
OPAT and CoPAT: Getting paid 
for a good practice 
Secondary insurance still the only means for Medicare patients at home 

Everyone has encountered the patient who desperately needs home
care but, for reasons only government bureaucrats seem to under-
stand, doesn’t qualify under current Medicare regulations. 

Patients in need of outpatient antibiotic therapy (OPAT) and commu-
nity-based parenteral anti-infective therapy (CoPAT), but who don’t
need durable medical equipment, are prime examples. All too often,
these patients must either pay out of their own pockets — typically, an
unfeasible option — or rely on another form of insurance, again at their
own expense. 

How the medical community handles situations such as these will
have a great impact on our health care system as our country moves
inevitably to a system that cannot afford to ignore home care. But
until the health care system is revamped, there are people such as
Alan D. Tice, MD, who have found ways to provide patients with
hope and health care without sacrificing either.

“We’ve been able to take outpatient antibiotic therapy and commu-
nity-based parenteral anti-infective therapy to the point where we have

as many people on intra-
venous therapy outside the
hospital as we do inside the
hospital,” says Tice, a 20-year
veteran in the war against
infectious diseases. His
Tacoma, WA-based practice,
Infections Limited, is an out-
patient infectious disease unit
providing community ser-

vices for people with serious infections, treating them at home rather
than just hospitalizing them. 

The practice of administering parenteral anti-infective therapy in the
home and in other community settings has grown rapidly over the past
20 years. In the United States, CoPAT is a multibillion-dollar-per-year
industry. It is estimated that more than 250,000 Americans are treated
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“Medicare regulations were
developed in the mid-1960s,

before people had any 
concept we could be treated

with IV antibiotic therapy 
on an outpatient basis.”



with CoPAT each year, and the growth rate for
this practice is estimated to exceed 10% a year.
But receiving reimbursement for OPAT and
CoPAT, especially from Medicare, can be difficult. 

“Medicare regulations were developed in the
mid-1960s, before people had any concept we
could be treated with IV antibiotic therapy on an
outpatient basis,” says Tice. “Medicare has been
very inflexible, claiming that this was a home
care benefit and was never intended to be cov-
ered in the ‘60s, so we won’t pay for it at all.” 

IV antibiotics administered in the home, with
the exception of those that require durable medi-
cal equipment, are not currently covered by
Medicare. And the huge potential Medicare sav-
ings associated with a new ambulatory IV benefit
underscores the present outdated Medicare cov-
erage policies for outpatient antibiotic therapy. 

The program pays for inpatient care but

excludes equally effective, less costly outpatient
alternatives. This situation not only ignores the
wide acceptance of outpatient IV therapy by the
medical community and private health plans
but also illustrates the need for a change in
Medicare’s benefit structure, which fails to take
advantage of cost-effective medical advances.
Medicare’s blanket prohibition of outpatient
self-administered drugs also is inconsistent
with recent congressional efforts to provide
more care options to Medicare beneficiaries and
to slow the increase in Medicare expenditures.1

Ironically, the benefit for OPAT and CoPAT is
provided if the therapy is applied in doctors’
offices. “If you have a drug you can give once a
day and it’s fairly convenient for a person to go
to a doctor’s office, get an intravenous drug, go
home, and go back the next day, then you’re OK,”
says Tice. 

“We’re able to bill for it. The reimbursement is
not good, and there are many practices in which
doctors feel they can’t afford to provide these
benefits to Medicare patients. But we have a suffi-
cient volume, and I’m able to do so by charging
the cost of the drug in addition to charging for
the room fee and the physician visit,” he says.

However, traveling to a doctor’s office on a
daily basis is just not feasible for some patients,
especially those who require two or more infu-
sions per day. For Medicare patients, having sup-
plemental insurance is currently their only key to
obtaining reimbursement. 

Kathy Pinson, one of Tice’s Medicare patients,
explains why she carries additional coverage. “If
I had to rely totally upon Medicare paying my
bills without having a secondary insurance, I
would have to drive an hour to an hour and a
half every single day to the clinic here to get
treatment.” 

Monitoring the care of patients receiving CoPAT
includes attention to venous access, monitoring by
means of specific laboratory tests, and emphasizing
the importance of administering the first dose in 
a supervised setting. Anti-infective selection and
administration issues involving CoPAT include
observations that once-daily drug administration is
convenient.1 Medicare requires a physician be pre-
sent to oversee the therapy.

“It’s a fairly big hurdle, but we just hate to see
people confined to the hospital because of mone-
tary and regulatory issues,” Tice says. 

“It’s not easy, and the way things are going
with Medicare, it may be increasingly difficult.
Hopefully, some of the focus on health care by the
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IDSA Guidelines

The Alexandria, VA-based Infectious Disease
Society of America guidelines for patient

selection say the following should be observed in
determining which patients should receive com-
munity-based parenteral anti-infective therapy:

❒ The patient’s medical care needs do not
require hospitalization and do not exceed
resources available at the proposed site of
care.

❒ The patient or caregiver is capable of safely
and effectively delivering parenteral anti-infec-
tives and is compliant with recommended treat-
ment and, after discussion of the benefits, risks
(including informed consent when appropriate),
and economic considerations (such as insur-
ance issues), willing and able to participate in
the proposed therapy.

❒ Lines of communication between the patient,
caregiver, physician, and other health care 
personnel are sufficient for monitoring therapy.

❒ The home/outpatient environment is safe and
adequate to support care.1

Reference 

1. Williams D, Rehm S, et al. Practice guidelines for
community-based parenteral anti-infective therapy.
Clin Infect Dis 1997; 25:787-801.  ■



potential presidential candidates will loosen
things up a little bit, and the government will pro-
vide more services to Medicare patients rather
than having them confined to a hospital or going
to a nursing home to get their medications instead
of being treated at home,” he adds.

As far as his non-Medicare patients are con-
cerned, Tice says there has been a general appre-
ciation of the cost savings of OPAT and CoPAT
therapy by most private payers.

“The individual states vary on individual wel-
fare payments,” he says. “Sometimes you just
can’t afford to provide that through your office or
home care company. As far as private insurers are
concerned, they will usually try to get people out
of the hospital as soon as possible because of the
cost savings. A usual day in the hospital is about
$1,000 for an insurance company. A home care
agency will get $150 to $250 per day for the same
treatment for an otherwise healthy person.”

Higher costs threaten quality of care

Private payers, not satisfied with avoiding the
higher costs of hospitalization, have begun ratchet-
ing down the benefits for outpatient therapy, which
Tice says is a real threat to the quality of outpatient
care, especially given the inherent problems of
measuring outcomes and quality assurance in the
nonhospital setting. 

“I think the opportunities and needs are really
there to keep people in the community, at home,
back at work if there is leadership on the part of
nurses, physicians — pharmacists as well. What we
find when we ask people after their course of ther-
apy whether they would prefer to be hospitalized
for another course of IV therapy or to be treated at
home, 99% of them say they prefer to be treated as
outpatients. And these are people who’ve been

hospitalized and then treated as outpatients, so
they know both sides of the fence. We’ve also
found that about half the people who are
employed can go back to work before they com-
plete their courses of therapy. The majority of chil-
dren are able to go back to school, too, and learn
while they’re being treated,” he adds. 

Tice and his fellow physicians have started a
network to try and ensure the quality of care for
outpatient antibiotic therapy. They now have over
4,000 patients in their database from 20 different
sites around the country. The goal is developing a
useful standard to help people understand issues
such as what’s a safe complication rate and what’s
not, and what are the outcomes of therapy. 

According to Tice, the greatest needs for infec-
tion control and quality assurance are in the com-
munity, not in the hospital.

“As medical care evolves, you’ll see more and
more people who used to be required to be in 
the hospital for treatment being treated at home.
Increasingly, we’re faced with the need for a sup-
port system for these people, for quality control
and safety measures, to be certain things go well
with them. But it’s difficult to do. There’s a clear
cost savings of $500 or more per day for their
insurance companies to get people out of the hos-
pital, but there are risks there as well,” he says.
“We have educational materials and are trying to
evolve a network of centers that is going to be
helpful in measuring the quality of care to create
benchmarks. We’ve also been involved in writing
guidelines for CoPAT.” 

Tice says the Alexandria, VA-based Infectious
Disease Society of America has taken a leadership
role in trying to outline the responsibilities of
home care companies that are attending to
patients in their homes. The organization also is
helping develop standards for monitoring
patients to be certain they don’t develop toxic
problems or toxicity from the drugs they are
receiving in order to ensure a positive outcome.
(See box, p. 26.)

The appropriateness of CoPAT for drug- or
alcohol-using patients should be carefully evalu-
ated before therapy is initiated. If a patient was
actively abusing parenteral drugs immediately
before the acute presentation, administration of
IV antibiotics in a supervised setting is recom-
mended. Tice cautions that plans for quality
assurance and outcomes monitoring should be
incorporated into CoPAT programs. 

He also says that an experienced physician
director or advisor for any CoPAT delivery
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Two conferences offered

Two one-day conferences covering ways hospi-
tals can restructure, turn around, prepare, and

help make their home care business successful
under PPS are scheduled this month. 

The first conference is slated for March 6 in
Nashville, TN. The second will be held March 13
in San Francisco. Both conferences are presented
by the Center for Hospital Homecare Manage-
ment Inc. and co-sponsored by Hospital Home
Health and the Tennessee Hospital Association.
For more information, call (800) 266-3583.  ■



organization is important for the success of the
program. The venous access site and device
generally need to be carefully examined every
three to four days by a nurse or physician for
evidence of local tenderness, phlebitis, infiltra-
tion, erythema, or other sign of local infection.

Traditionally, patients or their caregivers have
infused anti-infective drugs by the gravity-infu-
sion method. A variety of alternative methods
including elastomeric infusion devices, syringe
pumps, programmable infusion devices or direct
IV bolus injection techniques has been used
increasingly to circumvent several potential barri-
ers to using CoPAT.2

Because for appropriate candidates ambulatory
IV antibiotic therapy is safe, effective, and less
expensive than inpatient hospital care, private
insurers and Medicare HMOs have promoted
home care for stable patients requiring IV antibi-
otic therapy. A proposed Medicare benefit for
ambulatory IV antibiotic therapy can reduce
Medicare expenditures while providing good

clinical outcomes. Hospitals would continue to
benefit since under the Medicare diagnosis-
related group system they receive a fixed amount
per case, regardless of how long the patient is
hospitalized. 

Medicare fee-for-service coverage of ambula-
tory therapy could also result in substantial cost
savings. Furthermore, the new benefit would be
fully self-financing. As Congress and the presi-
dent continue to consider Medicare program
changes that will reduce expenditures and
expand beneficiaries’ care options, an ambula-
tory IV antibiotic benefit that meets both goals
should receive serious consideration.1

References 

1. Tice A, Poretz D, et al. Medicare coverage of outpatient
ambulatory intravenous antibiotic therapy: A program that
pays for itself. Clin Infect Dis 1998; 27:1,415-1,421.

2. Williams D, Rehm S, et al. Practice guidelines for com-
munity-based parenteral anti-infective therapy. Clin Infect
Dis 1997; 25:787-801.  ■
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It’s time to start looking
past the patient
Helping others can harm caregiver, study shows

According to The Journal of the American Medical
Association, there are an estimated 25 million

family caregivers in the United States, many of
them elderly, who must provide help and support
to a spouse or other family member. In some
instances, the patient may require assistance with
almost every aspect of daily life. 

In many circumstances, families are fortunate
enough to have the assistance of a home care pro-
fessional, however, for much of the time they
must fend for themselves. 

Stress from caregiving takes a toll

The responsibility of looking after a seriously ill
family member only adds to the stress of daily life
and often with harmful results. The JAMA article,
Caregiving as a risk factor for mortality: The
Caregiver Health Effects Study, demonstrated the
depths to which this stress can impact a caregiver.

Elderly caregivers who experience mental or
emotional stress as a result of caring for a dis-
abled spouse are at higher risk of dying than

those spouses who are not caring for a disabled
spouse. After adjusting for sociodemographic fac-
tors and physical health status, the study found
“caregivers who provide support to their spouse
and report caregiving strain are 63% more likely
to die within four years than noncaregivers.”1

(The study did not find that spouses who were caring
for a disabled spouse but not experiencing related
stress had higher mortality rates.)

Spouses are especially at risk

The effects of caring for a seriously ill spouse,
the study showed, greatly contributes to the like-
lihood that the caregiver will experience signifi-
cantly higher levels of depression and anxiety as
well as a greater lack of perceived health. 

After examining 392 caregivers and 427 non-
caregivers between the ages of 66 and 96 who
were living with their spouses, caregivers “are
much less likely to get enough rest in general,
have time to rest when they are sick, or have time
to exercise. All of these factors, and others not
assessed in this study, are possible mediators in
the association between caregiving and mortal-
ity,” the study said.

The study went on to suggest that health care
professionals such as primary care physicians are
in the best position to ascertain caregivers who
may be at risk. 



Home health professionals, it stands to
reason, are in an even better position to
determine whether the stress of caring for
a disabled spouse is too great a strain on
the caregiver — after all, they see firsthand
the condition of the patient’s home and
family. 

As anyone in the business knows, all
too often home care providers end up car-
ing for more than just their patients, for
their families form an integral part of the
patient’s treatment plan and can greatly
impact the likelihood of their eventual
recovery. For home care providers search-
ing for a way to go the extra mile without
doing all the running themselves, JAMA
has made available a checklist  designed
with the at-home caregiver in mind. (See
box, at left.)

Reference

1. Schultz R, Beach SR. Caregiving as a risk factor
for mortality: The Caregiver Health Effects Study.
JAMA 1999; 282:2,215-2,219.  ■

Send a letter to the
doctor about referrals
Educate your docs about the law

If you are still finding that physicians 
are hesitant to refer qualified patients to

home care, it’s probably due to a simple
misunderstanding of the Health Insurance
Portability and Accountability Act of 1996. 

As home care professionals, it’s up to
you to make sure that the physicians you
work with have a clear understanding of
what the law means and says and how it
affects them. 

The reality is that it’s more likely they
will find themselves in hot water for fail-
ing to refer a qualified patient to home
care than if they wrongly make that rec-
ommendation. To help clear the air, the
National Association for Home Care
(NAHC) in Washington, DC, has com-
posed the following memo, which can be
sent to the physicians in your area:
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Caregiver Checklist
Information You Should Know
✔ Name and telephone number of all your loved one’s health

care providers.
✔ Medical conditions and treatment plans, including medica-

tions, special diets, or activities.
✔ Where vital information about bank accounts, wills, and

insurance is kept.
✔ Community agencies and other resources that assist in

caregiving.

Home Safety Checklist
Caregivers should be aware of these potential dangers in the
home when caring for an impaired person:
✔ Poisons, medicines, and hazardous products
✔ Water temperature — adjust setting to avoid burns from hot

water.
✔ Emergency exits, locks to secure house, and if necessary,

door alarms, and identification bracelets.
✔ Fire hazards such as stoves, other appliances, cigarettes,

lighters, and matches.
✔ Sharp objects such as knives, razors, or sewing needles.
✔ Loose rugs, furniture in the way, and cluttered pathways.
✔ Inadequate lighting.

Ways to Reduce Stress
✔ Don’t take on more responsibility than you can handle.

Learn to say “no” or get someone else to help.
✔ Use relaxation techniques like meditating, visualizing com-

forting scenes, or listening to music.
✔ Take one thing at a time. If you have an overwhelming

amount of things that need your attention, pick one task and
work on it. Once you accomplish that task, move on to the
next one.

✔ Make your lifestyle as healthy as possible by eating nutri-
tious meals, limiting caffeine and alcohol, not smoking, get-
ting enough rest, exercising regularly, and balancing work
and recreation.

✔ Schedule time to take a break and do things that you enjoy.
✔ Have family and friends you can turn to for love, support,

and guidance.
✔ Educate yourself about your loved one’s condition.

Information can be empowering.
✔ Consider joining a support group.
✔ See your doctor if the stress begins to feel overwhelming.
✔ Your doctor or other health professional may help you find

resources in the community to give you the support you need.

For More Information
✔ National Mental Health Association at (800) 969-6642 or

(800) 433-5959 (TTY). Web site: www.nmha.org.
✔ Family Caregiver Alliance at (415) 434-3388, or in California

at (800) 445-8106). Web site: www.caregiver.org.

Source: Schultz R, Beach SR. Caregiving as a risk factor for mortality: The
Caregiver Health Effects Study. JAMA 1999; 282:2,215-2,219.



Memorandum
From: William A. Dombi, Esq.
National Association for Home Care
Vice President for Law

RE: Medicare Home Health Services: Physician
Certification Legal Considerations

Significant confusion has developed among
physicians regarding their risks of liability in
certifying a Medicare home health care patient
plan of care. This confusion is the result of a
new law passed as part of the Health Insurance
Portability and Accountability Act of 1996,
which subjects physicians to a civil monetary
penalty where the physician certifies a patient
as meeting Medicare coverage qualifications
when that physician knows that the patient
does not meet those qualifications.

Specifically, the law which took effect for certi-
fications made on or after Aug. 21, 1996, provides
that:

“Any physician who executes a document
described in subparagraph (B) with respect to an
individual knowing that all the requirements
referred to in such subparagraph are not met with
respect to the individual shall be subject to a civil
monetary penalty of not more than the greater of
$5,000 or three times the amount of payments
under Title XVII for home health services which
are made pursuant to such a certification.”

A document described in this subparagraph is
any document that certifies, for purposes of Title
XVII, that “an individual meets the requirements
of section 1814 (a)(2)(C) or 1835 (a)(2)(A) in the
case of home health services furnished to the
individual” 42 USC 1320a-7a(b)(3).

The certification referenced in the law is con-
tained on the patient’s plan of care. Through the
certification, the physician states that the patient
is in need of skilled home health services while
confined to the home.

Reports have surfaced from across the country
that physicians have avoided certifying patients
whose plans of care meet Medicare coverage cri-
teria as the result of the threatened sanction from
the new law. However, this fear is unfounded
unless the physician knows that the patient does
not meet Medicare benefit qualifications, yet cer-
tifies that those qualifications are met. The stan-
dard of “knowing that all the requirements . . .
are not met” would apply in only extremely lim-
ited circumstances such as where the physician
intentionally conspires with a home care agency

to obtain Medicare reimbursement on behalf of a
patient knowing that the patient does not meet
Medicare coverage criteria. An unintentional
error in the physician certification or a matter
where there is a possibility of professional dis-
agreement does not constitute a circumstance,
which meets the test of “knowing.” The Medicare
program would be required to establish that not
only does the patient fail to meet Medicare cover-
age qualifications, but also that the physician
knew that the patient’s needs did not meet those
qualifications and still certified the care as neces-
sary for a patient confined to the home.

Physicians must also be aware of the conse-
quences of failing to facilitate the treatment 
of a patient in the home setting as a result of
unfounded apprehension of a sanction related
to the Medicare physician certification require-
ments. Where a patient has unmet needs, there
is a basis for claiming that the physician has
failed to fulfill his or her duty to treat the
patient. Accordingly, if the physician obstructs
access to necessary home health services and
the patient suffers an injury as a result, the
physician is exposed to liability. 

In summary, a physician is not subject to sanc-
tion if, in good faith, the physician certifies a
Medicare patient is in need of home health ser-
vices and that the patient is confined to the home.
Only in circumstances where it can be established
that the physician knows that the patient does
not meet Medicare coverage criteria is a sanction
set forth in the 1996 amendments applicable.  ■

Who’s getting hurt 
by the BBA?
Some would have you believe no one is

Depending on whom you believe, either the
American public has suffered no ill effects

under the Balanced Budget Act of 1997 (BBA) or
they are being denied access to the most basic of
care with the frailest suffering the most. 

A congressional advisory panel, the Medicare
Payment Advisory Commission (MedPAC), has
reported that Medicare beneficiaries have not lost
their access to health care services under BBA.
The commission based its findings, which are
due out in March as part of the group’s annual
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report to Congress, on the Health Care Financing
Administration’s Beneficiary Health Care Service
Use surveys. 

Those surveys were taken in 1998 at a time
when a large number of the BBA’s payment pro-
visions had already taken place. The surveys
found that only slightly fewer beneficiaries had
delayed seeking health care because of the costs.
The panel also found that a slightly greater num-
ber of beneficiaries didn’t see a physician that
year at all — a fact whose meaning is open to
interpretation.

Among those beneficiaries who receive benefits
through HMOs, the percentage of those who
delayed care because of costs did increase slightly.
But even so, MedPAC feels that the BBA has
“posed no significant threat” to the beneficiaries’
access to health services.

Rising prices

MedPAC’s findings, however, are in direct con-
trast with a host of other studies and testimony
from health care professionals, including hospital
executives who have stated that they have been
forced to cut Medicare services because of the
costs involved. 

Recently released Consumer Price Index fig-
ures, which measure changes in retail prices,
indicate that hospitals, in response to spending
limits imposed by the BBA, raised prices last year
at twice the rate of inflation. 

New government figures show retail prices
rose 5.1% last year compared with a 2.7% infla-
tion rate for all goods and services, the largest
increase since 1994 when prices rose 5.5%. In
1998, when the overall inflation rate was 1.6%,
hospitals raised prices by 3.2%. 

According to the Labor Department’s Producer
Price Index, which measures changes in net rev-
enues (money actually collected by hospitals),
hospitals’ inpatient Medicare revenues rose 1.3%
last year compared with 0.4% the year before.
Inpatient Medicaid revenues grew 0.5% last year,
whereas in 1998 they had fallen by 2.2%. And
inpatient revenues from private payers rose 2.4%
last year compared with 2.1% in 1998. As for out-
patient services, the amount of growth depended
on the payer source outpatient services; Medicare
led the pack with a 2.5% increase. Net revenues
grew last year by 1.6% in comparison to a 1.1%
hike in 1998. 

Self-admitted price increases on the part of
hospitals certainly lend credence to the results

of the findings of a study commissioned by 
the Washington, DC-based groups National
Association for Home Health and the Home
Health Services and Staffing Association
(HHSSA), which helped fund the study. 

The two groups asked researchers at the George
Washington University (GWU) Center for Health
Services Research and Policy, also in Washington,
DC, to conduct a two-part study of the effects of
the home health interim payment system (IPS) on
Medicare patients. 

Last fall, as Congress considered changes in
BBA cuts, the preliminary findings of this study
boosted the case for reform. Now, the final report,
An Examination of Medicare Home Health Services:
A Descriptive Study of the Effects of the Balanced
Budget Act Interim Payment System on Hospital
Discharge Planning, has been published and
shows that Medicare patients are being denied
access, with the sickest patients feeling the great-
est pinch.

In fact, 68% of all hospital discharge planners
surveyed by GWU reported increased difficulty
in initially obtaining home health services for
Medicare patients who require home health
care, according to a report released in January.
Meanwhile, only 22% of hospital discharge
planners surveyed reported no changes in diffi-
culty in obtaining or sustaining home health
care services for Medicare beneficiaries since
implementation of IPS.

A geographic difference

Those findings were included among the
results of the second phase of the study designed
to measure the impact of payment changes man-
dated by the BBA.

HHSSA said the findings are further evidence
of a severe decrease in access to home health ser-
vices for the sickest, most frail Medicare benefi-
ciaries over the past two years. The first part of
the study reported on changes in home health
agency patient admitting practices, clinical prac-
tice patterns, and staffing patterns that could
affect beneficiary access to care or the quality of
that care.

The initial phase of the study found that the
majority of home health agencies responding had
altered their case mix and/or practice patterns to
conform utilization to reimbursement. 

It also found that home health agencies
located in the South generally lack the capabil-
ity to alter their case mix as much as other
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regions. In addition, chronically ill beneficiaries
were found to have experienced the highest
degree of fragmented care as well as more dis-
ruptions in care as a result of payment changes.

This phase of the study zeroed in on the
experience of hospital planners in obtaining
home health services for Medicare beneficiaries
after discharge from the hospital since IPS was
imposed in 1997.

Other major findings from the report include:

1. 61% of discharge planners surveyed
reported increased difficulty in obtaining suffi-
cient intensity of services sought in the initial
placement.

2. 56% of respondents reported increases in
the number of beneficiaries requiring substitute
placements, primarily in skilled nursing facilities,
in lieu of home health services.

3. 41% of discharge planners surveyed
reported increased hospital readmission rates
among beneficiaries initially discharged to home
health services.

4. Discharge planners reported that the type
of beneficiary presenting discharge problems is
predictable based on the beneficiary’s service
needs.

Chronically ill suffer most

According to the report, discharge planners
indicate that the most serious placement and suf-
ficiency problems apply to chronically ill, medi-
cally complex beneficiaries as well as those who
require high-intensity services over a relatively
short period of time.

The beneficiaries found to be most affected
were those with pulmonary disease, congestive
heart failure, IV therapy and infusion needs, dia-
betes, and complex wound care needs. Notably,
no hospital reported home care discharge plan-
ning difficulties for short-term, low-intensity
patients.

“There is compelling evidence of differential
treatment of sicker beneficiaries in response 
to the financial incentives of IPS that suggest
problems with access to and quality of home
care services for this population,” the study
concluded. 

“These findings raise significant policy ques-
tions that should be addressed in evaluating IPS

and any other payment system that may be
developed.”

The report also argued that further studies
should be conducted to track beneficiary health
status through payment changes in payment
methodology and also to evaluate disruptions in
care and the relative cost-effectiveness of care in
different settings. 

“Given the evidence that sicker beneficiaries
have been disproportionately affected by IPS,
greater attention must be focused on structuring
payment to providers to create incentives for
appropriate care to higher-cost beneficiaries,” the
report added.

Eight states involved

This phase of the study examined the experi-
ences of hospital discharge planners in eight
states — California, Florida, Indiana, Iowa,
Louisiana, Massachusetts, Pennsylvania, and
Texas — and focused on the availability of ser-
vices, the need to substitute alternative services,
and changes in hospital readmissions since the
BBA. The report did not address the availability
of these services when patients were discharged
from nonhospital facilities, long-term acute care
hospitals, or through physicians’ offices.

Forty-one hospitals, ranging in size from 56
beds to 1,248 beds, participated in the study. The
response rate was 87%.

[More information on the study is available from
the George Washington University Medical Center at
(202) 296-6922.]  ■

NAHC announces 
its legislative agenda
If initiatives pass, home care could reap rewards

When the Hospice Association of America
announced its 2000 Legislative Blueprint

for Action, included in it were the association’s
top 10 legislative issues. 

They in turn were reviewed and approved by
the Washington, DC-based National Association
for Home Care (NAHC) Government Affairs
Committee. 

Clearly these initiatives are geared to the hos-
pice industry, however, should they pass, there is
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a foreseeable benefit to home care, especially in
terms of wages. 

According to NAHC, the top 10 hospice leg-
islative priorities for 2000 are: 

1. Ensure access to medications necessary for
pain control.

Congress should oppose any legislation that
would directly or indirectly set limits or prohibit
physicians from prescribing adequate and appro-
priate controlled substances for the management
of pain related to terminal illness. 

2. Include in-home respite care in the
Medicare hospice benefit.

Congress should establish a separate payment
category in the Medicare hospice benefit for in-
home respite care. Provision of in-home respite
services would provide family relief and support
while the patient remains at home. 

3. Oppose decreasing hospice reimburse-
ment for dually eligible patients residing in
nursing facilities.

Congress should oppose any legislation that
would decrease the reimbursement for hospice ser-
vices for dually eligible patients residing in nursing
facilities without appropriate data collection and
analysis supporting such a change. Legislative
changes to this area of hospice reimbursement
prior to an in-depth study and analysis will, in
effect, deny access to humane compassionate care
for bona fide eligible terminally ill residents of
nursing facilities. 

4. Amend hospice core service requirements
to permit the delivery of specialized nursing
treatments under contract.

Congress should amend § 1861 (dd)(2)(A)(ii)(I)
of the Social Security Act by including a provi-
sion allowing certain specialized high-tech nurs-
ing services to be provided by contract, under the
direction and supervision of the hospice as neces-
sary to meet the needs of the hospice patient. 

5. Oppose implementation of penalties for
erroneous certification of terminal illness.

Congress should oppose imposition of civil
monetary penalties upon physicians for false 
certification of eligibility for hospice care. 

6. Protect hospices from the impact of
sequential billing.

Congress should require the Health Care

Financing Administration to process and pay all
clean claims as submitted regardless of whether
previous claims have been processed, and pay
interest on claims that are not processed in a
timely manner. 

7. Clarify the definition of hospice multiple
sites.

Congress should clarify the definition of hos-
pice multiple-site service area, establishing a uni-
form, reasonable, and up-to-date policy that
focuses on the ability to provide quality care and
positive outcomes rather than imposing arbitrary
and ineffective time and/or distance require-
ments. This definition should recognize the tech-
nological advances (communication tools that
allow instantaneous information exchange by fax,
telephone, beeper, cell phone, etc.) and provide
efficient and effective ways to “distance-manage”
offices. 

8. Provide sufficient home care and hospice
payments so that agencies can provide appro-
priate wages and benefits to clinical staff.

Congress should provide that federal pro-
grams (Medicare and Medicaid) that finance
home care and hospice services adjust reimburse-
ment to allow for appropriate wage and benefit
levels of all clinical staff.

9. Require demonstration projects to study
special services and financing of end-of-life
care.

Congress should enact legislation that would
provide for demonstration projects to study spe-
cial services and financing of end-of-life care in
home care and hospice settings. Demonstration
projects that study the special care needs of
adults and children and evaluate the practices
and procedures that will improve patient out-
comes and resource utilization for end-of-life care
would contribute valuable information about
care needs and costs at the end of life. 

10. Ensure the portability of advance 
directives.

Congress should support legislation that
ensures the portability of an individual’s advance
directive between health care facilities as well as
between states.

An advance directive belongs to an individual
and should not be interfered with or interrupted
by the laws of any particular state or health care
facility.  ■
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What are the latest 
mergers and acquisitions?

Pharmaceutical manufacturer Glaxo Wellcome
has announced that it will buy SmithKline

Beecham for an estimated $76 billion in stock swap.
When complete, the deal, which is expected to
close by the end of the year, would create the
world’s largest drug company and make it the top
seller of prescription drugs in the United States.
The newly formed company will be known as
Glaxo SmithKline and will have its worldwide
headquarters in the United States.

In other pharmaceutical merger news, Warner-
Lambert in Morris Plains, NJ, has agreed to begin
discussions with Pfizer in New York City, which
not long ago initiated a $77 billion hostile takeover
of Warner-Lambert. 

Up until recently, Warner-Lambert was refus-
ing to even consider a bid from Pfizer, preferring
instead to consider an offer from American
Home Products in Madison, NJ. American Home
Products’ sagging stock prices — now with only
$57 billion to offer — may have caused Warner to
change its mind.

With the stroke of a pen, the 768-bed University
of Maryland Medical System in Baltimore and 
the two-hospital North Arundel Health System 
in Glen Burnie, MD, created Maryland’s third-
largest health care system when the companies
announced their intent to merge. The new com-
pany would have more than $900 million in rev-
enues and 8,600 workers.

Trousdale Medical Center in Hartsville, TN,
has announced that it will be purchased by
Sumner Regional Health System in Gallatin, TN,
for an undisclosed sum. Trousdale is a 35-bed

facility owned by Frank T. Rutherford Memorial
Hospital in Carthage, TN. When the deal is com-
pleted, Trousdale will be turned into a critical-
access hospital. 

Mercy Health Services in Farmington Hills,
MI, and Holy Cross Health System Corp. in
South Bend, IN, have announced their intention
to merge under the name Trinity Health. The
new system will be based in Detroit and will be
the country’s third largest Roman Catholic sys-
tem. The new 44-hospital system will become
operational in April and is expected to earn
about $4 billion in annual revenues.

Plans for the merger of two Honolulu hospitals
have been put on the back burner when talks
recently ended without agreement. The 430-bed
Queen’s Medical Center and the 139-bed Straub
Clinic and Hospital had initially hoped to com-
bine operations to combat rising costs and
decreasing revenues.

Tenet Healthcare Corp. has announced that 
it may consider combining some of the eight
Philadelphia hospitals it bought in 1998 for $345
million at the bankruptcy auction of Allegheny
Health, Education and Research Foundation’s
assets. Profits, it seems, are not shaping up to be
what Tenet had originally hoped.  ▼

Just a few notes 
in health care news

Columbia/HCA Healthcare Corp. in Nash-
ville, TN, may become a thing of the past if

Chairman and CEO Thomas Frist Jr. has his way.
The legally troubled health care giant may
shorten its name to HCA (Hospital Corporation
of America). According to Frist, a name change
would signify that the company is changing its
course and direction with respect to its practices.
Frist founded HCA with his father in 1968. The
company was then purchased by Columbia in
1994. 
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Olsten Corp. in Melville, NY, may find itself
owing money to Medicare if the Health and
Human Services’ Office of the Inspector General
(OIG) discovers that Medicare overpaid the com-
pany’s home health division. In December, the
OIG issued a subpoena for documents from
Olsten.

After examining the six-month health out-
comes of primary-care patients, a study by the
Columbia University School of Nursing has
found that there is no significant difference in
outcome whether the patient was treated by a
nurse practitioner or by a physician. 

Published in The Journal of the American Medical
Association, the study examined 1,316 New York
patients randomly assigned to either a nurse
practitioner or physician. Despite the results, an
accompanying editorial warns that the long-term
outcomes may prove to be a different case.  ▼

Americans’ insurance
woes continue

Californians are faring worse than the rest of
the nation when it comes to having health

insurance. A recent study releases by the Uni-
versities of California at Berkley and Los
Angeles show that of the state’s approximately
30 million residents, nearly a quarter of them
(24%) lack health insurance. 

This figure is striking when compared with the
national rate of uninsured citizens at 17%. In 1998
alone, more than 276,000 Californians lost their
health care coverage. 

Moreover, working Californians are less
likely than employees in other parts of the
country to have health care coverage through
their employers: The study showed that only
58% of working Californians have job-based
health care coverage compared with 69% of
employees nationally.

Perhaps some of this can be attributed to the
rising cost of insuring employees. To that end, a
recent survey released by the consulting firm of
Watson Wyatt Worldwide and the Washington
Business Group on Health shows that while
health care providers’ service fees will rise by an
estimated 3.1% in 2000, employers are experienc-
ing insurance costs increase about 10.4%, no mat-
ter the type of plan, as a result of a growing

demand for high-priced services and products
such as prescription drugs.

In what would prove to be at the very least a
stopgap measure, President Clinton has proposed
a four-pronged effort to help some 5 million of
the 44 uninsured Americans get access to afford-
able health care coverage. 

The plan, estimated to cost taxpayers about
$110 billion over the next 10 years, is in effect a
rehashing of some of the administration’s previ-
ous plans and uses a Medicare “buy-in” for
people between the ages of 55 and 65. 

Under his plan, the State Children’s Health
Insurance Program (SCHIP), which now covers 3
million children nationwide, would be expanded
to include the children’s parents. Applications
would be made “equally simple” for both Medi-
caid and SCHIP to accelerate the number of chil-
dren who are enrolling in either plan each year.

In still another effort to increase American’s
access to health care insurance, the House, accord-
ing to the Congressional Budget Office, has passed
legislation allowing for the creation of regulated
purchasing pools. 
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These coalitions would be federally regulated
and allow small employers to join forces. In all,
about 4.6 million people, including 330,000 addi-
tional employees, would receive their insurance
from these association health plans.  ▼

Home care cost-effective,
says Canadian study

While U.S. home health care agencies were
facing the conundrum of how to cope with

the Balanced Budget Act of 1997 and still stay in
business, the Canadian government, specifically
the Canadian Federal Government’s Health
Transition Fund, was authorizing a study to learn
more about how the rising costs of home care
could be stemmed. 

The $1.5 million program, the “National
Evaluation of the Cost-Effectiveness of Home
Care,” was composed of 15 interrelated studies
each attempting to determine the differences
between home care and various forms of institu-
tional care in terms of their costs and the quality
of care. 

In March 1998, the commission released its
preliminary results, stating that not only was
home care cost-effective but that its use should
be increased rather than restricted. Now, a just-
released report confirms the initial findings.
According to a passage from the executive sum-
mary, the “central finding of this study was that,
on average, the overall health care costs to the
government for clients in home care are about
half to three-quarters of the costs of clients in
facility care.” 

According to a recently released statement
from the National Association for Home Care 
in Washington, DC, the “Comparative Cost
Analysis of Home Care and Residential Care
Services” compared the costs for home care and
institutional care, pharmaceuticals, fee-for-ser-
vice physician visits, and hospital services for
elderly persons living in the province of British
Columbia. On average, home care settings were
$7,000 Canadian dollars less costly than residen-
tial settings. 

The Canadian study went beyond its national
border and examined studies previously done in
the United States, reaffirming those that show
home care’s cost effectiveness and criticizing
those that have come to opposite conclusions.  ■

36 HOSPITAL HOME HEALTH® / March 2000

Kathryn Christiansen, DNSc, RN
Administrator

Rush Home Care Network 
Chicago

John C. Gilliland II
Attorney at Law

Gilliland Associates
Covington, KY

Val J. Halamandaris, JD
President 

National Association 
for Home Care

Washington, DC

Elizabeth E. Hogue, JD
Elizabeth Hogue, Chartered

Burtonsville, MD

Ann B. Howard
Executive Director 

American Federation of 
Home Health Agencies

Silver Spring, MD

Craig Jeffries, Esq. 
Chief Executive Officer
Healthspan Services

Johnson City, TN

Susan Havens Lang, RN, MSN
Executive Director

Christ Hospital 
Home Care/Hospice

Jersey City, NJ

Larry Leahy
Director of Program Integrity
Ruth Constant and Associates

Victoria, TX

Dan Lerman, MHSA 
President

Center for Hospital Homecare
Management
Memphis, TN

Cynthia Runner-Heidt, RN, MSN
Director

Lehigh Valley Home Care
Allentown, PA

Susan Craig Schulmerich
RN, MS, MBA

Executive Director
Montefiore Medical Center 

Home Health
Bronx, NY

Judith Walden, BSN, MHA
Director

Castle Home Care
Kaneohe, HI

Lorraine Waters, RN C, BSN,
CHCE, MA
Director

Southern Home Care
Jeffersonville, IN

EDITORIAL ADVISORY BOARD

Consulting Editor:
Gregory P. Solecki

Vice President
Henry Ford Home Health Care

Detroit

CE objectives

After reading this issue of Hospital Home
Health, you should be able to:

1. Explain the need for secondary insurance
in cases where patients require the adminis-
tration of IV antibiotics in the home. 

2. List the guidelines set forth by the IDSA
with respect to which patients should receive
community-based parenteral anti-infective
therapy.

3. Demonstrate knowledge of under which
circumstances physicians may be sanctioned
for referring a Medicare patient to home care.

4. Analyze the results of a study of the
effects of the home health IPS on Medicare
patients.  ■


