
Shooting for the top 10%? Monitor
results, implement best practices

(Editor’s note: This is the second part of a two-part series that addresses
reduction of hospitalization and strategies to improve performance in Home
Health Compare measures. This month, strategies that help successful home
health agencies reach the top 10% of Home Health Compare categories will be
discussed. Last month, findings of the National Home Health Hospitalization
Reduction Study were discussed, with tips from best performers.)

While the parameters for pay for performance are not yet set,
experts agree that monitoring and improving your perfor-
mance in Home Health Compare will get you ready for the

changes in the payment process. (See “Don’t wait to prepare for pay
for performance, get a head start now,” Hospital Home Health,
February 2006, p. 13.)

Just looking at your numbers isn’t enough for an agency to succeed.
You must have a process in place and you must be willing to adopt best
practices to make changes, says Robert Fazzi, Ed.D, president and CEO
of Fazzi Associates, a benchmarking and consulting company in
Northampton, MA. “The National Home Health Hospitalization
Reduction Study identifies best practices to reduce hospitalization, but
how do we accelerate adoption of best practices to affect the national
home health hospitalization rate of 28%?” he asks.

There are home health agencies that are addressing different Home
Health Compare items and doing well, Fazzi says. There are more than
2,400 agencies in the top 10% for at least one Home Health Compare
measure; but the numbers drop to only nine agencies in the top 10% for
nine out of 10 measures, and there are no agencies that are in the top
10% for all measures, he says. (See chart, p. 38.)

While reaching the top 10% for all measures might not be practical
for all agencies based upon services they provide and populations they
serve, the identification of areas in which best practices can create
improvement is important, says Lazelle E. Benefield, PhD, RN, profes-
sor in gerontological nursing at the University of Oklahoma Health
Sciences Center in Oklahoma City. 

“The benefit of implementation of best practices is improved patient
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outcomes,” she says. When outcomes are
improved, the agency’s fiscal management
improves because staff members are providing the
most effective care, she adds. “Also, staff satisfac-
tion may improve because an environment in
which best practices can be implemented will fur-
ther the professional role of the staff.”

Addressing all Home Health Compare mea-
surements is overwhelming, so the staff members
at VNA of Rhode Island in Lincoln choose two
outcomes to focus upon each year, says Patricia
Fleming, RN, chief clinical officer for the agency.

“We don’t just focus upon Home Health
Compare; we look at all outcomes measured by
OBQI,” she says. The outcomes chosen for perfor-

mance improvement efforts are not necessarily
the outcomes that represent the lowest scores;
instead they represent areas in which real
improvements can be made that will affect a large
group of patients, she says.

She reviews agency outcome data on a regular
basis, and produces reports that show trends and
comparisons of her agency to national averages,
enabling staff members to identify areas for
improvement. Improvement areas are chosen in
June, then staff members on the performance
improvement team develop strategies to imple-
ment them. Staff education on the new processes
and strategies for the selected areas occurs in July
and August. “We are currently working on
improving urinary incontinence and improving
the status of surgical wounds,” she says.

“We are fortunate to have a certified wound,
ostomy, and continence nurse on our staff,”
Fleming points out. “As our in-house expert, she
has given inservice classes on identification and
staging of wounds,” she says. By making sure
that staff members understand different types of
wounds, they can better choose treatments for the
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How Home Health Agencies Stack Up

7,837 Number of agencies in the Home 
Health Compare data base

5,058 Number of agencies that have 
enough data to have scores for all 
10 Home Health Compare measures

2,277 Number of agencies that are in the 
top 10% on at least one Home Health 
Compare measure

656 Number of agencies that are in the 
top 10% on three Home Health 
Compare measures

86 Number of agencies that are in the 
top 10% on six Home Health Compare 
measures

9 Number of agencies that are in the 
top 10% on nine Home Health 
Compare measures

0 Number of agencies that are in the 
top 10% on all 10 Home Health 
Compare measures

Reprinted with permission. Fazzi Associates,
Northampton, MA. Data compiled from 
Home Health Compare, March 2006.



wound, she adds.
“We also want our nurses to better identify

patients who may have continence problems,”
says Fleming. Staff education that offers tips on
how to better assess the patient are important,
she says. “Patients are not likely to tell you they
are incontinent because they assume it is part of
growing older and because they are embar-
rassed,” she points out. Nurses need to be on the
lookout for diapers in the trash, as well as the
smell of urine on clothes or in the house, she sug-
gests. Once a nurse confirms that the patient is
incontinent, exercises and medications that can
help are discussed, she adds.

Once the staff education has been conducted,
outcomes for the selected performance improve-
ment areas are shared at staff meetings and posted
on bulletin boards in all agency offices, says
Fleming. “Our staff drive these improvement pro-
jects, so it is important that we keep them up to date
on our progress,” she says. “It is also a good way to
pat everyone on the back for a job well done.”  ■

Customer service key 
to patient satisfaction 
Respond to complaints, utilize survey trends

Anyone who works in retail knows that cus-
tomer satisfaction is the key to repeat busi-

ness, leading to a more successful financial future.
Customer satisfaction also is just as important

to a home health agency’s successful future,
according to home health managers who have
focused on improving their own agencies’ patient
satisfaction programs.

A continuous staff education awareness program,
inservices to better prepare staff members to handle
complaints from patients, and hiring the right staff
members for the job all contributed to the Press
Ganey Compass Award won by Mercy Homecare in
Cadillac, MI, for a significant improvement in
patient satisfaction scores, says Maureen Hayes,
RN, professional service manager of the agency.

“All staff members worked together to make
customer service a part of our agency’s culture,”
explains Hayes. “Customer service became a part
of every meeting’s agenda, all new employee ori-
entations, and inservices that were designed to
help employees address patient’s individual con-
cerns,” she says. 

Because staff morale affects the level of cus-
tomer service you can provide, some processes
and staff positions were restructured to better use
staff members’ talents, says Hayes. “We focused
on hiring the right people for each job, whether it
was a case manager or a physical therapist,” she
says. “By making sure the employee is handling a
job for which he or she is best prepared, we
improved everyone’s enthusiasm because no one
felt like they were overwhelmed or forced to
cover for someone else,” she says. 

After reviewing patient concerns on satisfac-
tions surveys, Hayes’ agency discovered a trend
in dissatisfaction with physical therapist avail-
ability. “We added physical therapists to our staff
to better meet patients’ needs and satisfaction
scores for that service increased,” she says.

While patient satisfaction scores and comments
are discussed at all staff meetings, and posted for
all staff members to read, Mercy Homecare
emphasizes the importance of customer service
by developing customer service competencies
that must be met for each position. 

Along with spelling out what customer service
activities each person must demonstrate in their job,
inservices that teach each staff member how to han-
dle complaints were also developed, says Hayes.
“We teach everyone how to accept the complaint
and listen carefully, then we tell him or her how to
refer the complaint for resolution,” she adds. (For
other tips on customer service training, see p. 40.)

Mercy Homecare’s process spells out the staff
members’ responsibility to report a complaint to a
supervisor, case manager or other appropriate staff
member to make sure the complaint is not ignored
or lost in a shuffle of paperwork, says Hayes. “We
make it clear that reporting a complaint is an
important part of providing care to that patient,”
she adds. “We don’t make it a punitive process, we
make it a learning process,” she says.

High return rate means accurate data

When reviewing your patients’ satisfaction
with your service, the real challenge is to make
sure you get a good return rate on your surveys,
says Karen Marshall Thompson, RN, MS,
administrator of Southern Ohio Medical Center
Home Health Services in Portsmouth. “You need
at least a 25% return rate to ensure reliable data,”
she says. “We increased our return rate by
addressing the survey to a specific person,” she
explains. While it does take a little extra effort to
personalize each letter with a survey, return rates
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do go up because patients like the personal touch
and it doesn’t make them feel like they are just
part of a mass mailing, she explains.

Another simple way to increase survey return
rates is to make sure that you have the patient’s cor-
rect address, Thompson points out. “We often get
their primary address for insurance purposes, but
sometimes a patient might stay with family mem-
bers during the home health episode or they might
move during or immediately after we provide
care,” she explains. “All of our nurses know to com-
municate with the business office so that surveys
will be mailed to the correct location,” she adds.

“Keep your survey short,” suggests
Thompson. “We have a one-page survey that is
succinct and easy to complete, and we include a
postage-paid return envelope,” she says. By
keeping it simple, you further increase the
chances the survey will be returned, she explains.

Once you get the surveys back in your office,
look for trends in order to prioritize areas you
need to improve, recommends Thompson.
“People are generally satisfied with home health
care but we are always looking for ways to
improve because we are in a very competitive
market,” she says.

“Our patients think that their ability to reach
us 24 hours each day is very important and when
we noticed some ratings in this area that were not
as high as we wanted, we looked at how we han-
dled evenings and weekends,” says Thompson.
“We had always used an outside answering ser-
vice for on-call and we tried a number of differ-
ent services but we always had problems with
missed calls or delays in getting messages to
nurses,” she says. 

Thompson found the answer to her on-call
answering service dilemma with her hospital’s

switchboard. “We analyzed the number of calls
we actually received on weekends and evenings
and we showed that the extra number of calls for
the home health nurses would not result in a
need for more switchboard operators and would
not affect the operators’ ability to handle hospital
calls,” she says. “Our home health phone line
now rolls over to the hospital switchboard opera-
tor after-hours and the operator will take mes-
sages and page nurses,” she explains. 

“We discovered that the hospital switchboard
operators were perfect for this task because they
are trained for customer service, they are accus-
tomed to anxious callers, they know how to stay
calm, and they are used to paging people,”
explains Thompson. “Our patients and our
nurses are very happy with this change, which
did improve our ability to respond to patients 24
hours a day,” she adds.

At Mercy Homecare, patient satisfaction has
improved because customer service has become
an integral part of the agency’s culture, says
Hayes. The change didn’t happen overnight but
it can be accomplished, she says. “Just keep talk-
ing about customer service, don’t make it a once
a year topic for a meeting, make customer service
a standing agenda item for every meeting that
occurs in the agency.”  ■

Courtesy and smiles 
project good image
Effective telephone etiquette necessary 

People who choose home health care as their
profession are caring, people-oriented profes-

sionals, but home health managers should not
assume that being caring and friendly always
results in the best customer service, say experts
interviewed by Hospital Home Health.

The patient’s perception of the quality of care
begins with the first telephone contact, points out
Karen Marshall Thompson, RN, MS, administra-
tor of Southern Ohio Medical Center Home Health
Services in Portsmouth. “We train all of our
employees on telephone customer service and we
teach everyone to answer the phone with a smile,”
she says. Even though the caller cannot see the
smile, there is a difference in the tone of your
“hello” when you are smiling, she points out.

“We do provide some scripts for employees to
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follow when answering questions and we teach
key words to use in telephone conversations that
show the caller that we are listening to them and
we want to help them,” says Thompson. The
most effective thing staff members learn in tele-
phone etiquette training is to close every call by
asking, “Is there anything else I can help you
with today?” she says. 

“Patients are often surprised by this question
because it shows that we are not trying to rush
them so we can move on to something else and
that we are willing to spend time with them to
handle their question,” Thompson points out.
“It is a great way to end a telephone call because
the patient feels good when the call ends,” she
adds.

When employees do receive complaints, it is
important that they know how to handle them,
points out Maureen Hayes, RN, professional ser-
vice manager of Mercy Homecare in Cadillac, MI.
“We teach everyone that a concern or complaint
from a patient is an opportunity for us to
improve, not a reason for us to become defen-
sive,” she says. “It is important that every patient
concern or complaint be reported to a supervisor
or manager so that we can identify trends and
find ways to address complaints,” she says.

Employees need to feel comfortable reporting
complaints and that means they have to know that
there are no repercussions for reports, says Hayes.
Even if a complaint appears to be directed at an
employee, such as a nurse arriving late for a visit,
there may be factors beyond the nurse’s control,
such as traffic at that time of day, which can be
addressed by a revision of the schedule, she points
out.

“We remind nurses that many of our patients
are anxiously awaiting the visit as a social experi-
ence, as well as a health care visit,” points out
Thompson. “Our nurses call the evening before
the visit to confirm a time so that the patient
knows when we plan to be at their home,” she
says. “If a nurse does have a visit run longer than
normal or if the nurse is running ahead of sched-
ule, he or she will call patients to let them know
of the change in schedule,” she says. 

The telephone calls demonstrate that nurses do
respect their patients’ time, says Thompson. “If
the nurse is late and the patient has heard noth-
ing, the patient assumes that his or her visit has
been forgotten,” she says. “Once a nurse realizes
that he or she is going to be late, it just takes a
few minutes to call patients to reassure them that
they are not forgotten.”  ■

Partnerships help plan reach 
at-risk Medicaid members
Community-based providers work with plan’s CMs 

By partnering with community-based providers
throughout the state, Optima Health of

Virginia Beach, VA, provides one-on-one intensive
case management to high-risk members in its
Medicaid disease management programs. Optima
Health is a service of Sentara Healthcare.

The health plan provides a telephonic disease
management program for the majority of mem-
bers and supplements the program with one-on-
one visits for people who are most at risk,
working hand-in-glove with community agencies
to meet all the needs of its members.

“We have always felt that for high-risk mem-
bers, those with the most demands on health care
and the least resources, we should come up with
something different,” says Karen Bray, PhD(c),
RN, CDE, disease management program director. 

To address the challenge of locating members
at risk and engaging them in case management
programs, Optima Health contracts with local
community-based providers across the state who
are known to the at-risk Medicaid patients. They
include agencies that employ members of com-
munities with high Medicaid populations and
local home care agencies that have staff whom
everyone in the community knows.

“These agencies may have laypeople who can
go out into the community and help us locate
Medicaid members. Since they live in the com-
munity, the members we want to reach are more
likely to respond to them,” Bray explains.

When the contracted staff locate the members
who have been targeted for Optima’s disease
management programs, they educate them about
what the health plan is trying to do. 

“We identify what the member needs and find
those resources that are available in their commu-
nity,” Bray says.

The health plan has a generic telephonic disease
management component and a LifeCoach compo-
nent in each of its disease management programs.

LifeCoach programs, available for the high-risk
population, mean different things depending on
the member’s specific clinical problems. 

For instance, Optima’s Partners in Pregnancy
program aims to promote healthy pregnancies
and reduce premature births. A nurse case man-
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ager contacts the members who are at high risk
for pregnancy complications and follows them
throughout their pregnancy. 

Optima also partners with Virginia’s Compre-
hensive Health Investment Project (CHIP), which
provides support to at-risk families throughout the
state. CHIP sends out a team of lay workers and
nurses on a regular basis to help coordinate the 
care of pregnant women who are at high risk for
complications.

They tackle psychosocial problems such as
abusive households and families that don’t have
enough food and whose utilities are about to be
cut off, and help them connect with social ser-
vices agencies that can provide assistance.

“The Partners in Pregnancy Program does
what it takes, within reason, to ensure that the
baby is full-term. It may help get the at-risk preg-
nant woman off her feet by looking for resources
to do cooking, cleaning, and help care for her
children, if appropriate,” Bray says.

The Optima case managers hold case confer-
ences with the CHIP workers to keep up to date
with what is going on with the members, she says.

Optima estimates that the community-based
pregnancy programs have helped avoid nearly
3,000 days in the neonatal intensive care unit
since 2002 and that for every dollar spent on 
the program, the plan saved $2.80.

Members in Optima Health’s asthma program
receive at least one phone call from an RN, respi-
ratory therapist, or case manager and a packet of
information on recommended asthma care.

For at-risk members, Optima Health contracts
with home care agencies that already are sending
nurses or respiratory therapists into the homes in
the low-income neighborhoods.

The nurses or respiratory therapists serve as
LifeCoaches, visiting high-risk members and con-
ducting a complete environmental assessment of
the home to determine the triggers that exacer-
bate the member’s asthma. 

“They look at the general living environment. For
instance, if the family has a pet, they may suggest
keeping the animal out of the sleeping quarters or
talk to the member about how to reduce the amount
of pet dander in the environment,” Bray says.

Among 451 members continuously enrolled
over a five-year period, the health plan saved
$1.09 for every dollar in program costs. 

The diabetes program sends Optima Health
nurses who are diabetes educators to the offices
of the community physicians with a high number
of patients with diabetes.

The nurses spend half a day each week in each
physician’s office, meeting with all interested
patients covered by Optima Health and educating
them on appropriate care, blood glucose monitor-
ing, the importance of taking their medication, and
self-management skills.

They work with the physicians to develop a
treatment plan that follows best practice guidelines
and work with the patients to develop goals.

“It gives the physician a resource they wouldn’t
otherwise have and gives the members someone
who can help them communicate with their doc-
tor,” Bray says.

The nurse educators work in six large physi-
cian practices. The health plan advises its mem-
bers as to when the educators will be in their
physician’s office and encourages them to set an
appointment on that day.

Members who meet with the Optima LifeCoach
in physician offices have been statistically more
adherent with medication regimes and enjoy bet-
ter control of their disease, Bray says.

Members who do not live in areas where there
are a lot of Optima members with diabetes receive
standard telephone management.

“Through this program, the nurses understand
the practice patterns of the physician, and the physi-
cian realizes the benefit of having a nurse to work
with his patient. The physician and nurse work
together for the benefit of the patients,” Bray says.

The 1,000-plus patients participating in the
Diabetes LifeCoach program showed a 21%
improvement in achieving an A1C level of less than
7%; a 22% improvement in achieving a blood pres-
sure level below 130/80, and a 13% improvement
in achieving a low-density lipoprotein (LDL) level
less than 100 when compared to the baseline year.

The patients showed similar gains in receiving
recommended screening and testing, appropriate
medication utilization, and preventive care activi-
ties such as foot exams, nutritional counseling,
and smoking cessation counseling.  ■

End-of-life care using 
customized processes
Tools to identify care goals key to successful approach

Quality professionals and the organizations
that evaluate them place a great emphasis

today on standards — core measures, evidence-
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based practices, and consistent processes. A
dynamic seemingly at odds with this emphasis is
the fact that patients are individuals, with unique
needs and desires about their care.

Nowhere is this individuality more of an issue
than in end-of-life care, as evidenced in a recent
study published in the Journal of the American
Geriatrics Society1, which examined different ethnic
attitudes. For example, the study found, many
Arab Americans would prefer not to go to a nurs-
ing home as they near the end of their lives, while
many African Americans are comfortable with
nursing homes and hospitals. Many Hispanic peo-
ple are strongly concerned about dying with dig-
nity. And many white people don’t want their
families to take care of them, but they — like mem-
bers of other racial and ethnic groups — want their
families nearby as they live out their last days.

“One of the most important findings in our study
is that there are so many different points of view, it
is important for health care providers to treat every-
one as an individual,” says lead author Sonia A.
Duffy, PhD, RN, research investigator with the
Center for Practice Management and Outcomes
Research at the Veterans Affairs Ann Arbor (MI)
Healthcare System, and with the departments of
otolaryngology and psychiatry at the University of
Michigan Medical School, also in Ann Arbor.

Individual patient concerns can affect their atti-
tude on anything from pain management to theol-
ogy, adds Annette Carron, DO, director of palliative
care services at William Beaumont Hospital in Royal
Oak, MI. “Certainly there are all kinds of fears about
addiction and side effects from pain medication,”

she notes. “Some families have barriers and are even
uncomfortable with morphine.”

“As far as standardization, truthfully, we’ve
tried to look at standardizing EOL [end of life]
care, and it’s not as easy to do because everyone is
unique,” says Dawn Snyder, RN, MSN, clinical
nurse specialist in palliative medicine at Geisinger
Medical Center in Danville, PA. “Each individual
at the end of life may have different symptoms,
and everyone has a unique way of dying.”

Still, observers agree, there are some common
approaches — and even tools — that can be pro-
mulgated in an effort to provide the highest qual-
ity of care for EOL patients. These include patient
survey tools, pain management, and a common
approach to all patients — honesty.

Toward a common tool

“One of the reasons we did focus groups [as
part of our study] was for tool development,”
notes Duffy. “We came up with 40 concepts from
the literature, asked about them, and looked at
new concepts that emerged from the study.”

What were some of the concepts? “What I try
to learn in any given moment is what the patients
are wanting in terms of heroic measures,” she
says. “That can be very specific — many may not
want a respirator, but they do want antibiotics.”

The goal of the tool is to home in on key atti-
tudes — a “culturally transparent” survey, says
Duffy. So, for example, a typical question might
be: “If you had only six months to live, would
you be in favor of having life-extending care or
going home and being with your family?”

“We will always ask, ‘In your situation, what
goals are important, and how can we help you
accomplish them?’” Carron shares. “Some patients
want to spend as much time as possible at home
with their family and have hospice come in; others
want to spend Christmas with them, and we can
try and have Christmas early, if need be.”

Staff ask patients to write down six short- and
long-term goals. “We ask them what’s impor-
tant,” she explains. “For example, who do you
want to be with? Yesterday, an elderly woman
said she really enjoyed crossword puzzles, but
that her vision was now blurred. Something as
simple as an ophthalmologist consult and some
eye drops solved the problem.” Carron adds that
the goals are re-visited periodically, as the
patient’s condition changes.

Duffy agrees it’s important to revisit patient
goals. “In EOL care, things are very dynamic,
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always changing,” she notes. “A lot of times peo-
ple get better when they are not expected to, or
perhaps a cancer has spread to the brain. Then,
it’s time to talk again.”

It’s a big issue if the patient’s goals of care are
not defined, Carron emphasizes. “They may
unfortunately go through testing, CPR, intuba-
tion processes they never wanted, and that’s sig-
nificant from a safety issue as well,” she says.
“We try to make it easier to process, so at least if
they have an advance directive we get it on the
chart and the physician looks at it. That then
translates into an order.”

No need for pain

One area of EOL care in which there is clear
standardization is pain management, says
Snyder. “There is standardization as far as assess-
ing pain on a regular basis, treating and re-evalu-
ating it; these are JCAHO requirements,” she
notes.

Beyond that, Snyder ventures into an area that
is gaining ever-greater credence in palliative care
circles. “There’s really no reason for patients to
have pain,” she asserts. “If people are fearful [of
opiates], it indicates a lack of knowledge.

“Residents and attendings are fearful, and they
don’t need to be. Once you have the knowledge
and experience, you see that opiates are safer to
use than Tylenol.”

“Undertreatment of pain is a real quality
issue,” Carron asserts. “Most of the time it is a
myth that patients will have shortness of breath.
Absolutely, patients can be kept pain-free; a lot
more education is needed in terms of pain man-
agement, as well as in equi-analgesic dosing, like
converting Tylenol or Vicodin to morphine.”
(Guidelines, she says, are available from the
American Academy of Hospice and Palliative
Medicine at www.aahpm.org/sites/.)

“The key is giving the right dose for the first
dose,” notes Judith A. Dobson, MSN, CHPN, a
hospice/palliative care consultant in Danville,
PA. “The way you start out on opioids is, you just
don’t pick a number based on how sick the
patient is or what they tell you their pain number
is. If they’ve never had morphine before, start
with a very small dose; in IV, that’s 2 mg, orally, 5
to 10. Then, you sit with the patient and in 15 to
20 minutes, you see how much their pain is
relieved by that dose. Then, perhaps, you add
another one. If you picked a number out of the
air and gave 90 mg the first shot, yes, it will

depress respiration. If you give it the right way,
the body becomes very used to it quickly.”

One of the biggest challenges, she continues,
is the fear that whatever patients are given
could cause addiction. Patients have this fear,
says Dobson, and “doctors and nurses do not
have the right education and still believe if they
give OxyContin or morphine the patients will
become addicted. It’s just not true; there are
genetic, psychological, socio-economic, and
environmental reasons people become addicted.
Yet, most people fear prescribing for those rea-
sons, and patients fear taking those medica-
tions.”

One way to overcome these fears is with a key
approach recommended by Dobson and others:
honesty. “The best thing is to let people prepare,”
she says. “For example, when a person gets lung
cancer, it’s generally not curable. All the treat-
ment that’s given extends life, gives more quality
of life, and gives time. Still, the first time you see
a doctor and he has bad news for you, whatever
it is, it’s important the patient is given the truth in
that they are told they have a life-limiting dis-
ease.”

In other words, she suggests, tell the patient
you are pulling out all the stops, but you want
them to know the condition will take their life
sooner than they may have thought. “People
don’t give up hope when they hear honesty,” she
insists. “They can look long-range and decide, for
example, how to prepare their kids. They may, for
instance, want to make a video for every coming
birthday, or plan for college.”

Other changes needed

Other changes can be made to improve the
quality of end-of-life care, says Dobson. For
example, she offers, “We need to get more pallia-
tive care units into hospitals, because that’s
where people die the worst deaths.” One of the
major obstacles, she notes, is financial. “We need
legislation that gives us an award like an ICD-9
code for quality end-of-life care,” she suggests.
“We do not get rewarded for a good death.”

Still, there are significant efforts being made.
“We started three-and-one-half years ago with an
inpatient consulting service,” says Carron. “Now,
we are in the process of hiring a full-time nurse
practitioner and some dedicated chaplains and
social workers.”

The inpatient consulting service involves a
team of palliative care physicians. “You have to
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ask for a consult from them,” Carron notes. “But
even now we address physical, spiritual, and
emotional needs, advance care planning, and any
family or financial and placement issues. We have
full pastoral care, so we bring in people with sim-
ilar backgrounds, or social workers who know
the patient’s culture. We also have interpreters
available.”

Qualified individuals are critical, Snyder notes.
“If you are working with a palliative care depart-
ment, find someone certified in the field — there
are board certifications now — to ensure quality
of care,” she recommends. “They will have more
state-of-the-art knowledge.”

From a hospital quality standpoint, adds
Carron, palliative medicine is best served in the
whole service line of care — outpatient, inpatient,
nursing, home care settings. “You need good
communication of goals of care across the set-
ting,” she says. “The whole continuum of care
needs to be addressed.”

To help ensure patients’ wishes are fulfilled,
“Get the advanced directives on the first [com-
puter] screen — right with their insurance num-
ber and emergency phone number,” Dobson
recommends. “You also need more than one sur-
rogate. Have a form that asks, if your surrogate
can’t do the job, or is out of the country, please
name a ‘number two.’ Also, indicate where the
patient wants to die.”

Begin preparations early

Finally says Dobson, begin your preparations
early in the care process. “Referrals to hospice are
coming late because people did not start to have
discussions with patients early enough,” she
says. “You’re supposed to have six months’ [lead
time], and we’re getting about 27 days.”

How can this problem be addressed? “Docs
need to learn how to say the tough things with
kindness and compassion and say them up
front,” Dobson says.

She recalls with appreciation the physician
who treated her mother. “He said to her: ‘Mrs.
Brennan, you have a life-limiting disease because
of this [breast] cancer, but there are many things
we can do to help you. You can have chemother-
apy, and surgery; we will stay with you, take care
of the symptoms you have, and when I realize
there is not any more we can offer you and you
are getting close to the end of your life, we call
that comfort care only. I will tell you when that
is.’ Five years later, he says, ‘Do you remember

when I told you that?’ Even though she had
dementia, she said she remembered, and he said,
‘Now is that time.’ And she said, ’I understand.’”

This type of advance preparation eases trans-
fers to hospice. How can you tell when “that
time” has come? “There are clinical guidelines
you can use that indicate when someone has
about six months to live,” says Dobson2. “When
that time comes, it’s only fair to the patient and
their family that they should know.”

References
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Fowler KE. Racial/Ethnic Preferences, Sex Preferences, and
Perceived Discrimination Related to End-of-Life Care.
Journal of the American Geriatrics Society; Vol. 54, No. 1,
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the National Hospice and Palliative Care Organization. Web
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Use of non-solicitation,
non-compete agreements

By Elizabeth E. Hogue, Esq.

Competition among providers for referrals can
be fierce. Managers are increasingly con-

cerned about employees and independent con-
tractors who leave organizations and take
patients with them. 

Providers have used a variety of strategies to
combat the loss of patients to other providers
when former employees or contractors take
patients with them, including: non-solicitation
agreements and non-compete agreements.

Non-solicitation agreements frequently
require employees and independent contractors
to agree not to solicit patients who currently
receive services from the company at the time
the relationship terminates. They may also pro-
hibit former employees and independent contrac-
tors from soliciting employees and independent
contractors of companies at the time relationships
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end to work elsewhere.
Of course, the difficulty with non-solicitation

agreements is that it may be problematic to prove
that “solicitation” occurred. Former employees
and independent contractors may claim, for
example, that patients who switched companies
did so on their own without any encouragement
from them, much less any solicitation. 

Nonetheless, it may be helpful to ask employ-
ees and independent contractors to sign non-
solicitation agreements because it may deter them
from engaging in attempts to get patients and
staff to change companies.

In view of the potential limitations of non-
solicitation agreements, providers have also uti-
lized non-compete agreements. These agreements
may, for example, prohibit employees and inde-
pendent contractors from working for other
providers of similar services within a specific
geographic area for a specified period of time. Or
they may prohibit them from providing services
to patients that they cared for at the agency for a
specified period of time after the relationship
with the agency ends.

Many providers recognize that the terms of
non-compete agreements must be reasonable.
What is reasonable is likely to be determined by a
mediator, arbitrator or a judge in the courtroom.
But, generally speaking, if the terms of non-com-
pete agreements amount to deprivation of the
ability to earn a living, they will be considered
unreasonable.

With regard to non-compete agreements it is
also important for providers to be meticulous
about getting these agreements signed before
they hire employees as opposed to after they
have already been employed. It is important to
get non-compete agreements signed before staff
members are employed because the courts in
some areas of the country have ruled that non-
compete agreements with existing employees are
unenforceable.

The crucial issue for many courts seems to be
whether or not employees receive something
called “consideration” in exchange for signing a
non-compete agreement. 

With regard to employees who sign agree-

ments before they are hired, the consideration is
clearly getting the job.

Employees who were asked to sign non-com-
pete agreements after they are already employed
have successfully argued in court that there was
no consideration for the agreement, so they are
unenforceable. Of course, employees asked to
sign non-competes can always quit their jobs. But
some former employees have claimed that they
could not realistically do so. Since signing a non-
compete agreement did not guarantee continued
employment, it was unfair, without consideration
and, therefore, unenforceable.

On the contrary, other courts have concluded
that when existing employees sign non-compete
agreements and continue to be employed, their
continued employment was consideration for
signing non-compete agreements. After all,
employers could have fired them if they refused
to sign the non-compete agreements.

What should providers do in response to the
different conclusions reached by courts in various
jurisdictions about these issues?

• Asking employees to sign non-compete
agreements as a prerequisite to hiring them may
increase the likelihood that non-compete agree-
ments will be enforced.

• Providers should ask current employees to
sign non-compete agreements before potential
problems with a continued employment relation-
ship are encountered, the company contemplates
layoffs, etc. To the extent that employment con-
tinues after employees sign non-compete agree-
ments, they are more likely to be enforced.

• Enforcement of non-compete agreements is a
rapidly changing area of law. Managers should
periodically review their agreements and any
applicable state statutes and regulations and
make amendments to them as needed to help
ensure enforcement.

Competition among providers continues to
“heat up.” Providers cannot afford to lose
patients to others when staff members leave to
work elsewhere. All reasonable steps must be
taken to ensure that patients are not lost, includ-
ing the use of non-solicitation and non-compete
agreements.  ■
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increase employee
satisfaction

■ Do you know what home
remedies your patients are
using?

■ Accreditation as a
marketing tool? Is it right for
you?
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Vitamin D, calcium reduce
risk of falls in women

Anew study by physicians at the University
Hospital Zurich in Switzerland reports a

46% reduction in the risk of falls for women more
than 65 years of age.1

The three-year study included 199 men and
246 women who were split into two groups with
one group taking vitamin D and calcium and the
other group taking placebo. During the study,
49% of the men and 55% of the women experi-
enced falls. Of the 231 total falls, 107 occurred in
the vitamin D/calcium group and 124 occurred
in the placebo group.

Researchers found that vitamin D/calcium sup-
plementation did not significantly lower the risk of
falling as compared to the placebo group for both
the overall group of study participants or for men.
Women who took the vitamin D/calcium supple-
ment did experience a significant reduction in the
number of falls. Though other variables may have
contributed to the reduction, the researchers say
the results are clinically significant.

Reference
1. Bischoff-Ferrari, HA, Orav, EJ, Dawson-Hughes B.

Effect of Cholecalciferol Plus Calcium on Falling in
Ambulatory Older Men and Women: A 3-Year Randomized
Controlled Trial. Arch Intern Med 2006; 166:424-430.  ■

Free tool to enhance 
plan for flu pandemic

The Department of Health and Human Services
offers a free checklist that home health man-

agers can use to evaluate their emergency pre-
paredness plan for response to a flu pandemic.

The checklist addresses structures for planning
and decision making, development of a plan, and
elements of a flu pandemic response. The ele-
ments include infection control, staff education,
staffing during a potential shortage, vaccination
of home health staff, and communications. Links

to other web sites with resource information are
included throughout the checklist.

To see the checklist go to http://www.pan-
demicflu.gov/plan/healthcare.html.  ■

Medicare patients become
target for phone scam

Home health personnel can help protect
patients from a telephone scam that is

directed at seniors and people with disabilities by
letting them know about the “$299 Ring.”

The Centers for Medicare and Medicaid
Services (CMS) reports that Medicare patients are
receiving telephone calls from companies offering
to help them enroll in a Medicare Prescription
Drug Plan. Typically, the telemarketer asks the
Medicare beneficiary to allow the company to
withdraw $299 from the beneficiary’s checking
account for this non-existent assistance.

Medicare has received complaints from
Indiana, Michigan, Pennsylvania, Massachusetts
New Jersey, and Georgia. Complaints have been
made against a number of different companies,
but authorities believe that the companies are the
same and are typically based outside the United
States.
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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 num-
ber 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.

On-line bonus book 
for HHH subscribers

Readers of Hospital Home Health who recently
have subscribed or renewed their previous sub-

scriptions have a free gift waiting — The 2006
Healthcare Salary Survey & Career Guide.

The report examines salary trends and other compen-
sation in the hospital, outpatient, and home health indus-
tries.

For access to your free 2006 on-line bonus report,
visit www.ahcpub.com.  ■
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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. How does Patricia Fleming, RN, chief clinical offi-

cer for VNA of Rhode Island in Lincoln, RI, keep
her staff from feeling overwhelmed when evaluat-
ing their results in Home Health Compare?

A. She doesn’t share all of the information.
B. The performance improvement team only

chooses two issues to address each year.
C. Staff focus on categories in which they have the

lowest score.
D. Staff do not tie performance improvement efforts

to Home Health Compare.

2. How does Maureen Hayes, RN, professional ser-
vice manager of Mercy Homecare in Cadillac, MI,
emphasize the importance of good customer ser-
vice for all employees?

A. Customer service is a standing item for all meet-
ing agendas.

B. Job competencies related to customer service
are in place for all employees.

C. Patient satisfaction survey results are reported to
all staff members.

D. All of the above.

3. Each of Optima Health’s disease management
programs contains which two components?

A. A generic telephonic disease management com-
ponent and a LifeCoach component

B. A LifeCoach component and focus groups
C. Focus groups and a generic telephonic disease

management component
D. None of the above

4. According to Dawn Snyder, RN, MSN, clinical
nurse specialist in palliative medicine at
Geisinger Medical Center in Danville, PA,
patients’ fear of opiates merely indicates a lack of
knowledge.

A. True
B. False

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

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.  ■

CMS says that no Medicare drug plan can ask a
person with Medicare for bank account or other
personal information over the telephone. In addi-
tion, legitimate Medicare drug plans will not ask
for payment over the telephone or the Internet.
They must bill the beneficiary for the monthly
premium. Medicare beneficiaries who believe that
they have been a victim of this scam, can report
the cases to local law enforcement agencies or to
CMS at (877) 772-3379.  ■


