
Solution to financial challenges
requires attack on different fronts
Retention, information systems, and productivity all related

(Editor’s note: This is the first of a two-part series that will look at the finan-
cial challenges to home health agencies. This month, we look at an overview of
some of the issues. Next month, we will discuss managed care contracting and
tips for handling the process successfully.)

When asked about financial issues that affect their agencies,
many home health managers might talk about billing, rejected
claims, or collection of past due bills. In reality, the key finan-

cial issues faced by home health agencies are not always related to the
dollar amount tied to specific patients, episodes, or visits, according to
experts interviewed by Hospital Home Health.

Retention and recruitment of staff, competition in the marketplace,
productivity, and information systems are all issues that affect the finan-
cial success of any agency, says Steve Telles, CPA, home health financial
consultant with Management Consulting Services in Albuquerque, NM.
Home health agencies also are dealing with decreasing margins due to
increased costs, which include increasing salaries, at the same time they
face decreasing reimbursement, he adds. 

A new issue that many agencies are now facing is managed care con-
tracting, says Telles. “We are seeing increased penetration of managed
care in states that have not always been high managed care markets,”
he says. “California has always had a high managed care penetration,
but in Albuquerque one year ago, managed care represented 30% of the
market,” he points out. 

The tough part of improving an agency’s financial performance is
that you can’t point to just one issue and say, “If I improve in this area,
we’ll be successful,” Telles says. “All of the issues affect each other, so it
is important to recognize how they are connected.”

One of the first ways to identify areas you can improve is to create
reports showing how you are performing in different categories, says
Telles. Productivity reports can help you evaluate staffing, scheduling,
costs, and employee performance, he says. 

Not only will good reports help you address areas that need
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improvement but before you can approach man-
aged care companies with contracts, you must
have a good understanding of your costs to pro-
vide services, points out Sherl Brand, RN, BSN,
CCM, president and CEO of the Home Care
Association of New Jersey. “You must know the
costs of your services in order to evaluate the fees
first offered by the managed care company,” she
says. “You also need to be able to explain your
costs for all services, including disease manage-
ment programs and special populations.”

While there are many information technology
systems that provide the reports a home health
managers needs, Telles says that one of the biggest
mistakes home health managers make is to change

systems when it is not necessary. “Don’t buy a
new system because it seems to have more bells
and whistles than the program you now have,” he
says. “Often, the software you have can produce
the reports you need,” he points out. Before look-
ing at a new system, check with your vendor to
make sure that you are using all of the capabilities
of your system, he suggests. “Invest in training for
your staff and find a user group that can help you
find out how to produce the reports you want.”

If you do decide that you need to upgrade your
information systems, be sure you define your
expectations and needs before you begin shop-
ping, recommends Telles. “Know what you want
to accomplish so that you can make sure the sys-
tem you purchase can meet your needs,” he says.

One thing to keep in mind as you become
more active with managed care contracting is the
need to maintain updated information on a wide
range of contracts, Brand points out. Your infor-
mation system should be able to define parame-
ters of coverage as well as special stipulations in
each contract, such as an agreement to see the
patient within a certain numbers of hours after
the referral, she says. Make sure that your current
information system, or any new system, can han-
dle these requirements, she adds.

Remember that a good information system will
also improve productivity by providing adminis-
trative support to staff members, says Telles. If you
can free nurses’ time by reducing the time it takes
to complete OASIS and other forms, then they can
spend more time on patient visits, he points out.

Private duty services may also provide an
agency with another revenue source, says Telles.
“The challenge with private duty is finding the
staff to handle the patient care,” he says. You can
use productivity reports to identify staff members
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who may not perform well in a more regulated
Medicare service but is quite capable of providing
private duty services, he suggests. “Good produc-
tivity information will help you manage your staff
schedules effectively and keep employees by plac-
ing them in appropriate positions,” he adds.

Another challenge for home health agencies are
the changes in state Medicaid programs that focus
on lower costs that may require use of nonclinical
personnel to provide care typically provided by
clinical personnel, says Telles. “It is essential that
home health agency managers be involved in
efforts to lobby state agencies,” he says. “Do not
rely only on your state associations, be involved
in their efforts because your funding is affected by
the outcome of those efforts,” he says.

While there are many pessimists who talk
about the financial picture for home health, Telles
is more optimistic. He says, “Agencies need to
focus on outcomes and invest in their staff with
excellent training. There are challenges but they
can be overcome.”  ■

Avoid hiring woes: Keep
your good employees
Provide educational opportunities, safe environment

The best offense is a good defense. The phrase
is used often by athletic coaches, but the same

concept applies to recruitment and retention of
employees. While many managers look carefully
at how their outpatient surgery programs recruit
new employees, it is just as important to look
carefully at what you are doing to retain the good
employees you have now, say experts inter-
viewed by Hospital Home Health.

While salary levels may play a part as a home
health worker is looking for a job, salary is rarely
the reason an employee leaves a job, says Mary P.
Malone, MS, JD, president of Malone Advisory
Services, a South Bend, IN-based patient and
employee satisfaction consulting firm. An
employee’s financial compensation that includes
salary, benefits, bonuses, car allowances, and
educational reimbursement, all play a part in an
employee’s satisfaction, but mostly the employee

is looking for a workplace with a sense of fairness
and recognition of employees’ worth, she says.

Respondents to the 2006 Hospital Home Health
Salary Survey report that their salaries saw con-
servative increases with almost 54% of the
respondents reporting an increase between 1% to
3%, and almost 31% reporting increases between
4% and 6%. Slightly more than 23% reported
salaries between $70,000 and $89,000 and more
than 46% reported salaries between $90,000 and
$129,000. 

A good example that the answer to retention is
not as obvious as competitive salaries can be
found at Cincinnati [OH] Children’s Hospital
Medical Center’s home care agency. “We have
not had a problem retaining employees until
April 2006, when we had four employees resign
in a two-month period,” says Carrie Krueger,
RN, BSN, clinical director of home care services.
All four employees cited concern for their per-
sonal safety as the reason for their resignations. 

The agency experienced two incidents in April.
One involved a shooting in which bullets entered
the apartment in which a nurse, nurse’s aide, and
escort were making a patient visit, and the other
was an attempted robbery at knife point, during
which the thief wanted the nurse to give him
whatever drugs she had in her bag. “Fortunately,
no employee or patient was hurt during these
two incidents, but it did make all of us realize
that we need to re-evaluate our efforts to protect
our employees,” Krueger says.

Her agency has paid close attention to
employee safety and had developed a compre-
hensive safety plan that includes coordination
with police and the use of escorts from the hospi-
tal security department for some visits. (For more
information about the employee safety pro-
gram, see Hospital Home Health, June 2005, p.
61)

“After these two incidents, we developed a
new safety task force to review our safety pro-
gram and find ways to improve it,” says Krueger.
“One of the things we discovered as task force
members researched how other, similar agencies
handled different situations is that the home care
program at Cincinnati Children’s was the only
agency to schedule visits as late as midnight.

“We now only make home visits until 9 p.m.
and we don’t have 24-hour call,” she says.
Krueger and the agency’s patient care coordina-
tor handle phone triage after hours to trou-
bleshoot problems over the phone, but if the
patient needs to be seen, parents are told to go to
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the emergency room. “This change required a
great deal of communication with other depart-
ments because it does affect our referral sources
and it does mean a potential increase in emer-
gency department visits,” she adds.

An increase in the number of security escorts
available from two to four full-time equivalents
and a software program that uses current crime
statistics to identify dangerous locations have
increased the staff’s sense of security, says
Krueger. “In fact, one of the nurses who left in
May is returning to the agency next month and
two of our part-time nurses have increased their
hours, so we don’t have four full positions open,”
she adds.

Make training interesting

One way to improve retention is to make sure
your orientation and continuing education pro-
gram meets your staff’s needs, says Malone. Once
a new employee has started employment, make
sure that your orientation program is interesting
and specific to the job, she suggests. “Revitalize
the traditional orientation to include mentors for
new employees,” she says. “Formalizing a men-
tor program not only ensures that new employees
get skills training they need for their job, but also
recognizes experienced employees for their
knowledge and talent.”

A skills fair has proved to be a successful way
to help staff members stay up-to-date on their
skills and meet continuing education credits, says
Nancy Barnard Edgerton RN, BSN, MHA, direc-
tor of home health at Visiting Nurse Association
of Wyoming Valley in Edwardsville, PA. The fair

is held from 10 a.m. to 3 p.m. and is repeated
three times to give all employees a chance to
attend, she says. 

Topics at a recent skills fair included newborn
assessment, pain management, nutrition informa-
tion for diabetic patients, and explanation of dif-
ferent wound care dressings. “We serve lunch
and snacks during the day and we hold door
prize drawings,” she explains. Not only do staff
members get to take advantage of different edu-
cational seminars but they also get to see other
staff members who they don’t normally see dur-
ing the day, she adds.

Another way to meet employees’ needs is to
offer ongoing seminars or educational meetings
that address key issues, says Barnard Edgerton.
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“We have a pain initiative and a falls prevention
program in place that includes ongoing educa-
tion for all staff members,” she explains.

Recognition of employees throughout the year
includes an “Employee of the Year” who is recog-
nized at the annual board meeting, movie tickets
given to employees on their anniversary date
with the agency, and an annual employee recog-
nition dinner, says Barnard Edgerton. “Once an
employee has been with us for five years or more,
we pay for their dinner at the recognition din-
ner,” she says.

Tailor program to age, experience, skill

When you evaluate programs for recognition
and reward to enhance your retention rates, it is
important to look at employees’ experience and
age, suggests Malone. “You might have a nurse in
her mid 30s with over 15 years of experience and
a nurse in her mid 40s who is just entering the
profession,” she points out. “Each of these
employees is looking for something different to
stay interested in your organization.” 

Remember, too, that you need to take into
account how long the employee has worked in
home health, not just health care, suggests
Malone. “A nurse with 15 years of experience in a
hospital setting and just a few in home health is a
very different employee than another new
employee with 15 years of home health experi-
ence,” she points out. 

It is common to have employees move from
hospital employment to home health as they gain
the experience they need, as shown by salary sur-
vey respondents, of whom more than 76% have
worked in health care for 15 or more years, but
almost 54% have been in home health for less
than 15 years. 

Make sure that employees do have an opportu-
nity for professional advancement, even if you
don’t have opening for additional supervisors
and managers, suggests Krueger. A clinical lad-
der at her agency gives nurses a chance to move
from clinical nurse 1 to clinical nurse 2, along
with pay increases. “There is a clinical nurse 3
designation, but because it requires ongoing
research, there is not as much opportunity for this
advancement within our agency.”

If a nurse is not ready to seek advancement on
the clinical ladder, he or she can still apply to the
preceptor program, Krueger says. Staff members
in these positions work with new employees and
help them learn skills needed for their jobs, she
says.

As you offer staff members a chance to learn
and advance, keep in mind that not all employ-
ees make good supervisors, warns Malone.
“The strongest relationship an employee devel-
ops is with his or her immediate supervisor,”
she says. More than 69% of the salary survey
respondents carry the titles of director, CEO, or
vice president, but there are many supervisors
within an outpatient surgery program that can
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affect the organization’s retention rate, she
explains. “One mistake that is often made is to
promote people for the wrong reasons,” she
says. Instead of basing promotions on seniority,
years of experience, or clinical skills, look for
people who can develop strong relationships,
she suggests.

Give employees support they need for job

Another way to show employees that you rec-
ognize their importance is to give them the sup-
port they need to do their jobs, says Barnard
Edgerton. “We do not have point-of-care comput-
ers in our agency, so we had to find other ways to
make the field staff members’ jobs easier,” she

says. By hiring a “verbal order nurse” who takes
the calls from physicians’ offices when a field
nurse has called about a patient, the field nurse is
free to continue visits and patient care rather than
waiting by the phone, she explains. 

“The field nurse makes the contact with the
physician’s office, then leaves instructions for
the office to call the verbal order nurse with
information,” she says. “Once the physician’s
office calls, the verbal order nurse contacts the
field nurse with the information.” This process
saves a lot of time and prevents missed calls, she
says.

“We also knew that most staff members did
not like having to rotate time for night call after
working a regular schedule,” says Barnard
Edgerton. “We have now hired two full-time
equivalents for home health and one full-time
equivalent for hospice to handle night call,” she
says. The two home health nurses are each on call
for seven nights, then off for seven nights. “This
has been a big morale booster for our regular
staff, especially since we have a busy infusion
therapy service and there are a lot of night calls,”
she adds.

Long hours are not limited to field staff, as
shown by the responses to the salary survey.
More than 61% of survey respondents report
working between 41 and 55 hours per week, and
more than 23% report workweeks of 65 or more
hours. 

Even with long hours, paperwork and forms,
and venturing into areas they might not have
traveled before, home health is a special place to
work, says Krueger. “My staff is here because
they love children, they love their independence,
and they get to see kids in their own homes, even
children they cared for while they were in the
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hospital,” she says. “Retention of employees who
want to be at your agency is a matter of listening
to their concerns, meeting their needs, and mak-
ing sure they know that your priority is their
well-being.”  ■

New requirements for
fraud, abuse compliance

Elizabeth E. Hogue, Esq.
Burtonsville, MD

The Deficit Reduction Act (DRA) was signed
into law by President Bush on Feb. 8, 2006.

The DRA contains new requirements intended to

reduce Medicaid fraud and abuse. Home health
agencies, private duty agencies, hospices, and
home medical equipment (HME) companies
must meet new regulatory requirements as early
as Jan. 1, 2007. 

Specifically, the DRA requires providers that
receive $5 million or more in Medicaid funds
during a calendar year to educate employees
about false claims. As a condition of receipt of
Medicaid funds, the states must require providers
who meet this revenue threshold to do all of the
following:

Establish policies and procedures that
include detailed information about:

• The federal False Claims Act;
• Administrative remedies for false claims;
• State laws related to civil or criminal penal-

ties for false claims;
• Protection for whistleblowers under the fed-

eral False Claims Act and state laws governing
false claims;

• The role of whistleblowers in preventing and
detecting fraud and abuse in federal health care
programs;

• Providers’ mechanisms for detecting and
preventing fraud and abuse.

Providers’ employee handbooks must also
include specific information about:

• State and federal laws governing false
claims;

• Protections for employees who may become
whistleblowers;

• Internal policies and procedures used by
providers to help prevent fraud and abuse.

It also is important for providers to note that
compliance with the above requirements is a
prerequisite to receipt of reimbursement from
state Medicaid programs. That is, providers who
do not comply risk losing all Medicaid reim-
bursement, including reimbursement from
Medicaid waiver programs, as well as other
funding under state-administered federal health
care programs.

Non-compliance may result in retrospective
recoupments of Medicaid and other payments.

The above requirements also apply to all of the
provider’s independent contractors and agents,
not just employees.

Providers must be able to demonstrate compli-
ance through detailed documentation.

To date, providers have voluntarily imple-
mented Medicare/Medicaid fraud and abuse
compliance plans. The DRA makes compliance
plans mandatory for many providers.  ■
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Initiatives aim to enhance
patient communications
AMA, NIH announce programs

Areport offering guidelines to help health care
organizations ensure effective, patient-cen-

tered communications with patients of diverse
backgrounds has been released by the American
Medical Association (AMA) Ethical Force Program.

Hospitals can use the report to identify areas of
strength or weakness and focus resources where
needed, according to a statement from the pro-
gram, which is field-testing an organizational
self-assessment toolkit based on the report.

The report separates organizational perfor-
mance into six main areas and three “sub-areas.”
Quality improvement efforts to promote patient-
centered communication could focus on any or
all of these interrelated areas, which include:

• understand your organization’s commitment;
• collect information;
• engage communities;
• develop workforce;
• engage individuals;
• sociocultural context;
• language;
• health literacy;
• evaluate performance. 
It lists a number of specific, measurable expec-

tations for performance in each of these areas —
more than 50 in all. 

The AMA’s Institute for Ethics and Health
Research and Educational Trust, an affiliate of the
American Hospital Association, is conducting the
program’s initiative on patient-centered commu-
nication. More information is available at
EthicalForce@ama-assn.org.

In another effort aimed at enhancing patient-
provider communication, the National Institute
on Aging, part of the National Institutes of
Health, has published a guide to help older
Hispanics communicate effectively with their
physicians and other health care providers.

The Spanish-language publication also helps
consumers choose a physician, prepare for an
appointment, work with an interpreter, discuss
sensitive health issues, and find additional infor-
mation in Spanish.

A national program recently announced by the
Robert Wood Johnson Foundation (RWJF) is
designed to support hospitals in improving the

quality and availability of health care language
services for patients with limited English profi-
ciency (LEP). 

“Speaking Together: National Language
Services Network” (NLSN) has four goals:

• To improve communication between patients
with LEP and their health care providers.

• To work in partnership with hospitals to
develop models of high-quality language services.

• To develop useful measures in the area of
language services to enable hospitals to conduct
ongoing measurement of effectiveness and create
performance benchmarks.

• To encourage the spread of successful strate-
gies to increase language services within and
across hospitals and health systems.

The core component of the program is a 16-
month hospital learning collaborative aimed at
fostering shared learning and innovation among
participants. Sites selected to participate in the
collaborative will receive grants of up to $60,000,
as well as technical assistance and training using
measures developed by the national program
office (NPO). George Washington University
Medical Center will serve as the NPO for this
program.

Eligible sites are non-federal, general acute-
care hospitals that have a minimum of 10,000 dis-
charges per year and serve substantial numbers
of patients with LEP. Hospitals must be operating
a language services program that involves on-site
professional interpreters.  ■

Speaking their language:
Crossing cultural barriers
Be familiar with practices of populations you serve

Navigating the health care system often is
bewildering for people who were born in

the United States and speak English; it may be
incomprehensible for some of this country’s
growing immigrant population, who bring their
own cultural beliefs and practices with them.

Addressing the needs of this increasingly diverse
population has become a major challenge for health
plans, clinicians, and health systems, and the job
only is going to get more challenging as the immi-
grant population increases, according to the Agency
on Healthcare Research and Quality (AHRQ).

Minority Americans are expected to make up
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more than 40% of the U.S. population by 2035,
according to AHRQ.

“Culturally and linguistically diverse groups
and individuals of limited English proficiency
typically experience less adequate access to care,
lower quality of care, and poorer health status
and outcomes,” the AHRQ reports.

Managed care plans must become sensitive to
the multicultural populations that they serve,
says Catherine Mullahy, RN, BS, CRRN, CCM,
president of Huntington, NY-based Options
Unlimited, a Matria Healthcare company.

This means that case managers should take an
active role in improving their own cultural compe-
tency and gain an understanding of the beliefs and
practices of the populations they serve, she adds.

“We live in such a melting-pot kind of society
that it is a challenge for health care to keep up
with the changes in the populations they serve. I
believe in the value of culturally competent care,
and I think managed care organizations have
done some good things, depending on where
they are located,” she says.

Blue Cross and Blue Shield of Minnesota has
provided health literacy and motivational inter-
viewing training for its case management staff
and provides additional education through its
continuing education program, says Jane
Cavanaugh, RN, CCM, CPHQ, nurse case man-
ager for the St. Paul-based health plan.

“Our health care demographic has changed as a
non-English-speaking population has moved into
the area. When the first influx of immigrants
arrived in our area in the 1970s, we were not pre-
pared to deal with the health issue and communica-
tions issues that arise when people of other cultures
need the services of Western medicine,” she recalls. 

At the time, health plans and hospitals didn’t
have interpreters on the staff, Cavanaugh says.
“They didn’t speak English, and we couldn’t
understand them. It was a difficult time for us
and for the members.”

When she began managing the care of the first
member who didn’t speak English, Cavanaugh
began doing research for information on that
member’s cultural beliefs.

“Case managing someone from another culture
means being flexible. You have to respect their
ideas and look for ways to meet their needs that
still respect their traditional medicine. Some of
the traditional techniques we use with American-
born members won’t work with people from
other cultures,” Cavanaugh explains.

For instance, when she managed the care of a

Vietnamese woman with lung cancer, she learned
that the woman would ride in a car only with her
husband. 

Instead of arranging transportation so the
woman could see her physician, she had to
arrange the appointments around the husband’s
work schedule. 

“More and more managed care organizations
are becoming increasingly sensitive to the multi-
cultural population that they serve,” Mullahy says.

For instance, when care coordinators with
UCare Minnesota’s Minnesota Senior Health
Options (MSHO) visit the homes of their clients
from other cultures, they often are accompanied
by another staff member who is from the same
cultural background as the client they are visiting.

MSHO is a health coverage plan created by the
Minnesota Department of Human Services and
offered through UCare Minnesota.

Case manager Cindy Radke, LSW, and Maiyer
Vang, BS, associate case manager, work as a team
to coordinate the care of MSHO members from
the Hmong community.

“Maiyer is an asset to me. She helps me under-
stand the traditional beliefs of our Hmong mem-
bers and assists in setting up services. We work
as a team to help members get everything they
need to remain healthy at home,” Radke says. 

The UCare population includes Hmong,
Somali, Russian, Cambodian, Vietnamese, and
Spanish members. Hmong and Somali are among
the biggest populations.

If you are serving people from a multitude of
backgrounds and cultures, it’s a good idea to
familiarize yourself with the beliefs and practices
of the people whose care you manage, Mullahy
suggests. 

“Understand the culture you’re working with
and look for resources to expand your knowledge
base so you can meet the needs of your clients,”
Cavanaugh adds.

There are a multitude of web sites and materi-
als that can help provide insight into diverse
populations, she suggests. 

Case managers should look to resources in the
ethnic communities they serve to learn about
what programs are available for members and for
information on how to develop materials that are
geared to that population, Mullahy suggests.

“It’s worth the time and energy to develop
materials that are user-friendly for large ethnic
populations,” she adds.

Most health plans have information available
in Spanish, but consider developing educational
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materials for other ethnic groups if your member-
ship includes a large population, Mullahy says.

Some managed care organizations list physi-
cians who speak a variety of languages on their
web site so that speakers of that language can
select a physician with whom they can communi-
cate, she says.

Look to the community itself for help in writ-
ing the materials and making them user-friendly
for your membership, or turn to people on your
staff for help. 

Recruit nurses from the multicultural commu-
nities you serve, Mullahy recommends.

“There is more than one class of people immi-
grating to this country. A lot of professional people
are immigrating here and can be an asset to man-
aged care organizations because they speak the lan-
guage and they are aware of the cultural beliefs and
needs of the community you serve,” Mullahy says.

If you have a large number of members from
an ethnic group, find a nurse who speaks that
language and can be an interpreter.

“One of our biggest assets is having staff mem-
bers we can call on to find out about the traditional
beliefs of each of the cultures we serve,” Radke says.

Become comfortable with using a language line
and an interpreter service, Cavanaugh suggests.

If you find an interpreter the member is com-
fortable with, request that interpreter for follow-
up calls, she adds.

Make sure an interpreter is available to talk
with hospitalized members about their discharge
plan; and if you call in a home health agency,
make sure it uses an interpreter as well,
Cavanaugh says.  ■

Learn cultural practices of
the population you serve
Language barriers, beliefs can be barriers to care

When Jane Cavanaugh, RN, CCM, CPHQ,
nurse case manager for Blue Cross and Blue

Shield of Minnesota, began managing the care of a

Vietnamese woman with lung cancer, she
researched beliefs of the Vietnamese culture and
tailored her care management plan around them.

The St. Paul-based health plan has internal trig-
gers for referrals to case managers. In the case of
the Vietnamese woman, the referral to case man-
agement was triggered by a 12-day length of stay.

The patient was discharged to a nursing home
that did not have easy access to a medical inter-
preter. The husband, who also spoke no English,
could visit his wife only after work.

“There was a language barrier and problems
with communication during the discharge pro-
cess and during the nursing home stay,”
Cavanaugh recalls. 

Before the patient was discharged, Cavanaugh
called the hospital social worker to arrange a
meeting with the patient, the family, the doctor,
and a medical interpreter who went over the
post-discharge plan of care.

“There was a tremendous communication
deficit when it came to medications and which
one she should take when. We discovered that it
doesn’t work to discuss colors of pills with the
Vietnamese because the blue and green both
translate to the same word,” she says.

Cavanaugh arranged for home health with an
interpreter present. She called the family with 
the help of an interpreter to remind them of
meetings.

The woman was afraid to go through
chemotherapy treatment because she was afraid
she’d use up her health insurance benefits and
there would be nothing left for her husband.

Cavanaugh spent a lot of time explaining
Western medical treatment to the family and
eventually persuaded the woman to undergo
chemotherapy treatment.

For instance, she resisted having blood drawn
because of concerns that if a fluid was removed
from her body, she would suffer a loss in this life
as well as the next.

Using an interpreter, Cavanaugh explained
that blood is naturally replenished.

Because the woman’s cultural beliefs would
allow her to ride in a car only with her husband,
Cavanaugh was able to get a specific Friday
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appointment with an oncologist so she could be
evaluated for chemotherapy when the husband
was there. She arranged visits for treatment
around the husband’s work schedule.

Cavanaugh found her motivational interview-
ing training helpful when dealing with the
Vietnamese population.

“To them, saying ‘no’ means life is in disharmony.
I had to ask them open-ended questions,” she says.

Many Southeast Asians believe that good health

is achieved by harmony between two opposing
forces. Their traditional remedies are used when
they feel things are out of harmony, she says.

Although the Vietnamese woman’s condition
was terminal, Cavanaugh was able to help her
through the health care maze, taking her cultural
beliefs into account.

When the woman’s condition deteriorated,
Cavanaugh worked collaboratively with the hos-
pital social worker to find a facility that had a
Vietnamese-speaking staff member.

Cavanaugh works with an employee group
that includes Spanish, Cambodian, Vietnamese,
and other immigrant populations and tailors her
case management techniques to each member’s
cultural beliefs. 

Members get better care and better health out-
comes if you understand their health care prac-
tices and their cultural structure, she adds. “It is
incumbent on us to be respectful of people’s tra-
ditional cultures and medical beliefs as we reach
out to them.”  ■

Joint Commission revises
look-alike/sound-alike list

For the first time in several years, the Joint
Commission on Accreditation of Health Care

Organizations has revised the look-alike/sound-
alike drug list.

In addition to identifying pairs or groups of medi-
cations that can easily be confused, the list identifies
potential complications and strategies to avoid con-
fusion. Medication pairs added to the list for home
care programs are: hydroxyzine and hydralizine,
metformin and metronidazole, and OxyContin and
oxycodone. Medication pairs deleted from the list
are: cisplatin and caroplatin, fentanyl and sufentanil,
lantus and lente, and taxol and taxotere.

Home care managers can view the list at
www.jointcommission.org. Go to “patient safety”
on top navigation bar and select “National
Patient Safety Goals.” Look under “ 2007
Resources” and select “Look-alike/sound-alike
drug list.”  ■
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CNE questions
5. Why does Steve Telles, CPA, home health financial

consultant with Management Consulting Services in
Albuquerque, NM, recommend that home health
agency managers look closely at their current infor-
mation technology before investing in a new system?

A. The current system may be capable of producing
needed reports

B. It takes a long time to recoup investment in a new
system

C. Implementation of new system negatively affects pro-
ductivity

D. Staff members don’t like new technology

6. What new positions did Nancy Barnard Edgerton, RN,
BSN, MHA, director of home health AT Visiting Nurse
Association of Wyoming Valley in Edwardsville, PA,
create that boosted morale and improved retention?

A. coding manager;
B. verbal order nurse
C. Night-call nurses
D. B and C

7. According to the Agency on Healthcare Research and
Quality, minority Americans are expected to exceed
what percentage of the population by 2035?

A. 20%
B. 30%
C. 40%
D. 50%

8. In working with a Vietnamese woman Jane Cava-
naugh, RN, CCM, CPHQ, nurse case manager for Blue
Cross and Blue Shield of Minnesota, learned that blue
and green translate to the same word.When possible,
U-Care of Minnesota uses family members as inter-
preters for members who do not speak English.

A. True
B. False

Answer Key: 5. A; 6. D; 7. C; 8. A.
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CNE 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. ■

CNE instructions 

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

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester’s activity with the March 2007 issue, you
must complete the evaluation form provided in that
issue and return it in the reply envelope provided to
receive a credit letter.  ■
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