
Name that tune! Music therapy 
now entering home care market
Therapist supply, payment issues hinder sound idea

Are your staff members struggling to find relief for patients suf-
fering with intractable pain? Does your patient mix include
seniors with dementia or other mental and emotional impair-

ments? Would you like to see improved mobility and speech among
stroke rehab clients?

Then consider making music therapy part of your operations. Those
involved in the field say it dramatically improves the quality of patients’
lives, producing positive, lasting physiological and emotional changes.

“This is such an extremely important intervention; because it has
both a medical and psychological impact, it is a very powerful change
agent to improve patients’ quality of life,” says Sally Hough, MMT,
MT-BC. Hough is president and founder of The Institute for Music and
Human Potential, in Columbus, OH, a community health center that
provides music therapy, home care, transportation, and behavioral spe-
cialty services.

Music therapy is now moving from the periphery into mainstream
medicine, and it’s also gaining support in home care, albeit slowly. In
the past, patients and health care professionals alike may have looked 
at it askance. However, new technologies and research documenting its
clinical effects and a heightened interest in holistic healing have given it
more acceptance in the medical community.

Moving around the clock

As stationary as some people appear, the human body is actually a per-
petual motion machine. We vibrate all the time, and through the process
of entrainment, our bodies constantly try to synchronize their internal
beats with external rhythms. Music therapy takes advantage of this pro-
cess by using musical frequencies and vibrations to slow the frequency of
body rhythms. This creates a host of physiologic responses, from reduc-
ing the expression of certain hormones to lowering blood pressure, all of
which promote healing. Thanks to PET scans and MRIs, these responses
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can now be isolated and analyzed. 
“There’s now a whole body of neurological

research; we can analyze where music is pro-
cessed and also see the changes it makes bio-
chemically. We can now say, ‘I changed that part
of the brain with music,’” Hough explains. 

The brain processes music holistically, using its
left and right hemispheres. This causes it to create
impulses that it otherwise wouldn’t, enabling it
to build neuro-pathways over damaged areas. 

Eliminating pain

Other interventions only impact a specific area
of the brain. Speech therapy, for example, just
affects the speech center. That explains why some
post-stroke patients already receiving speech
therapy only speak after they begin music ther-
apy, according to Hough.

By helping the body focus on other rich and
interesting sensory information, music therapy
can also block pain. Janalea Hoffman, RMT, MA,
president of Rhythmic Medicine in Leawood, KS,
uses specially created music and biofeedback
exercises to perform what she calls musical
acupuncture. Patients visualize musical tones
smashing into the area of their body experiencing
pain. The technique can eliminate otherwise
intractable pain, she reports. 

Music therapy also has strong emotional
effects. “It can revitalize family relationships,
especially among the elderly. They grew up with
music, singing with the piano and radio, and they
still love and appreciate it. You can ask the
healthy spouse of someone in the late stages of
Alzheimer’s to name a favorite song, perhaps one
they danced to when they were dating. The [sick]
person can recognize and sing along with the
song even though she doesn’t speak anymore,
and they can have moments of their love again.
It’s so special to be part of that,” says Hough.

With so many documented benefits and
broader acceptance, music therapy is primed to
take off, especially in home care. Well, sort of.
There are a couple of issues holding it back.

The supply of therapists is one. There are
only about 5,000 nationally, and most of them
are employed in hospitals, schools, and psychi-
atric day treatment facilities, according to Al
Bumanis, MT-BC, director of communications
for the American Music Therapy Association
(AMTA), in Silver Spring, MD. Very few are in
private practice, and even fewer of those work
in home care settings. Only 51 out of 1,600
AMTA members who responded to a recent sur-
vey indicated that they were in private practice,
Bumanis reports. That is changing, however.

Some areas of the country currently have an
ample supply of music therapists. They are clus-
tered in cities where music therapy schools are
located, such as Denver, Dallas, and Cleveland,
according to Hough. 

Musical acupuncture

If there are music therapists in your area,
work with those who have the capabilities to
address the particular patient population you
are interested in serving, Roger Conant recom-
mends. Conant is CEO of Austin, TX-based CCC
Music Therapy. The company also operates in
San Antonio, Houston, and Dallas. Although the
music therapy profession has a board certifica-
tion, it doesn’t yet recognize separate specialties
or certifications such as rehabilitation or behav-
ior modification.

If you operate in an area with either few music
therapists or few in private practice, your company
can still offer some beneficial music therapy inter-
ventions. With appropriate training, clinical staff
can perform certain music therapy techniques. 

Hoffman sells cassettes of her specially com-
posed music along with accompanying instruc-
tions. She also gives day-long seminars on
musical acupuncture techniques.

CCC Music Therapy also presents seminars on
the therapeutic use of music, according to Conant.

If there are no music therapists in your area,
contact the AMTA to find the one nearest you, 
with expertise in the type of interventions you’re
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interested in, Hough suggests. Ask that person to
consult with your agency, even if it’s by phone.
Ideally, the music therapist could initially develop
treatment plans and establish goals and objectives,
and subsequently support the caregiver delivering
the ongoing interventions, she says.

While it is possible for those without formal
music therapy backgrounds to provide certain
interventions, it’s important to have professional
guidance, Hough warns. Despite its many posi-
tive benefits, music therapy can have detrimental
affects as well. Inappropriate music can create
negative emotions that block treatment or speed,
rather than slow body rhythms.

“Music therapy is not just relaxing music. The
music is no good without a person who under-
stands not just the body and physiology, but also
why the music is working,” Conant explains.

Costs aren’t standard

Rates for those who practice in home care vary
significantly. “I’ve seen it everywhere from $30 to
$150 an hour, and I don’t think there’s an aver-
age,” says Conant. Hoffman usually charges $50
per hour. 

Reimbursement is another issue holding music
therapy back. The service is not a universally rec-
ognized benefit, and reimbursement is still more
on a case-by-case basis with individual clients,
according to Angela Heim Jeter, AMTA govern-
ment and public relations associate.

Medicare only has formal payment guidelines

for its use with patients in partial hospitalization
situations such as mental health day treatment
facilities, Jeter reports. Some state Medicaid pro-
grams recognize it; the Pennsylvania Department
of Aging waiver is one that does. 

Only about 20% to 25% of the music therapy
provided to patients with commercial insurance
coverage is reimbursed, Jeter estimates. 

Reimbursement often requires persistence 
and insistence on the part of the beneficiary. 
The mother of one of Hough’s autistic pediatric
patients demanded that her insurer cover his
music therapy. The child was already receiving
several other therapies covered by the insurer,
but the mother did not believe the other therapies
were effective. She was convinced, however, that
the music therapy was. The insurer agreed and
paid for the service, according to Hough.

If you see a role for music therapy with your
patients, start paving the road now with payers,
Hough advises. Join forces with a music therapist
and make presentations to local case managers
and their supervisors if possible. Concentrate on
areas where you want or expect to perform ther-
apy, for example, to improve mobility of stroke
rehab patients. “Emphasize that music therapy
has assessments, a definite course of therapy, and
outline the expected outcomes,” she says.

“The key [to getting reimbursed] is to say, ‘This
is the problem, this what we’ll accomplish in this
number of visits, and we guarantee that we’ll do
it.’ We’re extremely careful to get the results that
we say we’ll get because [music therapy] is so
unknown and so scarce,” Conant agrees.

Hough is using such an approach to increase
her company’s managed care business. It’s now
only about 5% of total volume. She is now collab-
orating with an Ohio State University-affiliated
hospital to educate payers in the Columbus area.
They plan to meet with the local case managers
and propose a pilot study involving pain man-
agement in oncology patients. “We hope to show
a decrease in pain medications and a reduction in
nausea, also leading to less drug use,” she says.

The music therapy profession’s education
efforts are beginning to pay off, Hoffman reports.
A health care company in the Northeast just pur-
chased 300 of her tapes and plans to have music
therapists in the area use them with hypertensive
members. 

(Editor’s note: Cassettes and compact discs of
Hoffman’s musical acupuncture recordings, along
with accompanying guides, start at $12.95 and
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$19.95, respectively. Hoffman charges $100 per person
for her daylong seminars on musical acupuncture.

CCC Music Therapy’s rates for its seminars on the
therapeutic use of music vary depending on the num-
ber of participants and the scope of the training, but
generally run between $125 to $150 per hour, plus
expenses.)  ■

Pay me now, not later!
Tips for closing the claims-payment cycle

Getting paid promptly, at least by insurance
companies, doesn’t happen much anymore

in home care. The payment bar has been steadily
and sharply rising lately. Some argue the hurdles
to getting claims paid are also becoming more
and more arbitrary and even just plain silly. Ask
William Deary, chief financial officer of Jackson,
MI-based Great Lakes Home Health Services.

“One company actually told us, ‘We don’t pay
anyone until they call twice.’ I think they offer
whatever excuses not to pay. For example, you
didn’t submit bills [on green paper]. So the next
time, you use green paper and a pen like they
told you, but they still don’t pay because you sent
the bill on even days and they only pay bills sub-
mitted on odd days,” he laments.

That’s the bad news. The good news is that as
arbitrary and tardy as third party payments are,
payments from patients are still pretty much
coming in on time. “The private pay is wonder-
ful. Ninety-four percent of our problems are with
insurers,” says Ethel Baldwin, RN, MPA, CNAA,
director of Okemos, MI-based Sparrow Home
Care Network.

Treading the payment path

Some tips to speed payments from insurers
and keep clients on the prompt payment path
include:

• Hire the right billing staff.
Having the right billing staff is critical to

reducing the payment cycle, according to Gina
Dodson, administrator of Vanderbilt Home Care
Services in Nashville, TN. “You need someone
with attention to detail, who can build rapport
with payers and follow up aggressively,” she
advises.

It’s also important that billers not get so caught

up with the process that they lose sight of collec-
tion issues. For example, if a biller starts receiving
remittance advice requesting clinical notes from a
payer that normally doesn’t require such docu-
mentation, he should be able to recognize the
trend, Dodson explains.

• Review accounts weekly.
At Great Lakes, the entire finance staff, along

with the company’s respective private duty and
Medicare division clinical directors, meet weekly
to review every account, according to Deary.
Staff provide updates on individual accounts,
such as when calls have been or will be made,
and the expected date of payment. The appropri-
ate division clinical director determines when
Great Lakes should contact patients with over-
due accounts. That individual also determines
whether a clinical or financial staff member
should make the initial contact.

Include other clinical departments such as
intake, Dodson recommends. They may help
identify front-end problems that might ultimately
affect payment.

• Invest in systems.
As frustrating as it is dealing with insurers,

ultimately providers will have to be even more
flexible in the future. “We can’t box ourselves
into a corner. We have to have the systems in
place to adapt to payer requirements,” Dodson
says.

System upgrades can help improve the effi-
ciency of patient billing as well. Sparrow Home
Health Network, for instance, can now generate
bills directly from schedules, Baldwin reports.
Mount Marion, NY-based My Nurse uses the
Peachtree accounting system. According to owner
Sandy Cerul, RN, BSN, the system accommo-
dates the company’s many different pay and
billing rates.

• Require client payment contracts. 
My Nurse requires clients to sign a payment

contract at the start of a case. “It’s not just an
authorization for services. It spells out exactly the
days, hours, and estimated weekly bills. It helps
resolve problems down the line,” Cerul explains. 

My Nurse contracts also specify that client
security deposits are against the last, rather than
first, week of service. “That made the most differ-
ence in all our collection efforts. Having the
deposit against the last — not the first week —
[makes them] immediately have to write another
check, [and it] makes a psychological difference.
We used to have it against the first week, but so
many people would start [service] and they’d get
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the bill and be shocked; so they’d either cancel or
cut back. But if they write out the checks upfront,
they see in black and white what it’s going to
cost,” Cerul explains.

• Encourage in-person payments.
The spouse of a person receiving care may see

making payments in person at the provider’s
office as a social outing. Encourage them to come
in, Cerul advises. My Nurse staff offer family
members coffee and take time to talk with them.
Such visits may not only speed payment, but also
uncover any issues simmering on the case.

Another way to make payment easy is by
accepting credit cards. Sparrow Home Health
Network recently began doing so at the request
of customers, Baldwin reports.

Watch out for family members paying on
behalf of patients, Dodson warns. “Even if [the
money] is coming out of the patients’ funds, you
really have to work with them,” she says.

• Act immediately on late accounts.
If a private pay account is more than a week

late, Cerul makes a personal visit to the patient’s
home. “I don’t pressure them. I do it as a regular
supervisory visit, but they usually pay me at the
time,” she says.

Deary expects Great Lakes Home Health
billers to consistently call on accounts. On insur-
ance claims, they stamp a notice about the state 
of Michigan’s prompt-payment law. The weekly
billing meetings provide a forum to determine
next steps for delinquent accounts.

• Avoid adversarial relationships. 
Tempting though it may be, don’t strike an

adversarial position with frontline case managers
and billers at insurance companies. They can be
your advocate, especially when there is a sys-
temwide problem, Dodson advises. Vanderbilt
Home Care experienced such slow payment from
Tennessee Medicaid that it finally had to inform
officials that it would no longer accept Medicaid
patients. By the time that happened, the case
managers were allies in helping tap the drums 
of the Medicaid bureaucracy to a faster beat. 

While you shouldn’t be afraid to threaten or
actually discontinue services, it’s wise to time
that action well, Dodson says. “Don’t play your
trump card too early because it may create an
adversarial relationship,” she says.

• Enlist support from field staff.
Field staff don’t like to get involved in collect-

ing accounts, and it’s not necessary that they do
so to still be of help, according to Cerul. They are
an excellent source of information that can help

forestall problems. A word in the office that a
client is mentioning money more often may be 
an important clue. Have a supervisor go out and
meet with family if you receive such news, she
advises.  ■

Private duty using 
the registry way
Clients, caregivers both gain

By Marc Catalano
President
Catalano’s Nurses Registry
Hialeah, FL

Nursing registries are a great option for
Medicare-certified home health agencies

that want to diversify into private duty. Over the
past six months, I’ve received numerous calls
from people who are interested in doing just that. 

I admit that I’m biased about nurses registries.
Operating one has just about been a lifelong
endeavor for me. My parents founded Catalano’s
Nurses Registry in 1964, and I’ve been involved in
the business since I was 14. I have been actively
steering the company since I was in my twenties.
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But look at what registries have to offer: 
They give clients greater control over who pro-
vides care to them in their homes. They are an
extremely cost-effective choice for those who
need to stretch health care dollars. They allow
caregivers more flexibility in selecting assign-
ments and determining their schedules. And they
put more after-tax money in caregivers’ pockets
than any other form of home care.

Despite all these benefits, nursing registries are
under-appreciated and misunderstood. Some
believe that they lead to poor care quality and
expose clients to theft and abuse. People also get
the impression that registries just make referrals
and aren’t there as a resource if either clients or
caregivers experience problems. None of those
perceptions are real. 

Debunking the myths

Nurse registries are like commercial match-
makers. On one side, we recruit and screen self-
employed caregivers. We verify that their
credentials and work history show that they are
capable of doing the work they report they’re
qualified for. We also do criminal background
and abuse registry checks. 

On the other side, we get requests from indi-
viduals who want a certain level and amount of
care in their homes.

We communicate those needs only to the care-
givers we represent who have the skills necessary
to meet the client’s needs. We then individually
refer the ones who express an interest in the
engagement to the client. Although it is impor-
tant that caregivers have the right skills, we also
attempt to match for personality and compatibil-
ity. Clients make the decision about the care-
givers they want in their homes.

Some of our clients work with independent
case managers. It is not unusual, especially for
live-in care, for the client, family members, and
case manager to interview prospective caregivers.

In some instances, we don’t have much
involvement after the client selects a caregiver.
But we are available 24 hours, seven days a week
for both clients and caregivers.

At Catalano’s, we help clients in a wide range,
including high-tech and personal care needs.
Our registry represents RNs with and without
high-tech skills, LPNs, and certified nursing
assistants. In exchange for our services, we
receive a 10% commission from both the client
and caregiver.

This system promotes caregiver accountability
and client satisfaction. 

The higher after-tax pay and freedom in setting
their own schedules help attract the best caregivers
to start with. To keep working through a registry,
however, they are only as good as their last referral.
If they don’t satisfy their last customer, they won’t
get another referral. Their livelihood depends on
good outcomes.

Maintaining a market for their services is suffi-
cient for most caregivers to do the very best job
they can. Those with licenses are also bound by
their state’s professional practice act, that not only
establishes the boundaries of that profession, but
also requires continuing education. And in Florida,
the state will repeal the certification of certified
nursing assistants who don’t provide good care.

RNs from the Florida Agency for Health Care
Administration audit the company records of reg-
istries and reserve the right to conduct periodic
home visits of nursing registry patients. Florida
law also requires monthly RN visits on personal
care cases staffed through registries. A record of
these collaborative visits remains on file at each
registry, subject to state audit.

Both professionals and paraprofessionals can
obtain low-cost liability insurance in the event of
any negative outcomes. In Florida, for instance,
$1 million in coverage for RNs costs $75 annually;
for certified nursing assistants, $61. Catalano’s
also carries $1 million per occurrence/$3 million
in aggregate coverage. 

Primary nurse maintains schedule, care

On cases that involve more than one caregiver,
there’s usually a primary nurse who coordinates
the care and schedule. Those working on the case
collaborate as professionals to staff it and provide
the highest level of care. We also maintain a
staffing schedule on all cases. This is helps us
provide better backup in the event that staff have
difficulty covering a shift or if someone makes a
last-minute cancellation.

Caregivers have the freedom to work as much
as they want, but they also have the responsibil-
ity to pace themselves so that they don’t burn
out. For those who don’t recognize that they have
overextended themselves, clients are in a position
to call the registry at any time if they feel the
caregiver isn’t as sharp as she should be.

The same thing goes with maintaining profes-
sional boundaries. On the one hand, there’s an
opportunity to have a good, positive relationship
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between caregivers and clients. But if the family
feels there is any issue, it just takes a phone call to
say, “Get this person out of here.”

Clients have a high degree of satisfaction with
registries, not only because it is so cost-effective,
but because they are very involved in their own
care. They have total say over who will provide
them care. And because they are in direct contact
with their caregiver(s), they also have the oppor-
tunity to easily modify and fine-tune the times,
locations, and nature of the services performed.
The registry is available to mediate if there are
any problems. 

The limited involvement in day-to-day care
doesn’t make registries any easier to operate. It
requires a different mentality than a home health
agency. If you don’t understand the nuances of
private duty, you won’t succeed. 

A registry is essentially a customer service
business. We view both the people receiving and
giving care as our customers. When people call a
registry, they expect a certain amount of legwork,
including all screenings and verifications. You
really have to service them properly, have quality
caregivers available, and be there when they need
you — whether it’s two in the afternoon or four
in the morning. 

Caregivers count on having enough work
when and where they want it. They also expect to
be treated professionally at all times.

Successfully operating a registry also requires a
good understanding of your state’s workers com-
pensation and unemployment laws. Federal tax
laws also come into play. A registry’s relationship
as an agent for, rather than employer of, the care-
givers hinges on common law right of control fac-
tors. The Internal Revenue Service currently
considers 20 factors in determining the right of
control. (See related article, right.)

I think a lot of factors will spur the growth of
registries. The aging population is now demand-
ing more and more service, but not all the elderly
have open checkbooks. Medicaid and other state
programs also have limited funds. Long-term
care insurance is rapidly growing, but those who
have it want to stretch their benefits as long as
possible. Registries can save as much as 30% off
home health agencies without skimping on ser-
vice, making it an unbeatable choice for some
people.

Registries aren’t for everyone. Some people
don’t want to have as much direct involvement in
their care or they have resources and are willing
to pay more. But for those who want more control

over their care and stretch health care dollars, reg-
istries are a great alternative over directly recruit-
ing and contracting caregivers.

They are also a great choice for providers who
either want to expand into private duty or offer
even more private duty choices.  ■

Contractor or employee?
Twenty factors the IRS considers

The Internal Revenue Service (IRS) considers 20
common law factors to determine whether an

individual who performs work for a client com-
pany is an independent contractor or employee.
The IRS uses the factors to establish the amount of
control the company has over the means and meth-
ods of the individual’s performance. They include
behavioral and financial control issues, as well as
how the parties perceive their relationship.

Private duty providers that use caregivers who
are independent contractors should closely evalu-
ate their means of payment to those individuals,
according to Elizabeth Hogue, a health care attor-
ney in Burtonsville, MD. In IRS audits of some of
her clients, a key issue the agency considered 
was whether the caregiver bore any risk for non-
payment. For example, if a client of the private
duty company did not pay for the services he
received, was the caregiver paid anyway? 

Shift the burden

One way to shift financial risk to independent
contractor-caregivers is to require them to bill
and receive payment directly from patients,
Hogue advises.

Companies that have both independent con-
tractors and employees doing similar types of
work should be able to clearly articulate the dif-
ferent means of control it has over the two
groups, advises Russell Hollrah, an attorney in
the Washington, DC, office of Littler Mendelson.
The differences should also be readily identifiable
to employees and independent contractors.

The common law factors include:
1. Instructions. Instructing a worker on when,

where, and how to perform work is evidence of
control and indicative of employee status.

2. Training. The more training a worker
receives through a client company, the more
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likely the worker may be seen as an employee.
3. Integration. As a worker’s services become

more highly integrated or essential to the business
operations of a client company, he is more likely
to be considered an employee.

4. Services rendered personally. If a worker
personally performs services, he may be consid-
ered an employee.

5. Hiring, supervising, and paying assistants.
If a client company hires, supervises, and trains
the worker’s assistants, or if a worker hires,
supervises, and trains employees at the behest of
a client company, the worker himself may be con-
sidered an employee. 

6. Continuing relationship. Ongoing relation-
ships between a worker and a client company
may constitute an employment rather than con-
tractor relationship. The regularity and duration
of the relationship are also factors. 

7. Set hours of work. If a worker must perform
services during specified hours, he may be con-
sidered an employee.

8. Full-time work. A worker may be consid-
ered an employee if he must devote his full time
to an engagement. The amount of work consid-
ered full-time varies with the nature of the occu-
pation the worker is involved in and local
custom.

9. Doing work on employer’s premises. If a
worker uses an client company’s premises and
office equipment to perform services, then he
may be considered an employee, especially if the
work could be performed equally well elsewhere.

10. Order or sequence set. If a worker must
perform tasks in a specified way and follow pro-
scribed routines and schedules, he may be con-
sidered an employee.

11. Oral or written reports. If a client com-
pany requires a worker to submit regular 
status reports, the worker may be considered 
an employee.

12. Payment by hour, week, or month. An
employer-employee relationship may exist when
a client pays a worker at regular intervals.

13. Payment for business and traveling
expenses. Reimbursing a worker for his travel-
ing or business expenses suggests an employee
relationship.

14. Furnishing tools and materials. If a client
company furnishes a worker with tools and
materials needed to complete an engagement,
then it may be considered the worker’s employer.

15. Significant investment. The less a worker
has invested in the facilities or equipment that he
uses to perform his services, the stronger the evi-
dence that he is an employee.

16. Realization of profit or loss. A worker who
earns income from a client company at a fixed
rate, and without risk of loss, is more likely to be
considered an employee.

17. Working for more than one firm at a time.
If a worker performs services for only one client
company at a time, he may be considered an
employee.

18. Making services available to the general
public. A worker who does not offer his services
to the general public may show evidence that he
is an employee.

19. Right to discharge. A worker who can be
discharged at any time for any reason — as
opposed to when he breaches the terms of a con-
tract — may be considered an employee. 

20. Right to terminate. A worker who can ter-
minate an engagement at any time for any reason
— rather than at the completion of the engage-
ment or upon breach of a contract term by the
client — may be considered an employee.  ■

Who’s on first? Avoid the
private duty record shuffle
Automation, assigned duties help

Keeping track of private duty employment
records is a nightmare. It’s not just the chore

of having up-to-date copies of professional and
driver’s licenses, the results of physicals, PPD
tests, CPR, and other certifications. It’s also being
able to know at any given time what is due to
expire for each individual staff member, out of
sometimes several hundred. 

If that’s not enough, then add the variable and
transient nature of private duty work. Some care-
givers work roughly the same amount of hours
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Drive, Burtonsville, MD 20866. Telephone: (301)
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for the same company for years; others only pick
up shifts here and there and may go in and out of
active employment with an agency. 

To complicate matters even more, some care-
givers are irresponsible about providing updated
information, and they drag it out until the agency
has to pull them off cases or threaten them with
termination. 

“Some fax their licenses in and they write
notes on the fax like, ‘This is costing me $3,’ but I
don’t care. It’s their responsibility. Some bring a
copy in the day they get their new license. You
remember those. But the ones you have to beg
and threaten . . . I just find it hard to lean on the
side of those that don’t accept their responsibil-
ity,” says Lea Wilson, RN, MBA, director of
Southfield, MI-based Henry Ford Extended Care.

Stay up to date

No matter what penalties are in place, some 
staff members will be lax about sending in updated
records. Certain measures, however, will encour-
age them to do their part and help simply the over-
all record keeping process. Here are some measures
to follow:

• Require acknowledgment signatures. 
At orientation, Henry Ford Extended Care

requires all new employees to sign a statement
that acknowledges the items that needed to be
updated periodically for their employment files.
It also outlines the consequences of their failure
to comply, such as being removed from cases and
even terminated. 

• Offer bonuses.
Providing one’s employer with information that

it must have to be in compliance with federal and
state regulations and accrediting body require-
ments is a core job responsibility. Doing so, how-
ever, can be just as difficult for the mostly highly
skilled professionals as it is for lower-skilled work-
ers. Mary Milardo, director of Middlesex Home
Health Services of Middlefield in Middlefield, CT,
finds that the company’s bonus system helps its
paraprofessional staff keep up with everyday
aspects of their job. It has reduced turnover and
encourages caregivers to help keep their employ-
ment records current and attend inservices. (For
more on Middlesex’s incentive program, see
Private Duty Homecare, March 1999, p. 29.)

• Automate records.
The best way to ease employment record keep-

ing is to automate, according to Judy Balaban-
Krauss, RN, president of Wellness Home Care in

Goshen, NY. Wellness recently converted to the
Fastrack Acclaim scheduling and billing system.
It allows users to maintain record information for
each staff member and generates a monthly
report of those with impending expirations. 

Although such systems vastly reduce the staff
time involved in maintaining records, they aren’t
foolproof. For example, Wellness must still manu-
ally track inservice attendance. “We keep a log
and review it quarterly to see who needs what,”
Balaban-Krauss explains.

• Keep a tickler file.
Neither Middlesex nor Henry Ford have yet

automated their employment records. Both use a
tickler system that cross-references various due
dates for each employee. Middlesex completes a
one-page form for each employee and files it by
her month of hire. Henry Ford uses color-coded
Rolodex cards.

• Make one in-office person responsible.
With documents for sometimes hundreds of

employees coming in from all over, having more
than one person responsible for filing and moni-
toring records will only complicate the process
and increase the probability of errors. Recognizing
that it takes ongoing diligence, it’s better to assign
the task to someone already somewhat involved
with the caregiving staff who will not be over-
whelmed with the additional responsibility. 

At Henry Ford, the duty falls on one of the
schedulers; at Middlesex, it’s the office manager.
The payroll coordinator at Wellness now inputs
employment information into the company’s
information system; but once the nursing super-
visors have computers at their desks, they will be
responsible, Balaban-Krauss reports.

Keep it simple

• Convert to set recertification periods.
One way to simplify employment record keep-

ing is to use a set recertification schedule so that
all staff will be on the same cycle. Under an
annual system, for example, the CPR certification,
communicable disease checks, driver’s license
verifications, and other requirements would all
be due for every staff member during one month
of the year.

While such a system may ultimately be easier
to administer, it may require even more effort
during the conversion year, to fast-forward all
records of existing employees to the selected
month, and track new employees that will have
short-term record time-lines until they get on the
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Public SBA fairness board
hearings are scheduled

The Small Business Administration (SBA) will
hold two regional fairness board public hear-

ings in August. The first is scheduled for Aug. 4 in
Casper, WY; the second on Aug. 19 in Pittsburgh.
The hearings give small business owners the
opportunity to inform the SBA of the impact of
federal government enforcement and compliance
regulations on small businesses. The scope of the
hearings includes 36 of the 40 federal regulatory
agencies, from the Health Care Financing Admini-
stration (HCFA) to the Internal Revenue Service
and the Occupational Safety and Health
Administration.

Commentary guidelines

Small business owners who wish to comment
at a hearing should contact the SBA office in the
city where the hearing will be held. Those who
contact the SBA before the hearing may speak for
up to four minutes; those who appear at the hear-
ing without prior notification must limit their

comments to two minutes, according to SBA offi-
cials. The SBA encourages speakers to bring writ-
ten transcripts of their comments to facilitate
posting of transcripts on the agency’s Web site.

The SBA advocates on behalf of small business
for federal agency compliance with the Regulatory
Flexibility Act. Since passage of the Balanced
Budget Act of 1997 (BBA), it has received numer-
ous comments from home care providers, and has
urged HCFA to revise various aspects of the BBA
implementation.

Those interested in commenting at the hearing
in Wyoming should call (307) 261-6521; Pittsburgh,
(412) 395-6560, extension 104. Transcripts from
prior hearings are available on the SBA Web site at
www.sba.gov.  ▼

NAHC annual conference
to be held in San Diego

The National Association for Home Care
(NAHC) will hold its annual meeting

October 10-13 at the San Diego Convention
Center. The theme of this year’s conference is
“Demography is Destiny.” It will focus on con-
tinuing to help agencies cope with Balanced
Budget Act of 1997-related issues, while also
educating providers about the increasing impor-
tance of and opportunities for home care, given
the rapidly aging U.S. population and continued
trends away from acute care. The conference will
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next year’s annual schedule. Using a quarterly
system may be easier, Wilson suggests.

• Assess penalties.
Henry Ford generates a list of employees with

impending record expirations about 60 days
before the renewals are due. 

At the same time, it sends a reminder notice to
the staff member. If it does not have the necessary
updates within 10 to 14 days before their expira-
tion, it sends a strongly worded notification letter
to the employee in question, warning that they
risk termination. 

Copies of the notification letter, as well as doc-
umentation of any further disciplinary actions go
into the employee’s file and are considered dur-
ing the individual’s evaluation, Wilson says. 

Those who do not comply will at least be
removed from the cases they’re currently work-
ing. Even if they subsequently provide the
needed information, they must come in to the
office and meet with their supervisor before
returning to work.  ■

• Judy Balaban-Krauss , RN, President, Wellness
Home Care, 252 Main St., Goshen, NY 10924.
Telephone: (914) 294-8364.

• Mary Milardo , Director, Middlesex Home Health
Services of Middlefield, 222 Baileyville Road,
Middlefield, CT 06455. Telephone: (860) 349-
0077.

• Lea Wilson , RN, MBA, Director, Henry Ford
Extended Care, 24445 Northwestern Highway,
Suite 110, Southfield, MI 48075. Telephone:
(248) 352-4890.
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feature 19 program tracks, from alternative/com-
plimentary medicine to new business develop-
ment and telehealth. For more information,
contact the NAHC meetings department at (202)
547-5050.  ▼

HCFA reinstates OASIS

The Health Care Financing Administration
(HCFA) has reinstated assessment and trans-

mission requirements for its Outcome and
Assessment Information Set (OASIS). Following a
test period between mid-July and mid-August, all
Medicare-certified home health agencies must
begin transmitting encoded data on Aug. 25. This
round of OASIS implementation will involve
only patients receiving skilled services reim-
bursed by Medicare and Medicaid. Transmission
of data for skilled patients with other reimburse-
ment sources will be delayed until spring 2000. 

HFCA delayed the collection, encoding, and
transmission of OASIS data on patients receiving
personal care services only until at least spring
2000.

The latest implementation requirements come
after the agency faced a firestorm of controversy
over patient privacy concerns and its initial direc-
tion that providers must discharge any patient —
regardless of their payer source — who refused to
participate in the OASIS assessment. HCFA also
had to take actions to make the OASIS implemen-
tation comply with the Paperwork Reduction Act.

In response to criticism of the initial OASIS
requirements, HCFA has clarified that patients
have the right not to respond to the assessment.
As mandated by the Privacy Act of 1974, patients
will receive a statement of patient privacy rights
that informs them of the purpose of OASIS and
the conditions under which HCFA may release
OASIS data to other federal agencies. 
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HCFA has also removed a question about
patients’ financial circumstances that many con-
sidered sensitive. 

The agency continues to work on a masking
system that by next spring will conceal all unique
identifying information, like names and social
security numbers for patients with nongovern-
mental payment sources. 

The changes postpone, but do not relieve, 
the OASIS implementation burden for Medicare-
certified private duty providers who operate pri-
vate duty and Medicare services out of the same
entity. Especially those with small Medicare
caseloads face added costs across all patients on
slim-margined operations radically different
from those that strictly involve Medicare.  ▼

LifeStyle Options acquires
a private duty company

LifeStyle Options, a personal care company in
Schaumburg, IL, recently acquired Apple At

Your Service, the private duty division of
Downers Grove, IL-based Apple Home Health
Inc. In announcing the sale, Molly Miceli, presi-
dent and chief executive officer of LifeStyle
Options, said, “We’re thrilled about the purchase
of Apple At Your Service. It will allow us to pro-
vide more service to more clients in a larger area
and will ultimately create new jobs.”

Apple Home Health president Steve Frank
indicated that an increased interest in Medicare
and licensed services lead to the decision to sell
Apple At Your Service. “When we decided to sell
the private duty segment of our business, we
approached LifeStyle Options first. We’d known
and admired their professionalism for a long time
and hoped they would be interested in building
on the private duty business we started,” he said.

Apple At Your Service employs 125 caregivers
and services over 200 clients in the southern and
southwestern suburbs of Chicago. Through con-
tractual agreements, Apple also provides on-site
care at several retirement communities in the
greater Chicago metropolitan area. 

LifeStyle Options employs 400 caregivers and
provides care to nearly 1,000 clients mostly in
Chicago and its west, northwest, and northern
suburbs. The company also operates in Phoenix,
Portland, OR, and St. Ann, MO.  ■
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CE objectives

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

1. Describe various music therapy
interventions.

2. Identify three out of the 20 common law
control factors that the Internal Revenue
Service uses to determine whether a caregiver
is an employee or independent contractor.

3. Name two ways to reduce the claims-
payment cycle.

4. List ways to better track employment
records in private duty.  ■


