
VA experts offer advice on care for
combat veterans at end of life
Veteran deaths at all-time high 

Record numbers of veterans will die this year, and veteran deaths
will remain high for the next decade, experts say.

Community hospices provide care to many of these veterans at the
end of their lives, sometimes without hospice staff knowing their
patients were in the service. Experts say hospice professionals often do
not realize how their patients’ military service or war-time experiences
might color the way they face their own deaths.

The number of veteran deaths is expected to reach an all-time high of
more than 680,000 in 2006, and it’s expected that 600,000 veterans will
die each year through 2016, says Christine Cody, RNC, MSN, national
program manager of hospice and palliative care at the Department of
Veterans Affairs in Washington, DC.

World War II veterans, now in their 80s, are the main reason for the
increased numbers of veteran deaths, Cody adds.

The VA offers hospice services as a covered benefit, defined the same
as the Medicare hospice benefit, to all enrolled veterans, Cody says.

“The mission of the program is to honor the veteran’s preferences in
preparing for end of life,” Cody says. “There are studies of veterans and
their families, asking them where they would prefer to die, and, over-
whelmingly, veterans would prefer to die at home or in a supportive
environment — not in an acute care unit.”

For several years, the VA has enhanced end-of-life programs and ser-
vices, focusing on staff and community education, and the change has
produced positive results.

The percentage of VA inpatient deaths in a designated hospice bed
has increased 49 percent from fiscal year 2004 to fiscal year 2005,
Cody says.

Eight percent of VA inpatient deaths occurred in a designated hospice
bed in FY 2003, compared with 12 percent in FY 2004 and 17 percent in
FY 2005, she adds.
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In the VA’s Home Based Primary Care Program,
the number of veterans receiving palliative care has
increased from 200 in FY 2003 to 1,600 in FY 2004 to
2,600 in FY 2005, an increase of 58 percent between
FY 2004 and FY 2005, Cody says.

VA deaths with a palliative care consult
increased from 28 percent in FY 2003 to 33 percent
in FY 2004 to 40 percent in FY 2005, she says.

The U.S. Department of Veterans Affairs is work-
ing to educate VA hospice and palliative care staff,
as well as community-based hospice workers
about the unique problems and needs of veterans
at the end of life.

For example, combat veterans might suffer from
a sudden onset of post-traumatic stress disorder
(PTSD) in which traumatic memories have sur-
faced as a result of their confronting their own
deaths, says Deborah Grassman, ARNP, hospice
coordinator at Bay Pines VA in Bay Pines, FL.
Grassman educates hospice staff and others about
how to care for veterans, and she has created a

DVD that demonstrates the best strategies for
helping veterans at the end of life. (See story on
how hospices can improve care of veterans, p. 111.)

“Our conscious minds start receding, and our
unconscious minds start expanding as we die,”
Grassman says. “As our conscious mind gets
weaker, it is less able to push down those traumatic
memories.”

The VA has created a model for educating end-
of-life workers and others about how to care for
dying veterans, whose needs often are more com-
plex than those of non-veterans at the end of life.

The VA’s program goals are to increase veteran
access to hospice and palliative care in both inpa-
tient and outpatient settings; to promote quality
improvement through program development and
outcome measurement, and to enhance staff exper-
tise in delivery of end-of-life care, Cody says.

“We help educate community providers who
are caring for veterans,” Cody says.

“One of the campaigns is to have hospices
ask patients if they are veterans,” Cody says.
“We also have a national relationship with the
National Hospice and Palliative Care
Organization.”

With 23 years of experience working with veterans
and 11 years of exclusive hospice work, Grassman
has cared for more than 3,000 dying veterans.

One generalization she can make of veterans is
that they typically value stoicism, a behavior that
was indoctrinated into them as young soldiers,
Grassman says.

While stoicism was necessary during their mil-
itary service, it can create difficulty as they come
to the end of their lives, Grassman adds.

“The degree to which they incorporated that sto-
icism as a value after the military is the degree to
which they can die a peaceful death,” Grassman
says. “People who are stoic underreport their pain
and fear and behave as though everything is
always fine on the outside when it may not be so
fine on the inside.”

This is one of the reasons why the VA is educat-
ing hospice professionals to ask patients whether
they are veterans.

The VA directed all facilities to start a palliative
care consult team in February, 2003, as part of a
leadership move among the department’s top offi-
cials, who recognized the need to improve end-of-
life care for veterans, says Dwight Nelson, MSW,
Veteran Integrated Service Network (VISN) 23
coordinator, extended care and rehab services line
at the VA Midwest Health Care Network in
Minneapolis, MN.
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The VA’s Hospice-Veteran Partnership
Initiative promotes VA alliances with community
partners. The VA provides no direct comprehen-
sive home hospice services, but does work with
community hospices where these services are
available to veterans.

“We can’t claim to have a real hospice model in
many of our VAs because it involves bereave-
ment and volunteers and so on,” Nelson says.
“We’re working towards that.”

Instead, the VA uses the PCCT approach, mak-
ing a core team available to other staff across the
continuum, including medicine, surgery, mental
health, and extended care. The PCCT promotes
hospice and PC services, and refers to community
hospices when indicated, Nelson explains.

“Around the time the directive came out, the
VA launched a series of training sessions for
VISN teams,” Nelson says. “They asked each
VISN to set up what were called VISN-level hos-
pice and palliative care teams to promote and be
a resource to facility PCCT teams, and so that’s
been underway.”

The teams consist of a physician, social worker,
chaplain, and nurse, he adds.

“The VISN teams serve as consultants and
oversee the PCCTs at all sites,” Nelson says.

The project’s goals are to improve care, educate
staff, and improve end-of-life care access for vet-
erans and their families, Nelson says.

“We work with and educate community hos-
pices about the unique needs of veterans,”
Nelson says. “This especially is about combat
veterans and their unique experience in a war
combat zone.”

For instance, the VA has created small refer-
ence cards that provide advice to health care
providers who work with veterans, including
those who are receiving end-of-life care.

The reference card suggests that providers
begin discussions with patients with these four
openers:

• Tell me about your military experience.
• When and where do you/did you serve?
• What do you/did you do while in the service?
• How has military service affected you?
Here are some other questions providers

might ask patients, according to the VA’s reference
card:

• Were you a prisoner of war?
• Did you see combat, enemy fire, or casualties?
• Were you wounded, injured, or hospitalized?
• Did you ever become ill while you were in

the service?

Whether or not veterans are referred by the VA
to a community hospice’s care depends on what
the veterans and their families’ desire, Nelson says.

“If a veteran is at a point where he or she might
need a lot of support and there’s not a family care-
giver in the picture, or if there’s an elderly wife
who can’t provide the level of care needed at home,
and then the veteran might end up staying with us
in one of our primary care beds,” Nelson explains. 

“Like hospices in the private sector, we have
many veterans and families who have a strong
desire to go back home for as long as they can,”
Nelson adds. “In those cases, whenever possible,
we might make a referral for community hospice
care.”   ■

Nation’s warriors have
unique needs as they face
their last days
Peaceful deaths hindered by guilt, unresolved
trauma

Some of the principles instilled in military men
and women during their service are what

make it so difficult for the same people to achieve
peace while dying, experts say.
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Stoicism, never surrendering, and ignoring
emotional pain are qualities that might make it
easier for a person to engage in mortal combat,
but they can be barriers to serenity at the end 
of life.

“Soldiers are indoctrinated to not go down
without a fight, so the idea of surrender is not
part of their mentality,” says Deborah Grassman,
ARNP, hospice coordinator at the Bay Pines VA in
Bay Pines, FL. Grassman has long worked with
veterans at the end of life, and she trains health
care professionals in how to improve care of
dying veterans.

“The whole idea with dying in hospice care is
you’re helping people to let go, to surrender, so
peacefulness will come,” Grassman says.

But for men and women who were taught dur-
ing their youth and formative years to think like
disciplined warriors, the message is very power-
ful and lasting, Grassman notes.

“For soldiers, learning to fight and kill has to
become instinctual so they’ll survive in combat,
and those qualities do not surrender easily, even
when a person is facing death 50 years later,”
Grassman adds. “So that complicates a person’s
death and it impairs their ability to go gently into
the night.”

For combat veterans, there are other issues
that hinder their ability to accept all that hospice
providers can give them. Grassman describes
some of these issues and offers advice on how
hospice professionals can help veterans over-
come them:

1. Traumatic memories and emotions are kept
buried deep.

All of the traumatic memories they’ve kept
sublimated for decades may begin to surface as
they die, Grassman explains.

“Before they had the strength to run or hide
from them, but when you’re on your deathbed,
those kinds of coping mechanisms to keep mem-
ories contained start losing their power and
come forth,” Grassman says. “We commonly see
this happen; not a week goes by that I don’t see
it at least once.”

So hospice professionals might be the first
health care providers to help veterans deal with
the strong emotions emerging during their
delayed post-traumatic stress disorder (PTSD).

One of these emotions is paralyzing guilt,
Grassman says.

“So they have killed and then they come to
their death bed, getting ready to meet their
maker,” Grassman says.

They see their lives and the worst moments
seem immediate, and this is when their guilt
begins to interfere with the peacefulness of their
deaths, she explains.

2. Alcoholism can be a problem.
“Often as a mechanism for running from the

guilt or trying to numb traumatic memories,
there can be a lot of flighty-type behavior, such as
alcohol use,” Grassman says. “A lifetime of alco-
hol usage means some unfinished business, a
numbing out instead of confronting difficult situ-
ations, and this comes crashing down sometimes
when a person faces death.”

Alcoholism might not be rare in the general
hospice population, but the military culture once
encouraged drinking, which makes it common
among veterans, Grassman notes.

“The military used to make alcohol easily
available,” Grassman says. “When soldiers were
away from home and lonely and 18 or 19 years
old, they would drink, and it shouldn’t be sur-
prising that there’s a high incidence of alcohol
use among veterans.”

3. Some wars were valued more than others.
Dying veterans may experience their deaths

differently, depending on which war they
fought.

For instance, the veterans of World War II,
which includes the largest group of veterans
who are dying in hospice care now, experienced
unity and support from the American public,
Grassman says.

“The reason we were in the war was undis-
puted, especially after Pearl Harbor, and the sol-
diers were all there for the duration of the war,”
Grassman says. “They didn’t come home until
they were killed or the war ended.”

When they did return home, they were
greeted as heroes and the public was eager to
hear their victorious war-time stories, Grassman
says.

The positive impact of public support has
helped many of these veterans cope with their
traumatic experiences, she says.

The soldiers who fought in Korea and Vietnam
were not so fortunate, Grassman says.

“The Korean War wasn’t even called a war,”
she says. “It was a conflict or police action, and
that, in my mind, tends to show how we mini-
mize or neglect their conflict contributions.”

Korean veterans often suffer from the effects of
frostbite and lost limbs, and the simple act of
putting a sheet over their legs may cause them to
flinch or jump, Grassman says.
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“Then there was Vietnam,” Grassman says.
“Korea taught us how to ignore the soldiers, and
Vietnam taught us how to shame them.”

Due to extensive TV coverage of the Vietnam
War, Americans were no longer shielded from
the brutality of war, she explains.

The Vietnam War ushered in years of protest,
and this divided the nation.

“The most important thing from that war was
when our soldiers returned home they were
greeted with protest signs calling them murder-
ers and baby killers and that sort of thing,”
Grassman says. “We did not want to hear about
this war, so they clamped up.”

And psychological experts now know that
the worst thing you can do about a traumatic
experience is lock it up in silence, Grassman
says.

“So when we talk about what hospices can do,
one of the things we can do is thank veterans for
their service to our nation,” Grassman says.

“We can thank them and acknowledge that it
was a sacrifice,” she adds. “While the rest of us
are learning skills to form families, getting
schooling, advancing our careers, they’re doing
the opposite things, and they’re making 
sacrifices.”

Often just by thanking veteran patients, hos-
pice workers will open the door to hear their sto-
ries, Grassman says.

“The second thing is if they are Vietnam war
veterans or Korean war veterans, we can apolo-
gize to them for the way we treated them,”
Grassman says.

“It’s not unusual for me to get down on my
knees to say, ‘I am so sorry for how we treated
you; I’m so sorry for the scorn you had to
endure because of our ignorance,’” Grassman
says. “What you often see is that this is all that is
needed — all they wanted was for someone to
say, ‘I’m sorry you had to do this and that we
treated you like this.’”

Sometimes the simple act of apology will
allow the veteran to finally open up about his
experience, shame, and bitterness, and release
these emotions, she says. (See tips on speaking
with veterans, p. 114.)

“It’s never too late to bring our soldiers home,”
Grassman says. “We can do it one soldier at a
time, and the last opportunity to do that is on
their deathbed.”

Hospice professionals have the awesome
responsibility of providing the last opportunity
for healing for a veteran, Grassman adds.

4. Combat veterans have three different tra-
jectories for coping with the trauma.

“This is overly simplified, but its value is that
it provokes people into thinking about this
issue,” Grassman says.

In the most difficult cases, the veteran has
never confronted or worked through the trau-
matic experiences and his feelings about them.
These are the veterans who may suffer from
post-traumatic stress disorder, Grassman says.

“For whatever reason, the trauma has been at
least partially contained, instead of integrated,”
Grassman says. “It continues to knock at the
door, begging for integration.”

Some of these veterans may have peaceful
deaths, but others won’t. It depends on their
residual memories and feelings of guilt and
whether they’ve been treated for PTSD,
Grassman says.

For this group, there still might be survivor’s
guilt and a share of the suffering many veterans
experience with regards to whether their military
and combat service had any greater meaning,
she says.

“How strong is that stoicism that has encapsu-
lated and isolated them from parts of their own
selves?” Grassman says. “Those are all factors I
believe affect whether PTSD will come out on
their death bed.”

Grassman calls the middle trajectory the
latent PTSD group in which the veterans have
returned from the war and appear to be free of
PTSD but, in subtle and not-so-subtle ways, the
trauma remains, sabotaging their lives in little
ways.

“They don’t attribute their problems to the
war,” Grassman says. “They’re especially good at
building thick, strong walls to segregate that
trauma into another area where they don’t have
to look at it.”

Veterans in this group might first experience
PTSD symptoms while they are dying in hospice
care, she adds.

The ideal trajectory involves full integration
and acceptance of their service and lives after-
wards.

These veterans have been healed emotionally
and have worked through healing after their
trauma, Grassman says.

“When they come to the end of their lives,
what they say is, ‘I faced death before the war,
and I have not been afraid of death since,’”
Grassman says. “So they truly face death without
fear of death.”
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These veterans might say they view every day
as a gift they didn’t expect to have since they had
gone to war expecting to die, she says.

“That’s what I call the trajectory of integra-
tion,” Grassman says. “They integrated the war
trauma into their non-trauma, post-war lives,
and that doesn’t happen automatically or 
easily.”

Grassman worked with a veteran who had
fully integrated his World War II experiences
into his life, and the trauma was resolved.

When she met the man and asked him how he
was doing in hospice care, he answered, “I am
blissful,” she recalls.

The man told her the story of how 10 years
after the war he was an art professor and was

contacted by an opera house in Germany, which
asked him to be their set designer for a show.

He declined at first because of the bad memo-
ries he had of being a prisoner of war in Germany
during the war, but then he realized it would be a
dream come true, so he took the job and returned
to Germany, Grassman says.

His PTSD symptoms were contained until it
came to hearing the German language, which
brought back memories of his POW experience.
The man got through this experience by learning
the German language well enough to direct the
opera house workers and to become an inter-
preter for others, Grassman explains.

“When he confronted those fears within him-
self, that’s when he became free,” she adds.   ■
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Here are some strategies for hospices working with veterans
Expert,VA offer these tips 

Hospice professionals who would like to improve their care of veterans can create opportunities for release
and healing by asking the following questions and following this advice, according to the U.S. Department of

Veterans Affairs in Washington, DC, and Deborah Grassman,ARNP, hospice coordinator at the Bay Pines VA in
Bay Pines, FL:

• Are you a veteran?
• Are you a combat veteran?
• If the previous answer is yes, then say, 'Combat veterans have often told me how ugly war is. I'm just wondering

if there's anything from that war you were in that still might be troubling you now.' Grassman says.
"Then, and here's the important piece that people often forget, you have to sit quietly for 15 to 30 seconds, just

sitting without expectation," she says. "When we ask a question about whether there is anything still troubling
someone about the war, then we have to shift into a different mode with a low, quiet energy that lets the question
hang in the air."

Pushing for an answer can cause damage when a person is not ready to tell his or her story, Grassman adds.
"I think we have done even more damage by not opening the door because that abandons the patient,"

Grassman notes. "Our hospice responsibility is to know how to open the door without pushing, and how to cre-
ate a comfortable emotional environment in which they can step forward with their story if they so choose."

• Show genuine interest.
"People with PTSD do not trust easily, and they can sniff out a phony," Grassman says. "One of the underlying

principles is each of us has to be honest and real with them and genuine and caring."
If a hospice worker has prejudices toward veterans with PTSD, then the worker needs to come to grips with it

and work through it before attempting to help the veteran with his or her trauma and unresolved issues,
Grassman suggests.

• When hospice and other medical professionals wish to learn whether a veteran is experiencing PTSD, the VA
suggests they ask this question: "In your life, have you ever had an experience so frightening, horrible, or upsetting
that, in the past month, you….

- Have had nightmares about it or thought about it when you did not want to?
- Tried hard not to think about it or went out of your way to avoid situations that reminded you of it?
- Were constantly on guard, watchful, or easily, startled?
- Felt numb or detached from others, activities, or your surroundings?   ■



Hospital’s Healing Quilt
program reaches families
after child dies
Theme camp for grieving kids is key

AMinnesota hospital system has created a
grief program that uses some of the best

strategies of hospice bereavement support in
helping families who are suffering after the death
of their children.

The Children’s Hospitals and Clinics of
Minnesota in Minneapolis provides extensive
grief support over a two-year period to families
who have lost a child, calling the service the
Healing Quilt program.

Healing Quilt offers families Camp Connect,
which is a weekend retreat for bereaved siblings,
ages eight to 18 years.

“We collaborate with another organization in
the Twin Cities, and most of the kids they work
with are kids who have had a parent die,” says
Linda Lehmann, MA, LP, bereavement coordina-
tor of Children’s Hospitals and Clinics.

“We take the kids away for a weekend and
give them a really great camp experience,”
Lehmann says. “It’s a lot of fun, but it also gives
them an opportunity to focus on their grief, and
the camp is always around a certain theme.”

Children attending the camp are divided into
small, age-appropriate groups, and they are
assisted by junior counselors, Lehmann says.

“The counselors are kids who have been to the
camp before, and they come and help out and
provide support to the kids who attend the camp
that weekend,” Lehmann explains.

In 2005, the camp’s theme was super heroes,
she notes.

“The focus of the weekend was to help them
discover the super hero in themselves,” Lehmann
says. “They may see the person who died as a
hero, but the focus was more in helping them to
discover what was heroic about themselves and
everything they’d been through.”

The children made super hero capes and deco-
rated them, and they gave themselves super hero
powers that would help them as they go through
their grief, Lehmann says.

“We took pictures of them standing behind these
costumes they had drawn, and then we put the pic-
tures on cards, so they created their own super hero

trading cards,” Lehmann adds. “It was just wonder-
ful, and they had to fill out information about them-
selves on the back of the cards, including what were
their special abilities and what advice they had for
other kids who had a loved one who died.”

At the camp’s end, the kids traded their cards.
“So when parents came to pick up the kids, we

had a Powerpoint presentation of all of the kids,
and we played Mariah Carey’s song ‘Hero,’”
Lehmann says.

The weekend’s highlight was on Saturday
evening when the camp held a cook-out and the
kids were asked to write a message to the person
who died, and then they put the messages into
the fire and let the smoke take it up, she adds.

The camp theme this year was based on the
book, titled Lost and Found, about a girl who
went through a journey of feeling very lost when
her sibling died, Lehmann says.

Youths attending the camp made fleece blankets,
because in the book the heroine took a blanket that
was her sibling’s blanket and wrapped it around
herself to make her feel closer, Lehmann says.

At the corner of the blanket, they wrote messages
to the person who died, but the messages were tied
into the blanket for privacy, Lehmann says.

In keeping with the “lost and found” theme,
the children wore binoculars and carried com-
passes and flashlights. They also had cards for
journaling, and in small groups they met to dis-
cuss the book, she adds.

“It’s a wonderfully creative program, and
strong friendships are formed, and kids leave
there changed,” Lehmann says.

The program has three strong themes that are
recycled every few years, often tweaked a little,
she adds.

Another tradition is to have the children sit
around after the campfire on Saturday night to
have their hair styled and clipped and their faces
painted by professional stylists, who donate their
time and supplies, Lehmann says.
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Minneapolis, MN 55404. 
Telephone: (612) 813-6622.
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Teenagers attending the camp also can do a
high ropes course, which challenges them to take
a risk, and they have opportunities to play bas-
ketball, other games, and hang out, she adds.

“Part of the curriculum is they’ll do a trust
walk,” Lehmann says. “They wear blindfolds and
go through the woods, trusting the person beside
them to direct them.”

Whenever there are emotional events sched-
uled, these are followed by activities, so the stress
is relieved as the children move into their deeper
feelings, Lehmann notes.

“We have crafts or they do something active,
because they can’t just stay in those feelings all
weekend long,” she explains. “They do go home
exhausted, but it’s a good kind of exhaustion.”

One of the popular activities is a polar bear
plunge on Saturday mornings, in which the children
jump into a river still cold in May, Lehmann says.

“It’s a rite of passage for kids who come to the
camp, and a lot of them do it,” she says.

Another grief activity offered by the hospital is
a fall retreat for an entire family, Lehmann says.

Families meet at the Minnesota Landscape
Arboretum, spending a day in the lovely gardens,
she says.

“It’s based on a theme, and in the morning we
spend time where we work with the parents sep-
arately from the kids, and then they come back
together and have lunch,” Lehmann says. “In the
afternoon, we have an activity they can do as a
family.”

The retreat is creative and different because of
the unique environment, she notes.

For example, the arboretum had a variety of
tree houses on the grounds for several years, and
the families would go into each of the tree houses
and be confronted in each with a different ques-
tion about their grief, Lehmann says.

“It’s a wonderful getaway for the family for a
day, but it’s also intentional,” she says. “Our pro-
gram helps families be very intentional about
their grief, helping them make an appointment
with their grief.”

Through creativity and fun activities, the staff
helps families look at their grief in a different way
and to keep a connection with their deceased
child, Lehmann adds.

“All of the services are offered at no charge
because the hospital is really committed to
bereavement support,” she says.

“We called it ‘Healing Quilt’ because the people
who had the vision for the bereavement program
wanted to offer families an array of services, and

that’s where the image of a quilt came into it,”
Lehmann says. “It has many pieces, and yet it’s
cohesive — one piece.”

The program’s brochure features this quote:
“When a child dies, one by one we pick up the
pieces of our broken hearts and sew them back
together into a tapestry of sorrow and tears. But
when we add remembrance, love, and hope, we
come to realize that we have created a quilt, a
healing quilt.”   ■

New CMS rules on HHABNs
expand applications,
increase confusion
Don’t waste staff time; read instructions carefully
and educate clinicians

Do you take the ultra-cautious approach and
issue a Home Health Advance Beneficiary

Notice (HHABN) in any case in which you are
not sure if the new rules apply, or do you take a
chance and hope that you’ve interpreted the
instructions correctly?

This is the dilemma posed by the mandate by
the Centers for Medicare & Medicaid Services
(CMS) that requires home health agencies to issue
HHABNs in more situations than required before
Sept. 1, 2006. 

“In the past, the use of an HHABN was very
specific and very limited in scope,” points out
Rachel Hammon, RN, BSN, director of clinical
practice and regulatory affairs for the Texas
Association of Home Care in Austin. While pre-
viously the use of an HHABN focused on the
financial liability of a patient for whom services
or equipment might not be covered by Medicare,
the new rules expand the application to address
issues not related to financial liability, she
explains. In addition to issuing an HHBN if the
patient will be responsible for costs of care, a
home health clinician also must give the patient
an HHABN if service is being discontinued
because the agency can no longer provide service
to that patient, or if the physician has changed
the orders and determined that home care is not
necessary.

In the initial changes introduced in May, home
health agencies were given only two option boxes
to check off on the HHABN; but after subsequent



review and comments from the home health indus-
try, a third option was added to the form, Hammon
says. “I was glad to see that we are given the third
option in which we explain to patients that the
physician has changed his or her orders and we
cannot provide care without a physician’s orders.” 

Although the form has not changed from the
one introduced in May with the exception of the
additional option box, the instructions have signifi-
cantly changed from what agencies have been
using, says Elizabeth E. Hogue, Esq., a
Burtonsville, MD, attorney. The instructions for the
HHABN are hard to understand, she admits. “If
you are in doubt as to whether or not an HHABN
is needed, I suggest that you err on the side 
of caution and issue one.” 

While you can’t get into trouble for issuing too
many, there is a cost factor to the agency, Hammon
points out. “Although you should make sure you
issue HHABNs when needed, it is also important
to save the time your clinicians spend on the forms
by making sure you understand the instructions so
that you don’t issue unnecessary HHABNs,” she
suggests.

The instructions are fairly general, and the
biggest challenge for all home health agencies
will be interpreting the instructions and applying
them to every scenario, says Hammon. “Every
agency is different, depending on its size, patient
population, and geographic area,” she says.
“Also, if durable medical equipment is part of
your agency’s services, then another set of situa-
tions will have to be addressed.” 

Review CMS information

Although there is a Q&A on the CMS web site
(see resource box to the right) to help home health
managers figure out what is required, the questions
and answers have not been updated since June. “I
expect to see updated information as more agen-
cies submit questions now that the HHABN rule is
in place,” Hammon says.

The best way to know what is required is to
review the instructions and the existing Q&As
carefully, she suggests. “Identify situations that are
most likely to occur in your agency and decide if
they require an HHABN.” 

Every nurse, therapist, case manager, supervisor,
and manager needs to be educated, says Hogue.
Agencies need to determine who makes the final
decision to issue an HHABN and clinicians need to
understand what situations might require one so
that no one misses a situation for which one is

required, she says. “There are exceptions to the
HHABN requirement,” she points out.
“Specifically, if the patient is moving to a different
level of care, such as the hospital or a nursing
home, there is no need to issue an HHABN,” 
she says.
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Exceptions to the rule: 
Know when to use an HHABN 

For every rule, there are exceptions, and the
new instructions governing the use of

Home Health Advance Beneficiary Notices
(HHABNs) also have their exceptions to the
rule. According to the most recent postings on
the Q&A section of the CMS web site, the fol-
lowing questions identify exceptions to the
HHABN rules:

Q. Is an HHABN required when we refer/coordi-
nate a transfer to another HHA? What about home
attendants obtained through another HHA?

A. HHABNs are not required in these situa-
tions. Transfers are discussed in Section IV of
the revised HHABN instructions posted on
the CMS and Regional Home Health
Intermediary (RHHI) web site in February.
Beyond that, liability notice policy only
requires that rendering or billing providers
give notice.

Q. If the patient is a Medicare beneficiary and
is receiving skilled services paid by Medicare, and
the patient would like to pay privately for addi-
tional custodial care, what notice would we give? 

A. No notice is necessary since this is con-
sidered an increase in care, which is not a
triggering event. 

Q. What if the patient takes a turn for the
worse and his or her home health care is put on
hold — the patient is not discharged, but hospi-
talized. This means the patient’s plan of care has
changed. Do we need to give an HHABN?

A. Again, HHABNs are not required when
the level of care increases, or when an indi-
vidual is hospitalized. 

Q. What if a staff member gets sick and we are
not able to get someone to the patient’s home on a
certain day, do we need to give an HHABN?

A. No. An HHABN is necessary in emer-
gency or unplanned situations. 

Source: Centers for Medicare & Medicaid Services, HHABN Q
and As. Web site: www.cms.hhs.gov. 



A good resource for training is your state associ-
ation, says Hammon. “Most state associations
have partnered with vendors to provide seminars
on HHABN rules and are also posting information
on their web sites,” she says. Take advantage of
these opportunities and keep reviewing the CMS
Q&As to stay up-to-date, she suggests.

It is important to be clear about when an
HHABN is needed, says Hogue. “CMS is saying
that state surveyors will survey for compliance
with the new HHABN rules immediately,” she
says. “It is unclear, though, how surveyors will be
able to judge compliance with the same broad
instructions that agencies have,” she adds. “The
inclusion of HHABN compliance does increase the
importance that agencies work to identify the
proper application of the rule.”  ■

Adopting new technology?
Understand staff fears
Loss of job tops list of fears for all staff members

Increased efficiency, improved documentation,
and faster reimbursement are all reasons to

upgrade your agency’s technology. Unfortunately,
the challenges to upgrading technology in home
health go beyond financial concerns and a desire
to find the right vendor.

Even with the timesaving benefits that they will
likely enjoy once you’ve upgraded the agency’s
technology, reluctant staff can negatively affect the
success of new computer software and hardware,
says Dale Reis, RN, BSN, senior implementation
specialist at CareCentric in Atlanta. To improve
your chance of a successful implementation, be sure
to address staff fears early in the evaluation process
of new technology, she says. “The biggest fear
among home health employees is that they will be
replaced by a computer,” she explains. 

Saving some money in salaries and benefits by
reducing some full-time equivalents (FTE) within
the agency is one benefit of upgrading any system,
but you can reassure your employees that the new
system doesn’t guarantee that anyone loses their
job, says Leslie Halchak, RN, director of profes-
sional services at Home Health Management in
West Columbia, SC. “We did eliminate 2½ FTEs
when we implemented our new system in 2005,
but we knew well ahead of time that we would be
cutting those staff positions once the system was
up and running,” she says. 

Because she knew about the staff reduction,
Halchak used a combination of attrition and redis-
tribution of duties to make sure that no one was
laid off. “When one employee in the area where the
positions would be eliminated left the agency, I
used a temporary employee to cover the job until
we finished implementation and no longer needed
that position,” she explains. 

Although the fear of losing a job is found mainly
in the office areas of a home health agency, field
clinicians’ biggest fear is not being replaced, but the
technology itself, Reis explains. “Agencies that
introduce point-of-care technology, such as tablets,
laptops, or personal digital assistants [PDAs], find
resistance from their more experienced nurses,
because many of these clinicians may not know
how to type and may not use e-mail or even have a
computer at home,” she explains. “I’ve seen nurses
react to a PDA placed in their hands the same way
they would react to a hot potato in their hands.
They want to drop it just as quickly.”

Have staff evaluate hardware

The best time to address clinicians’ fears of tech-
nology is as you begin selection of the hardware
and design of the forms that will appear 
on the point-of-care technology, suggests Reis.
“Agency management can narrow the selection to
the three items that fit the needs of the agency but
include a key group of field staff in the final evalu-
ation of the three items and ask for their recom-
mendations,” she says. In addition to inviting staff
members who are natural leaders among their
peers, be sure to invite some staff members who
have spoken against use of point-of-care technol-
ogy, Reis recommends. “Of course, when you
invite these staff members, be sure to ask them if
they can participate with an open mind.”

Once you’ve chosen the equipment that field
staff will use, let them play with it, Halchak says.
“Before we went live with the system, we gave all
of our clinicians the tablet and let them play with
it,” she says. “We had software that allowed them
to get use to the login process and we had games
that they could play to become accustomed to the
stylus,” Halchak says. “Playtime” with the tablet
meant that staff were comfortable with starting 
the computer, using the stylus, and maneuvering
around the system before implementation occurred,
she explains. 

A survey of staff during the evaluation process
asked them to describe their level of computer
knowledge and enabled Halchak and her staff to
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find out what scared staff about the use of com-
puters. “As a result of our survey, we chose a
tablet that has a touch screen and a keyboard so
clinicians can choose which way they want to
enter information,” she says. 

Another approach that eased the implementa-
tion of the new system throughout the three-office
agency was a gradual introduction, says Halchak.
“We piloted the project at my location before we
introduced it to the other two offices,” she says. 
The entire system was not implemented at the
same time, either. “We used the system in our back
office for six months before we introduced it in the
field,” she says. “Then when we had our field staff
using the point-of-care tablets; we implemented it
in steps.”

The first step for the field staff was the itinerary
and activity log to get everyone accustomed to
uploading and downloading information, says
Halchak. “Then, we introduced the OASIS portion
of the system for nurses and the last part of the sys-
tem to be implemented was OASIS for therapists,”
she explains. Because it was introduced one step at
a time, everyone had a chance to become accus-
tomed to the system without being overwhelmed,
she adds.

“It is important to run a pilot test of any new
system,” Reis says. If you are not a multi-office
agency, you can choose a small group of clini-
cians to act as the pilot group, she says. “The
pilot group needs to understand that their pur-
pose is to use the system in order to identify the
bugs that need to be fixed.” 

Your pilot group will be very helpful once the sys-
tem is introduced to the whole agency, Reis points
out. “The initial group of field staff members can
serve as a resource for other staff members,” she
says. While you will need someone who can pro-
vide hardware and application support, nurses and
therapists can help each other with questions about
specific forms and entering information. Some of
your pilot group members also might act as trainers
as you introduce the system to other employees.
(For other staff education tips, see story on p. 101.)

If you address employee concerns at the start of
any technology upgrade, you can have a smooth
transition, says Reis. “I’ll always remember that in
one of the agencies in which I worked, a nurse

with 35 years of experience was the most vocal
staff member in opposition to the use of PDAs. We
included her on the evaluation and pilot teams.
One month after full implementation of the sys-
tem, she showed up in my office with a PDA that
was not working properly and said that she was
not going to admit one more patient until we gave
her a working PDA.”

She laughs and says, “That’s when I knew we
had done all the right things to introduce the new
system.”   ■

Asthma management
program shows a 2-1 ROI
Program provides home visits for the severely ill 

Optima Health’s asthma disease management
program has generated $2.10 in savings for

every dollar spent on members who have been
continuously enrolled over a five-year period.

In addition, the Virginia Beach, VA-based pro-
gram, which provides home visits by a respiratory
therapist or a nurse for severely ill asthma patients,
has resulted in a 20% decrease in emergency
department visits.

About 10,000 of the health plan’s 350,000 mem-
bers have asthma. More than 60% of the members
are part of Optima’s Medicaid health plan.

Members are identified through claims and
pharmacy data, primary care and specialist office
visits for asthma, inpatient admissions, or home
health care with a primary diagnosis of asthma,
according to Janis Sabol, RRT, team coordinator
for the asthma program.

Once members are identified, they are strati-
fied into risk levels by their resource consump-
tion and the number of interventions their
asthma has required.

Members at highest risk are eligible for a home
visit by a nurse or a respiratory therapist, who
conducts one-on-one asthma education and does
an environmental assessment of the home, looking
for mold, dust, or other allergens and offering sug-
gestions for how the member can remediate them.
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The health plan contracts with a home care
agency, which sends a nurse or respiratory thera-
pist into the home as often as necessary and
assumes responsibility for coordinating the care 
of the member for a one-year period.

The lowest-risk members, about 80% to 85%
of members with asthma, receive educational
brochures and a card with the name of a contact
person they can call with questions or concerns.

The case managers concentrate on the moder-
ate- to high-risk patients — those who don’t access
emergency department care but have the potential
to have a severe asthma attack if they don’t change
the way they are managing their disease.

“We are aware that you can throw a lot of time
and energy into the sickest individuals. With some
of the more severely ill members, we tend to be
spinning our wheels. Sometimes we think we make
an impact and then they end up back in the emer-
gency room or hospital again and again. It depends
on the nature of their disease, their desire to treat
the disease, and their attitude toward health care,”
Sabol says.

When members are identified as being at mod-
erate to high risk, the case managers call them
and discuss their disease.

“We find out what medications they are taking
and when, whether they’ve seen their doctor, if
they have identified their asthma triggers, and
other asthma-specific information. We ask ques-
tions to get the total picture and to offer assistance
in whatever area they need most,” Sabol says.

The case managers periodically check back with
the members, depending on their needs, and help
them overcome any obstacles to care.

For instance, one patient who lives in a rural area
was supposed to be getting injections for an allergy,

but her pulmonologist died suddenly and she had
not been able to find another physician. The case
manager helped her find a doctor and checked on
her frequently until her condition was stabilized.

To overcome the transportation barrier for its
Medicaid population, Optima Health Plan has
contracted with a transportation service that mem-
bers can use to get to and from their physician
appointments.  ■
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