
Don’t let the rising tide of
liability sink your business
Careful employee screening and training crucial

Both professional and general liability are on the rise in home care.
The industry is experiencing a higher number of substantial
claims, which translates into higher premiums for providers. The

claims-cost spiral has been accelerating over the past decade. “The
number of claims and the severity are increasing. We’re looking at much
larger amounts than 10 years ago, and some types of claims that we 
didn’t even see then,” says Michael Bernstein, assistant vice president
for health care professional liability at New York City-based AIG
Healthcare, one of the largest underwriters of professional liability 
for the home care industry.

“It was rare eight or nine years ago to see $1 million exposures. Now
it’s not rare,” agrees Bill Thompson, CIC, principal of Smith, Bell &
Thompson, an administrative and managing general agent of profes-
sional, property, and casualty insurance. Thompson is based in
Burlington, VT. 

The increases come from a confluence of national and industry-
specific economic changes, clinical and technological advances, and an
increasingly risk-shifting, litigious society. 

The home care sector’s success is partially to blame. Its near double-
digit growth every year but the last two of the preceding 10 may simply
have outstripped some of the risk management practices seen in more
mature industries, Bernstein says. 

Such growth, combined with a booming national economy, has also
outpaced the industry’s supply of qualified caregivers. This has led
some providers to hire people without carefully checking their back-
ground and credentials, and send staff into care situations that are
beyond their capabilities. “They have these long shifts that have to be
covered, and they need a warm body, so they send someone,” explains
Kathy Dodd, RN, MHA, founder and chief executive officer of The
Corridor Group, a Kansas City, KS-based home care consulting firm.

Providers today also offer more involved services to a broader group
of sicker patients. “There are more and more services now provided, a
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lot that previously were only in hospital or acute
care settings,” says Bernstein. In-home mini-
intensive care units, with sophisticated equip-
ment and increasingly invasive procedures, carry
higher risk. So too, do services provided to
patients other than the elderly, particularly chil-
dren. “In pediatrics the dollars go up dramati-
cally with problems,” Thompson asserts.

With sicker patients come continually evolv-
ing, higher standards of care. Staying on the clini-
cal leading edge requires constant vigilance and
resources. That’s tough, especially when some
providers are barely treading water. 

“The industry as a whole is going through
tough times. There’s a lot of pressure to control
costs. Many agencies are just hanging on, and
they’re focused on the bottom line. Risk manage-
ment is an expense people don’t want to take on
right now,” Bernstein explains. 

As if that weren’t enough, in an effort to
expand their private duty service, providers may
enter poorly structured service agreements or
contract with other companies that have different
care standards, exposing themselves to more risk
in the process.

Toss in an increasingly litigious society, more
malpractice attorney involvement and the limited
impact of tort reform, and you have a simmering
pot of liability risk. “Home care providers are
incredibly vulnerable right now. It’s not that
they’re providing bad care, but malpractice
lawyers used to an institutional model of care
will try to impose the same type of standards on
home care,” explains Elizabeth Hogue, a health
care attorney in Burtonsville, MD.

Despite the seemingly poor odds, however,
there’s no need to fold your business hand.
Implementing the following procedures can help
you effectively manage risk while continuing the
same type of services you now provide.  

• Set up a risk management program.
A risk management program is the front-line

defense in minimizing liability. It is a systematic
and ongoing evaluation of all potential liability

issues involved in running your business, accord-
ing to Thompson. It should cover everything,
including employment practices and directors’
and officers’ exposures to patient care policies. 

After identifying each exposure area, you
should determine the level of risk it poses, and
the best way to deal with it. If you consider some-
thing an insignificant risk, you may decide to
ignore it. On the other hand, if something seems
too hazardous, you may choose to avoid it alto-
gether. For example, you may avert bad contract
risk by either not signing a new one or terminat-
ing an existing one.

Sharon Spencer, risk manager for Arlington,
TX-based Nursefinders, works with both senior
executives and branch managers. She encourages
staff to report any incidents — even minor ones
— using Nursefinders’ Unusual Occurrence
Report. (See sample report, inserted in this
issue.) “I look at, ‘What have you done to take
care of this?’ ‘What controls were in place that
didn’t work?’ and ‘What can we do to make sure
this doesn’t happen again?’ I also look for any-
thing open-ended. For example, don’t just say
you took the person to the ER and leave it at
that,” she explains. 

Spencer codes reported incidents and uses
them to identify trends and work with managers
to intervene appropriately. “If a person’s name
appears on reports more than once, it’s a red flag,
and we [take the approach] of, ‘Let’s nip this in
the bud!’” she says.

Setting up a risk management program sounds
complicated and expensive, but it needn’t be.
Your insurance carrier can help identify risk and
setup mechanisms to manage it, such as training
seminars, Bernstein advises. The energy and
expense of a full-blown program may seem pro-
hibitive in today’s tough operating environment,
but scrimping on risk management pennies now
may translate into significant outlays tomorrow.
Plus, programs don’t have to be all or nothing, he
adds. 

“For small agencies, it’s tough to have risk
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management, but they need it the most. It’s better
to do a little something than nothing. They can
slowly implement things. Doing nothing is the
wrong attitude.” 

Although she carries the risk manager title in a
large company, Spencer says risk management is
a team effort regardless of the size of one’s orga-
nization. “It’s really everybody’s hat. The people
who drive it are the branch and clinical man-
agers. They shoulder the responsibility for the
safety and risk of our employees and customers,”
she says.

• Provide training.
Liability statistics are difficult to come by. A

recent analysis of 500 claims by Smith, Bell &
Thompson, however, shows that some of the
most frequent claims involve incidents that
reflect lack of employee skills and/or training,
such as patient scald burns and falls. Medication
errors, patient abuse, and other signs of inade-
quate or negligent care also rank highly. (See
claims by type of incident, at right.) Other com-
mon areas of general liability exposure include
employees’ use of non-owned vehicles, employee
theft, and medical equipment product liability,
says Thompson.

With so many claims attributable to poor train-
ing, and the success of risk management riding
on team efforts, training for both managers and
staff is crucial. It is important to go back to the
basics of patient care when training staff, Dodd
advises. “They should know that if the water’s
too hot to the wrist, they shouldn’t put their
patient in the tub. Some companies get ther-
mometers that check the water, but most people
won’t go to that expense,” she says.

• Screen, screen, screen.
Performing thorough background checks on

employees is one of the best risk management
practices. It helps reduce, but won’t eliminate, lia-
bility. “In private duty care, you have nonprofes-
sionals spending long periods of time in people’s
homes, and you hope you screen well enough,
but the bottom line is that people slip through the
cracks,” says Dodd.

There’s no clear answer about what efforts are
either inadequate or overdone. “As an insurance
underwriter, I would say, ‘Check everything.’ If
you do a criminal check in one county but three
counties over the person had violations, you’ll
never know. The violators stay one step ahead.
Industry standards are needed,” says Bernstein.
(For more on employee background checks, see
Private Duty Homecare, July 1998, p. 93.)

“If you see things that look suspicious, go
beyond [the minimum requirement in your state].
Private investigation firms are cheaper than they
were even two years ago. You need to evaluate
the $75 [investigation] cost against the risk and
revenue involved. Ask yourself if it’s worth it if
this one client has $200,000 revenue potential in
one year and you’re not willing to spend $75,”
Dodd says. 

• Check competencies; match caregiver skills
with client needs.

Things are always clearer in hindsight. “Most
people go wrong by failing to identify risk up
front. They realize after the fact they should have
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Home Health Care
Industry Claims Data

Claims by Type of Incident*
Type of Incident % of Reported Claims
Burns 18
Falls 17
Medication Errors 9
Abuse 9
Decubiti 7
Blood Draw 7
Catheter Errors 6
Theft 5
Negligent Diagnosis/Treatment Error 5
Negligent Hiring/Supervision 5
Needlestick/Improper Disposal 3
Sexual Assault 2
Home Fetal Monitoring 2
Birth-related Injury 1
Abandonment 1
Retained Foreign Body 1
Negligent Subcontracting 1
Wrongful Termination 1
Total 100

Claims by Type of Provider*
Type of Provider            % of Reported Claims
Home Health Aide 30
RN 29
CNA 18
LPN 10
Unknown 8
Physical Therapist 3
MD 1
CNP 1
Total 100

*Based on a recent sample of 500 reported claims for
home health care professional liability coverage.
Source: Smith, Bell & Thompson, Burlington, VT.



sent in Jane instead of Mary, or trained Nancy on
trach technique,” says Thompson. The best pre-
vention against putting caregivers in situations
beyond their capabilities is to check competencies
and have a system to match their skills with
client needs. 

At Nursefinders, the branch or clinical man-
ager evaluates staff competencies and determines
whether each staff member is capable of caring
for any particular client, Spencer reports. Each
employee undergoes competency assessment
upon hire, annually, and as needed. “If there’s an
incident of overstepping their scope of practice,
they are brought in, and must go through orienta-
tion and counseling, with documentation placed
in their personnel file,” she reports. 

• Actively supervise.
Make unscheduled supervisory visits, espe-

cially on night shifts. “You need to show up at 2
a.m. and find out what is going on,” Dodd
advises. To avoid misunderstandings, inform
both clients and staff at the time of case opening
that such late night visits are a normal supervi-
sory function.

• Maintain professional boundaries.
While it’s important to provide good service,

don’t go overboard, Hogue advises. Bending over
backwards in every way can cause you to flop. “If
you raise expectations too much, it can create
problems when you’re not perfect. This is really
tough. Providers tend to get committed and
enmeshed. It makes home care strong, but the flip
side is that it increases risk,” she explains. 

Balance excellent customer service with realis-
tic performance expectations by helping staff
maintain professional boundaries with clients.
Prohibit them from giving out their home phone
numbers, build strong relationships with both
clients and employees so that each will contact
you with problems or concerns, and periodically
introduce new staff into cases, Hogue advises. 

Some providers allow staff to volunteer or
work privately on cases where they also work as
employees, but this is a policy headed for disas-
ter, she says. “You can’t tell me when a nurse
comes back at night that she’s not viewed on
company time, as either an independent contrac-
tor or employee, by patients.”

• Document well.
“You can do everything right, but if you don’t

document, there’s no proof that you followed
appropriate standards of care,” Bernstein advises.
Problems result from both skimpy and chatty
documentation.

• Don’t be afraid to question doctors.
Home care standards of care are continually

evolving as new technologies and interventions
move out of institutional settings and agencies
accept more complicated cases. Physicians who
don’t refer many patients into home care may not
be aware of current standards. This is particularly
true in areas such as wound care, according to
Hogue. “Most practitioners can remember when
the application of Betadine was considered to be
consistent with applicable standards for wound
care. There is now general agreement that the
standard of care specifically excludes the use of
Betadine,” she explains.

If you receive orders that are out of step with
current treatment standards, “you have a legal
obligation to obtain changes,” Hogue advises. If
you can’t get the physician’s cooperation, then
don’t accept the case.

• Closely scrutinize contracts.
Subcontract relationships, whether they

involve you providing staffing to other organiza-
tions or agencies supporting some of your cases,
can be risky. In either case, if the entity you con-
tract with has lower standards of care, lesser hir-
ing and training criteria, or insufficient staffing,
you may increase your exposure.

If you’re providing supplemental staffing to
others, keep your ears to the ground to pick up
any signals of problems. “Don’t put people into
bad situations. If an organization failed their
accreditation survey or you hear they’re strug-
gling financially, it’s a recipe for disaster,” says
Bernstein.

• Don’t allow staff to chauffeur.
“Never allow staff to drive patients in their

own cars. If they must accompany a patient, have
them go in a taxi,” Hogue says simply.

Dodd concurs strongly when asked about
employees driving clients in either their own or
clients’ cars. “It’s best to educate staff not to do it,
but the clients put workers in a terrible situation.
They say, ‘My son has to work,’ or ‘I won’t tell
anybody.’ They give all kinds of excuses.”

Sometimes clients genuinely have no means of
making it to necessary appointments, and agen-
cies may feel compelled to enter the chauffeur
business. If you can’t say no, then establish hur-
dles that discourage both clients and employees,
Dodd recommends. Start with a policy that states
your position. Require clients to obtain riders
adding the employee-driver to their insurance
policy, mandate certain coverage limits and sign
waivers releasing the company from any liability.
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Nursefinders strongly discourages staff from
driving customers; however, it will grant excep-
tions under extenuating circumstances, according
to Spencer. Some of its hurdles include rechecking
the employee’s driver’s record, verifying both the
employee’s and customer’s automobile insurance
coverage, and requiring a liability waiver from cus-
tomers. Additionally, the corporate chief financial
officer individually reviews such requests. One that
was recently approved involved an elderly, private
pay customer of eight years who suffered a stroke
and needed to see his doctor every week, Spencer
reports.  ■

Physicians speak up
about home care
Need for improved communication cited

Arecently conducted landmark survey of
physicians’ perceptions about home care ser-

vices found that 67% believe their patients some-
times do not receive enough home care. Nearly
half also indicated that patients sometimes stay in
the hospital longer than necessary because of
inadequate insurance coverage for home health
services. 

The survey of Massachusetts Medical Society
(MMS) members was conducted in July 1998 by

Stackpole & Partners, a Boston-based research
firm. The four-page survey was mailed to 6,462
MMS members representing 21 medical special-
ties considered likely to have home care involve-
ment. A total of 1,306 MMS members responded,
for a 20% response rate.

MMS commissioned the study in response to
member requests. “A group of physicians said
home care is becoming a bigger issue in health
care and they asked to find out more about it. We
convened an expert panel and found we didn’t
have solid information about Massachusetts
physicians in home care,” explains Dale MaGee,
MD. MaGee is chair of the MMS Committee on
the Quality of Medical Practice, which oversaw
the survey. He also has a gynecology practice in
Shrewsbury, MA.

The survey had 29 questions covering physi-
cians’ knowledge, awareness, and use of home
care, home care utilization and practice patterns,
physicians’ relationships with providers, and 
their knowledge of home care payments and 
regulations. 

Nearly 90% of physician respondents indicated
that within the past year, their patients had
received home care services ranging from Meals
on Wheels to private duty nursing. (See chart of
types of home care used, p. 66.) About 40%
reported making home visits themselves. Those
most likely to have made home visits include
oncologists, general and family practitioners,
geriatricians, internists, and physiatrists. Not sur-
prisingly, the survey found that “home visiting is
a central variable in physicians’ attitudes toward,
and perceptions of, home care.”1

Survey respondents each work with an aver-
age of 4.5 home care providers, although the
number varies significantly based on specialty.
Obstetricians reported only one to two; orthope-
dic surgeons up to 40. Affiliation with a hospital
was the most common method used for selecting
home care providers, followed by insurance case
manager recommendation, availability of home
care liaisons, and nurse recommendations.

Most physicians found the quality of home
care services good (3.63 average on a 5-point
scale). Frequent suggestions for improving clini-
cal quality included:

• providing more staff training and education;
• improving communication between

providers and physicians;
• giving physicians more control over services;
• changing employees’ compensation and

staffing patterns; 
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• better coordinating services. 
Practically anyone involved in home care —

providers, physicians, and patients alike —
detests the paperwork it entails. It’s no surprise,
then, that MMS survey respondents cited paper-
work as the No. 1 thing they dislike about home
care. Communication with providers, the level of
physician control over services, lengthy and/or
unnecessary services, and staffing issues were
also common complaints. 

On the plus side, doctors like the level of ser-
vice and care administered along with providers’
skills and attitudes. Interestingly, although many
reported a need for improved communication,
about 21% said the level of communication with
providers was one of the things they like most
about home care.

Most respondents said that changing the
method and frequency of communication is the
best way to improve the quality of communica-
tion. Others indicated that more standardized
forms and/or procedures and less paperwork
would help physician-provider interactions. Still
others cited meetings, rounds, or conferences, con-
tact with nurse practitioners or case managers, and
training and educating providers as opportunities. 

With so many different responses, home care
providers may wonder how they can effectively
communicate with physicians. It all comes down
to flexibility, according to MaGee. “There’s not
one solution — for communications, education,
or whatever. To do something well, there have to
be menus. Tailoring communications and care
plans for physicians will produce a higher degree
of satisfaction,” he says. (See related article on
improving relationships with physicians,
Private Duty Homecare, April 1999, p. 43.)

Responses about preferred methods of receiv-
ing more information about and increasing
knowledge of home care were equally varied.
Newsletters, continuing medical education, con-
ferences, home care liaisons, rounds, the Internet,
and journals were the most frequently cited
methods.

“I’m surprised that so many mentioned
newsletters,” says MaGee. “We get so much
information that reading is difficult.”

Most physician respondents said they were
only moderately involved in home care over-
sight, and more than 58% indicated they want no
more extensive involvement. However, physia-
trists, general practitioners, and cardiologists
generally reported the need for more oversight.
Ways cited to accomplish this included improved
communication with providers, paperwork
changes, more physician control over services,
and compensation/reimbursement changes.

Apparently only a few survey respondents
even attempt to bill for Medicare care plan over-
sight. Nearly 90% indicated that they do not sub-
mit charges; most (57.6%) because they were
unaware they could do so. Others said the time
involved is not worth the compensation, they
aren’t paid when they do submit the charges, or
they don’t spend enough time each month over-
seeing patients’ care. 

“Most physicians view it as too much of a has-
sle. It takes too long to complete; it’s too hard to
document; and physicians fear it will trigger an
investigation, or that Medicare never pays any-
way, so it’s simply not worth it,” MaGee explains. 

Lack of payment, however, does not influence
the decision to use home care, says MaGee. “I
don’t think money is an enormous issue. They’re
more worried about fraud and abuse and com-
plying with regulations,” he says.

Still, 67% of respondents indicated that their
patients sometimes do not receive enough home
care. The top reasons cited include:

• clinical care issues (36%);
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Physicians’ Reported Use
of Home Care Services
Within Prior 12 Months

Type of Home Care %*

Home Health Aides 84.2
Durable Medical Equipment 75.9
Nursing Services 75.3
Rehabilitation/Physical Therapy 75.3
Respiratory Therapy/Oxygen 60.7
Infusion Therapy Services 59.7
Wound Care 58.1
Hospice 54.6
Homemakers 50.4
Meals on Wheels 48.2
Social Worker Services 46.6
Personal Care Attendants 42.3
Enteral/Parenteral Nutrition 40.1
Private Duty Nursing 24.3

*Percentages do not equal 100 due to multiple 
responses per physician

Source: ©1998 Massachusetts Medical Society, Waltham,
MA. Used with permission.



• insurance issues (28%);
• income or other circumstances mitigate

receiving proper care (11%);
• socio-demographic issues such as age and

language interfere (9%); 
• availability of services (6%).
Physician specialists who more frequently

reported patients not receiving enough home care
include internists, family practitioners, physia-
trists, pulmonologists, oncologists, hematologists,
and infectious disease experts.

On a related note, about half of the physician-
respondents reported that their patients’ hospital-
izations have been lengthened due to inadequate
insurance coverage.

With some baseline information under its belt,
the MMS plans several pilot projects to enhance
physicians’ understanding of and information
about home care. It will post a directory of
Massachusetts-based home health agencies on 
its Web site, enter roundtable discussions about
improving communication and quality with 
the Home and Health Care Association of

Massachusetts, test ways to improve communica-
tion and set up grand round-type case reviews,
according to MaGee. 

“There’s a need for education about home care
on the part of physicians. Other than family prac-
titioners, they’re not taught about it as residents,”
he says.  

[Editor’s note: If you would like a copy of the
Massachusetts Medical Society’s survey, call Vicki
Ritterband. Telephone: (781) 893-4610, Ext. 1318.]
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To market, to market:
Pedaling private duty
Innovative ideas get results

Have you considered using flyers to market
your private duty services? Renee

Morrissette-Thomas, executive director of Hyde
Park, IL-based Ma’ Dear Home Services, swears
by them. She says that’s how she gets most of her
business: “No one believes me, but it works.” 

Ma’ Dear advertises its homemaker, house-
keeper, sitter, and companion services on 8.5 by
5.5-inch flyers placed on car windshields at 
grocery stores and other high-traffic areas.
Morrissette-Thomas combines catchy, to-the-
point phrases with the condensed size for 
revenue-generating attention. The unorthodox
marketing ploy works, she says, because it only
takes seconds to read and it’s easy to pocket and
retrieve when needed.

The flyers went  into the hands of churchgoers
after Morrissette-Thomas spoke to a local congre-
gation. With prior approval of the pastor, she
addressed the group during the after-sermon
announcement period.

Morrissette-Thomas has also found a business

development friend in radio. She runs Ma’ Dear
spots on weekends during Saturday evening
oldies shows and Sunday morning gospel pro-
grams. The $600 to $700 per weekend cost is well
worth it, she claims. “It takes four to six weeks to
get results, but it works.” 

In addition to placing ads, Morrissette-Thomas
has been a guest on the Saturday evening oldies
show, which targets baby-boomers. She and the
disc jockey had an ongoing discussion during the
course of one program about the issues adult chil-
dren face in caring for their elderly parents. “We
talked about what’s affecting the middle class
and the down-to-earth decisions people have to
make,” she says. 

In June, Morrissette-Thomas expects to make a
repeat appearance, taking listeners’ calls during
the program.

Churches are not the only public forum
Morrissette-Thomas has addressed. She has also
spoken to members of retirement communities,
bank-sponsored senior citizen groups, and neigh-
borhood volunteer patrol groups. The latter have
been particularly helpful in generating business
because they know all of their neighbors and can
identify the ones who may need supportive care,
she says. 

Morrissette-Thomas discusses such topics as
Medicare changes, Illinois state senior programs,



and of course, the services Ma’ Dear offers. 
Morrissette-Thomas also participates in vari-

ous community events to give general visibility
to Ma’ Dear. For example, she is a CPR and first
aid instructor with the American Red Cross. That
community service actually led to her first radio
appearance. The marketing manager for the radio
station met her at one of the events and invited
her to come on the air.

While some of Ma’ Dear’s marketing efforts
have been sterling successes, others have pro-
duced little payback. For example, ads placed in
neighborhood Chicago-area newspapers had no
discernible impact, she reports.  

Newspaper ads also did little for the Visiting
Nurse Association (VNA) of Tulsa, OK, according
to Elizabeth Browne, BSN, RN, administrator.
Instead, the agency benefits from word-of mouth
referrals and a large community presence. It also
subtly parlays its indigent care program into
more lucrative business. For example, thank-you
letters to those who refer patients to the indigent
care program include an invitation to call the
agency “if you have the need for our other ser-
vices,” Brown explains.

Creating community awareness

Wellness projects, such as flu shot clinics,
cholesterol screenings and health fairs help create
a Tulsa-wide awareness of the VNA. Not uncom-
monly, she reports that potential customers call in
with the question, “You were at my company. Do
you provide such-and-such a service?” 

Those who phone the VNA first hear a human
voice. But if they happen to be put on hold, a 
continuously running message informs them of
company services and upcoming community
activities such as health fairs. The mechanism is
part of the company’s phone and voice mail sys-
tem, and is updated by a staff member several
times a year.

Like Morrissette-Thomas, Browne speaks
before various community groups, including 
disease-specific support groups like Mended
Hearts, Parkinson’s and Lou Gehrig’s disease
(amyotrophic lateral sclerosis), local chapters of
sororities, and the American Association of
Retired Persons. She talks about various pro-
grams available for the elderly (not only those of
the VNA), and educates people about making
good care choices for their parents and other
elderly loved ones.

The VNA does not have an official marketing

representative. The administrative and clinical
staff all lend a hand in varying degrees. Field
staff, in particular, can learn about possible new
business from existing patients, who sometimes
tell them about neighbors in need of assistance,
Brown explains. They may directly contact the
potential client. If appropriate, the agency will
then arrange an assessment visit.

On Call Plus, a private duty agency in Dallas,
also does not have a marketing representative.
But that has not always been the case, according
to Lee Turicchi, RN, administrator. The company
had a marketer, but eliminated the position
because it could not correlate new business to the
individual’s efforts, including meetings with hos-
pital and insurance case managers. Likewise, ads
in local newspapers have not produced tangible
results.

However, Turicchi does plan to submit copy
for a quarterly health supplement of one of the
major local papers. On Call will pay for the infor-
mational article just as it would an ad, but
Turicchi believes the potential impact will be 
far greater. 

Despite some marketing missteps, On Call’s
business has increased 50% over last year, through
word-of-mouth referrals and repeat business from
existing clients, Turicchi reports. Thanks to that
growth, the company is now performing the famil-
iar marketing-staff recruitment dance to match
new business with its service capabilities.

Heavy investment in training and benefits
helps Tucson, AZ-based Catalina In-Home
Services simultaneously expand business and
staff, Judith Clinco, RN, BSN, CHHCE, president
and chief executive officer reports. (See Guest
column, Private Duty Homecare, May 1999, p.
55.) Doing so is critical given the company’s
many ongoing marketing initiatives.

Clinco constantly works at maintaining and
expanding Catalina’s presence in the community.
She speaks before numerous Tucson area groups,
including the Business Women, Soroptimists,
Rotary, Kiwanis, the Chamber of Commerce, or
“any organization whose members may have
care needs either for themselves or their parents,”
she says. 

She addresses topics such as what’s available
in home care and how to arrange it, Medicare and
managed care changes, and financial and legal
aspects of care such as arranging durable power
of attorney and advance directives. The presenta-
tions may not produce immediate results, but
they have downstream payoffs. When asked how
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they heard about Catalina, new customers some-
times say they heard the owner speak several
years previously, Clinco reports. 

She also writes op-ed pieces for Tucson-area
newspapers. Recent articles advised readers to
buy long-term care insurance now, updated
them about Medicare changes, described home
care staffing challenges, and stressed the impor-
tance of paying living wages to lower-skilled
employees. 

Clinco also spreads Catalina’s community
presence by serving on the boards of Tucson-
based organizations, appearing on radio and 
television talk shows and serving as the commu-
nity-based care expert for local newspaper
reporters. The company uses a public relations
agency to highlight notable achievements, such
as being awarded the Arizona Nurse’s
Association’s Employer of the Year in 1996.

In addition to Clinco’s efforts, Catalina’s mar-
keting representative meets individually with
bank trust officers, insurance agents, and other
home care companies. She also speaks to church
congregations, mans community health events,
and coordinates open houses for Catalina’s refer-
ral sources. 

‘Ask me about home care’

Like Browne, Clinco has found caregivers to be
excellent business builders. If they refer new
clients, they receive 2% of revenue off that case
for as long as the client is on service and the
employee remains continuously employed. The
company couples the financial reward with train-
ing and sales tools. For example, caregivers wear
‘Ask me about home care’ buttons, distribute fly-
ers in the community that encourage potential
clients to mention their name if they call about
home care, and receive training on how to speak
about home care services.

Satisfied customers may be the best business
development vehicle of all. Catalina sends exist-
ing clients cards on their birthdays and flowers
when a loved one dies. When cases end, clients
also receive a gift certificate for four hours of care
that they can use for themselves or give to a
friend. From time to time the company also holds
focus groups with clients, inviting them into the
office and serving coffee and pastries while solic-
iting their comments and recommendations. 

Not all of Catalina’s efforts have been success-
ful. The company used to produce a newsletter
for clients, but found it too resource-intensive.

Likewise, television ads proved too costly with
no direct benefit.

Like Morrissette-Thomas, Mary Baker, MSN,
MHS, RN, CS, FNP, president and chief executive
officer for Sacramento, CA-based Chicken Soup,
Plus. raves about radio. Employee recruitment
spots that emphasized the need for quality staff
not only brought in applicants but increased busi-
ness by 10% a week after they ran. The additional
revenue easily covered the approximate $2,500
cost for 30- and 60-second spots. The station also
occasionally has sales on air time, making the
investment even more worthwhile. 

Baker chose a station that airs a nationally syn-
dicated talk show. “You should think intuitively
about, ‘What’s the audience I want to reach?’
Sometimes the alternate radio stations have bet-
ter recognition [for the listeners you’re interested
in] than a main station,” she advises. In addition
to running ads, Baker has also appeared on radio
and television programs, including those on
National Public Radio and CNN.

Like other private duty owners, Baker gets a
lot of play out of public speaking. She addresses
both service organizations (the Rotary Club and
Soroptimists) and business groups (the Bar
Association and Certified Financial Planners) on
such topics as the changing face of Medicare, and
how to make long-term care plans for your client. 

Don’t forget the men

The many women owners of home care com-
panies may overlook the traditional — and heav-
ily male — business networking process, but it is
fertile business development ground. For
instance, the Sacramento Rotary has about 500
members, but only 10% or so are women, accord-
ing to Baker. “You have to create a presence in the
business community and give colleagues and
business associates a point of reference,” she
advises. 

Newspaper ads generally fizzle rather than siz-
zle, Baker reports. One that ran in a California
business journal “was worthless. I couldn’t tie
one referral to it. But it did help create an under-
lying presence in the business community,” she
says.

Every business owner has different marketing
ideas and approaches, but the most unusual ones
are the most successful, according to Morrissette-
Thomas. “Everyone thinks of the normal, but it’s
the abnormal that generates the revenue.” 

Even one’s choice of company name can attract
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business, she contends. “Ma’ dear” is how she
referred to her grandmother, and she uses it,
along with the tag line “Home care with a
mother’s touch” to create a lasting first impres-
sion of the company. “A lot of people get official
sounding names, but [they] can blow you away.
It sounds like some state agency. But some people
prefer a small agency and homey name,” she
explains. 

Baker too, finds her company’s name a busi-
ness booster. “Chicken soup crosses all ethnic and
cultural barriers. Everyone has a version of it to
aid the sick. And I remember when the first heart
transplant was performed. They said the patient
was doing fine on a chemical version of “chicken
soup,” which, in fact, was normal saline. I
thought at the time despite all the high-tech inter-
ventions, the thing that makes a difference in
one’s feeling of ‘I’m going to make it’ is tender
loving care. That’s what Chicken Soup is about;
that’s what the ‘Plus.’ connotes. People some-
times call two or three years after they’ve first
heard the name, but if they can remember
chicken soup, they can find us!”

[Editor’s note: We welcome readers’ new program
and service ideas. If you would like to share your expe-
riences for future business development articles, please
contact us at (301) 589-1974.]  ■

Accreditation: Weighing
its costs and benefits
Factor in market conditions, long-term strategies

Reimbursement is shrinking while competi-
tion, the cost of doing business, and operat-

ing requirements are increasing. These opposing
and equally significant dynamics are causing pri-
vate duty providers to take a hard look at every
aspect of their business, especially accreditation. 

After weighing its cost and use of organiza-
tional resources against its perceived benefit,
many question its value. Others have come up
with an entirely different answer. Where
providers fall on the value-of-accreditation scale
has much to do with the market they operate in,
the services they provide, and their beliefs about
the purpose of the process and the importance
consumers place on external validations of 
quality.

The three major home care accrediting bodies
have slightly different standards and credential-
ing procedures. The Accreditation Commission
for Home Care (ACHC), Community Health
Accreditation Program (CHAP) and Joint
Commission on Accreditation of Healthcare
Organizations (JCAHO) all conduct triennial on-
site surveys. They all combine reviews of policies
and procedures and employee and patient
records with staff and client interviews and
observation of patient care to establish providers’
quality and accreditation status. (See related
story, p. 72.) Each also evaluates providers’ per-
formance improvement (PI) initiatives. However
their paths diverge when it comes to establishing
external comparisons of PI-related outcomes
data. 

ACHC and CHAP expect providers to band
with others interested in measuring the same fac-
tors. They provide assistance in finding external
comparison sources, but do not mandate any par-
ticular system or process. JCAHO, on the other
hand, will require participation in its ORYX out-
comes initiative as of Jan. 1, 2000. Providers must
contract with a JCAHO-approved software vendor
to transmit patient-specific outcomes data that are
ultimately aggregated and compared with others
before being transmitted to JCAHO. It is arguably
this system, in the context of the Medicare Interim
Payment System (IPS) and Outcome and Assess-
ment Information Set (OASIS) project, that has
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most caused providers to question the need for
accreditation. (See article on OASIS, Private Duty
Homecare, May 1999, p. 49.)

JCAHO has already postponed the date it orig-
inally set for providers to begin ORYX data col-
lection from July 1, 1999, to Jan. 1, 2000, and
delayed the start of data transmission from
March 31, 2000, to July 31, 2000. “We are continu-
ing to look at what’s going on with Medicare,”
says Maryanne Popovich, RN, MPH, executive
director of the JCAHO Home Care Accreditation
Program. “We need people to know that we
understand what they’re going through and that
we’re responsive to their needs.”

“In the long run, accreditation organizations
are going to have a tough time unless they 
can show some economic value to their pro-
cesses. They are taking resources out of a 
system that is overwhelmed and with all the
oversight, it’s expensive and time consuming.
They need to show some value,” says Gene
Tischer, executive director, of Tallahassee-based
Associated Home Health Industries of Florida.
Tischer has strongly urged JCAHO to delay
implementation of the ORYX system until the
IPS is revised.

Some argue that accreditation does show value
— if it results in increased business. “It’s a num-
bers game. Accreditation comes off your bottom
line. If you’re going to produce enough revenue
to cover the costs of the accreditation, the systems
upgrades and the increased paperwork involved,
it’s worth it. But if it costs X to be accredited and
it doesn’t bring in any business, then it’s not,”
says Kathleen Bailey, president of Private Duty
Solutions, a Lancaster, PA-based consulting firm.

Even if you can’t directly tie new business to
external certification, the process may still be
worthwhile. “If you pay $6,000 to be accredited
and you only recoup $4,000 in new contracts,
then you may decide for your image in the com-
munity, it’s worth the $2,000 loss,” Bailey
explains.

With tight operating margins, some believe the
potential of new business simply does not justify
the cost of accreditation. “It costs $8,000 to
$10,000 [to be accredited]. That’s hefty given that
our profits are under $70,000. I can better use that
$10,000 to give raises and offer health benefits to
employees,” explains Sandy Cerul, RN, BSN,
owner of Mount Marion, NY-based private duty
company My Nurse. The company does undergo
triennial New York State licensure reviews.

Others believe the process pays for itself by

forcing organizations to look at the way they
operate. “ORYX and OASIS are a waste of time.
You have to buy a piece of equipment to do it and
it’s time-consuming and overwhelming. But
accreditation on the whole is very worthwhile.
You get hung up on the day-to-day work. Unless
you’re told to review policies and procedures
periodically and stay on top of administrative
issues, it’s very easy to overlook it,” says Ed
Raiburn, president and chief executive officer of
Home Health Specialists, a pediatric private duty
company based in Media, PA.

Still others contend that accreditation brings
value by substantiating quality to increasingly
demanding and sophisticated health care pur-
chasers. “If I’m in New York and my mother is in
California and I need to arrange home care for
her, I don’t have a clue if the company is good,
bad, or indifferent. The Yellow Pages all look
nice, but accreditation gives some sense of well-
being. I don’t want just anyone off the street to
come into my mother’s home,” says Jerold
Cohen, RN, MA, president of the New York 
City-based CHAP.

Not everyone agrees that credentials matter to
the general public. “They don’t carry that much
weight outside the medical profession now. They
may mean something in the future,” says Bailey. 

“Consumers may follow it a little, but I don’t
think they know what all those letters are,” Cerul
agrees. “We get customers through word-of-
mouth advertising and who the caregiver is who
comes to the door. I put all my aides in uniforms
and that was the biggest marketing thing I could
have done. It was better than JCAHO.”  

Whether or not consumers value accreditation,
few argue that payers do. “Every single managed
care application asks if you’re JCAHO-accredited
and Medicare-certified,” says Raiburn. 

“They want to know they’re sponsoring a cred-
ible organization,” Popovich explains.

In today’s cost-conscious environment, payers
who once reviewed contracted providers them-
selves now increasingly rely on accreditation
bodies to validate quality, says Tom Cesar, MPM,
president of ACHC, in Raleigh, NC. “It all boils
down to risk management and shifting liability,”
he adds.

Yet some argue that trend has gone too far. In
1995, providers in Texas successfully supported
legislation that prohibits HMOs from making
accreditation a contracting requirement. “I don’t
know the impact it’s had,” says Anita Bradberry,
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The Accreditation Commission for Home
Care (ACHC), Community Health

Accreditation Program (CHAP), and Joint
Commission on Accreditation of Healthcare
Organizations (JCAHO) all accredit home care
organizations. Each has slightly different stan-
dards and credentialing procedures. Here is a
synopsis of each:

ACHC

Founded: 1986, by the North Carolina
Association for Home Care

Services accredited: home care, DME, home
infusion, hospice, women’s health care ser-
vices, and products 

Agencies accredited: 100 parent companies
in 18 states

Fees: 
• $2,500 base triennial accreditation fee; 
• $300 program service fee;
• $1.75 per unduplicated patient volume

fee;
• $500 per branch office fee
• Survey fees for each surveyor: $750 first

day; $500 for each subsequent day
• Reimbursement of surveyor travel

expenses.
Medicare-deemed status: No
Recognized by NCQA? Yes
Core standard categories: 
• organization and administration;
• program/service management;
• fiscal management;
• client care coordination;
• quality improvement;
• infectious and safety control.

CHAP

Founded: 1965, by the National League for
Nursing

Services accredited: home care, DME, home
infusion, hospice, supplemental staffing ser-
vices, community nursing centers

Agencies accredited: several hundred

Fees:
• annual accreditation fee based on gross

revenue; ranges from $3,150 to $23,000. No
additional charge for Medicare deemed status
survey.

• site visit fees of $950 per day per site visi-
tor. Number of survey days and visitor deter-
mined by CHAP based upon organization size
and complexity.

Medicare deemed status: Yes, for both
home care and hospice

Recognized by NCQA? Yes
Core standard categories: 
• structure and function;
• quality;
• resources; 
• long-term viability.

JCAHO

Founded: 1952, home care accreditations
since 1988

Services accredited: home care, DME, home
infusion, hospice, personal care

Agencies accredited: 6,500
Fees: 
• triennial accreditation fee based on

patient volume, number of services provided
and number of sites. Ranges from $2,950 to
tens of thousands (average is $10,000). 

• combined JCAHO/deemed status survey:
$1,595 added to accreditation fee

Medicare deemed status: Yes, for home care
Recognized by NCQA? Yes
Core standard categories:
• rights and ethics;
• assessment
• care and treatment services;
• patient education;
• continuum of care;
• improving organizational performance;
• leadership;
• environmental safety and equipment

management;
• infection control;
• management of human resources;
• management of information.  ■

Three Accreditation Programs in Brief



executive director of the Austin-based Texas
Association for Home Care. “Non-accredited
agencies couldn’t apply before. Now, the insurers
can’t say, ‘If you don’t have it, you’re not worth
working with.’ They may consider it but it’s not a
disqualifier.”

Just as lack of accreditation doesn’t mean a
provider is of poor quality, having it isn’t necessar-
ily a guarantee of excellence. “Whether or not
you’re accredited, it gets down to who’s running
the organization and the moral and ethical values
they have. You can cover up an enormous amount
for accreditation. It doesn’t pick up on an aide
coming in 15 minutes late and leaving 15 minutes
early every day and the client not saying anything
because they’re afraid to lose their support. It gets
down to, ‘Is the customer happy?’ It’s my license
on the line as a nurse and that goes a long way to
pick up what JCAHO wouldn’t,” Cerul contends.

Day-in, day-out operating excellence may keep
existing customers, but some need more evidence
before trying an untested organization. A
provider’s self-declaration of quality and good
service may simply not be enough. “Americans
say, ‘Show me.’ I’m not sure how you can show
me without some external review,” says Cohen. 

“Accreditation is more than saying, ‘We hire
competent people,’” Popovich explains. “It’s the
complexity of the process and the combination of
standards that take you from ethics to how they
actually provide care that’s an accreditation.”

With so many converging points of view, the
question of seeking accreditation comes down to
local market dynamics and each company’s strate-
gic objectives, according to Bailey. Overlay a mar-
ket assessment of what referral sources expect
with your own business plans, she advises. For
example, if your referral sources are hospital dis-
charge planners and insurance case managers, and
you want to expand the type of services they gen-
erate, then either dropping your existing accredita-
tion or not pursuing it may hinder your business
in the long run. On the other hand, if you are a
local business, consumers are your primary refer-
ral source and you plan to keep it that way, then
accreditation may be less important now.

All bets are off in the future, however. “Most
providers are doing the best job possible, but a
few bad apples and the press push it. It’s just a
matter of time before accreditation covers all
areas of hands-on care,” says Cesar.  ■

HCFA delays OASIS
requirements
Providers split on continuing collection

After weeks of confusion about its intentions,
the Health Care Financing Administration

(HCFA) announced April 27 that it has delayed
implementation of all collection and reporting
requirements for its Outcome and Assessment
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and Information Set (OASIS).
Mandatory collection of OASIS data by all

Medicare-certified home health agencies became
effective earlier this year. In its announcement
HCFA conceded, however, that for this mandate
to be valid, it must first clear several more 
regulatory hurdles, including the Paperwork
Reduction Act. 

OASIS participation problematic

In the meantime, HCFA said it is not requiring
home health agencies to encode and transmit
OASIS data and added that home health agencies
that have not met these requirements to date will
not be held out of compliance.

The OASIS project has generated consider-
able controversy, especially among Medicare-
certified private duty providers. (See Private
Duty Homecare, May 1999, p. 49.) Those who
operate private duty and Medicare services in
one entity faced performing OASIS assessments
on all but a few patients. OASIS would add
costs and layers of administration to slim-
margined operations radically different from
those involving Medicare patients, they argue.

The program would be particularly onerous for
those with small Medicare caseloads.

OASIS also drew sharp criticism from a vari-
ety of health care and policy groups that contend
it violates patients’ right to privacy; particularly
those whose care is not funded by Medicare.

HCFA initially informed agencies that in the
event of a patient’s refusal to complete the OASIS
assessment, they should document the patient’s
refusal in the chart but continue providing ser-
vices. Later, it reversed itself and said that under
such circumstances, providers could not continue
providing services. 

This raised still more controversy, as private
duty providers, already strapped with added
expenses, now faced a loss of business.

Now that HCFA has a least temporarily backed
away from the OASIS requirement, the question
facing providers is whether they should continue
to collect the data. 

Chaos in the ranks

“It’s a bad thing what we’re doing. All of these
delays will cause HCFA not to have appropriate
case-mix information for the [prospective pay-
ment system],” says JoAnne Ruden, MPA, RN,
president and chief executive officer of the
Trenton, NJ-based Visiting Nurse Association of
the Delaware Valley. The VNA has both private
duty and Medicare-certified services, but they
operate out of different entities.

“We’ve already spent the money, time and had
all the forms printed out and the staff were just
getting used to the flow of it, so to disrupt it and
have them go through it again is senseless,” she
adds.

“I think I would have had a revolution by the
nurses on my hands if I’d asked them to con-
tinue doing it when they knew they didn’t have
to,” says Bonnie Whorton, MS, executive direc-
tor of Moberly, MO-based Home Care of Mid-
Missouri. Mid-Missouri operates both its private
duty and Medicare-certified operations in one
corporation. 

In addition to the violation of patients’ privacy
rights and added administrative burden,
Whorton also sees OASIS as an imposition on
sick patients who aren’t interested in an extensive
interview when they first receive home care. “I
would much rather see it on an exit interview,”
she says.

Exactly when HCFA will resume OASIS collec-
tion requirements remains unclear. However,
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most observers believe the agency will eliminate
the more far-reaching concerns that Congress and
others have about the dimensions of OASIS,
which means it could be a long wait.

“I think it will be changed enough that it won’t
be that much of a hurdle to implement [the sec-
ond time around],” Whorton predicts. 

What is HCFA’s advice?

“Given that the instrument was designed to
be useful to home health agencies to assess and
improve the care they furnish,” the agency
stated in its special alert, “they may wish to use
the OASIS instrument for their own purposes.”

The VNA of the Delaware Valley, for one,
intends to. “We’re going to analyze our own
data ourselves. There’s good information to be
had from this. We still can’t explain why there
are regional variations in home care [processes
and outcomes]. I’ve been in the field 28 years
and I’ve never seen anything to explain it. 
But OASIS will provide that information,”
Ruden says.  ▼

House, Senate push 
for home care reform

In the face of growing evidence that home 
care is at risk, the budget committees of 

both the House and Senate have approved 
budget resolutions designed to double the
amount of Medicare payments over the 
coming decade. 

The House voted unanimously to approve 
an amendment sponsored by Reps. Robert
Weygand (D-RI), Ernest Fletcher (R-KY), and
Paul Ryun (R-KS) to ask Congress to avoid
implementation of the 15% reduction under the
interim payment system (IPS) and instead opt
for a timely implementation of a prospective
payment system. 

The Senate, meanwhile, passed an amendment
sponsored by Sens. Charles Grassley (R-IA) and
Russell Feingold (D-WI) that cites the IPS and
other Medicare benefit changes as exacerbating
“inequalities in payments for home health ser-
vices between regions, limiting access to those
services in many areas and penalizing efficient,
low-cost providers.”  ▼

Congress passes 
budget blueprints

Rejecting President Clinton’s proposed
Medicare funding plan, Congress voted to

“lock away” the projected $1.8 trillion surplus
funds generated by Medicare and Social Security
tax collections until as such time that a major
Medicare restructuring bill is passed.

Clinton had tried to push through his plan of
putting $700 billion in surplus funds into the
Medicare Hospital Insurance Trust Fund over
the next 15 years. Instead, the Senate voted 
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55-44 in favor of the Republicans’ blueprint,
which would finance reform proposals such as
the ones proposed by (but never formally
approved) by the National Bipartisan
Commission on the Future of Medicare. The
House followed suit with a vote of 221-208 in
favor of the GOP plan and rejecting three
Democrat-sponsored programs.

Health care providers have come down in
favor of the Republican plan which, unlike 
the president’s, does not include reducing
provider payments by $9 billion over the next
five years.  ▼

Financial management
conference scheduled

The National Association for Home Care
(NAHC) holds its fifth annual home care

financial management conference, “The Year 
of Transition: Emerging Issues in Financial
Management for Home Care,” July 7-9 at 
the Westin Resort in Hilton Head, SC. The 
conference is designed for agency administra-
tors, chief financial officers, and business 
managers. It covers a variety of financial man-
agement issues, from surviving under the
Medicare Interim Payment System to pricing
home care services and emerging issues with mergers and acquisitions. 

For more information, or to register, contact
the NAHC meetings department at (202) 547-
5050.  ■

Connect with providers
across the country

Want to stay in touch with other private 
duty providers? Become a subscriber 

to American Health Consultants’ Web-based 
listserv. 

To subscribe to this free service, send an e-mail
to listserv@medec.com. In the body of the e-mail,
type SUBSCRIBE HCARENURS, press return and
the type your first name and last name, hit return
again and send the e-mail.  ■
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CE objectives

After reading this issue of Private Duty
Homecare, CE participants will be able to:

1. identify reasons for increases in profes-
sional and general liability;

2. list ways to reduce professional and gen-
eral liability;

3. name ways of improving home care-
physician communication cited in the
Massachusetts Medical Society survey of
physicians’ attitudes about and perceptions
of home care;

4. describe successful private duty market-
ing activities; 

5. identify factors involved in the decision
to seek external accreditation.  ■


