
Knowledge of costs and group effort
result in beneficial contracts
Managed care negotiations require attention to detail and requirements

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

California has always been a state with high managed care pene-
tration, but home health agencies throughout the country are
seeing the need to understand how to negotiate managed care

contracts as managed care organizations become more predominant.
“With the evolution of Medicare managed care organizations, it is

particularly important for Medicare-certified agencies to become
experts at negotiating managed care contracts,” points out Sherl Brand,
RN, BSN, CCM, president and CEO of the Home Care Association of
New Jersey. The market penetration of managed care differs from state
to state, but growth in managed care coverage means a smaller pool of
potential referrals, she explains. Patients now covered by a managed
care contract can only choose your agency if you are on the managed
care company’s list of agencies, even if they have used your services in
the past, she adds.

As agency managers look for ways to ensure future financial success,
contracting with a range of managed care companies, not just Medicare,
is also a way to diversify your payer sources, says Brand. “You don’t
want all of your eggs in one basket when it comes to your reimburse-
ment,” she explains.

The first step for a successful negotiation is to identify the managed
care payers in your area, Brand suggests. “Hospital-owned agencies
have the luxury of access to the list of managed care payers with whom
the hospital contracts,” she says. “Freestanding agencies can identify
payers by contacting their state insurance department to see what com-
panies are in their area.”

After identifying the companies in your area, research their penetra-
tion in your market, says Brand. “If the payer does not have a lot of
members in your area, don’t pursue a contract,” she says. “You want to
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spend time negotiating with a large organization
with a lot of members.”

The initial contact with a managed care organi-
zation varies from organization to organization.
“Research their web site to find out how the pro-
cess works for each company,” she suggests.
“Many times, an agency will send a letter of
interest to file an application; then the company
will provide more detailed information about the
application,” she says.

Be sure that you know the true cost of all of
your services, says Brand. “The first contract that
the managed care organization will present to
you will contain their ideal rates,” she says. If the
initial reimbursement is less than what you can

reasonably accept, make sure you can explain
your costs and your capabilities, she says. “Your
expertise with special populations, disease man-
agement programs, geographic coverage, stabil-
ity, accreditation, and successful outcomes are all
reasons that the managed care company should
offer a reasonable reimbursement.

“After you have the initial contract, be sure to
review it with all of the stakeholders,” says Brand.
These stakeholders include the chief financial offi-
cer, the operations manager, quality or risk man-
ager, an attorney, a clinical manager, and a business
office representative, she suggests. “Quite often
there is a lot of facility lingo included in the con-
tract that may not be understood by everyone and
requirements that may seem reasonable to every-
one except the person who will have to meet the
requirement. By having everyone read through the
contract, pitfalls can be avoided,” she says. (For a
list of typical pitfalls, see p. 135.)

Important to involve other staff

It is important to involve clinical and business
office staff in the review of the contract because
they are the ones who deal with insurance verifi-
cation and need to understand different require-
ments, says Steve Telles, CPA, home health
financial consultant with Management Consulting
Services in Albuquerque, NM. Very often a nurse
will learn about a change in coverage through
conversations with the patient and be able to
notify the business office of the need to re-verify
coverage, he adds. 

Don’t sign a managed care contract just
because you want the contract, warns Brand.
“The initial contract might include a requirement
that the physician order be signed within 24
hours, but you know that’s not feasible,” she
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explains. Be ready to explain that this is not rea-
sonable and point out that a signature within 24
hours is not required by Medicare or state regu-
lations, she suggests. Offer reasonable guidelines
to replace unreasonable ones, but be careful that
you can live with the ones to which you agree,
she adds.

All changes throughout the negotiations must be
in writing, Brand says. “If the contract states that
all billing will be done within five days of dis-
charge but you know that your system will not
enable you to meet that deadline, change the word-
ing to what you can provide,” she suggests. After
the managed care company responds, explain your
reasons for the change, if necessary.

Always be ready to walk away from negotia-
tions, Brand stresses. If you encounter a require-
ment that the managed care company won’t
change, ask yourself if it is a deal breaker, she
adds. “If the requirement or the reimbursement
level is something with which you can’t live,
walk away.” 

Be ready, also, to admit that managed care
contracts may not be right for your agency, says
Brand. “A managed care contract always adds
administrative costs and requires that you put
systems into place to monitor contract require-
ments to make sure you are billing correctly,” she
says. If your agency is not ready to handle the
additional administrative responsibilities, don’t
rush into managed care contracting, she sug-
gests.

“When negotiating,” Brand suggests, “you
should understand that the managed care organi-
zation will initially ask for the universe but be
willing to accept the moon and stars. The key to
successful managed care contracting is to make
sure you can provide the moon and stars at the
reimbursement level offered.”  ■

Common pitfalls for 
managed care contracts

Although contract negotiations differ from
agency to agency and from one managed

care organization to another, there are some very
common “gotchas” for which agency managers
need to look, warns Sherl Brand, RN, BSN, CCM,
president and CEO of the Home Care Association
of New Jersey.

“It’s important to have an attorney review the

contract carefully to make sure that the contract
language doesn’t give the managed care organiza-
tion rights to do something that might affect the
contract without your knowledge,” says Brand. A
typical clause in a contract might give the man-
aged care organization the ability to make deci-
sions on the home health agency’s behalf, such as
when the managed care organization negotiates
rates with an employer and offers an additional
discount to the amount already identified in your
contract, she explains. “It’s important that a home
health agency add language to the contract that
requires the managed care organization to notify
the agency of any potential changes in terms of
the contract.”

Reading the fine print

Carefully read the section that describes the
malpractice and liability insurance that your
agency must carry, suggests Brand. Although
agencies carry the insurance amounts mandated
by regulatory or accreditation organizations,
some managed care organizations may require
much higher limits, she explains.

Another section you should read carefully
describes billing requirements, points out 
Brand. Some managed care organizations 
will require that you bill them in less than six
months or the claim won’t be paid, but if you
are billing Medicare or another primary insur-
ance and waiting on their payment before you
bill the managed care organization as a sec-
ondary insurance carrier, you might not be able
to meet their time frame, she says. Be sure you
are clear on deadlines and your ability to meet
them, she adds.

Hospital-based or -owned agencies have a
special challenge, Brand says. “Usually the hos-
pital negotiates the entire contract with home
health included as a part of the overall contract,”
she says. “This means that the hospital will focus
on the big-dollar items and may not pay close
attention to what the home health rates will do
to the agency.” For this reason, a home health
agency manager should be involved in the con-
tract review process to make sure that the home
health agency’s interests are looked after, she
suggests.

Be sure that the contract contains clearly
defined termination language that allows both
parties to terminate the contract, recommends
Brand. You also should make sure that there is an
indemnification clause that protects the agency
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from errors made by the managed care organiza-
tion, she adds.

When negotiating rates for a multiyear con-
tract, make sure you have cost-of-living adjust-
ments or other annual incremental increases to
cover rising costs without having to re-negotiate
the entire contract, suggests Brand. If the man-
aged care organization won’t agree to annual
increase, ask for an annual review of the contract
during which you can present data that demon-
strate any increase in costs, she says.

Almost all managed care contracts will include
language that refers to the fact that the home
health agency must follow all policies and proce-
dures of the managed care organization, but they
don’t give you those policies and procedures at
the start of negotiations, points out Brand. “Ask
for the policies and procedures as you begin
reviewing the contract so that you can make sure
you are able to follow them,” she suggests.
“Otherwise, you are agreeing to something
you’ve never reviewed.”  ■

Independent contractors:
What are you liable for? 
Elizabeth E. Hogue, Esq.
Burtonsville, MD

Historically, courts generally have concluded
that providers are liable for the actions of

their employees but not for the actions of inde-
pendent contractors. Consequently, providers
sometimes attempted to avoid liability for their
personnel’s actions by using independent con-
tractors. If risk management issues related to
acts and/or omissions by independent contrac-
tors arose, providers were sometimes successful
at avoiding liability based on the fact that the
individuals involved were not their employees.

It appears, however, that this general rule may
be changing so that providers may be liable for
the acts of independent contractors after all.
Providers need to know about these changes and

the basis for them so that they can take steps to
manage their risks. Pope v. Winter Park Healthcare
Group Ltd., No. 5D04-3284 (Fla. Dist. Ct. App.) is a
case involving Winter Park Hospital in Winter
Park, FL, that illustrates likely changes in the
general rule just described.

Pope gave birth to a son at the hospital who
was suffering from fetal-maternal hemorrhage.
Over the first few hours of his life, the baby’s
breathing became increasingly labored. Hospital
personnel ultimately had to resuscitate the child.
Despite these resuscitative efforts, the child suf-
fered permanent brain damage. The baby’s care
was provided by Michael McMahon, the neona-
tologist on call, who was an independent contrac-
tor of the hospital.

The Popes subsequently sued both the hospi-
tal and McMahon. They claimed that Dr.
McMahon and the hospital did not provide test-
ing and resuscitative measures in a timely man-
ner, which caused their son’s permanent injuries.
Even though McMahon was an independent
contractor, the Popes claimed that the hospital
was liable for his errors because the hospital had
a duty to treat their newborn son with reason-
able care, which could not be delegated to any-
one else.

Specifically, the Popes claimed that an implied
contract for treatment was entered into by Mrs.
Pope and the hospital when she was admitted.
They also argued that the consent form signed by
Mrs. Pope upon admission constituted an express
contract between her and the hospital to provide
appropriate care to her and her child. This obliga-
tion, whether implied or express, could not be
delegated by the hospital to McMahon or anyone
else. In response, the hospital argued that it was
not liable for the acts of independent contractors
and could not, therefore, be responsible for
McMahon’s alleged mistakes. The trial court
decided in favor of the hospital. The Popes
appealed.

On appeal, the court reversed the initial deci-
sion by the trial court. The court agreed that
providers are not generally responsible for the
acts of their independent contractors. An excep-
tion to this general rule occurs when practitioners
are the actual or apparent agents of providers.
Liability for the negligence of independent con-
tractors may also occur when providers fail to
exercise due care in the selection and retention of
independent contractors to provide care that
providers would otherwise provide directly
themselves.
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“In other words,” said the court, “where the
contracting party makes it her or his duty to per-
form a task, that party cannot escape liability for
damage caused to the other contracting party by
the negligence of independent contractors hired
to carry out the task…”

The court also based its decision on the fact that
there was no language in the contract between
Mrs. Pope and the hospital that showed that she
agreed that the hospital could delegate its respon-
sibilities to independent contractors and that the
hospital would not, therefore, be liable for any
injuries she or her child sustained related to care
provided by independent contractors.

Although this case involves a hospital, it also is
applicable to post-acute providers. When home
health and private duty agencies, HME suppliers,
and hospices agree to provide care to patients,
they may not be able to delegate these responsi-
bilities to independent contractors without fur-
ther liability. An exception may occur if patients
agree that providers have no liability for the acts
or omissions of their independent contractors.

What should providers do?

Providers may wish to revise their consent
forms to include language that says that patients
understand that care may be delegated to inde-
pendent contractors and that they agree that
providers have no responsibility for the negligent
acts of their independent contractors.

It may also be appropriate for providers to
more closely monitor the quality of services pro-
vided by independent contractors. Since care pro-
vided by independent contractors is not usually
monitored by providers’ supervisors, rigorous
review of care provided by independent contrac-
tors may be warranted.

The language in the decision about negligent
hiring and retention of independent contractors is
also instructive. Providers must scrupulously
meet any regulatory requirements regarding hir-
ing practices.

Providers dare not violate their own internal
policies and procedures with regard to hiring and
retaining independent contractors. Providers
should immediately review their policies and
procedures to make certain that it is realistic to
comply. If not, revisions should be made immedi-
ately. The failure of providers to follow their own
internal policies and procedures may be a “slam
dunk” for attorneys representing patients and
their families.

In conclusion, providers who have relied on
independent contractors to manage liabilities
should take a hard look at this risk management
strategy in view of what may be substantial
changes in long-standing rules.  ■

Palliative care project 
providing hospice care to all
Studies, conferences, guidelines result from work

What does it take to make progress in
improving end-of-life care for people

impacted by chronic diseases? The answer: a little
seed money from a foundation and a meeting
room full of dedicated and energetic health care
professionals.

The formula reaped big rewards when the
Robert Wood Johnson (RWJ) Foundation of
Princeton, NJ, launched its program called
Promoting Excellence in End-of-Life Care in 1997.
The program had modest ambitions at the time,
but now, almost 10 years later, the benefits and
rewards of that effort keep multiplying.

The RWJ Foundation’s main focus was on
funding innovation in palliative care, and a call
for grant proposals resulted in 678 letters of
intent, recalls Jeanne S. Twohig, MPA, deputy
director of the Duke Institute on Care at the
End of Life in Durham, NC. Twohig formerly
was with the national office of the RWJ
Foundation.

“The idea was that hospice work, when done
well, is a good standard,” Twohig says. “So we
looked at how do you take the best of hospice
and make it available to other populations who
were not participating in hospice for a variety of
reasons: some by diagnosis, some by economics,
some by geography, and some were patients who
didn’t fit the hospice model, but had palliative
care needs.”

But when the 678 proposals arrived, RWJ staff
were nonplussed: “I think we only had the
resources to fund about 30,” Twohig says.

“So what that said to us is, ‘Wow! There is
tremendous need across the country to look at
this very issue of extending palliative care to new
patient populations, and there are energy and
ideas out there about how to do it,’” Twohig says.
“So we had mixed emotions — we were thrilled
to see the ideas, but we were grieved we couldn’t
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respond.”
As a result, RWJ staff came up with an idea to

fund collaborations among various providers in a
particular health care area.

“We saw pockets of innovation in different
parts of the country, and we felt if we brought
those together then we might do different
things,” Twohig says. “So we concocted care to
different work groups.”

These groups focused on critical care, end-
stage renal disease, HIV/AIDS, surgery, and
other areas.

By putting passionate leaders around a table
together, the project escalated beyond the original
goal of having each group create a project that
would be a recommendation to the field, Twohig
notes.

“We had no idea of the power this idea would
yield,” Twohig says. “We didn’t know the capac-
ity for change that would be eventually realized
through these workgroups.”

Not only did the workgroups develop recom-
mendations, but they created new tools, initiated
major policy changes at the national level, con-
ducted research, and made new public and pro-
fessional educational material.

“We thought they would forecast what their
niche needed to advance palliative care, but they
also ended up doing what they were forecasting,”
Twohig explains. “In some cases, where the rec-
ommendations were to make a policy change in a
particular realm, there were the right people at
the right table to craft what the policy change
would look like and to bring it to the right
camp.”

Focusing on ESRD

For example, the end-stage renal disease
(ESRD) workgroup accomplished some major
changes in palliative care for ESRD patients,
including making recommendations to advance
the integration of palliative care within dialysis
practice and expanding clinical resources to

nephrologists and dialysis clinical staff.
“We found out there was this failure of dialysis

units to honor patients’ wishes regarding CPR, so
we drafted a model policy on do-not-resuscitate
orders in dialysis units, which could be adopted
by a dialysis unit,” says Alvin H. Moss, MD, pro-
fessor of medicine at the West Virginia University
School of Medicine in Morgantown. Moss was
chair of the ESRD workgroup.

The workgroup also conducted research, using
about $25,000 in funding from the RWJ
Foundation, and the group, with additional fund-
ing, held focus groups, conference calls, and
meetings, Moss says.

“We had 21 health care professionals working
very hard for an 18-month period,” Moss says.

The renal workgroup held a series of focus
groups to help group members understand
where the field was in terms of palliative care,
Twohig notes.

“They received incredibly valuable informa-
tion about the patient’s perspective and end-of-
life issues for renal patients,” she says. “The
result of those focused groups informed the work
of the workgroup and was made available to
inform others interested in that topic.”

The ESRD workgroup also revised position
statements on quality end-of-life care for two
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groups, including the Renal Physicians
Association and the American Society of
Nephrology, Moss says.

Workgroup members reviewed existing state-
ments and then updated them and posted them
on the major web sites for the nephrology organi-
zations, Moss says.

“Since then, we’ve done research and have
determined that the physicians who say they’re
most prepared to handle end-of-life discussions
and treatments for dialysis patients are those who
are familiar with our workgroup products,” he
says.

Another group that accomplished more than
anticipated was the surgeons’ workgroup,
Twohig says.

“The American College of Surgeons took on
this issue of palliative care, and they partnered
with us in sponsoring the surgeons’ workgroup,”
Twohig says. “So right there we had the benefit of
having a standard-bearer for surgeons that
became a vehicle for continuing change for all of
this.”

Also, the surgeons’ workgroup put on a
national conference on palliative care and con-
tributed articles to journals, creating a series on
palliative care that ran over a year’s period,
Twohig says.

“The first thing the surgeons’ workgroup
accomplished was discovering each other,” says
Geoffrey Dunn, MD, FACS, medical director of
the Palliative Care Consultation Service and
senior surgical consultant at Hamot Medical
Center in Erie, PA. Dunn was a co-chair of the
surgeons’ workgroup.

“We had felt like voices in the wilderness and
were happy to see how consistently and passion-
ately we all believed in palliative care,” Dunn
says. “There was an immediate sense of ‘Now we
can do something because we’ve found each
other.’”

Despite long odds, the workgroup accom-
plished a great deal, notes Robert A. Milch, MD,
FACS, medical director of The Center for Hospice
and Palliative Care in Cheektowaga, NY. Milch
also was a co-chair of the surgeons’ workgroup.

Surgeons typically are trained to never look
within or to take a passive and reflective
approach to patient care, Milch says.

“That’s why we took so much satisfaction that
so much of the work of the surgical workgroup
was changing that philosophy,” Milch says. “And
you could measure the impact in the number of
presentations at clinical colleges of the American

College of Surgeons or with residency training
programs [that incorporate palliative care].” 

“We oftentimes don’t think about surgeons
having anything to do with palliative care, and
they truly do,” Twohig says.

The entire RWJ project placed an 18-month
time limitation on workgroups, and the funding
was limited.

But within these constraints, some incredible
work was done in improving the way palliative
care is viewed nationally, Twohig says.

“The people in the workgroups were well-con-
nected individuals who were able to make these
groups come to life,” she explains. “There was
enough ownership of these recommendations
that came from the workgroups to create a legacy
and investment.”

The workgroups were an important response
to the unmet need for palliative care nationally,
Moss says.

“We’re just waking up in this country,” Moss
explains. “The whole physician-assisted suicide
headlines of the 1990s were a wake-up call that
we need to do more with palliative care.”

Palliative care is appropriate anytime a patient
has a chronic illness, including during end-of-life
care, Moss says.

“But it can be applied to a patient who isn’t
necessarily dying, but is expected to do worse
over time,” Moss says.   ■

Pulling supplemental 
oxygen creates struggle 
Guide addresses how to respond to patient request  

The right of competent, informed patients to
reject lifesaving therapies has been affirmed

by courts at every level, but a group of ethicists at
the University of Pennsylvania wondered
whether the line is as clear when it comes to sup-
plemental oxygen.

Scott Halpern, MD, PhD, senior fellow with
the Center for Bioethics at the University of
Pennsylvania Health System and a fellow in the
division of pulmonary, allergy, and critical care,
has co-authored a guide for providers whose
patients request removal of oxygen.

“Informed patients with decision-making
capacity have well-established rights to forgo
any and all forms of life-sustaining therapy,”
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says Halpern. “However, there is no clear defini-
tion of what constitutes a life-sustaining ther-
apy.”

While life-sustaining therapy is often thought
of as invasive therapies, such as mechanical ven-
tilation, kidney dialysis, or tube feeding, non-
invasive high-flow oxygen is also life-sustaining
in patients with advanced lung, heart, or cancer-
related diseases, he points out.

“Many of these patients would lose conscious-
ness and die within hours or even minutes if their
supplemental oxygen was withdrawn,” Halpern
says.

Halpern and co-author John Hansen-Flaschen,
MD address concerns physicians who have not
undergone specific training in critical care may
have about withdrawing oxygen, including how
to balance the burdens and benefits of supple-
mental oxygen; whether withdrawing oxygen
might appear neglectful; how to determine
whether patients retain decision-making capacity;
when it is acceptable to use sedation in lieu of
oxygen; and concerns about patients’ motivations
for discontinuing oxygen.

Experience leads to four-step approach

Both Halpern and Hansen-Flaschen, who
serves as chief of Penn’s division of pulmonary,
allergy, and critical care medicine, arrived at the
guidelines, published in September in the Journal
of the American Medical Association,1 through expe-
rience.

Both Halpern and Hansen-Flaschen recount
experiences where they received requests from
patients to stop their flow of supplemental oxy-
gen, resulting in death. Halpern was first faced
with the request to withdraw oxygen as a first-
year medical resident, when an awake and alert

patient suffering from advanced lung disease and
cancer asked to end the oxygen supplement. One
morning, the patient said he’d “had enough” and
tugged on his mask, but was too weak to remove
it and asked for Halpern’s help. Halpern recalls
that he debated the request with the attending
physician, who was concerned that the patient
would experience air hunger and fear after oxy-
gen was removed, necessitating high doses of
sedating drugs, and worried this might constitute
a form of euthanasia.

Hansen-Flaschen received a similar request
from a homebound outpatient who suffered
from advanced lung disease. The patient could
no longer get out of bed and his quality of life
had seriously deteriorated, and he asked to
stop his oxygen and for Hansen-Flaschen to
help him avoid a sense of suffocation after-
wards. 

“I had to ask myself, is this participating in a
patient’s death or is it simply respecting a
patient’s request?” Hansen-Flaschen explains.
“Plus, there’s no way to predict an individual’s
response to removing supplemental oxygen and
how much they will suffer.”

Advances in medicine mean that many more
patients with end-stage diseases are living
longer, and technology permits high-flow sup-
plemental oxygen to be used both in the hospi-
tal and at home, often providing a limited
quality of life. 

“So this is yet another ethical dilemma in
medicine born of technological advancements,”
observes Halpern.

Halpern and Hansen-Flaschen offer a four-step
approach to help physicians meet requests to end
supplemental oxygen and to overcome the con-
cerns such requests create:

• Physicians should assure themselves and
other health care professionals involved in the
patient’s care, as well as the patient’s family mem-
bers and close friends, that supplemental oxygen
is a form of life-sustaining medical treatment. As
such, requests to discontinue oxygen should be
honored with the same judiciousness as requests
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to withdraw other forms of life support;
• Physicians should ensure that patients

requesting the terminal withdrawal of oxygen are
free from undue influences, including family
member’s wishes, economic considerations, or
treatable depression;

• Physicians should ensure that the patient has
the capacity to make medical decisions by docu-
menting that patients show consistency, under-
standing, and rationality in making such
requests; 

• Physicians should ensure that patients and
their family members understand the difficulty of
predicting patients’ experiences after oxygen
withdrawal.  

Reference

1. Halpern SD, Hansen-Flaschen J. Terminal withdrawal
of life-sustaining supplemental oxygen. JAMA 2006;
296:1,397-1,400.  ■

Documentation confirms
educational needs met 
Communicate what was taught

Similar to teaching, documentation must
meet the needs of a patient. While some

documentation is better than no documenta-
tion, more detail benefits the patient because it
directs staff members on the status of the edu-
cation process. 

With documentation as a tool, staff can better
determine what to do next, says Carol Ptasinski,
RN, MSN, MBA, associate director of standards
interpretation for the Joint Commission on
Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL.

A statement such as “medications reviewed
with patient” is so vague other staff members
wouldn’t know what was covered; good docu-
mentation reflects what was done, including
ways educational barriers were addressed, says
Ptasinski. 

The documentation sheet, which is part of the
medical record, is a communication tool, agrees
Kathy Ordelt, RN-CPN, CRRN, patient and fam-
ily education coordinator at Children’s
Healthcare of Atlanta.

“The medical record is the only communica-

tion tool we have for that patient. Certainly word
of mouth doesn’t do it and shift-to-shift reports
don’t do it — those are all verbal and they get lost
and jumbled up. The medical record is the only
thing we have that completes the picture of that
patient’s care,” says Ordelt.

To make her point, Ordelt tells staff to imagine
walking into a room and trying to take care of a
patient without a medical record. She tells them
to imagine having to go back and retake a history
and physical, redo all the tests that have been
done, and redo all the consults from all the thera-
pists and physicians and everyone who sees the
patient because nothing was recorded. Staff
always respond that they could not care for the
patient.

“We document for a reason. The medical
record is our guide for that patient’s care; there-
fore what that translates into is safe, quality care
for a patient when it is done properly. Documen-
tation helps contribute to that safe, quality care,”
explains Ordelt. 

Patient education is part of quality care, says
Ordelt. Just as it is impossible to treat a patient
properly without information about previous
medical interventions, it is impossible to teach
effectively without information on learning
assessments, prior education, and the patient’s
comprehension of what already has been
taught. 

Teaching without regard to what patients have
already learned or what they still need to know is
unsafe, inconsistent, and frustrating for patients,
says Ordelt. 

Although it is helpful to create patient educa-
tion documentation forms with check boxes and
codes, such as “V” for “patient verbalizes under-
standing,” in order to make the process quick
and easy, some detail must be provided, says
Ordelt. 

For example, if a handout was used to educate
the patient, it would not be enough to write “H”
on the documentation sheet. The title of the
resource would need to be written in the com-
ment section as well so others would better
understand what information was given.

While documenting that the education pro-
vided pertinent to a patient’s plan of care is
important, such as information about newly
introduced medical equipment or supplies, it is
not the only information needed. 

To meet Joint Commission standards, docu-
mentation needs to reflect what was taught,
when it was taught, whether the patient had any
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difficulties learning because of cultural, emo-
tional, or cognitive barriers, and if the teaching
was completed, says Jodi L. Eisenberg, CPHQ,
CPMSM, program manager for accreditation and
clinical compliance at Northwestern Memorial
Hospital in Chicago.

When there are barriers to learning, a note on
how they were addressed should be included.
For example, when language is a barrier, stating
that an interpreter was present during teaching
would be appropriate. 

If the teaching was not completed, there should
be some sort of statement that the education
needs to be reinforced or that the patient was
unable to learn and the family was taught instead.
The Joint Commission looks at evaluation of com-
prehension every time teaching occurs, and it
needs to be documented, Eisenberg says. 

Making a case for patient education

It is not only the Joint Commission that
requires proof of comprehension. “While provid-
ing education is good, more important is that the
patient was able to repeat back what was taught.
That is the basics of informed consent. Unless the
patient can repeat back what was taught, it isn’t
really consent and it is not education unless they
get it; otherwise it is just people blabbering words
at them,” says Geri Amori, PhD, ARM, CPHRM,
DFASHRM, senior director for education and
professional development with the Risk
Management and Patient Safety Institute in
Lansing, MI. 

Again, any documentation is better than no
documentation, says Amori. However, when dis-
cussing what constitutes adequate documenta-
tion of patient education, the question is:
Adequate for what? Adequate to be defensible in
court or adequate to know it was done? To be
defensible in court, the information documented
must be as specific as can be provided. Anything
that needs to be recalled in five years or more
should be written down.

Documentation is important for defending a
health care institution in litigation and ensuring
that providers remember what happened, says

Amori. And communication is important in pre-
venting litigation in the first place, because it
builds the relationship and the trust, she adds. 

The literature indicates that when something
goes wrong, medical lawsuits are triggered
because patients feel there was a breakdown in
communication. Patients believe they did not
get adequate information or it was poorly pre-
sented. Also, they feel their perspective was dis-
missed. 

Documentation that meets Joint Commission
standards doesn’t have to be as comprehensive as
the records that would provide a good defense in
court, as long as the health care institution has in
place teaching protocols that are routinely fol-
lowed and resources that are consistently given
or used, says Ptasinski. As much detail as needed
for patient education to be effectively completed
is what is required. 

“We would expect that if a patient was on a
particular medication, he or she would be edu-
cated on that medication. We would say, ‘Show
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us where you documented the patient received
education,’ and then see what process is in
place,” says Ptasinski. 

With the new tracer methodology of survey-
ing, the Joint Commission surveyor would inter-
view staff and the patient to make sure an
adequate educational process was in place. To
ensure the same educational process was fol-
lowed for each patient, the surveyor might trace
another patient.

Adequate documentation for the Joint
Commission means that any education needed as
part of a patient’s plan of care be documented.
Documentation can be general as long as the
resources are available that show the patient’s
educational needs were met, says Eisenberg. 

“Our rule of thumb is that if it wasn’t docu-
mented, it wasn’t done. However, if you put
down everything you educated a patient on, your
medical records would weigh 50 pounds,” she
explains.

The expectation is not verbatim documentation
but to cover the four basics: what was taught,
when the teaching took place, the educational
barriers, and whether the teaching was com-
pleted. If this information is included in the docu-
mentation of patient education, an institution
should be covered from a regulatory standpoint
as well as a legal one, says Eisenberg.  ■

Study projects exodus 
of wheelchair suppliers

Astudy by the American Association for
Homecare (AAHomecare) concludes that

cuts to the Medicare power mobility benefit
will have a devastating impact on both the
industry and beneficiaries who need
wheelchairs. 

The study forecasts an exodus of at least 1,500
wheelchair suppliers and a net cost increase to
the Medicare system of $2.7 to $5.9 billion over
the next eight years.

The cuts to the mobility benefit ultimately will

increase Medicare expenditures for hospitaliza-
tion, physician services, and home care services
for beneficiaries who qualify for power wheel-
chairs but won’t acquire them because the cuts
will “impose massive short-run shutdowns of
supplier firms.”

Conducted by economist Clifford L. Fry, PhD,
and his team at RRC Inc., the study recommends
that the Center for Medicare & Medicaid Services
(CMS) rely on market forces and not price con-
trols, for Medicare’s provision of products and
services. 

The study found that:
• Medicare is imposing price controls below

market price for power mobility and the services
necessary for the qualified beneficiary to obtain
the power mobility device;

• While Medicare’s direct expenditures on
power mobility declines, there is a risk that price
controls will impose massive short-run shut-
downs of supplier firms as they escape the costs
of providing services for which they will not be
reimbursed;

• The analysis suggests that there may be
declines in the order of 30% to 50% in power
mobility access in response to the new regulation,
due to the assessment that many firms will cease
providing power mobility and the services con-
nected with it, and that beneficiaries will not be
able to provide mobility services for themselves.

• There could potentially be an exodus of at
least 1,500 power mobility providers from major
metropolitan areas and additional numbers from
rural markets. The remaining suppliers will
reduce services and not replace services lost by
exiting firms.

The study is posted at www.aahomecare.org.  ■
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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 questions
9. In all managed care contract negotiations, you should

be willing to do what, according to Sherl Brand, RN,
BSN, CCM, president and CEO of the Home Care
Association of New Jersey in Princeton Junction, NJ?

A. Accept less-than-desirable reimbursement to get the
contract

B. Add staff to meet requirements of contract
C. Change current services to meet needs of managed

care organization
D. Walk away from negotiations 

10. According to Halpern and Hansen-Flaschen, when
asked by a competent patient to end supplemental
oxygen therapy, physicians should approach the
request as they would requests to withdraw other
forms of life support.

A. True
B. False

11. For effective communication between staff, the docu-
mentation of patient education should include which
of the following? 

A. results of learning needs assessment;
B. copies of all handouts placed in record;
C. explicit details of everything discussed with patient;
D. patient’s phone number for future contact.

12. According to a study by the American Assocation for
Homecare, how much will the cost to the Medicare
system increase over the next eight years?

A. $5-$6 billion
B. $2.7-$6 billion
C. $2.7-$5.9 billion
D. $2.7-$5.9 million

Answer Key: 9. D; 10. A; 11. A; 12. C.

CNE instructions 

Nurses participate in this continuing education program by reading the issue, using the provided 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 confu-
sion surrounding any questions answered incorrectly, please consult the source material. After completing this
semester’s activity with the March issue, you must complete the evaluation form provided in that issue and return
it in the reply envelope provided to receive a credit letter.  ■
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