
Hurricane Katrina creates challenges
in handling dislocated residents 
CMS offers relief — associations coordinate volunteers

The devastation and human suffering caused by Hurricane Katrina 
is mind-boggling. While the television and radio talk shows were
filled with people blaming each other for the slow federal response,

home health agencies joined together to address the needs of patients who
found themselves away from their homes, unable to reach their own
health care providers, and in some cases, separated from their families. 

Within the first week after the storm, staff members at Archbold
Home Health Care in Thomasville, GA, were caring for their first dis-
placed home health patient in their area, says Carissa S. Hill, commu-
nity relations coordinator for the agency. “Our nurse went to the hotel
where the patient was staying to perform the initial assessment after we
were contacted by the patient,” she says. 

With no previous medical records and no record of medications, the
nurse relied on the patient for information, says Hill. Because a home
health agency needs a physician to sign a plan of care and agree to serve
as the patient’s primary care physician, the nurse found a primary care
doctor who agreed to take the patient. “We provided the services we
could, but the physician and our nurse agreed that the patient’s health
care needs were more than we anticipated and the physician admitted
the patient to the hospital,” she says. 

This first patient gave the agency a chance to look at how other evac-
uees who come into their area in the following weeks will be admitted
into service, says Hill. “We have identified a local physician who has
agreed to accept and give orders for these patients,” she says. “We will
also work with family members and the patient to build as complete a
medical history as possible.”

Ensuring payment for services may require more research for the
home health staff, admits Hill. You can find policy numbers and verify
coverage by contacting Medicare, Medicaid, and private insurance com-
panies with the names of the patients.

One of the issues that the National Association of Home Care &
Hospice (NAHC), as well as the state home care associations in affected
states, is addressing is Medicaid reimbursement for providers in other
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states, says Melanie Golson, executive director
of the Alabama Home Care Association in
Montgomery.

“We are working with the governors of
Mississippi and Louisiana to obtain executive
orders that will enable agencies outside of those
states to receive payment for care of evacuees
from their states,” she explains. 

While there currently is no executive order,
Medicaid offices for Louisiana and Mississippi
have relaxed their rules to allow out-of-state
providers to register as providers within those
two states, reports Golson. “An agency can go 
to their web sites and register as a provider with
Medicaid in the home state of any evacuee for

whom they are providing services,” she says.
(See resource box for web sites, p. 111.)

One difficulty that must be addressed is com-
munications with the state Medicaid agencies to
determine how many allowable visits within a
period of time already may have been made to
the patient, says Golson. “It isn’t that Medicaid
doesn’t want to share the information; it is the
sporadic communications that still exist in the
storm areas, particularly Louisiana,” she says.
“People can generally call out from Louisiana,
but many times calling into Louisiana gets a
recorded message that all circuits are busy,” she
adds. 

The Centers for Medicaid & Medicare Services
(CMS) already have taken steps to speed the
delivery of care to hurricane victims, she says.
(See story on p. 111.) “It’s good to see that the
attitude of CMS is, ‘You take care of the patients,
and we’ll work out the red tape as we move for-
ward,’” Golson adds.

NAHC has established a special task force to
coordinate the home care industry’s response to
Hurricane Katrina’s devastation. In addition to
working with CMS, the task force has set up a
mechanism to coordinate home care volunteers
who want to help in the areas affected by the
storm. “We are collecting names of people willing
to travel to Mississippi, Louisiana, or Alabama to
care for victims,” says Mark Marble, office man-
ager of RBC Limited, a Staatsburg, NY-based
health care management and consulting com-
pany. “In addition to contact information for the
volunteer, we ask for their professional or job
title, a description of any special training or expe-
rience that will be valuable in this situation, and
the agency for which they work,” he says. (For
information on how to volunteer, see resource
box, p. 111.)

In the first few days of the database setup, 26
volunteers had signed up, reports Marble. Most
were RNs, some with past experience as an emer-
gency medical technician or in an emergency
department, but there was also a bereavement
counselor and a pharmacist, he says. “At the end
of each day, I send the updated file of volunteers
to the associations in the state that will be need-
ing volunteers,” he adds.

At press time, most volunteers were working
at shelters, Golson said. “While we have a num-
ber of agencies that are trying to care for patients,
it is difficult when patients were evacuated to
unknown locations and when some agencies still
have employees from whom they’ve not heard,”
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she says. “As communications are restored and
people are able to check in with supervisors,
things will become more organized.”  ■

CMS takes steps 
to ease emergency 

The Centers for Medicare and Medicaid
Services (CMS) relaxed some rules and

requirements for home health agencies that
provide care to patients who were relocated 
as a result of Hurricane Katrina.

The first step taken was to reassure agencies
that the normal burden of documentation is
waived and the presumption of eligibility should
be made for all patients who were evacuated to
neighboring states where no health records exist
and no proof of coverage can be presented.

Other changes that will help home health
agencies include:

• Home health agencies that furnish medical
services in good faith, but who cannot comply
with normal program requirements because of
Hurricane Katrina, will be paid for services pro-
vided and will be exempt from sanctions for

noncompliance, unless it is discovered that fraud
or abuse occurred. 

• Crisis services provided to Medicare and
Medicaid patients who have been transferred to
facilities not certified to participate in the pro-
grams will be paid. 

• Programs will reimburse facilities for provid-
ing dialysis to patients with kidney failure in
alternative settings. 

• Normal prior authorization and out-of-net-
work requirements also will be waived for enrollees
of Medicare, Medicaid, or State Children’s Health
Program managed care plans. 

• Normal licensing requirements for doctors,
nurses, and other health care professionals, includ-
ing home health personnel, who cross state lines to
provide emergency care in stricken areas will be
waived as long as the provider is licensed in their
home state. 

• Certain privacy requirements of Health
Insurance Portability and Accountability Act will
be waived so that health care providers can talk
to family members about a patient’s condition
even if that patient is unable to grant that permis-
sion to the provider.  ■

Retention is a challenge
during major changes
Keep lines of communication open, act decisively

(Editor’s note: This is the second of a two-part arti-
cle that looks at the successful reorganization of a fail-
ing home care agency. Last month, we examined the
process to identify areas that need improvement and
steps taken to address cash flow problems. This month,
we look at tips and suggestions on how to handle staff
morale and retention challenges during a transition
period.)

The managers of Gaston Memorial Home Care
in Gastonia, NC, were able to keep their agency

off the chopping block after hospital administrators
started questioning the value of maintaining a ser-
vice that consistently lost money. They did it by
evaluating payer agreements and restructuring the
agency to improve productivity. 

The word “restructure” in a health care setting
usually means layoffs, admits Kimber Walters,
MBA, executive director of the agency. “Luckily,
we were not looking at layoffs,” she says. “We
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• For information on Louisiana Medicaid, go to www.
dhh.louisiana.gov/offices/?ID=92. Under “Hurricane
Katrina Resource for,” click on “Providers.”

• For information on Mississippi Medicaid, go to www.
dom.state.ms.us/. See hyperlinks for “Important Infor-
mation for All Providers and Provider Associations RE:
Provisions of Essential Services to Medicaid Beneficia-
ries Displaced by Hurricane Katrina” and “Mississippi
Division of Medicaid Emergency Provider Enrollment
Form for Out-of-State Providers.”

• To volunteer to work in areas affected by Hurricane
Katrina, send an email with your name, contact infor-
mation, agency, job title, professional designation, and
a description of any special training or experience, to
rbc@netstep.net.

• To view updated information on emergency procedures
and information about Medicare payment procedures
during Katrina regarding patients who were relocated as
a result of Katrina, go to www.homecarealabama.org and
choose the appropriate link on the home page.

• For the latest Medicare news related to changes in
procedures and requirements for victims of Hurricane
Katrina, go to www.cms.hhs.gov/katrina.
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just eliminated two management positions, and
those employees took positions elsewhere in the
agency.”

Elimination of the two manager positions was
the result of streamlining the process in which the
field nurse reports to the clinical manager who
passes the Outcome and Assessment Information
Set (OASIS) to the OASIS clerk, she explains.
“When we evaluated our organizational struc-
ture, we realized we had too many chiefs and not
enough Indians to work efficiently,” she admits.
(See “Clinical managers ensure accuracy, speed
payments,” Hospital Home Health, September
2005, p. 99.)

Even though there weren’t mass layoffs, the
changes and reorganization did create a tense
work environment, Walters admits. “My managers
and I worked hard throughout the process to keep
everyone informed on the progress we were mak-
ing and to keep the lines of communication open,”
she says. A big concern for agency management
was that good employees would become overly
concerned about an uncertain future and leave for
a more stable job in another agency.

“We did such a good job of keeping people in
the loop that we did not lose one employee,”
Walters adds.

Be open and honest

At staff meetings, they talked openly about
what they were doing and why they were consid-
ering different changes, she recalls.

“We knew that staff members were unnerved
because they were hearing that the agency was
losing money and the hospital might close us,”
Walters explains. “We explained that we were
looking at a number of different ways to improve
our financial performance and one of those ways
was to evaluate staff responsibilities.”

Because the agency’s financial problems were
related more to organizational processes rather
than a lack of patients, Walters knew that field
staff would not be cut. “As we worked our way
through the process of evaluating our processes,
we very quickly saw that we would have to cut
two manager positions,” she admits. “As soon as
we knew that we would reduce the number of
managers from five to three, we posted the job
responsibilities for the new manager positions and
interviewed existing managers for the positions.” 

Because the restructuring added new responsi-
bilities to the manager position, Walters points
out that simply relying on seniority might not

have resulted in keeping the best person in the
job because it was a new job description. “We
used an assessment tool developed by the human
resources department to identify the best candi-
dates for the new positions that did include addi-
tional responsibilities for reviewing a team of
nurses’ OASIS documents before passing them
on to an OASIS clerk,” she says. 

While it is tempting to stay behind closed
doors to make tough decisions related to organi-
zational changes, don’t make it look as if you’re
hiding something, recommends Walters. “While
we were able to give employees a lot of informa-
tion during staff meetings, the most effective
thing that I and other members of the home
health leadership team did was to be available
all of the time for questions from employees,”
she says. 

Many times, this availability meant that Walters
and other home health managers might be stopped
in hallways with questions or comments about
rumors. “We had to be ready to stop, listen, and
answer questions all the time so that it did not look
like we were hiding anything,” she says. 

Rebuilding your agency is a terrible process to
undergo, “but by sticking together and communi-
cating honestly with all employees throughout
the entire year that it took, we were able to keep
morale up,” says Walters. 

They have seen a change in the way everyone
approaches their jobs, she says. “All of the differ-
ent areas talk with each other to solve problems
before they develop, and everyone feels responsi-
ble for the success of our agency,” Walters says.

[For more information on employee relations during
restructuring, contact:

• Kimber Walters, MBA, Executive Director,
Gaston Memorial Home Care, CaroMont Health Ser-
vices, P.O. Box 2568, 200 E. Second Ave., Gastonia, NC
28503. Telephone: (704) 834-2025. E-mail: waltersk@
gmh.org.] ■

Is the doc available 
after the initial order?
AZ addresses issues with hospital-based referrals

The hospital discharge planner calls your
admission department about a patient for

whom the physician ordered home care. Sounds
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like it is just business as usual, doesn’t it? Not if
the physician who ordered the home care only
saw the patient once, for a brief time, and is never
available to sign the plan of care or answer ques-
tions about the patient.

This is the problem faced by Arizona home
care agencies when the physician who ordered
the home care service is a hospitalist as opposed
to a primary care physician. A hospitalist is a
physician whose practice is completely based in 
a hospital setting, such as the emergency depart-
ment, explains Karen Jeselun, RN, administrator
of Arizona Home Care in Phoenix. 

The agency received a referral for a hip replace-
ment patient who needed physical therapy and
blood drawn to monitor anticoagulant medication,
she reports. “The hospital-based physician wrote
the order, but he was not available to approve the
physical therapy plan of care, nor was he available
to review the results of the lab work to monitor the
medication’s effectiveness and make changes if
necessary,” Jeselun says. “We had a patient who
needed care, but no physician to oversee our care
for her.”

Because Jeselun’s agency was not the only one
facing this issue, a statewide task force was formed
that included representatives from hospitals, home
health agencies, and the state medical association.
“We realized early in our discussions that there
was no one, simple solution to the problem, so
we’ve addressed it in several ways,” she says.

Transient seniors

The most at-risk group of patients in Arizona
was the large Medicare population, Jeselun reports.
“Many of our senior citizens are a transient group
of people who live part of the year in a state other
than Arizona, and most of them do not have a pri-
mary care physician in Arizona,” she explains. 

When these people do need health care, they
often enter the Arizona system through an emer-
gency department and are treated by other hospi-
tal specialists if necessary, Jeselun adds.

In these cases, the hospital-based physician may
discharge the patient with orders for home health
care, but there is no community primary care physi-
cian who can follow the patient’s care, approve
changes in medication, or sign the initial plan of
care developed by the home health nurse. Bruce
Bethancourt, MD, a Phoenix physician on the task
force, says, “We found that 30% of patients admit-
ted to home health care without a primary care
physician were readmitted to the hospital.” 

Primary care physicians always have been hes-
itant to take assume responsibility for a patient
that they have not seen, know nothing about
their medical history, and don’t really know the
reason for their hospitalization, Bethancourt says. 

Not only is there a liability risk, but there is
also the issue of being able to provide the best
care for the patient, he says. “A physician needs
all of the information on the patient to assume
responsibility,” he adds.

What wasn’t fully understood by hospitals and
hospital-based physicians was their liability in the
discharge of a patient to home health, points out
Bethancourt. “It was quite a shock to hospitals and
their physicians to learn that if they discharged a
patient on medication, they are responsible for that
patient until the problem is resolved or the care of
the patient is transferred to another physician,” he
says. Many hospitalists believed that once they
discharged a patient to home health, the patient
was no longer their responsibility, he explains. 

The first step taken by the state medical associa-
tion was to develop a database of primary care
physicians who will take new patients when a
home health agency receives a referral from a hos-
pitalist, or when the hospitalist needs to refer a
patient to a primary care physician, Bethancourt
says. The association is setting up a web site to
make it easy for agencies or physicians to find a
primary care physician for the patient, he adds.

Jeselun’s agency has developed a list of physi-
cians who are part of a hospital-based physician
group so that their admission staff will recognize
the referral as coming from a hospitalist. “One of
our problems had been that we did not realize
the referral was from a hospitalist rather than a
private physician until after we accepted the
patient,” she says. 

By identifying the referral source early, admis-
sion personnel have an opportunity to research
the patient’s situation and find out if the patient
does have a personal physician, Jeselun points
out. “We’ll actually contact the patient while he
or she is still in the hospital in order to get infor-
mation and put the patient in touch with a pri-
mary care physician if there is not one,” she adds.

While home health agencies and hospitals in
Arizona are just beginning to address this issue,
Jeselun is encouraged. “There is no quick fix to
this problem, but we are seeing an increased
awareness among hospital-based physicians and
primary care physicians that will make it easier to
make sure that patients do have a primary care
physician involved in their care,” she says. 
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[For more information about hospital-based physi-
cian referrals, contact:

• Bruce Bethancourt, MD, 4400 N. 32nd St.,
Suite 140, Phoenix, AZ 85018. Telephone: (602) 254-
4424.

• Karen Jeselun, RN, Administrator, Arizona Home
Care, 4615 S. 33rd Place, Phoenix, AZ 85040. Telephone:
(602) 445-1751. E-mail: kjeselun@azhomecare.com.] ■

[Editor’s note: This column addresses specific ques-
tions related to implementation of the Health Insurance
Portability and Accountability Act (HIPAA). If you have
questions, please send them to Sheryl Jackson, Hospital
Home Health, P.O. Box 740056, Atlanta, GA 30374.
Fax: (404) 262-5447. E-mail: sherylsjackson@bellsouth.
net.]

Question: Does instant messaging provide
extra security concerns under HIPAA? 

Instant messaging does raise some additional
concerns, says Robert W. Markette Jr., an Indian-
apolis attorney. Recently an agent with the United
States Secret Service was fired for using his mes-
saging device to work on sensitive information, he
says. “He was fired because his wireless provider’s
server was hacked while the sensitive files were
stored on it, resulting in a disclosure of sensitive
investigation information.” 

Instant messaging raises a similar issue for
home health providers, because the instant mes-
saging server maintains messages and connection
information, Markette says. “This creates a very
real risk of electronic personal health informa-
tion [EPHI] being disclosed while stored on the
instant messaging provider’s server,” he says. 

The home health agency very likely does not
know the extent of security on that server and
also is unaware of the risk to the information on
that server, Markette says. “In light of a number
of recent rather public cases of servers being com-
promised by hackers, home health agencies
should carefully consider the security implica-
tions of sharing EPHI through instant messaging
via a third-party server,” he recommends. 

Unauthorized access to stored messages is not
the only threat to information when instant mes-
saging is involved, says Markette. Hackers have

been able to obtain instant messaging user logs
and use them to send messages, he says. “This
could result in an individual exchanging mes-
sages with someone they thought to be a client or
colleague who is authorized to receive the EPHI,
but who is not,” he says.

For these reasons, instant messaging is widely
considered to be unsecure, Markette says. “Because
it is considered unsecure, it is probably not a good
idea to use it to communicate EPHI, especially
since there are many other means to communicate
with your employees such as cellular phones, e-
mail, and pagers,” he says. “These means are often
just as fast as instant messaging and are often far
more secure.”  ■

Hospices, hospitals focus
more on palliative care 
Even a freestanding hospice can make it work

Palliative care programs are growing in num-
ber and prominence at hospitals and hospices

across the nation, as increasing numbers of health
care providers want to focus on medicine used as
much for comfort and quality of life as for diag-
noses and cures when dealing with patients who
have chronic illnesses for which there are no easy
resolutions.

The number of hospital-based palliative care
programs nearly doubled between 2000 and 2003
to 1,100, and now about 1,800 physicians have
become board-certified to participate in palliative
care, says Amber Jones, BA, M.Ed, hospice liai-
son consultant at the Center to Advance Palliative
Care (CAPC), based at Mt. Sinai School of Medi-
cine in New York City.

There also has been an increase in the number
of nurses specializing in palliative care, she adds.

There are about 200 certified advanced practice
nurses now, and soon there will be more, Jones
says. “There also are licensed nursing assistants in
palliative care, and so we’re seeing a huge growth
in the number of palliative care trained profession-
als,” Jones adds. “We did a survey of hospices 2½
years ago, asking how many were interested in
providing palliative care services, and 25% were
already offering palliative care services, and 90%
were in the process of planning it.”

For hospices, the move to palliative care is a
natural one, says LaDonna Van Engen, RN,
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CHPN, hospice program coordinator of Saint
Elizabeth Hospice of Saint Elizabeth Regional
Medical Center in Lincoln, NE.

“In order for hospices to survive with Medicare
and Medicaid and insurance, we need to promote
and look at palliative care,” she says. “It offers
people the control they want.”

Chronic care

Palliative care is becoming an attractive service
for patients with a wide variety of chronic dis-
eases, including congestive heart failure, emphy-
sema, peripheral vascular disease, and end-stage
heart disease, experts say.

The concept is directed toward supportive care
for patients who have symptoms that are not well
controlled, medication side effects that have led to
a poor quality of life, and chronically ill patients
who are not terminally ill.

For instance, a person with advanced heart dis-
ease might be routinely shuffled into surgery, but
the palliative care approach would have a team
help the patient look at the quality of life risks of
such surgery and make a decision that, while not
ideal, may be better suited to their needs and sit-
uation, Van Engen says. 

Van Engen says under the palliative care
approach, she would say to the adult child of 
an 80-year-old patient whose health is failing
rapidly, although no one disease qualifies as 
a hospice referral, “Tell me about your mom.
What kind of person is she? Would she want
you to do everything to keep her alive like this,
and can she get better?”

“When someone is facing a serious chronic or
life-limiting illness, they also have a lot of emo-
tional issues, and they need to make decisions
about what they want with the rest of their life,”
says Cindy Marsh, executive director of the
Hospice of Texarkana (TX) Inc., a freestanding,
community-based, nonprofit hospice that pro-
vides palliative care services.

“They may need to make advanced directives
and those types of things are addressed with the
social worker on the team,” she says.

Likewise, the social worker will help palliative
care patients understand what will happen when
they’re discharged from the hospital.”

So the biggest question hospices have with
regard to palliative care isn’t whether to provide
these services, but how, Jones says.

CAPC answers the how question by providing
educational programs that help health care

providers build a business plan and gain support
for the utilization of palliative care services, she
explains.

One program is a two-day intensive seminar
that provides a primer on building a palliative
care program with lectures, small group sessions,
and the goal of providing attendees with an
understanding of the elements of the program,
Jones says.

CAPC also offers site visits at one of the orga-
nization’s six palliative care leadership centers, at
a cost of $1,500 to $1,750 for four people. A health
care team may visit a center over a two- to three-
day period to gain hands-on experience with peo-
ple who have been through it, Jones explains.

The team typically brings to the site visit data
from the hospice or hospital, which can be used
in developing a business and implementation
plan, she adds.

As a follow-up, the visiting teams receive a year
of technical support from the leadership center.

The Hospice of Texarkana formed a palliative
care program after staff received training from
CAPC, Marsh reports.

The palliative care initiative is two-pronged:
The first and main effort involves a collaboration
with CHRISTUS St. Michael Health System in
Texarkana, and the other effort will be the opening
of an outpatient palliative care clinic at the hospice
medical director’s clinical setting, she says.

“We had been working with CHRISTUS for
some time in providing hospice services, and we
had gained their trust in both our clinical opera-
tions and in how we conduct business with our
patients there in the facility,” Marsh says. 

The hospice’s mission was helped by CHRIS-
TUS leaders who wanted to implement palliative
care services in all of the health system’s facilities,
she notes.

“What made this effort extremely successful is
the fact that CHRISTUS contracts from us a nurse
liaison who is working with case management on
a daily basis to identify patients who might bene-
fit from a palliative care consult,” Marsh says. 

The Hospice of Texarkana program also
involves a social worker and doctorate-level
pharmacy consultants, she says.

Palliative care contacts with patients and fami-
lies involve at least two disciplines with the goal
of making it a team meeting, Marsh reports.

“I think one of the real strengths of a palliative
care program can be continuing the interdisci-
plinary approach that is so successful in hospice,”
she says.
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Innovation aids nurse
recruitment, retention
Re-entry RNs are untapped source

Hospices have had to deal with the periodic
nursing shortages for decades, but California

arguably has one of the most challenging prob-
lems, so a Sunnydale, CA, hospice has developed
a nursing retention and recruitment program that
tackles the problem with innovative solution.

“The pool in California of nurses is shrinking 
a little faster than nationally,” reports Jane McLeod,
BSN, MA, a professional staff recruiter with Path-
ways Home Health and Hospice of Sunnydale, CA.

Starting Jan. 1, 2005, California requires all hos-
pitals to have a ratio of one RN to five patients,
and this has caused hospitals to rapidly staff up
with RNs, she explains.

“This leaves community health providers with
a huge challenge,” McLeod says. “So we looked
at some of our options, and we saw that the pool
of nurses that hospitals weren’t actively recruit-
ing were re-entry nurses.”

Hospitals weren’t recruiting these nurses
because it took re-entry nurses longer to regain 
full competency and productivity, and they weren’t

a good match for hospitals’ new graduate pro-
grams, she says.

“Many of them had been away from the bed-
side too long and were not competent in their
skills anymore,” McLeod notes. “The acuity of
patient in the hospital is so much higher than it
was five years ago.”

However, these same re-entry nurses had qual-
ities that were ideal for the hospice environment
because they brought to the role a necessary
maturity, independence, adaptability, and prob-
lem-solving ability, as well as the ability to handle
stress and crises, she says.

“We identified that this type of nurse might be
well-suited for end-of-life care, and we so we had
to go out and figure out where you could find
those nurses,” McLeod says.

Hospice nurses need to think on their feet
and understand the symptoms they observe in
patients, which is why new nursing graduates
do not do as well in the environment as do re-
entry nurses when they’re trained, she says.

The next step was to find out the state’s require-
ments, which in the case of California meant that
RNs had to have one year of nursing experience
within the last three years in order to qualify for
hospice licensure, McLeod says.

“So we had to apply for a waiver from the state
in order to hire re-entry nurses, and we had to
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For hospices that already are part of a hospital
system, palliative care is a natural fit both clini-
cally and economically.

For example, Saint Elizabeth provides some of
the same comfort and support for patients and
families referred to palliative care services as
those referred to hospice, although the palliative
care patients do not have to have a diagnosis of
fewer than six months to live.

“We provide comfort care on things besides
healing,” says Van Engen.

Palliative care patients must meet Medicare
guidelines for home care services, but they
receive home care with the additional comfort
and support that palliative care offer, she says.

“Medicare doesn’t recognize palliative care in
the home at this point,” Van Engen adds.

Hospices that have home care services or are
affiliated with health systems with home care ser-
vices train home care staff to provide a palliative
approach to their care, she explains.

“The staff don’t just provide wound care, but
focus on end-of-life issues, family support, and

that sort of thing,” Van Engen says. “With the pal-
liative approach, the home health aide may say,
‘I’m going to give them a bath, but if they insist
on not getting up today, I won’t push that hard.’”

The benefit to the hospital system is that refer-
ring chronically ill patients referred to palliative
care services helps to reduce rehospitalizations
and saves health care dollars, Van Engen and
Marsh note.

[For more information about offering palliative care
in your facility, contact:

• Amber Jones, BA, M.Ed, Hospice Liaison
Consultant, Center to Advance Palliative Care, Mt.
Sinai School of Medicine, New York City. Web site:
www.capc.org. E-mail: abjones@nycap.rr.com.

• Cindy Marsh, Executive Director, Hospice of
Texarkana, Inc., 803 Spruce St., Texarkana, TX 75501.
Telephone: (903) 794-4263.

• LaDonna Van Engen, RN, CHPN, Hospice
Program Coordinator, Saint Elizabeth Hospice, 245 
S. 84th St., Suite 100, Lincoln, NE 68510. Telephone:
(402) 219-7043.] ■



construct a program,” McLeod says. “I worked
with the state licensing board to see what they
would accept as a training program and supervi-
sion program.”

Hospice managers applied for waivers for each
nurse who didn’t make hospice nursing require-
ments, says Jane Hoffman, BA, BSN, MS, staff
education coordinator for Pathways Home
Health and Hospice.

McLeod also contacted the state’s board of reg-
istered nursing to make certain there weren’t
additional requirements for re-entry nurses.

As a result the hospice’s re-entry nurses com-
plete a re-entry program and then go through
preceptor training, she says.

The training program has also helped with nurs-
ing retention. The hospice has hired eight re-entry
nurses within the past 1½ years, and seven of the
nurses still are with the hospice, McLeod reports.

Here’s how the re-entry program works:
1. Find re-entry nursing prospects.
The hospice has recruited re-entry nurses who

have been out of the field for up to 15 years, and
most are women older than the age of 40 years,
McLeod says.

“Most women with young families are looking
for per diem work,” she notes. “They cannot
commit to the hospice schedule because of their
family responsibilities.”

The re-entry nursing recruits typically are par-
ents and sometimes grandparents who have
raised their families and now want to return to
nursing, but think that hospice nursing is what
they’d really like to do, McLeod says.

2. Screen and interview re-entry nurses.
Hospice managers have designed a set of inter-

view questions to assess the job candidate’s per-
sonal qualities and to filter out the nurses who
may not be a good fit with hospice, McLeod says.

“We require all candidates to spend one day
with a hospice nurse before we even interview
them,” she says. “It gives them an opportunity to
see if this might be a good fit for them.”

Hiring preceptors also evaluate the potential
employees during the tag-alone day, observing
how the nurses behave in the hospice home and
to see if they’ve asked appropriate questions,
McLeod adds.

Job candidates who pass the first screening test
are then interviewed by hospice managers.

3. Train re-entry nurses.
Re-entry nurses take a nursing training pro-

gram of 90-plus hours, meeting three days a week
for four weeks at a continuing education facility,

McLeod reports.
“They go through physical assessment, medi-

cal management, IVs, wound care, nutrition, and
a very broad curriculum,” she says.

The re-entry nurse’s orientation at the hospice
then is longer than the standard orientation pro-
gram, and it includes quarterly meetings with pre-
ceptors over the course of a year, Hoffmann says.

“Re-entry nurses make no independent visits for
the first month and are asked to observe and put
their observations in writing,” Hoffmann adds.

“One thing we found out is these nurses, even
though they’ve been through refresher courses,
need extra clinical experience,” Hoffmann says.
“So we have them all spend some time with one
of our nurses from the home health section to
review clinical areas, such as wound care, phle-
botomy, IV education, and pain and symptom
management.”

“What we’re finding from the nurses we’ve
hired is if they have a strong medical or surgical
background, then they have some of the core clin-
ical skills that it’s hard to teach people,” McLeod
explains. “They understand critical thinking and
are good problem-solvers, so we give them a lot
of practical experience.”

While hospice managers expect the re-entry
nurses to become fully productive and competent
members of the hospice team, they don’t expect
them to learn everything as quickly as other
newly hired nurses, Hoffmann says.

So re-entry nurses are assigned preceptors who
case manage the re-entry nurse as the nurse makes
patient visits for three to six months, she adds.

[For more information about staffing, contact:
• Jane Hoffmann, BA, BSN, MS, Staff Education

Coordinator, and Jane McLeod, BSN, MA, Professional
Staff Recruiter, Pathways Home Health and Hospice, 585
N. Mary Ave., Sunnydale, CA 94085. Telephone: (408)
730-5900.] ■

Assessment tool helps 
prioritize CNA visits
Client satisfaction improves with its use

Hospice families often need assistance with per-
sonal care for their dying loved one, but it’s

sometimes difficult for hospice staff to determine
which patients truly need the help and which
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would be just as well off without it.
“Is it the staff determining that the patient

and family have this need, or is it a need that
the patient and family have identified?” says
Lorna Hearn, RN, BSN, MS, vice president and
chief operating officer for Delaware Hospice in
Wilmington.

“Many times we have found in retrospect that
our staff offer personal care services to every
patient and family because every patient is seri-
ously ill,” she says. “Then the certified nursing
assistant [CNA] arrives in the home to find that
personal care has already been accomplished.”

Providing CNA care to almost every patient is
difficult in light of financial and staffing con-
straints, Hearn notes. “So we said we needed to
get a handle on this,” she says.

Costs dropped 20%

As a result of a quality improvement process
that involved making CNA visits more efficient,
the hospice developed an assessment tool, new
policies, and training program. The result was
that the hospice’s costs decreased by 20%, while
caregiver satisfaction increased, Hearn says.

The big change was that nursing assistants
may visit patients for less than the two-hour visit,
which was standard before, and their visits are
supplemented with volunteer visits, Hearn says.

This way nursing assistants can go into a home
where the assessment determined a need, pro-
vide the necessary services, and leave to make
the next visit. Then, in cases where CNAs previ-
ously would also provide some respite care for
families, staying with patients while a caregiver
ran an errand, now these sorts of visits are sched-
uled in advance with hospice volunteers, Hearn
explains.

Here’s how the new program works:
1. Develop a CNA assessment tool.
Delaware Hospice’s home health aide assess-

ment tool provides evaluative scoring in three
major areas:

• Patient’s actual condition: This includes the
patient’s ability to assist with care and transfer

from bed and bear weight and the patient’s com-
prehension and cooperation and orientation to
reality.

• Activities of daily living (ADLs): “We go
through the standard list of ADLs, and they’re
scored depending on how many ADLs they need
assistance with,” Hearn reports.

• Caregiver’s abilities: “Is the caregiver able
and willing to provide care?” she says. “The care-
giver may be able, but not willing, or the care-
giver might be working full time or is an adult
son caring for his mother, and he’s really uncom-
fortable with personal care.”

At admission, nurses evaluate the patient and
family, using the assessment tool, and they will
use the tool again whenever there’s a changing
need with the patient, Hearn says.

2. Decide assessment scoring.
The hospice’s assessment tool provides scoring

in this way:
• For CNA visits twice a week: The patient 

is dependent on at least two of ADLs and have
a score of two in the patient’s condition. The
higher the number means the patient is worse
off physically.

• For CNA visits three times a week: The
patient would need to have a score of three or
higher, and the patient would need to be depen-
dent on at least three ADLs or have moderate
disease progression, having some occasional con-
fusion or agitation and either having no willing
or able caregiver or having a need for ostomy
care, catheter care, or nonsterile dressing change.

• For CNA visits five times a week: Four of
the following conditions must be present: the
patient is dependent in four out of five ADLs, 
the patient’s condition is a four or five score; the
patient has rapid disease progression, is actively
dying, or is comatose; the patient is bed-bound;
there is no willing or able caregiver, and the
patient has ostomy, catheter care, or nonsterile
dressing change needs.

• For CNA visits seven times a week: All of
the following would be true: the patient is depen-
dent in all ADLs; the patient’s condition is a six to
eight score; the patient is bed-bound; there is no
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able caregiver, or the caregiver is exhausted; the
patient is dying or comatose; the patient has mul-
tiple symptoms not in control, and the patient has
either ostomy or catheter care or needs nonsterile
dressing changes;

• For two CNA visits per day, five days per
week: Three of the following four conditions
must be met: the patient is dependent in all
ADLs; the patient is bed-bound; there is no able
caregiver; there are excessive symptoms, such as
diarrhea, vomiting, bleeding, heavy drainage, or
there’s another crisis going on in the home.

• For there to be two CNAs assigned to each
visit: There must be three of the following condi-
tions: the patient is dependent in all ADLs; the
patient weighs more than 250 pounds; there are
staff safety issues; the patient is bed-bound, and
there is no able caregiver.

Teach caregivers

3. Have CNAs teach caregivers how to pro-
vide care.

“As a part of this whole initiative, we had our
CNAs teach caregivers more about how to pro-
vide the care,” Hearn says. “We built into the
tool the ability to determine whether caregivers
needed some education.”

Hospice nurses taught CNAs what to teach
family caregivers, and so some of the CNAs’
visit time is spent providing this education, she
explains.

“My goal was that we would reduce our cost
and use the resources we had available without
affecting the quality of care negatively,” Hearn
says. “So the goal was that caregiver satisfaction
would stay the same, but in fact what happened
is it improved.”

Previously, CNAs never had the responsibility
to teach caregivers, but as part of the project there
was a training module about ADLs added to the
CNA training, she notes.

“We teach them how to teach others to give a
bath, how to transfer a patient out of bed into a
wheelchair or commode, how to change bed
linens with the patient in it, and some of the other
specific tasks required to provide personal care,”
Hearn says. “We take it for granted that everyone
knows how to do these tasks, but for many peo-
ple they’ve never had to bathe anyone except
small children, and this is a whole different set 
of skills.”

She says the CNA education probably has con-
tributed to the increase in caregiver satisfaction.

For example, one questions included in the care-
giver survey asks, “How confident did you feel
about doing what you needed to do in taking
care of the patient?” she explains.

“And the percentage who answered ‘very con-
fident’ rose from 72% to 74%,” Hearn says. “So
we felt confident that the initiatives we had put
in place were continuing to help us provide qual-
ity services.”

CNAs also report being happier with their jobs
and feeling more valued as a member of the hos-
pice team now that they have the added responsi-
bility of education and since they make more
efficient visits, she says.

Using volunteers

4. Improve use of volunteers.
The hospice has changed the way volunteers

are used and how CNA services are presented to
patients and caregivers, Hearn says.

“We say, ‘We’ll have the CNA do personal care
and stay long enough to do so, and if there is
time you need to be relieved, we’ll have volun-
teer services help you with that,’” Hearn says.

This way respite care is removed from CNA
services and becomes part of the hospice volun-
teer support that’s provided, Hearn explains.

“Our use of patient/family volunteer services
has increased as a result of the project,” Hearn
says. “Part of the challenge is making good use 
of those resources as well.”

[For more information about assessing and priori-
tizing CNA visits, contact:

• Lorna Hearn, RN, BSN, MS, Vice President and
Chief Operating Officer, Delaware Hospice, 3515
Silverside Road, Wilmington, DE 19810. Telephone:
(302) 479-2577.] ■
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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.
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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. What is one thing that the management of
Archbold Home Health Care has put into place
to better handle the care of Hurricane Katrina
victims in their area?
A list of hotels in the area
B. An emergency booklet for people to list 

their medical history
C. A physician who has agreed to take the 

victims as patients
D. A list of staff members who will volunteer 

for disaster relief

2. How can you keep morale up and retain
employees during an organizational restructure,
according to Kimber Walters, MBA, executive
director of Gaston Memorial Home Care?
A. Use posters with slogans
B. Be honest and open with employees
C. Schedule employee parties
D. Wait until decisions are final to make 

announcements

3. What fact about hospitalists ordering home
health care was a surprise to hospitals and
physicians, according to Bruce Bethancourt,
MD? 
A. Insurance payments are affected by referrals
B. Primary care physicians need information 

about patient’s history
C. Home health agencies can’t provide care 

without physician order
D. The physicians and hospital are liable for 

the patient until care is transferred to another 
physician, not a home health agency.

4. Why is instant messaging a higher security
risk under Health Insurance Portability and
Accountability Act requirements than email,
according to attorney Robert W. Markette Jr.?
A. Passwords are not needed
B. Instant messaging servers maintain mes-

sages and connection information on their 
server that may not have a high level of 
protection

C. Instant messages cannot easily be 
documented

D. Instant messages can carry viruses

Answer Key: 1. C; 2. B; 3. D; 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 March 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.  ■
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Dear Hospital Home Health subscriber:

This issue of your newsletter marks the start of a new Continuing Medical Education (CME) semester and
provides us with an opportunity to review the procedures.

Hospital Home Health provides you with evidence-based information and best practices that help you make
informed decisions concerning treatment options and home health practices. Our intent is the same as yours
— the best possible patient care.

The objectives of Hospital Home Health are:

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

Each issue of your newsletter contains questions relating to the information provided in that issue. After read-
ing the issue, answer the questions at the end of the issue to the best of your ability. You then can compare
your answers against the correct answers provided in an answer key in the newsletter. If any of your answers
were incorrect, please refer back to the source material to clarify any misunderstanding.

At the end of each semester, you will receive an evaluation form to complete and return in an envelope 
we will provide. Please make sure you sign the attestation verifying that you have completed the activity 
as designed. Once we have received your completed evaluation form, we will mail you a CME certificate.

If you have any questions about the process, please call us at (800) 688-2421, or outside the U.S. at (404)
262-5476. You also can fax us at (800) 284-3291, or outside the U.S. at (404) 262-5560. You can e-mail us
at: ahc.customerservice@thomson.com.

On behalf of Thomson American Health Consultants, we thank you for your trust and look forward to a 
continuing education partnership.

Sincerely,

Brenda Mooney
Vice President/Group Publisher
Thomson American Health Consultants
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