
Home health services continue 
after building lost to hurricane 
Staff overcome communications and travel problems to see patients

(Editor’s note: The devastation that Florida has experienced this hurricane
season is unlike any the state has seen before. This month, Hospital Home
Health relays the experience and lessons learned from one agency caught in 
the middle of Ivan, one of the more powerful storms. In future issues, stories 
of other agencies and additional suggestions for home health managers’ emer-
gency plans will be shared.)

Charley, Frances, Ivan, and Jeanne might be the names of friends
you invite to your house for dinner. But for people living in
Florida, these names represent a trying, traumatic series of hurri-

canes that kept Floridians and the home health agencies that serve them
in a constant state of evacuation, preparation for storm damage, and
cleanup after the storms.

Some Floridians still have their houses and offices standing while
others, such as Sacred Heart Home Care in Pensacola, are having to
relocate and start over because their original spaces were destroyed. 

The force of the wind, rain, and storm surge from Ivan collapsed the
part of the building that housed Sacred Heart’s administration, nursing,
clinical, and pharmacy departments, says Connie Hetterich, RN, admin-
istrator of the agency. “Luckily, a fire wall in the building protected our
durable medical equipment offices,” she adds. 

Records of all active patients were packed up and moved to a safe
space at the hospital before the hurricane arrived. However, records of
inactive patients that were left in the office were moved to higher loca-
tions in case of flooding and covered with plastic. 

“The actual medical records are computerized, but we kept paper
records of consent forms and supporting documentation,” Hetterich
explains. “Unfortunately, we no longer have those records or many 
of the items we had in our desks,” she says.

Little things like Hetterich’s Rolodex file of important phone num-
bers and names are missing because no one imagined that the entire
office would disappear, she adds. 

“We focused on active patient information and employee contact

Providing the highest quality information for 21 years

NOW AVAILABLE ON-LINE! Go to www.ahcpub.com/online.html.
Call (800) 688-2421 for details.

NOVEMBER 2004
VOL. 21, NO. 11  •  (pages 121-132)

IN THIS ISSUE

■ Emergency preparedness:
Hurricane destroys building but
not agency services . . . . cover

■ Emergency tips:
Suggestions from hurricane
survivors . . . . . . . . . . . . . 124

■ Regulatory: Don’t forget
financial and regulatory issues
in emergency . . . . . . . . . . 125

■ Telehealth: The right
program can improve care,
coordination, and patient
satisfaction . . . . . . . . . . . . 126

■ LegalEase: Be careful 
of fraud and abuse in offering
free discharge planning
services . . . . . . . . . . . . . . 129

■ News Briefs: 
— Hurricane-battered 
Florida’s call for nursing 
help is answered. . . . . . . . 130
— 2005 survey fees are 
to see increase . . . . . . . . . 131
— CMS reimbursement 
for flu vaccine rises . . . . . 131

■ Also in this issue:
2004 Salary Survey Report



information so that we could resume care as soon
as possible and so we could check on patients
and employees,” Hetterich points out.

The announcement that Ivan would hit land-
fall at Pensacola came over a weekend, so Sacred
Heart employees started emergency preparations
on Monday, says Nona Wainwright, RN, director
of nurses for the agency. 

Getting ready

Nurses spent the day contacting patients to see
which patients were leaving the area with family
members, which ones were going to a shelter, and
which ones were planning to stay, she explains. 

“We had a good idea of patients’ plans before
we made these calls because, during admission of
new patients, we always ask what they will do if
there is an evacuation or a threat of a hurricane,”
Wainwright says. 

“All of our supervisors also made sure they
talked with each of their employees to find out
what their plans were as well,” she adds. (For
other tips on preparing employees and patients
for emergency situations, see related story, p.
124.)

Extra meds and oxygen delivered early

“Our pharmacy compounded enough drugs 
to carry our patients through 72 hours or a week,
depending on the medication,” Hetterich notes. 

Employees then spent Monday and Tuesday
making extra deliveries, she adds. “[We] also
spent time delivering extra oxygen tanks to
patients.

“We were very glad to see that our patients
had no problems with oxygen in the aftermath 
of the storm and that we had correctly planned
for their needs,” Hetterich continues. “What we
didn’t anticipate were the number of calls from
clients of other vendors who needed oxygen
tanks but could not reach their vendors.” 

While Hetterich’s agency helped other ven-
dors’ clients as they could, the unexpected calls
point out a need for agencies in the area to work
together to develop a plan to address patients’
needs before, during, and after an emergency, 
she stresses.

Ivan hit Pensacola at 1:50 a.m. Wednesday. 
“We were unable to see patients until Saturday
because entire areas were flooded, roads were
closed, and it was dangerous for anyone to
travel,” Wainwright says. 

“On Saturday, nurses started seeing priority
patients, such as wound care patients, as they
could,” she explains.

Although access to many areas was restricted
to prevent looting, home health workers with an
identification badge could go into any area to
check on patients, Wainwright notes. 

“Our employee badge became a very impor-
tant accessory in the aftermath of Ivan,” she says. 

While the agency requires employees to wear
identification when seeing patients, all employees
were reminded to keep their badges with them
starting on Monday, rather than leaving them in
their desks, she points out. 

That was a good idea because after Ivan, many
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of those desk items were missing, Wainwright
explains.

Home health employees were able to continue
working during and after the storm at the hospital
where they helped move patients to safer location
within the building, delivered meals, supervised
children in the “Hurricane Kid Camp” set up for
200 children of hospital and home care employees
during and after the storm, and sat with patients
to calm them. 

“I was surprised to see the number of pregnant
women who were at least 36 weeks pregnant,
some due in one day or two, who came to the
hospital as their shelter,” Hetterich says. 

“We provided mattresses that the home care
agency keeps so that the women would not have
to sleep on the hard hospital cots,” she adds.

Following the storm, many physicians in the
area were unable to provide intravenous therapy
in their offices, so their patients came to the hos-
pital for their IV therapy. 

“Our home health nurses with IV training
were able to supplement the hospital staff so
these patients [could receive] their therapy,”
Hetterich notes.

“Our staff really pitched in to help during the
storm; then the hospital employees helped us
after the storm,” she says. 

Gasoline becomes precious commodity

Hospital support for the home care agency
included space, help from information systems,
maintenance, and administrative departments, as
well as supplies such as water, ice, and gasoline. 

“We did not have to stand in line for water 
and ice — the hospital provided it,” Wainwright
explains. 

“Our sister hospitals in Mobile and Jacksonville
brought cans full of gasoline so our field staff could
make visits, and they also provided employees to
help us get back into business,” she adds.

The gasoline was critical because there was no
electricity in the area, and gasoline pumps don’t
work without electricity, Wainwright points out.
“We did tell employees to make sure their gas
tanks were full Tuesday evening, but power
wasn’t restored for many days in some areas.”

In the two days prior to the storm, all field 
staff made sure OASIS (Organization for the
Advancement of Structured Information Stand-
ards) records and any information on their lap-
tops were dumped to the server, Hetterich
continues.

“We made sure we had backups of the infor-
mation, and we also exported information to our
state CMS [Centers for Medicare & Medicaid
Services] intermediary before we took the server
off-line,” she says. 

Even with those precautions, the server did
suffer some damage so the agency had to work
with paper records for three days; and for some
time, they were unable to submit claims electroni-
cally, she adds. 

Hetterich says she is working with her CMS
intermediary to make sure claims are processed
properly, and she also is notifying other organiza-
tions that OASIS records, medical records, and
claims information may appear out of sync due
to storm damage and losses.

Unforgettable experience

Wainwright plans to incorporate before and
after pictures of the agency’s office into her
employee education on emergency preparation. 

“When you live in Florida, you develop a ten-
dency to become complacent when a hurricane is
predicted because we often prepare for a storm
that doesn’t come. I want to make sure that we
don’t forget what happens when it does hit, to
make sure we all take emergency preparations
seriously,” she adds.

“I just never imagined that we would literally
lose our building,” Hetterich explains. If she had
anticipated the loss, she would have taken items
such as her Rolodex file with her. 

“My staff have always said that if anything
happened to me they would be fine because they
would have my Rolodex file,” Hetterich points
out. 

When asked if her staff are more protective of
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Coming in December 

In the October issue of Hospital Home Health,
we ran the first part of a two-part article on

employee recruitment and retention. 
Due to our coverage of the effects of multi-

ple hurricanes on Florida home health agen-
cies and their suggestions that will help all
home health managers improve their emer-
gency preparedness, the second part of the
article has been moved to our December
issue.  ■



her now that the Rolodex file is gone, she laughs
and says, “Actually, the thing that concerns me is
that they are still looking for the Rolodex file.”

[For more information about Sacred Heart Home
Care’s experience, contact:
• Connie Hetterich, RN, Administrator, Sacred

Heart Home Care, 213 E. Wright St., Pensacola, 
FL 32501. Phone: (850) 416-2578. Fax: (850) 416-
4984. 

• Nona Wainwright, RN, Director of Nurses,
Sacred Heart Home Care, Pensacola. E-mail:
nwainwri@shhpens.org]  ■

What to do before and
after an emergency
Communication is critical 

The most critical issue before, during, and after
any emergency is communications, say the

Florida home health managers who have faced
multiple hurricanes during the 2004 hurricane
season.

“We had no electricity after the hurricane, so
we had no phone system for the home health
agency,” says Sheila Carlson, director of Lee
Memorial Home Health in Fort Myers, FL. (For a
description of other effects of no electricity, see
Hospital Home Health, October 2003, p. 109.)

Don’t count on your cell phones

“Cell phones were not always effective because
the cell phone system was so stressed with the
volume of calls people were making,” she adds. 

“Our field staff have wireless laptops so they
were able to communicate with each other, but
our managers don’t have them, so it was a chal-
lenge to keep in touch with all of our staff,” notes
Carlson.

Her agency also discovered that the hospital’s
telephone system continued working, thanks 
to backup generators and a more sophisticated
system. 

“We will use the hospital’s voice-mail system
next time,” Carlson explains. “We can leave mes-
sages for staff members who can call in for updates
and information.”

“We are considering two-way radios for our
emergency communications,” says Bobbie

D’Angola, administrator of United Home Care
Services in Miami. 

“Our employees see patients in their own
geographical area so, once travel is possible,
they can check on patients; but with no tele-
phone or sporadic cell phone service, we can’t
always communicate with them,” she notes.

Prior to all of the hurricanes’ arrivals, home
health staff members throughout the state were
on the telephone to all clients and staff members
to verify their plans for evacuation. 

Although this season has been unusually
active, Floridians are very aware of the possibility
of evacuation in case of weather emergencies,
says Karen Rutledge, RN, director of nursing for
Omni Home Health in Homosassa Springs, FL. 

Evacuation is a reality for many of her patients
because they live in mobile homes near the Gulf
of Mexico, she adds. 

“All new patient admissions include the com-
pletion of an emergency medical service contact
form that includes a description of the patient’s
needs and the patient’s plans or needs in case of
evacuation,” Rutledge says. 

At the beginning of each hurricane season
(June 1 through Nov. 30), staff members contact
each patient to update the forms, she explains. 

Copies of the forms are forwarded to the
county emergency medical service (EMS) so
EMS personnel know which patients need 
assistance for evacuation. 

As weather worsens, or the threat of severe
weather increases, home health nurses contact
patients to check on them to see if they need fur-
ther help, Rutledge adds. 

Following the hurricane, staff members contact
patients who planned to stay alone in their homes
during the storm, she says. “If we can’t reach them
by telephone, we go to them if we are able to travel
to the area, or we ask EMS personnel to check on
them.”

Prepare patients for evacuation

Admission information for Homosassa
Springs’ patients also includes a checklist for
items to include in an evacuation kit. 

“We make sure patients have all of their medica-
tions, a copy of their medical history with names
and phone numbers of physicians or health care
providers, a list of allergies, a copy of their living
will, if they have one, and any other information
that will help them continue receiving care in the
area to which they evacuate,” Rutledge says.
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Because United Home Care also provides com-
munity-based services to patients other than
Medicare-certified patients, staff help prepare
their patients for the hurricane by stocking
pantries with three to five days of meals that
don’t require electricity to store or prepare, and
water, D’Angola adds. 

“We’ve been lucky this season because our per-
sonal care attendants have been able to continue
seeing patients with no more than a one-day
delay,” she says. 

Because Miami residents, especially the older
people, still have horrible memories of the devas-
tation of Hurricane Andrew in 1992, the aides
and nurses often are responsible for reassuring
patients and reducing their anxiety, D’Angola
notes. 

“We make sure our employees know to stay
upbeat and calm during threats of hurricanes so
that we are able to prepare our patients for the
weather and possible evacuation without scaring
them,” she says. 

“If we do have a patient who is extremely anx-
ious, and the aide cannot reassure [that person],
our licensed clinical social worker will visit the
patient to counsel him or her,” D’Angola adds. 

Most home health agencies are providing coun-
seling services to patients and employees, and it is
a needed service, Rutledge explains. The emotional
toll on staff and patients from this year’s busy hur-
ricane season concerns her. 

“I noticed that, with each hurricane watch or
warning, people were more laid back, less alert,”
she says. “I know that continuous warnings of a
storm that doesn’t always arrive creates a wait
and see attitude that can be dangerous,” Rutledge
admits. She says she plans to continue educating
staff and patients that each warning should be
taken seriously. 

One of the more depressing aspects of a hurri-
cane is that even when the threat is taken seri-
ously, plans can backfire. Rutledge explains, 

“One of our nurses decided that she would
leave our area when Jeanne was approaching.
She left the night before to head to Jacksonville,
only to discover the next day that the storm
changed direction and Jacksonville was right in
the middle of its path,” she adds.

[For more information on home health preparation
for emergency situations, contact:
• Sheila Carlson, Director, Lee Memorial Home

Health, P.O. Box 2218, Fort Myers, FL 33902.
Phone: (239) 332-6440. 

• Bobbie D’Angola, Administrator, United Home
Care Services, 5255 N.W. 87th Ave., Suite 301,
Miami, FL 33178. Phone: (305) 716-0765. Fax:
(305) 716-0288.

• Karen Rutledge, RN, Director of Nursing, Omni
Home Health, 4363 S. Suncoast Blvd., Suite A,
Homosassa Springs, FL 34447. Phone: (352) 628-
4900. Fax: (352) 628-6770. E-mail: krutledge@
omnihha.com]  ■

Financial and regulatory
issues after an emergency 

Although the safety of employees and patients
as well as the resumption of care to patients

is a priority for a home health agency following
an emergency, don’t forget to address financial
and regulatory issues that affect your agency’s
operation, says Connie Hetterich, RN, adminis-
trator of Sacred Heart Home Care in Pensacola,
FL. 

“We notified our CMS intermediary that we
would be submitting paper claims immediately
after the emergency due to lack of electricity and
damage to our server,” she explains. 

Fortunately, the Centers for Medicare & Medi-
caid Services (CMS) had approved paper claims
for agencies affected by the hurricane.

“We also notified the state licensure agency
and our accreditation agency that we had experi-
enced a significant loss of documentation due to
the destruction of our building,” Hetterich says.
(See cover story.)

This notification is important so that Sacred
Heart is not penalized for missing documentation
for this time period, she says. 

Home health agencies in Florida are experienc-
ing real challenges that have not been addressed
by CMS because many of the issues only have
developed recently as a result of multiple mas-
sive storms, says Gene Tischer, executive direc-
tor of the Associated Home Health Industries of
Florida, the state association for home health
agencies in Florida. 

Tischer’s state association, along with the
National Association of Home Care and Hospice
in Washington, DC, has been working with CMS
to address issues such as financial penalties 
suffered by agencies when patients evacuated 
to other areas, claims processing, and OASIS
(Organization for the Advancement of Structured
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Information Standards) time frames.
“We have agencies that have missed OASIS

collection points and reporting deadlines so we
have asked CMS to provide relief; but until that is
given in writing, Florida agencies must do the
best they can to meet OASIS mandates,” Tischer
notes.

Using a holding pattern during emergency

Another policy revision that will help home
health agencies that experience major disasters
and disruption of service is the development of
some type of holding pattern for patients who are
forced to evacuate the service area, he says. 

“A time frame of up to 30 days could be estab-
lished during which another home health agency
can provide service to the agency and get paid for
services performed during the patient’s evacua-
tion, while the initial home health agency can
pick up care where it left off before the evacua-
tion,” Tischer suggests. 

That type of rule would help home health agen-
cies avoid lost revenue created by patients leaving
their service before completion of episodes of ser-
vice or before enough therapy visits had been
made to meet prospective payment system (PPS)
requirements, he adds.

Another issue the state association is address-
ing is the development of a process that enables
home health agencies to use out-of-state home
care nurses to supplement their staff, especially if
agency staff are unavailable due to their own per-
sonal situations or due to evacuation, he says. 

“Out-of-state health workers were allowed to
assist Florida agencies, but they had to volunteer
their time and work through the Red Cross,”
Tischer explains. 

“We need to find a way to allow them to work
for pay under the auspices of a Florida provider
in the future,” he notes.

Until emergency rules are put into place, it is
important to stay in touch with CMS intermedi-
aries and other regulatory agencies to alert them
to problems that your agency may experience in
meeting deadlines, Tischer advises.

[For more information about emergency regulatory
issues, contact:
• Gene Tischer, Executive Director, Associated

Home Health Industries of Florida, 512 N. Calhoun
St., Tallahassee, FL 32301-2600. Phone: (850) 222-
8967. Fax: (850) 222-9251. E-mail: gtisher@ahhif.
org]  ■

Telehealth improves care,
coordination, satisfaction
VA telehealth model opening nationwide

Experts predict a larger role for telehealth in
the health care industry as model programs

demonstrate high patient/caregiver satisfaction
and improved staff efficiency and quality of care. 

Home health agencies and hospices increas-
ingly are using a variety of telehealth services,
says William A. Dombi, JD, vice president for
law at the National Association for Home Care
and Hospice in Washington, DC. 

“The types vary from vital-sign checks to moni-
tors that offer high-resolution pictures of a patient
that allow monitoring of everything from wound
sites to skin tone,” he says.

Hospice agencies are the latest to explore the
advantages of telemedicine, experts say. 

“I’ve been involved in doing research in tele-
medicine since the early 1990s, and one of the
areas that has emerged over time as being an
important area is hospice and palliative care 
services,” says Pamela Whitten, PhD, associate
professor at Michigan State University in East
Lansing. “Telemedicine has huge ramifications
for hospice and palliative care,” Whitten adds.

The Veterans Health Administration (VHA) in
Bay Pines, FL, launched a telemedicine care coordi-
nation service in 2000 as a way to provide home
services while keeping patients connected to the
health care system, says Patricia Ryan, RN, MS,
director of the Veterans Integrated Service Network
8 (VISN-8) and acting associate chief consultant to
the VHA Office of Care Coordination in Bay Pines.

VISN-8 recently added hospice and palliative
care services to the program, and there are plans
to roll out the telehealth program in other states,
she says. 

“We’re not taking over any other of the health
care programs we have in the VA system, but
this is a complex system,” Ryan explains. “So
what we wanted to do was make sure that those
patients who were very sick and clinically com-
plex could participate in their own care at home,
and if they needed hospice care, we were there
for them.”

The Michigan telehealth program was limited
to home health for the purposes of research, says
Whitten. 

“We decided to determine what type of 
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technology could be brought into the home in a
realistic manner, and we decided to use video
phones that use analog phone lines,” she adds. 

“We wanted to look at areas where there was a
potential challenge in access, and so we provided
telehealth services to rural areas and an urban
area,” Whitten notes.

The rural areas were located in Northeastern
Michigan, where severe winter weather some-
times makes it difficult, if not impossible, for
home health professionals to visit patients,
Whitten explains. 

The urban area selected was in parts of Detroit,
where one challenge is to provide evening home
health services to some low-income patients
because of safety issues, she adds.

The Bay Pines VHA’s telemedicine project is
divided into 21 programs across the state of Florida
and in Puerto Rico, and each program serves a dif-
ferent population, Ryan says. 

For example, one program at the San Juan,
Puerto Rico, VA serves only diabetes patients,
and another serves wound care patients. In
northern Florida, there is a palliative care pro-
gram, and another program serves most chroni-
cally ill medical patients, she explains.

Program targets clinically complex patients

The hospice/palliative care program has a
chaplain who serves as care coordinator. While
that was the first formal telehealth program,
many of the other programs also will help
patients stay at home at the end of their lives,
Ryan adds. 

“Not everyone in the VA system is enrolled in
these programs,” she notes. “We look at those
who use the system the most — the most clini-
cally complex patients.”

Dombi, Whitten, and Ryan describe some of
the features of telehealth programs and how they
may fit in with existing home health services. 

Here are their observations and advice regard-
ing starting a telehealth program:
• Understand the licensing and legal issues.

While a telehealth program doesn’t need a 
special license, there are circumstances when its
use could be in violation of state licensing laws,
Dombi says. 

For instance, if a physician is licensed in New
Jersey and is providing health care services to a
New York resident via telemedicine, then this
could be a violation of licensing laws because 
the doctor is not licensed to practice medicine 

in New York. It’s also important to understand
the special liability and malpractice concerns that
affect telehealth programs, he says. 

“There are some issues that arise regarding
practice acts for nurses,” Dombi points out.

Nurses must comply with state nurse practice
acts. States commonly only give nurses limited
authority to act without a physician order; and in
most states, nurses usually can only provide care
consistent with a physician’s order, he explains. 

So the question arises: “Do they need an order
to use telehealth service in the fashion they are
using it?” Dombi asks. 

“We’ve long recommended having specific
physician orders for telehealth, for both liability
and licensing issues,” he adds. 

“The liability concern relates to someone who
has the responsibility to the patient, and then
something goes wrong and leads to injury; if the
nurse is acting consistently with the physician’s
order, then you’re at least sharing risk with the
physician,” Dombi says.
• Select the telehealth model that works best

for your clientele and staff.
The telehealth study conducted in Michigan

found that patients uniformly liked the service,
and many even wanted to use it more frequently,
Whitten says. 

Challenge came from providers’ resistance

“Some providers loved it from Day One, and
some providers resisted it,” she says. “The chal-
lenge was not with the patients accepting tele-
health and liking it; the challenge was with the
providers.”

This project used videophones and video mon-
itors plugged into existing telephone lines. All
patients would have to do is push a button for a
video connection, making it a very simple pro-
cess, Whitten explains. 

The staff would conduct home visits via the
video phones in the same way they would con-
duct a visit in person, with each visit tailored to
the particular patient, she says. 

“Some might need a pain assessment and to
talk about issues with pain, and others might
need counseling of some type,” Whitten adds. 

“Sometimes, the providers would just call in 
to check on their comfort and check on bed sores
or wounds.” At other times, hospice providers
might provide support services to family mem-
bers or caregivers, she adds. 
• Care coordinators direct telehealth services.
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The VA telehealth program provides a nurse
practitioner and chaplain for palliative care ser-
vices, and also provides easy access to physicians,
an interdisciplinary team, and anyone else who is
needed, Ryan says. 

Selecting the appropriate technology

The first step is to assign the patient a care
coordinator who selects the technology that will
be used to provide the telehealth services, she
points out. 

Typically, the technology is a 365-day messag-
ing unit, about twice the size of a caller ID box,
that is connected to the patient’s telephone. 

Each morning, the unit will beep until the
patient responds to 10 to 15 questions that
require four simple button presses to answer. 

Based on these answers, the care coordinator
labels each person as “green” for OK and “yel-
low” if the patient needs to be watched, Ryan
explains. 

The patient’s answers to the questions are sent
to a computer, where the care coordinator can
evaluate all the patients’ results to determine
who needs to be called that day, she adds.
• System tailors education to patient.

The system then automatically delivers educa-
tion to the patient based on how the patient
answered questions, Ryan says. 

“Instead of giving patients a 3-inch notebook
with information, you give them education based
on their answers and on their behaviors,” she
notes. 

For patients who are unable to use that tech-
nology, a videophone also is available, Ryan
adds. Either way, patients are monitored by the
technology, but they always have someone they
can call in case of an emergency or if they have
additional questions. 
• Provide initial home visits, emergency care,

and follow-up support.
It typically takes one home visit to set up the

messaging device if patients need assistance, she
says of the VA’s telehealth system. 

“Everyone who receives a telemonitor will
receive a home visit, but there are some patients
you wouldn’t visit at home at all,” Ryan says. 

“We screen everyone to see if they need a
home visit, and for the palliative care population,
we make at least one or two visits to their home,”
she adds. 

For palliative care patients, the care coordina-
tor will establish routine communication with the

caregiver to assess the caregiver’s burden, notes
Ryan. 

“A lot is done by the phone, but as more of a
scheduled activity to relieve the caregiver’s stress,”
she explains. 

“Also, for palliative care patients, we’ll arrange
for respite care if it’s needed, because a lot of time,
there’s access to a lot more community services,”
Ryan continues.

The program provides some patients with
added support through the use of a videophone
that the patient can use to speak with another
family member who is too ill to visit the patient,
she adds. 

The chaplain will keep in touch with the patient
and family by telephone and may schedule regu-
lar appointments for spiritual counseling.

The chaplain, like other care coordinators, also
serves as a conduit to the primary care physician
and other providers, so if a patient needs access
to some service, the chaplain will arrange it for
the patient, Ryan says. 

Patients who need help outside of scheduled
calls and visits can call a 24-hour nurse during
off-hours, she adds. 

So far, the system has helped reduce unneces-
sary emergency department visits and hospital-
izations, Ryan notes. 

Hospice nurses, physicians, and other clini-
cians know that the care coordinator is keeping a
close eye on the patient, so if the care coordinator
calls to request that someone see the patient, the
visit is scheduled immediately, she says. 

Sometimes, patients in the Michigan program
will call in for assistance via the videophones, 
but usually their telehealth visits are scheduled,
Whitten notes. 

There have been occasions when the telehealth
service has saved nurses hours of commuting
time when an emergency has occurred, she notes. 

For example, one patient’s caregiver in north-
ern Michigan called to say the patient was having
some abdominal discomfort, and the caregiver
didn’t know what the problem was. 

The nurse asked the caregiver to move the
videophone camera down the patient’s body so
she could look at the patient, and she discovered
a kink in the Foley catheter. 

Once the caregiver unkinked it, following the
nurse’s instructions, the patient’s discomfort
eased, Whitten recalls. 

“That would have been a 60-mile visit out and
back in the middle of the night for the nurse,” she
says.  ■
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Fraud and abuse in 
free discharge planning
By Elizabeth E. Hogue, Esq. 
Burtonsville, MD 

Hospitals are required to provide discharge
planning services. Case managers who pro-

vide these types of services and agencies that
receive referrals from hospitals must be aware 
of a possible type of fraud and abuse in the form
of free discharge planning services.

Anti-kickback and rebate statute

Specifically, there is a federal statute that 
governs illegal remuneration in the Medicare,
Medicaid, and other federal and state health care
programs. 

The statute is often called the “anti-kickback
and rebate statute.” It basically says that anyone
who either offers to give or actually gives any-
thing to anyone to induce a referral has engaged
in criminal conduct.

Possible penalties for violation of this statute
include imprisonment, fines, suspension and
exclusion from participation in the Medicare,
Medicaid, and other state and federal health 
care programs and civil money penalties. So the
stakes are extremely high.

The Office of the Inspector General (OIG) 
of the U.S. Department of Health and Human
Services is the primary enforcer of fraud and
abuse prohibitions. 

The OIG stated in a Special Fraud Alert pub-
lished in June 1995, that the activities of coordi-
nators and liaisons supplied by providers who
want referrals cannot supplant the services of
discharge planners. 

When coordinators and liaisons perform ser-
vices that discharge planners are supposed to
perform, it is a kickback or rebate to referral
sources in the form of free discharge planning
services.

Recently, discharge planners/case managers 

at hospitals and long-term care facilities seem to
have increased interest in entering into written
agreements with post-acute providers such as
home care agencies, home medical equipment,
and hospices to provide coordinators and
liaisons. 

Although written agreements for the provision
of coordinators/liaisons are not required, they
may be acceptable if appropriately drafted. 

Specifically, these agreements must be drafted
very carefully to avoid possible kickbacks and
rebates. 

Here are some of the potential pitfalls of such
agreements that should be avoided:

1. Agreements should not require administrators
to keep a coordinator/liaison in the facility 
on a full-time basis unless the number of refer-
rals clearly justifies the commitment of an
employee for this amount of time. Otherwise,
this requirement may reinforce the likelihood
that this arrangement will be viewed by the
OIG as an impermissible kickback or rebate. 
If the liaisons/ coordinators are not providing
discharge planning services, there is no need
for them to be on the premises on a full-time
basis. Rather, an agreement for legitimate coor-
dinator/liaison activities would require them
to be available to receive referrals on an as-
needed basis only. If providers supply liaisons
and coordinators under the proposed agree-
ments on a full-time basis, but do not receive
enough referrals to justify assignment of per-
sonnel on a full-time basis, it reinforces a con-
clusion that liaisons and coordinators actually
are supplying discharge planning services in
exchange for referrals.

2. Agreement for the provision of coordinators/
liaisons should not require them to develop
and/or implement an appropriate discharge
plan or to document these activities in patients’
charts. Medicare Conditions of Participation
for hospitals make it quite clear that it is the
job of discharge planners to develop and
implement appropriate discharge plans. 

3. Agreement for liaisons and coordinators should
not include a requirement that they must be
RNs. It is common practice in post-acute care
industries to utilize coordinators and liaisons
who are not licensed professionals who per-
form very effectively in these positions. A rea-
sonable interpretation of this requirement is,
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therefore, that liaisons and coordinators must
be RNs because they will, in essence, be provid-
ing discharge planning services.

4. Discharge planners/case managers should 
not propose agreements for use of coordinators
and liaisons that include indemnification 
provisions. If no free discharge planning ser-
vices are being provided, there is no need for
indemnification.

5. Hospitals that elect to have written agree-
ments with providers who supply coordina-
tors and liaisons also must be careful to
handle compliance with Health Insurance
Portability and Accountability Act privacy
requirements appropriately. Specifically,
providers who supply coordinators and
liaisons should not be required to sign busi-
ness associate agreements. The Standards of
Privacy of Individually Identifiable Health
Information generally define a business asso-
ciate as an entity that performs a services on
behalf of a covered entity. The OIG is likely 
to conclude that the services performed by
providers as business associates on behalf of
hospitals are discharge planning services. 

The standards and related materials also make 
it clear that providers who receive referrals from
other providers are not business associates of refer-
ring providers. 

Such referrals, including information shared 
to make referrals, is part of treatment, payment,
and health care operations of covered entities 
that does not require consent of patients to 
disclose.

Agencies are in the proverbial hot seat as the
marketing activities of post-acute providers and
enforcement activities by the OIG heat up. 

They must be careful to keep up to date on
these issues.

[For a complete list of  publications, contact: 
• Elizabeth E. Hogue, Esq., 15118 Liberty Grove,

Burtonsville, MD 20866. Phone: (301) 421-0143.

Fax (301) 421-1699. E-mail: ehogue5@ Comcast.net
• To obtain more information about negligence and

risk management related to wound care in a book —
Legal Liability — send a check for $30 (includes
shipping and handling) to Elizabeth E. Hogue at
the address above. 

• To obtain a copy of Wound Care: Legal Issues,
send a check for $35 (includes shipping and han-
dling) to Elizabeth E. Hogue.]  ■

Florida’s urgent call for
nursing help is answered

Florida has received an overwhelming response
from hospitals offering the names of nurses

willing to temporarily travel to the state to help
relieve hurricane-weary nursing staff or assist
with public health needs resulting from the four
hurricanes that ravaged the state. 

Volunteer help has been offered from several
states: “Virginia, South Carolina, California,
North Carolina, Tennessee, and Colorado; and 
we already have 16-member teams in place from
Iowa and Oklahoma,” says Monica Rutkowski, 
a member of the Florida Department of Health’s
(DOH) Public Health Nursing Team. 

The American Hospital Association, work-
ing with the American Organization of Nurse
Executives and many state hospitals in the
Southeast, asked hospitals for help in identify-
ing nurses willing to assist in Florida’s hardest-
hit areas. 

The Florida State Board of Nursing is granting
temporary licenses to the out-of-state nurses, so
they can be assigned to hospitals, health clinics,
and special-needs shelters, Rutkowski explains. 
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The Florida DOH, which organized the nurse
volunteer effort with the Florida Hospital Associa-
tion, will continue to contact nurse volunteers as
specific needs are determined.  ▼

JCAHO announces 2005
survey fee increase

The Joint Commission on Accreditation of
Healthcare Organizations’ survey fees will

increase for 2005.
The fee increases, only the second in the last

decade, will vary by program and, within pro-
grams, will vary by the types and volumes of 
services provided. 

The Joint Commission also announced plans 
to institute a subscription billing model in 2006
that will allow accredited organizations to begin
to spread their survey fees over the three-year
accreditation cycle. 

The Joint Commission has changed the survey
process significantly in the past two years and
added a variety of new services that have increased
the costs of conducting surveys, according to
Dennis S. O’Leary, MD, president of the Joint
Commission. 

The final fee schedule had not been set as 
of publication date, but the estimated average
increase for home care is $880. For specific pric-
ing, contact the Joint Commission Pricing Unit 
at (630) 792-5115 or by e-mail to pricingunit@
jcaho.org  ▼

CMS reimbursement 
for flu vaccine rises

The Centers for Medicare & Medicaid Ser-
vices (CMS) has announced an increase in 

the Medicare Part B payment allowance for this
year’s influenza vaccine.

Reimbursement for the influenza vaccine is
$10.10 per adult dose, an increase of $0.15 from
last year’s price of $9.95. This year’s pneumococ-
cal vaccine payment allowance is $23.28, also up
from last year’s price of $18.62.

The price is effective starting Sept. 1 and is
good until Dec. 31. Because the total vaccination
Part B reimbursement includes the Medicare

allowance price plus administration costs, and
those costs vary according to administration area,
each agency’s payment will differ, according to
CMS officials.  ■
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CE questions

5. Following Hurricane Ivan, which area of service
indicated the need for home health agencies to
address some emergency preparedness issues
as a group, according to Connie Hetterich, RN,
administrator of Sacred Heart Home Care in
Pensacola, FL?
A. fewer available staff due to evacuations
B. claims processing during power outages
C. communications between staff and patients
D. requests for extra oxygen tanks from other

agencies’ clients

6. Name one service that home health agencies
should be prepared to offer employees and
patients following a lengthy emergency situation,
according to Karen Rutledge, RN, director of
nursing for Omni Home Health in Homosassa
Springs, FL.
A. extra pay or discounted services
B. time off for employees
C. counseling 
D. assistance in filing claims

7. Which of the following do Dombi, Whitten, 
and Ryan of the Veterans Integrated Service
Network 8 recommend regarding starting a 
telehealth program?
A. Understand the licensing and legal issues.
B. Select the telehealth model that works best

for your clientele and staff.
C. Use a care coordinator to direct telehealth

services.
D. all of the above

8. According to Elizabeth E. Hogue, Esq., in her
article on fraud and abuse in free discharge
planning services, the anti-kickback and rebate
statute basically says that anyone who either
offers to give or actually gives anything to any-
one to induce a referral has engaged in criminal
conduct.
A. true
B. false 

Answer Key: 5. D; 6. C; 7. D; 8. B 
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3. Describe practical solutions to the problems that
the profession encounters in home care and
integrate them into daily practices. ■

BINDERS AVAILABLE
HOSPITAL HOME HEALTH has sturdy plastic binders
available if you would like to store back issues of the
newsletters. To request a binder, please 
e-mail ahc.binders@thomson.com.
Please be sure to include the name of the
newsletter, the subscriber number and
your full address. 

If you need copies of past issues or prefer
on-line, searchable access to past issues, you may get
that at http://www.ahcpub.com/online.html.

If you have questions or a problem, please call customer
service at (800) 688-2421.

13. Publication Name 14. Issue Date for Circulation Data Below

15. Extent and Nature of Circulation Average No. of Copies Each Issue Actual No. Copies of Single Issue
During Preceding 12 Months Published Nearest to Filing Date

a. Total No. Copies (Net Press Run)

(1) Paid/Requested Outside-County Mail Subscriptions Stated on 
Form 3541. (Include advertiser’s proof and exchange copies)

(2) Paid In-County Subscriptions (Include advertiser’s proof and 
b. Paid and/or exchange copies)

Requested
(3) Sales Through Dealers and Carriers, Street Vendors,Circulation

Counter Sales, and Other Non-USPS Paid Distribution

(4) Other Classes Mailed Through the USPS

.c. Total Paid and/or Requested Circulation
(Sum of 15b(1) and 15b(2)

d. Free (1) Outside-County as Stated on Form 3541
Distribution
by Mail
(Samples, (2) In-County as Stated on Form 3541
Complimen- 
tary and

(3) Other Classes Mailed Through the USPSOther Free)

e. Free Distribution Outside the Mail (Carriers or Other Means)

f. Total Free Distribution (Sum of 15d and 15e)

g. Total Distribution (Sum of 15c and 15f)

h. Copies Not Distributed

i. Total (Sum of 15g,  and h.

Percent Paid and/or Requested Circulation
(15c divided by 15g times 100)

16. Publication of Statement of Ownership
Publication required. Will be printed in the ______________________issue of this publication. Publication not required.

17. Signature and Title of Editor, Publisher, Business Manager, or Owner Date

I certify that all information furnished on this form is true and complete. I understand that anyone who furnishes false or misleading information on this form or who omits
material or information requested on the form may be subject to criminal sanctions (including fines and imprisonment) and/or civil sanctions (including multiple damages
and civil penalties).

Instructions to Publishers
1. Complete and file one copy of this form with your postmaster annually on or before October 1. Keep a copy of the completed form for your records.

2. In cases where the stockholder or security holder is a trustee, include in items 10 and 11 the name of the person or corporation for whom the trustee is acting. Also
include the names and addresses of individuals who are stockholders who own or hold 1 percent or more of the total amount of bonds, mortgages, or other securities
of the publishing corporation. In item 11, if none, check the box. Use blank sheets if more space is required.

3. Be sure to furnish all circulation information called for in item 15. Free circulation must be shown in items 15d, e, and f.

4. Item 15h., Copies not Distributed, must include (1) newsstand copies originally stated on Form 3541, and returned to the publisher, (2) estimated returns from news
agents, and (3), copies for office use, leftovers, spoiled, and all other copies not distributed.

5. If the publication had Periodicals authorization as a general or requester publication, this Statement of Ownership, Management, and Circulation must be published; it
must be printed in any issue in October or if the publication is not published during October, the first issue printed after October.

5. In item 16, indicate date of the issue in which this Statement of Ownership will be published.

6. Item 17 must be signed.

Failure to file or publish a statement of ownership may lead to suspension of second-class authorization.

PS Form 3526, September 1999 (Reverse)

Hospital Home Health September 2004

November 2004

Publisher 9/27/04

271 250

116 100

1 0

1 1

12 10

130 111

20 21

2 1

0 0

25 25

47 47

177 158

94 92

271 250

73 70

United States Postal Service
Statement of Ownership, Management, and Circulation
1. Publication Title 2. Publication No. 3. Filing Date

4. Issue Frequency 5. Number of Issues Published Annually 6. Annual Subscription Price

7. Complete Mailing Address of Known Office of Publication (Not Printer) (Street, city, county, state, and ZIP+4) Contact Person

Telephone

8. Complete Mailing Address of Headquarters or General Business Office of Publisher (Not Printer)

9. Full Names and Complete Mailing Addresses of Publisher, Editor, and Managing Editor (Do Not Leave Blank)
Publisher (Name and Complete Mailing Address)

Editor (Name and Complete Mailing Address)

Managing Editor (Name and Complete Mailing Address)

10. Owner (Do not leave blank. If the publication is owned by a corporation, give the name and address of the corporation immediately followed by the names and
addresses of all stockholders owning or holding 1 percent or more of the total amount of stock. If not owned by a corporation, give the names and addresses of 
the individual owners. If owned by a partnership or other unincorporated firm, give its name and address as well as those of each individual. If the publication is
published by a nonprofit organization, give its name and address.) 

Full Name Complete Mailing Address

Thomson American Health Consultants 3525 Piedmont Road, Bldg. 6, Ste 400

Atlanta, GA 30305

11. Known Bondholders, Mortgagees, and Other Security Holders Owning or 
Holding 1 Percent or More of Total Amount of Bonds, Mortgages, or 
Other Securities. If none, check box None

Full Name Complete Mailing Address

Thomson Healthcare, Inc. Five Paragon Drive

Montvale, NJ 07645

12. Tax Status (For completion by nonprofit organizations authorized to mail at nonprofit rates.) (Check one)
The purpose, function, and nonprofit status of this organization and the exempt status for federal income tax purposes:

Has Not Changed During Preceding 12 Months
Has Changed During Preceding 12 Months (Publisher must submit explanation of change with this statement)

PS Form 3526, September 1998 See instructions on Reverse)

10/01/04

$499.00

Robin Salet

404/262-5489  

Hospital Home Health

Monthly

3525 Piedmont Road, Bldg. 6, Ste. 400, Atlanta, 
Fulton County, GA 30305

3525 Piedmont Road, Bldg. 6, Ste. 400, Atlanta, GA 30305

0 8 8 4 - 8 9 9 8

12

Brenda Mooney, 3525 Piedmont Road, Bldg. 6, Ste. 400, Atlanta, GA 30305

Sheryl Jackson, same as above

Chris Delporte, same as above



November 2004 Salary Survey / Supplement to HOSPITAL HOME HEALTH® 1

The good news for respondents to the 2004
Hospital Home Health Salary Survey is that 85%

of survey respondents saw their salary increase
between 1% and 6% in 2004. Even better news for
10% of respondents was the 11% to the more than
21% increase they received. (See chart, below.)

What’s the bad news?

The bad news is that home health managers are
having to face increasing salaries at the same time
they try to attract new employees and deal with
shrinking reimbursement. 

Experts interviewed by Hospital Home Health
point out that there are ways to recruit and retain
employees without resorting to salary wars.

Judith Walden, BSN, CHCE, director of Castle
Home Care in Kaneohe, HI, admits that she is 

fortunate in many ways. “We have little turnover
and we are continuing to grow,” she says.

“We do not offer financial incentives to attract
new employees, but we do pay at the same level as
the hospital, and we offer flexible hours and good
benefits,” Walden explains. 

These benefits, along with little competition in
her area, have made it easy to fill positions as her
staff size increases, she adds. 

Does hospital affiliation help?

Hospital affiliation can be a plus when it comes
to offering benefits, as 40% of survey respondents
who report hospital affiliation can attest. The other
60% of survey respondents report that they work in
freestanding agencies.

Ownership or control of home health agencies

Rising salaries increase importance of retention
Nonmonetary efforts attract and keep employees on the job
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represented in the survey ranged from 5% owned
by colleges or universities; 10% controlled by
state, county, or city government authorities;
35% owned by a for-profit entity; to 50% oper-
ated by a nonprofit corporation. 

The greatest percentage of respondents,
45%, are located in the Midwest, and 30% are
located in the West.

“We offer a traditional benefit package for
full-time employees that includes health, den-
tal, life, and disability insurance along with a
401K plan,” points out Lawrence M. Leahy,
MHA, CHCE, vice president of business
development for Foundation Management
Services, a Denton, TX-based company that
owns and manages home health and hospice
agencies. 

“We have seen a reduction in our home care
staff and our administrative staff, but our hos-
pice business is growing. Turnover throughout
our agencies is moderate but more prevalent
within the home care agencies,” Leahy adds.

Why do staff members leave?

The major reason for employees leaving
their agencies is movement out of the area,
according to Walden and Leahy. 

This is an issue rural agencies deal with
on a regular basis. 

Only 15% of survey respondents are
located in rural areas, with 10% located
in urban, 25% in suburban, and 45% in
medium-sized cities.

Neither Walden nor Leahy report
any problems finding new employees
because their agencies have excellent
reputations as employers within their
communities. (For more about the
importance of agency reputation and
recruitment see “Your agency can
become the local home health care
employer of choice” Hospital Home
Health, October 2004, p. 109.)

“We occasionally use newspaper
advertisements, but our reputation
means that word-of-mouth advertise-
ment about openings works best,”
Leahy notes.

Because her agency offers competi-
tive benefits and salary, Walden also
points to word of mouth as the best way
to attract new employees. 

“Our best recruiters are our current
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staff members who have friends in other home
health agencies.” 

Employees who can handle their jobs

Even when it is easy to fill positions, it is
important to make sure you are getting employ-
ees who have the experience and skills to handle
the job. Salary survey respondents carry impres-
sive credentials with 25% holding RN licensure
and 20% holding graduate-level degrees. (See
chart, p. 2.)

Years of experience also are present in survey
respondents with 20% reporting between 10 
and 12 years of experience in home health and
another 25% reporting between 13 and 18 years
of experience. (See chart, p. 2.)

When asked how long they have worked in
health care, 45% of survey respondents report
more than 25 years, and 30% report between 13
and 21 years of health care experience.

Even if your agency isn’t experiencing high
turnover rates, look carefully at your staff mem-
bers’ ages to predict future turnover. 

Only 10% of survey respondents report their
age as younger than 30, while 20% report their
age as between 36 and 40. (See chart, at left.)

The most significant response to the question
asking age was the 45% of respondents who indi-
cated that their age was between 46 and 50.

Income levels follow age and experience with
50% of survey respondents reporting incomes of
$70,000 per year up to $130,000 or more annually.
(See chart, above.)

Thirty-five percent of respondents reporting
income higher than $70,000 carry the title of vice
president/executive.

Offer your staff opportunities to advance

One of the keys to retention of good employees
is offering them a chance to advance in responsi-
bility, education, or professional certification,
according to Leahy. 

“We offer internal continuing education unit
programs, career ladders for all staff members,
opportunities for staff members to develop new
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programs, and support of professional certifica-
tion,” he notes. 

No one promotes home health as an easy job if
they want the new employee to begin work with
realistic expectations. 

In fact, only 30% of survey respondents report
working 40 hours or less each week. (See chart, at
right.)

The majority of respondents, 60%, report work-
ing between 41 and 60 hours per week, while 10%
report working more than 65 hours each week. 

Leahy’s agency is up front with new employ-
ees. “We describe our culture which includes hard
work, but we also offer fun and a management
team that promotes friendship,” he states. 

Perhaps the most important aspect of working
with Leahy’s company is that employees do par-
ticipate in decisions that affect them, he points
out. 

“Our company is supportive of the individual,
and we have developed a team approach to accom-
plishing our goals,” he says.

Leahy also points out that sometimes you have
to keep your eyes and ears open to find good
employees. 

“I am involved in a start-up hospice in rural
Texas and have not had to advertise for any posi-
tions,” he notes. 

“For example, while negotiating a contract for
inpatient services, I found out that the administra-
tor’s wife had tried to volunteer numerous times
[for] our major competitor. 

“I had lunch with her and found out that she
had not only been a hospice volunteer but had
also been a volunteer coordinator for a large hos-
pice in Central Texas,” he explains. 

“Needless to say, she is now our volunteer
coordinator,” Leahy concludes.

[For more information, contact:
• Judith Walden, BSN, CHCE, Director, Castle

Home Care, 46-001 Kamehameha Highway, Suite
212, Kaneohe, HI 96744. Phone: (808) 247-2828.
Fax: (808) 236-1337. E-mail: waldenjp@ah.org

• Lawrence M. Leahy, MHA, CHCE, Vice President,
Business Development, Foundation Management
Services, 1330 Teasley Lane, Suite 101, Denton, TX
76205. Phone: (361) 293-9099. E-mail: leahyl@
fms-regional.com]  ■
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