
Newborn home care can improve 
outcomes and expand services
Well-trained staff and resources for moms are key to success

Anewborn is most at risk for jaundice and dehydration during the
first 10 days of life, and these conditions mean increased risk for
hospitalization and emergency department (ED) visits. Unless,

as demonstrated by a Pennsylvania State University Children’s Hospital
study, the mother and newborn are discharged with orders for a home
visit within two days.1

“I was not surprised at the improved health outcomes for babies
who received home health visits within 48 hours of discharge,” says
Ian M. Paul, MD, assistant professor of pediatrics at Pennsylvania
State University Children’s Hospital in Hershey and co-author of the
study. 

“I was surprised, however, at the cost-effectiveness of home health
visits when you compared the costs of hospitalization or emergency
department visits for the group that did not receive home health visits
to the costs of the group that received home health visits,” he says.

Paul’s study shows 5.5% of newborns who did not receive home
health visits required either a hospitalization or visit to the ED in the
first 10 days of life. Only 0.6% of newborns who received a home health
visit required additional hospital services, he points out. 

Payers that cover a home health visit within two days of discharge can
save as much as $181.82 for every child who does not require additional
hospital services, he says. “These home health visits pay for themselves
and produce much better outcomes for the newborn,” Paul adds.

Home health visits are not just necessary for at-risk babies either, he
says. “Any new parents can benefit from a home health nurse visiting
the home to reinforce education about the care of newborn, offer breast-
feeding support and tips, and evaluate the home for safety issues
related to a young child,” Paul explains. 

“Home health nurses can answer questions the mother may have
about postpartum care and can make sure that parents understand
when the infant needs to see a pediatrician for well-visit checkups and
immunizations,” he adds.

The nurses at the Visiting Nurse Association (VNA) in Camp Hill,
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PA, always have visited new moms and infants,
but there wasn’t a specific program for the ser-
vice, says Nancy Alleman, RN, DPNP, CSN,
maternal child health coordinator for the agency. 

“Some of the nurses said the work made them
nervous because they didn’t always have the
training to answer questions related to breast-
feeding or newborn care,” she continues. 

In addition to Alleman, who is a pediatric
nurse practitioner, the agency now has three
other RNs who are experienced pediatric and
prenatal nurses. 

“In addition to caring for the new moms and
infants, we are all available by telephone for other
agency nurses who may encounter a question

related to infant or postpartum care, or breast-
feeding,” she says. 

The VNA Maternal Child Health Project
accepts a wide range of newborns and their
mothers, Alleman notes. “We care for preemies,
babies with gastric tubes, babies who are failing
to thrive, and uncomplicated, healthy newborns,”
she says. 

If insurance does not cover the home visit or
visits, Alleman has United Way funding to under-
write the project, she adds. 

“Nutrition and sleep position are two areas in
which nurses answer the most questions from
new parents, and breast-feeding counseling is
also important,” Alleman explains. 

Typically, one or two home health visits are
made to infants who are not at-risk for other
medical conditions, she says. 

Educate referral sources

Marketing the program involves visits to
obstetricians, family practitioners, and hospital
social workers to make sure they understand the
qualifications of the VNA staff and the benefits to
the patients, Alleman notes. 

In addition to reducing the need for hospital
and ED visits, as demonstrated in Paul’s study,
pediatricians benefit from the visits because new
parents make fewer calls to the pediatricians’
offices with questions, she says.

A new mom and baby program proved so suc-
cessful for HealthTouch, a private-duty home
health agency in Wakefield, RI, that there was a
waiting list before the program officially began. 

“We knew there was a need for doulas in the
area because one of the local hospitals had identi-
fied the need through their telephone hotline for
new mothers,” says Candace Sharkey, RN, MS,
executive director of the agency. (Editor’s note: A
doula, as defined by Klaus, Kennell, and Klaus, is “a
woman experienced in childbirth who provides contin-
uous physical, emotional, and informational support to
the mother before, during, and just after childbirth.”)

The hospital developed a course to train
doulas, but the local health department would
not recognize them as health care providers, she
adds. 

“We chose 10 certified nursing assistants
(CNA) for the new mom and baby program and
sent them to the 30-hour doula training course
developed by the hospital,” Sharkey says. 

“They learned how to care for a newborn, how
to recognize symptoms of postpartum depression,
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how to address sibling rivalry, and how to care for
premature babies and multiple babies,” she says. 

The CNAs also learn how to offer support to a
breast-feeding mother and answer general ques-
tions, but they are not lactation consultants, she
says. If a mother needs a referral to a lactation
consultant, the CNAs have a list of resources for
this and other issues, she adds.

While the agency doesn’t require motherhood
as a prerequisite for training as a doula, Sharkey
does say that most CNAs in the program are
mothers, and that gives them a special perspec-
tive on their patients’ situation. 

“They remember how tired they were when
they had a newborn and how overwhelming
newborns can be.” In addition to the information
doulas can provide, their main benefit is the calm
reassurance they offer new mothers, she notes.

It is important to provide extra support for
CNAs, Sharkey adds. “Be sure that they have a
nurse to call for advice if they notice signs of
jaundice, lack of weight gain, or other symptoms
that might indicate a problem,” she says. 

That gives the agency a chance to step in with
education or a recommendation that the infant be
seen by a physician before he or she becomes too
ill, Sharkey explains. 

“For example, in one home with twins, the
CNA discovered that the mother was feeding
cereal to the 1-week-olds so they might sleep
through the night,” she continues. “The CNA
called an RN, who visited the mother to further
educate her about nutrition and proper feeding
for infants.”

If you are considering a new mom and baby
program for your agency, be sure to plan well,
Sharkey suggests. 

Staffing is tricky because this is not a program
that generates a steady stream of patients on an
ongoing basis, she explains. “You have to be flexi-
ble and have staff members who are willing to
work with a variety of patients when you don’t
have any new moms and babies,” she says. (For
other tips on setting up a new mom and baby
program, see related story, at right.)

“This is also not a program that generates a lot
of revenue,” Sharkey admits. “It does, however,
create a positive image for your agency, and that
new mom may have an aging parent who will
need home health.” 

It is like any specialty program, she says. “If
you plan well and provide a good service, refer-
ral sources will keep you in mind for a wide
range of home health referrals.”
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Careful planning required 
for new mom and baby 
First, make sure the need is there

Before you jump into a new mom and baby ser-
vice, be sure you have a market for the pro-

gram, suggests Candace Sharkey, RN, MS,
executive director of HealthTouch in Wakefield,
RI. 

“We did extensive market research before we
implemented the program to make sure there was
a need for doulas,” Sharkey says. (See related
cover story.) “We knew birth projections for our
area, competitors’ programs, types of reimburse-
ment available, and the types of services new
moms would want,” she explains.

Even with her market research, Sharkey says
she was surprised by a few things after the pro-
gram got off the ground. 

“We knew new moms would want light house-
keeping, help with the babies, help with errands,
and help with siblings,” she says. “What we did
not expect was the number of moms who wanted
overnight care so that they could get some sleep.
In fact, this is the most requested service,” notes
Sharkey. 

“We also have no typical length of stay. Some
new mothers keep the doulas for only three or
four days; others continue the service for as long
as three to four months,” she says. 

“We average two to three patients at a time on
the service, so we do have to float the doula-trained
certified nursing assistants (CNA) in and out of
other home care services,” Sharkey explains. 

“The challenge is to avoid disruption of long-term
continuity with traditional home care patients,” she
admits. 

“We don’t assign a doula-trained CNA to a long-
term patient, but we try to keep them assigned to a
shorter-term patients so that we don’t compromise
continuity when the CNA is needed for the new
mom and baby program,” Sharkey points out.

Although her agency charges $25 per hour for
the doulas — slightly more than a standard CNA
charge — the program generates more visibility
and goodwill for the agency than significant rev-
enue, she admits. 

“Because this is a service that insurance gen-
erally doesn’t cover, we do appeal to a certain
income level,” Sharkey adds. “We find that many
times, the mother or other family member of the
new mom will pay for the service as their way of
helping, especially if they don’t live nearby,” she
explains.  ■
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Special-needs patients
need care during disasters 
FL agency pays employees who assist at shelters

While Floridians are relieved to be over the
2004 hurricane season and able to focus on

the ongoing cleanup, other parts of the country
have been dealing with snow and ice storms, and
flooding that disrupt transportation and the abil-
ity of people, including home health agency staff
members, to perform daily duties as normal.

One benefit of the unusual hurricane activity
in Florida is the visible reminder to all home
health agencies to make sure their emergency
preparedness plans cover opportunities to help
during an emergency. (For more on how Florida
agencies were affected, see Hospital Home
Health, November 2004, p. 121.)

In Stuart, FL, the Visiting Nurse Association
(VNA) of Florida not only prepares its own
patients for evacuation and care during an emer-
gency, but the agency also actively participates in
the special-needs shelter operated by the county
in which the agency is located. 

“We have provided staffing for the special-needs
shelter for 15 years,” says Elizabeth Simmons, RN,
BSN, director of professional services for the VNA. 

“We believe that it is part of our service to the
community to make sure the county has enough

help to provide the shelter,” she explains.
VNA employees volunteer to work at the 

shelter based upon their own family situation,
Simmons explains. 

“The employees who volunteer are paid for
their time by VNA.” Other shelter staff members
are county health department workers who are
required to work, she says. 

During Hurricane Frances, Simmons and a
social worker from VNA volunteered to work at
the shelter. “It was a terrific experience, and I’m
proud that my agency participates in a commu-
nity project like the shelter,” she says. 

Every community should have plans for a spe-
cial-needs shelter, Simmons suggests. No matter
who is involved in the setup and management of
the shelter, there are lessons that can be learned
from the Stuart shelter, she says:
• Staff appropriately.

“We worked continuously for five days, taking
shifts to rest at night,” Simmons explains. “We
worked in teams of two nurses and two life-
guards/emergency medical technicians,” she
says. 

Be prepared for patients with physical limita-
tions, Simmons continues. “The lifeguards were a
big help because they were able to help with lift-
ing patients, and we had some immobile patients
in the shelter,” she adds. The health department
also had a physician at the shelter throughout the
storm.
• Designate one organization as shelter manager.

Although VNA of Florida has made a commit-
ment to provide staff for the shelter, staff mem-
bers also understand that the shelter manager is
designated by the county health department and
that during the emergency, VNA staff members 
at the shelter report to the shelter manager, says
Simmons. 

“The health department has the resources and
the personnel necessary to set up the shelters, but
volunteer nurses and staff members are impor-
tant additions to the health department staff,” she
says. 

While the shelter is successful because of a
team approach, it is important that one person be
in charge, Simmons adds.
• Make sure patients know what to bring.

The shelter in Stuart housed almost 300 patients
for the five-day period. 

“Patients are instructed to bring three days of
food, water, and medication as well as their own
caregiver, but some patients were dropped off
with nothing,” she admits. Hurricane Frances
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was unusual because the storm stalled over the
east coast of Florida and the shelter was occupied
for five rather than the typical three days. 

“Luckily, the shelter was located in an elemen-
tary school so shelter employees were able to
improvise with food in the cafeteria, and other
shelter residents shared what they had when the
storm stalled and would not leave the area,” says
Simmons.
• Clearly define who can be accepted by the

shelter.
Home health agencies in the area registered

patients for the special-needs shelter if the patient
had no way to evacuate the area or no family
member with whom he or she could safely stay,
she points out. 

“To qualify for the shelter, a patient either
needed electricity, which is provided by genera-
tor in the shelter, or had a special care issue such
as a Foley catheter or wound care.” Although
some dialysis patients were at the shelter, they
could not be dialyzed, Simmons adds. 

“We did refuse one tracheotomy patient who
needed to be suctioned every hour because we
did not have the staff to assign to one patient. He
was sent to the local hospital,” she explains.
• Be prepared for oxygen patients.

“Over 60 of our shelter patients were using
oxygen,” Simmons adds. While nurses are famil-
iar with the use of oxygen tanks, they were all
grateful to staff members from a local durable
medical equipment company who volunteered to
stay at the shelter to help with the oxygen equip-
ment, she says. 

“I don’t think they got more than a few hours
of sleep throughout the entire five days. They
even brought extra tubing, equipment, and tanks
that they used for all oxygen patients — not just
their own patients,” Simmons explains. “They
were able to handle problems with tanks, nebu-
lizers, and concentrators that we would not have
known how to correct,” she adds.

After the hurricane had passed through the
area, VNA nurses who could drive into Stuart
came to the shelter to relieve nurses who had
been there for the five days, Simmons notes. 

“VNA nurses made visits to our patients who
were at the shelter, and they also gave those of us
who had been working during the emergency a
chance to check on our homes and get some rest,”
she says.

At the agency office, laptops powered by a
generator enabled staff members to check sched-
ules and find patient information. “Because

power had been out for so long in areas where
our nurses live, we had a number of power strips
set up to enable staff members to charge their cell
phones and PDAs,” Simmons continues. 

Nurses made phone calls to check on patients
still in their homes. “Many of patients needed us
to deliver water, ice, and other essential items
more than anything else,” she says. 

The state of Florida requires home health agen-
cies to develop an individual emergency plan 
for each patient with the input of the patient and
the patient’s family. The purpose is to make sure
patients and their caregivers know what the
patient will do and where the patient will go in
the case of an evacuation order or the threat of a
hurricane, Simmons explains. 

“Patients are usually reluctant to talk about
emergency plans when there is no threat of an
emergency, but I think our experience with multi-
ple hurricanes in one season will make it easier
for us to discuss plans in the future,” she adds.

[For more information about participation or estab-
lishment of a community-based special-needs shelter,
contact:
• Elizabeth Simmons, RN, BSN, Director,

Professional Services, VNA of Florida, 2400 
S.E. Monterrey Road, Stuart, FL 34996. Phone:
(772) 286-1844. E-mail: beth.simmons@vna
florida.org.]  ■

Expert: To ease the end 
of life, embrace death
Culture plays big role in palliative medicine

The National Institutes of Health (NIH) con-
sensus panel on end-of-life care convened 

in December 2004, and among the conclusions
reached by the panel of experts on death and pal-
liative care is that medicine knows too little about
the process of dying.

“Events surrounding end of life are poorly
understood, leaving many Americans to struggle
through this life event,” the consensus panel
wrote in its preliminary report.1

“Ambiguity surrounding the definition of end
of life hinders the development of science, deliv-
ery of care, and communications between patients
and providers,” the panel noted.

Barbara Koenig, RN, PhD, senior research

April 2005 / HOSPITAL HOME HEALTH® 41



scholar and executive director of the Center for
Biomedical Ethics at Stanford University in Palo
Alto, CA, has written and researched extensively
on end-of-life issues, and says, for medicine to
better address death, culture at large needs to
“embrace death.”

Understanding when end of life occurs

The NIH consensus panel wrote that medicine
and researchers should abandon some long-held
ideas about the end of life — including the notion
that there is a clearly defined end to life.

“There are individuals for whom identification
of end of life is relatively clear; however, data
support that this is relatively uncommon,” the
consensus panel wrote. 

And although our culture demands that a time
of death be noted officially, NIH experts are of the
opinion that data demonstrate “it is not possible
to accurately predict an individual’s time of
death.”

Koenig says our ways of looking at death —
the most absolute medical condition that all
humans share — makes little sense when com-
pared to how we view other medical care.

“For most people, death is a complex thing;
and they have a hard time embracing their
death,” she continues. “You have to embrace the
idea of your death. It’s a counterintuitive thing,
but it affects all of us.”

Although death is inevitable, Koenig says,
many aspects of dying are left to choice, rather
than to good palliative or end-of-life care.

“For example, if you fall in the street with a
heart attack, the system takes over. You don’t
have to invent the idea of an ambulance to come
take you to the hospital,” she explains. “We have
a set of shared assumptions on how to take care
of that.

“But there is no comparable default system in
place for the huge problem of end-of-life care. We
need a system where the defaults are to provide
good palliative or end-of-life care,” Koenig adds.

The NIH panel report states that cultural
issues and consistent delivery of care to all 
populations should be major undertakings 
in upcoming research.

Koenig says that her own studies of end-of-life
and palliative care in ethnically diverse commu-
nities led her to conclude that, while in some
cases care is doled out inequitably, in many cases,
the minority populations merely reflect problems
sooner that actually affect the entire population.

“When we look at diverse communities, we
could see the failure of these things, such as
advance directives, first in these communities,”
she notes. 

“But then as I worked more with it, it became
apparent that, while you could see some of the
tension in those communities earlier, the problem
was actually with the system of bioethics innova-
tions that we’ve developed,” Koenig explains.
“They are problems for the entire population, but
they just show up in these smaller populations
sooner.”

Calls for more research funding

The NIH consensus panel, at the conclusion of
its meeting, called for increased funding from the
public and private sectors for research into end-
of-life and palliative care.

“All people will die,” the authors of the NIH
report wrote. “Most deaths are not sudden. Most
persons will experience death also as caregivers
or family.”

And while there is a growing body of research,
the NIH acknowledged, more is needed in the
areas of cultural and ethnic attitudes toward the
end-of-life; death in children; protracted end-of-
life in cases of organ failure and cancer; and
patient, caregiver, and health care system influ-
ences on end of life.

Koenig says that she sees an unhealthy dis-
crepancy between funding for diseases and
funding for the outcome that everyone reaches
eventually.

“There’s 100% mortality for all of the diseases
that NIH combats; and each of those diseases has
large budgets, but none of the agencies have
devoted much time, attention, and resources to
the fact that a lot of people die in these condi-
tions,” she explains. 

Koenig points out, while NIH does not conduct
research directly, it does have the responsibility of
setting research agendas, and she welcomes the
attention to end-of- life.

“We need to start with what the culture of
biomedicine is that leads us to ignore the reality
of death,” she adds. “Denying the reality of death
is not a natural feature — it’s a cultural feature.”

Reference
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[For more information, contact:
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Scholar, Executive Director, Center for Biomedical
Ethics, Stanford University, Palo Alto, CA. E-mail:
bkoenig@stanford.edu.]  ■

Pathway model improves
patient care, teamwork
Interdisciplinary system increases staff satisfaction

Hospice Care Plus of Berea, KY, switched to a
pathway model for patient care in the mid-

1990s as way to improve care for patients and
their families. What they’ve found in the decade
since beginning the process of changing their care
model is that it also has improved teamwork,
communication, and staff satisfaction.

“We wanted a stronger interdisciplinary
approach,” says Gail McGillis, RN, MSN, 
chief executive officer of Hospice Care Plus.

After talking with staff and outlining what
each discipline did with patients, they found that
with rare exceptions, all of the disciplines had
overlaps in the specific care they provided, so it
made more sense to strengthen the interdisci-
plinary approach, she says. 

“We decided the old system didn’t match the
hospice philosophy, and we needed a different
type of documentation system and other changes,”
McGillis notes.

Computerized model evolved

After a lengthy search for a good fit, hospice
administrators decided to create a pathway
model, which didn’t completely evolve to its pre-
sent form until a few years ago, she explains. 

“We wanted to change it from handwritten to
computerized, so when we were looking for a
computer system, we wanted something that was
the way we needed the pathways to be,” McGillis
continues. 

The result is a detailed pathway that divides
patient care into five phases, from preadmission
to bereavement. 

Staff satisfaction improved from 70% to 90%
after the pathway was implemented, she adds.

While the time spent doing documentation is
about the same, it is easier and more efficient
now, McGillis says. 

For instance, when a new nurse or staff mem-
ber enters a patient’s home for the first time, he
or she used to have to read seven or eight notes
to learn what was going on with that patient, and
now that person can read one note for a complete
update on the patient, she explains.

Although the pathway is extensive, the staff
quickly memorized it, says Peggy Patrick, MRE,
chaplain discipline leader. “You go through the
categories to make sure you don’t miss anything.
We carry the philosophy with us in our heads
and hearts.”

The expectations, listed as bullet points for
each phase, were developed with the staff’s
expertise and knowledge, McGillis explains. 

“We use their expertise to say what is normal
with what’s happening to patients at any point in
time. The pathway describes what the outcome is
that the patient and family typically need at that
point in time, and it’s driven by the expertise of
people who had done hospice work for 10 years
or more,” she continues. 

The documentation system also fits the
patients’ and families’ needs, McGillis adds.

From a nursing perspective, it is a more intu-
itive documentation system, says Nancy Isaacs,
RN, primary nurse for the hospice. 

“I’ve been a nurse for 36 years and have worked
in hospital long-term care settings and used sev-
eral different models of documentation,” she says.
“And this is by far the most sensible and logical
way to look at patient care, and I’d never choose to
go back to any other model after using this one.”

The biggest difference between the care plans
used in hospice and plans used in the hospital 
is that hospital plans were based on diagnosis,
Isaacs notes. 

“For this pathway, all we look at is the termi-
nally ill patient, and it doesn’t matter what the
diagnosis is,” she adds.

Basing care on the patients’ needs

By the time patients have been diagnosed as
having less than six months to live, they all have
the same kinds of basic needs, Isaacs says. “So we
plan their care according to whatever their needs
are.” 

For example, in the first two phases, hospice
staff expect patients to be alert and oriented,
while in the later phases, the staff work toward
keeping the patient as comfortable as possible
and minimizing the patient’s confusion, she says.

“The pathway is more about what we need to
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do for the patient and family to make them com-
fortable,” McGillis adds. “Our care plan has been
modified so it changes as a patient gets closer to
death, and that’s why it’s in five phases, which all
patients go through, and there are different out-
comes for the patient for each phase.”

The pathway reinforces a concept of teamwork,
and this strengthens interdisciplinary care within
hospice care, Patrick notes. 

“Now everyone is working off the same sheet
of music and talking about the same issues rather
than everybody having their own issues,” she
says. “Spirituality blends into social work, but the
chaplain at the same time might be talking about
comfort and how that impacts the patient.”

The pathway model uses the term “expected
patient outcomes” (EPOs), which are the ideal of
what staff hope to have the patient and family
achieve for a particular phase, McGillis explains.
For example, in Phase II, the EPO for nutrition is
to make certain the patient is comfortable with
food choices and that the family knows what to
expect, she says.

By Phase IV, which is when the patient is
expected to live for less than two weeks, the
patient’s nutritional EPO is to be comfortable
but probably not eating anymore, and the fam-
ily’s EPO is to be comfortable and accepting of
the situation, McGillis adds. 

“Most families still are very concerned with
having patients eat because they’re used to feed-
ing people when they’re sick and trying to make
them well again,” Patrick notes. “So we do a lot
of teaching about what’s normal in this area as
people get closer to death.”

Training staff is one of the more difficult aspects
of using the pathway, because nurses and others
who come from a hospital setting are accustomed
to focusing on treatment goals rather than on a
hospice care pathway EPO, Isaacs says. 

“The first thing I usually do with a new
employee is start off with the five phases and
tell them what they are and say, ‘When we 
see people, here’s which phase they’re in,’” 
she adds. “Then we look at the EPOs and the
patient and see how we’re doing with them.”

When the hospice first switched to care path-
ways, it was a battle to obtain buy-in from the
staff, many of whom had worked for the organi-
zation for years, McGillis recalls.

“But once they did switch to the pathways,
they would never go back,” she points out. “The
pathways make people think more critically about
what they’re doing and why they’re doing it for

their patients and families.”
The pathways also have taught the staff how

each team member brings his or her own values
to each of those outcomes and how the pathway
creates a holistic model, McGillis says.

Although the staff now are fully on board with
using the pathways, which typically are five
pages long, physicians are not — so they’re given
one sheet of paper that summarizes care for a
patient at one point in time, McGillis notes. 

“We add a narrative summary to the report for
physicians,” she says. “That’s what they want to
look at, since the care plan is too long and ardu-
ous for them to go through and the pathway is
too long.”

Twice each month, the hospice staff meet with
the medical director to go over all the EPOs that
have been covered in the past two weeks, Patrick
says.

For staff purposes, the notes they write elec-
tronically will update the pathway, making the
pathway part of daily documentation, McGillis
adds. 

“Every note has a pathway incorporated into
it, and they say whether a patient is meeting that
outcome or not and why not,” she explains.

“If a patient is not meeting those outcomes,
then the team plans different approaches to help
them meet those outcomes, and that’s called a
variance,” Patrick says.

From a nursing perspective, communication
has improved since the pathways were incorpo-
rated, Isaacs adds. 

“The team has to agree and all decide together
to move patients from one phase to the next
phase,” she says. “We have a team meeting every
week where we talk about that.”  ■

Report shows insurance
‘cracks’ in diabetes care
Diabetics find it hard to get and keep insurance 

During a program at the Washington, DC,
office of the Kaiser Family Foundation, 

the American Diabetes Association (ADA) in
Alexandria, VA, in conjunction with the George-
town University Health Policy Institute, unveiled
a study delineating how health insurance fails
many Americans with diabetes. 

The 14-month study of 851 people from across
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the United States identified a litany of compo-
nents in the health insurance system that can 
prevent diabetics from properly managing the
disease. 

The report, Falling Through the Cracks: Stories of
How Health Insurance Can Fail People with Diabetes,
was funded by the Commonwealth Fund, Robert
Wood Johnson Foundation, and W.K. Kellogg
Foundation — health care philanthropies. 

Common problems highlighted by the report
form a long list: 
• insurance policies that do not cover basic dia-

betes needs; 
• high-risk pools with pre-existing condition

exclusions; 
• health insurance premium surcharges for dia-

betes that drive premiums above affordability; 
• underwriting practices designating diabetes

as uninsurable; 
• Medicaid rules that make many low-income

people ineligible; 
• complex processes and procedures that drive

many to give up seeking coverage altogether. 
Karen Pollitz, project director at the George-

town University Health Policy Institute, says the
study identifies a range of instances making it
harder for those with diabetes to get and keep
health insurance, calling this “a profound irony,
given [that] the purpose of health insurance is to
protect people when they are sick.” Among these
were job loss, family status change or safety net
plans that don’t work because what they offer is
incomplete.

Undercoverage and uncontrolled diabetes

She notes that people with stable coverage also
had problems by being underinsured, lacking
coverage for blood glucose test strips and pre-
scriptions or had high deductibles. 

“The people we talked to needed coverage that
was available, affordable, and adequate, and two
out of three just didn’t work,” Pollitz adds. 

“Many people had trouble managing their dia-
betes, got sicker, or went into debt as a result. The
implications of these coverage problems for pub-
lic health, costs to Medicare and Medicaid and
the impact on the entire health system due to
uncontrolled diabetes are enormous,” she says. 

According to R. Stewart Perry, chairman for
the advocacy committee of the ADA, the report
shows that a “patchwork health care system that
just doesn’t fit together” puts people with dia-
betes “at serious risk.” 

“Most of the policy solutions currently being
considered by our state and federal policy-mak-
ers do little to fix the problems identified by the
report,” he explains. “It is time for policy-makers
to seriously rethink the flawed health insurance
solutions up for debate that harm as opposed to
benefit people with diabetes.” 

The ADA says as many as one in 10 Americans
live with diabetes, and with a disease growth rate
of 8% per year, one in three will have the disease
by 2050. In 2002, 1 in 10 health care dollars and 1
in 4 Medicare dollars was for diabetes care. The
cost of diabetes in 2002 in the United States was
estimated to be $132 billion.  ■

Report studies sources of
Medicare spending boost 
Elderly and disabled account for majority of costs

Recent increases in Medicaid spending have
been due largely to rapid increases in the

enrollment of low-income families, according to 
a recent report released by the Kaiser Family
Foundation and published in the journal Health
Affairs. 

The findings may be unusually pertinent at
this time as Congress begins to debate the pro-
posed White House budget for the 2006 fiscal
year and as Mike Leavitt, the new Department of
Health and Human Services secretary, lays out
plans for Medicaid reform. 

The report, which was sponsored by the
Kaiser foundation’s Commission on Medicaid
and the Uninsured, found that Medicaid spend-
ing increased in fiscal year 2003 to $276 billion,
up a rather massive one-third from 2000. 

From 2000 to 2003, Medicaid spending grew at
an average of 10.2% annually, the report says. 

However, state Medicaid cost-containment
actions — ranging from curbing provider pay-
ment rates to reducing benefits — and a slowing
of enrollment growth did serve to moderate
Medicaid growth spending in 2003. 

“Medicaid played its role as a safety net, 
providing coverage to those facing economic
declines and loss of employer-sponsored insur-
ance, but the result was a sharp increase in pro-
gram costs,” says John Holahan, study author
and researcher at the Urban Institute. 

“Medicaid enrollment growth undoubtedly

April 2005 / HOSPITAL HOME HEALTH® 45



kept the uninsurance rate from increasing more
than it otherwise would have during this period,”
he explains. 

Diane Rowland, executive director of the Kaiser
Commission on Medicaid and the Uninsured, says
the real problems are rising health care costs and
the ability of states to pay the bill, rather than out-
of-control Medicaid spending. 

“We know states are struggling with Medicaid
spending and the pressure it puts on other state
priorities, but this study shows that Medicaid
costs actually grew at a slower rate than private
insurance costs,” she explains. 

Comparing Medicaid’s purchase of acute-care
services to private insurance costs shows the pro-
gram’s cost increases are lower than those of pri-
vate insurance. 

The average growth rate of per-enrollee
Medicaid costs for acute care from 2000 to 2003
was 6.9%, which is lower than the 9% increase 
in per-enrollee costs of the privately insured, 
and substantially lower than the growth in
employer-sponsored insurance premiums 
(12.6 %), the report says. 

Bulk of funds go to 25% of beneficiaries

Although Medicaid purchases health care ser-
vices in the marketplace for 75% of its beneficia-
ries, the bulk of Medicaid spending — roughly
70% — finances health and long-term care for the
25% of beneficiaries who are elderly or individu-
als with disabilities. Federal and state govern-
ments share joint responsibility for funding the
program, according to the report. 

During the period of time studied, 68% of the
growth in Medicaid spending was attributable 
to acute care, and 30% to long-term care due to
the faster growth in enrollment of children and
nondisabled adults into the program. 

At that time, 90% of Medicaid’s total enroll-
ment growth (8.4 million) was from families, with
only 10% from the elderly and individuals with
disabilities. 

Although families dominated Medicaid enroll-
ment growth from fiscal year 2000 through 2003,
they only accounted for 44% of Medicaid spend-
ing growth. The elderly and individuals with dis-
abilities accounted for 56% of spending growth. 

The report also notes that, even though the
elderly and the disabled are a minority of the
Medicaid population, they are responsible for the
majority of program costs due to their intensive
use of services.  ■

Home Health Compare
revisions planned for 2005

Beginning in Fall 2005, three new quality
measures will be included in Home Health

Compare, the system developed by the Centers
for Medicare & Medicaid Services (CMS) that
enables the public to compare a home health
agency’s performance in specific areas to
another agency’s performance.

The new quality measures include improve-
ment in dyspnea, urinary incontinence, and dis-
charge to the community. CMS also plans to add
improvement in surgical wounds to the list of
quality measures in fall 2005.

CMS plans to delete four current quality mea-
sures: improvement in upper-body dressing, sta-
bilization in bathing, improvement in toileting,
and improvement in confusion frequency.

The current quality measures that will remain 
in the Home Health Compare system are improve-
ment in: ambulation/locomotion, bathing, trans-
ferring, management of oral medications, pain
interfering with activity, acute-care hospitalization,
and emergent care.  ▼

MedPAC recommends 
no update for HHAs

As expected, the Medicare Payment Advisory
Commission (MedPAC) March Report to

Congress recommended no market update for
2006 home health reimbursement. 

MedPAC also recommended research on the
home health prospective payment system (PPS)
reimbursement to determine whether adjust-
ments should be made to the case-mix system to
ensure access to care for high-cost beneficiaries. 

The report alluded to the possibility of replac-
ing home health PPS, though it does not recom-
mend another system to take its place. Also, it
raises the possibility of two payment systems for
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Medicare home health, one for post-hospital
patients and another for those who are chroni-
cally ill and require long-term care.

To support its recommendation of no market
update for home health agencies next year,
MedPAC argued that access to home health care
is good, the number of HHAs is growing, home
health growth is robust, quality has improved,
the number of visits per episode is down, and
PPS payments exceed costs by a wide margin —
12.1% in 2005. 

The American Association for Homecare
(AAHomecare) disputes MedPAC’s singling 
out home health, along with skilled nursing 
facilities, to receive no inflation update in 2006. 

However, AAHomecare supports ongoing
research to improve the PPS case-mix system 
to ensure access for all eligible beneficiaries. 

AAHomecare will continue to work with
MedPAC staff and commissioners, as well as
Congress, to stress the value of home health
care to Medicare and the need for adequate
reimbursement so that home health agencies
can continue to provide services to all eligible
beneficiaries, including medically complex,
long-term patients.

MedPAC endorsed implementation of a pay-
for-performance system that provides higher
payments for home health agencies, hospitals,
and physicians who provide better care, as indi-
cated in their outcome measures. 

MedPAC notes that home health has Outcome-
Based Quality Improvement outcome measures
and Outcome-Based Quality Management adverse-
event outcomes, with the latter not being appropri-
ate to base a pay-for-performance system on —
pending further development. 

Quality measures used for pay-for-performance
purposes should include more than outcome mea-
sures, incorporating also process measures, struc-
tural measures, patient satisfaction surveys, and
transitional measures, such as those that tran-
scend a single care setting. 

AAHomecare’s pay-for-performance task force
is developing a model pay-for-performance pro-
posal to take to MedPAC, CMS, and Congress.

The group is considering adding measures that fit
into these last four categories. 

MedPAC ties adoption of information tech-
nology (IT), which is a major goal of the Bush
Administration, to the pay-for-performance 
concept. In addition to use of IT as a structural
outcome measure to encourage adoption of tech-
nology, other options to encourage implementa-
tion of IT include grants and loans to providers,
as well as simply mandating IT adoption as a
condition of participation and payment in the
Medicare program.

To obtain a copy of the 245-page MedPAC
report, e-mail Ann Howard at AAHomecare:
ahoward@aahomecare.org.  ▼

OCR addresses HIPAA 
privacy question

The Office for Civil Rights (OCR) posts answers
to frequently asked questions related to the

Health Insurance Portability and Accountability
Act (HIPAA) privacy rule on its web site: www.
hhs.gov/ocr/hipaa/.

A recently addition to the FAQ section is a
question about sharing protected health informa-
tion (PHI) with an interpreter. According to OCR,
patient authorization is not needed to disclose
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■ Improve nurse
retention with
telehealth

■ Keep employees
safe as they care 
for patients

■ Can you meet
JCAHO patient safety
goal for reducing falls?

■ Protect information
technology systems
during an emergency

■ Make sure coding
staff are working 
at peak efficiency

COMING IN FUTURE MONTHS

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 www.ahcpub.com/online.html.

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



PHI to an interpreter when:
• the interpreter is part of the provider work

force;
• the covered entity engages the services of the

interpreter as a business associate;
• the interpreter is a family member, close friend,

or other person designated by the patient as
the interpreter for a particular health care
encounter.  ■
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CE objectives

After reading each issue of Hospital Home Health,
the reader will be able to do the following:

1. Identify particular clinical, ethical, legal, or social
issues pertinent to home health care.

2. Describe how those issues affect nurses,
patients, and the home care industry in general.

3. Describe practical solutions to the problems that
the profession encounters in home care and
integrate them into daily practices. ■

CE questions

1. According to a study conducted by Ian M. 
Paul MD, assistant professor of pediatrics 
at Pennsylvania State University Children’s
Hospital, what percentage of newborns who did
not receive home health visits 48 hours after
discharge required hospitalization or emer-
gency care for jaundice or dehydration?
A. 3.3%
B. 4.6%
C. 5.5%
D. 6.7%

2. What most-often requested service surprised
Candace Sharkey, RN, MS, executive director
of HealthTouch in Wakefield, RI, after the
agency kicked off its new mom and baby 
program?
A. running errands
B. caring for siblings
C. breast-feeding counseling
D. overnight stays

3. What type of patient might require expert help
from someone other than a home health nurse
during a stay in a special-needs shelter, accord-
ing to Elizabeth Simmons, RN, BSN, director of
professional services for the VNA of Florida in
Stuart?
A. elderly patients
B. patients on oxygen
C. immobile patients
D. patients with no caregiver

4. According to medical anthropologist Barbara
Koenig, RN, PhD, failures in the delivery of pal-
liative or end-of-life care often are seen first:
A. in affluent, white populations
B. in minority populations
C. consistently in all populations
D. during epidemics

Answer Key: 1. C; 2. D; 3. B; 4. B

CE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester's activity with the September issue, you
must complete the evaluation form provided in that
issue and return it in the reply envelope provided to
receive a certificate of completion.  ■


