CEO of Columbia/HCA Healthcare Corp.’s
three-hospital Louisville Healthcare Network,
will oversee nine hospitals from his headquarters
in New Orleans. He replaces Richard Freeman,
who has been named as CEO of Philadelphia’s
Medical College of Pennsylvania Hospital, which
was recently purchased by Tenet.

Also in the news, Tenet Healthcare Corp. has
won the right to purchase two Massachusetts
hospitals, both of which were previously owned
by Columbia/HCA Healthcare Corp. Tenet will
pay $75 million for an 80% stake in MetroWest, a
two facility group comprised of the 281-bed
Framingham Union Hospital and the 194-bed
Leonard Morse Hospital in Natick. 

As part of the agreement, Tenet has agreed to
several stipulations, among them that it will
extend Columbia’s commitment to keep open both
hospitals’ emergency rooms and medical/surgical
services. Additionally, the firm has committed to
$16.1 million in capital expenditures in addition to
between $6 million and $8 million in special pro-
ject funding.  ▼
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Accreditation for Integra

The Integra Group, a home care and ancillary
service preferred provider organization, has

earned a full two-year accreditation from the
American Accreditation HealthCare Commission/
URAC, and in doing so has become the first home
care network to receive this seal of approval.
Integra counts more than 1,000 provider locations
across the country and offers 17 categories of spe-
cialty services to its more than 6 million eligible
members. Among the offerings are durable medi-
cal equipment, home health care services, home
infusion and skilled nursing.  ▼

HFMA elects chairman

Richard J. Henley, FHFMA, FACHE, has 
been named by the Healthcare Financial

Management Association as its newest chairman.
During his tenure he plans to concentrate on
ensuring that health care finance professionals
have access to all the information they need “to
recognize ethical threats and act accordingly.” In
addition to his new role, Henley serves as execu-
tive vice president and treasurer for Vassar Bros.
Hospital in Poughkeepsie, NY.  ▼

L.A. workers unionize

By an overwhelming majority (16,250 to 1,925)
Los-Angeles area home care workers have

agreed to affiliate with the Service Employee
International Union.

Many of these 75,000 employees worked for
public agencies, which service primarily low-
income patients, and had little or nothing in the
way of employee benefits.  ■

Clarification

The phone number for Florida Hospital
Waterman and its Home Support Services

Medical Equipment and Supplies store, in
Tavares, FL, is (352) 742-8903. An incorrect tele-
phone number was given in the December 1998
Hospital Home Health.  ■
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CE objectives

After reading this issue of Hospital Home
Health, continuing education partici-

pants will be able to:

1. Name the pros and cons of state-
funded, community-based programs.

2. Discuss the state of employment 
opportunities in home health care.

3. Explain the debate surrounding plastic
IV bags.

4. Identify three recommendations from
the General Accounting Office’s report on
surety bonds.  ■


