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      During the past several decades, there have been significant advances in modern medicine that have resulted in a growing number of children requiring comprehensive nursing care and medical intervention, including technological devices, for long-term survival. Medically fragile children, as they are often called, represent a growing population of children with chronic conditions, disabilities, and special health care needs. In order to promote healthy family functioning, enhance normal child development, and decrease costs and burden on the health care system, a shift from hospital to home care has become the preferred standard of care for medically fragile children. In the home, parents often take on the responsibility for care that would otherwise be provided by skilled nurses within a hospital environment. The physical burden and psychosocial stress associated with caring for a medically fragile child at home may impact the physical and emotional health of the parents. (Patricia & Carrie, 2004)

     A study in 1998 of home healthcare in a managed care environment and the impact on clients and professional nurses reported “Medicaid preventive care was reported as adequate for relatively healthy young families and children, but less than effective for those clients needing continued long-term home care.  For example, a child with severe health problems from cerebral palsy will not receive the necessary follow-up due to the child’s chronic condition and rationing of visits.”(Sandra & Maureen, 1998).
          It’s important to note that we cannot ignore the impact the nursing shortage has on access to pediatric homecare.  According to the American Nurses Association, “A report released in July 2002 by the U.S. Department of Health and Human Services (HHS) details the projected shortages of RNs over the next two decades. The study indicates that if the nursing shortage goes unchecked, the deficit of RNs is expected to rise from 110,000, or 6 percent, in the year 2000, to 29 percent by the year 2020”.(U. S. Department of Health & Human Resources, 2002).
  The nursing shortage in general impacts healthcare in all arenas including the nursing skills needed for technology dependent pediatric patients. The shortage is due to many problems, one of which is the aging population of the nurse force.  According to the Health Resources and Services Administration's March 2000 National Sample Survey of Registered Nurses, the average age of today's working RN was 43.3, up from 42.3 in 1996. The percentage of RNs under age 30 dropped to 9.1 percent, down from 25.1 percent of the population in 1980. 
    A report on healthcare workers shortages in Connecticut provided by the Office of Legislative Research indicated that Connecticut is expected to have the second greatest decline nationally in the supply of nurses over the next few years. (Kasprak, 2006, p.1)

     Due to the aging population and advances in medical technology the demand for health care services is steadily increasing.  Connecticut ranks 9th on the national list comparing nurses available per 100,000 population (inclusive of advance practice nurses such as nurse practitioners, clinical nurse specialists, certified nurse midwives and certified nurse anesthetists). Connecticut has 972 nurses per 100,000 population while the national average is 799 nurses per 100,000 population. 

     “The U.S. Department of Labor predicts that the demand for RN’s will increase by 623,000 positions nationwide, a 27% increase from 2002.  Also the demand for LPN’s will increase by 142,000 positions, a 20% increase.  Over a 20- year period (2000-2020), total national demand is expected to reach over 1 million positions for RN’s and 295,000 for LPNs, according to the National League for Nursing” (Kasprak, 2006, p. 19).     
 “Connecticut is projected to have the second greatest decline in the supply of nurses nationally over the 20 year period, according to the federal Health Resources and Services Administration (HRSA) “(Kasprak, 2006, p.19).  The report notes that the CT Department of Labor projects that Connecticut needs to increase the number of new RN’s by an average of 1,200 each year through 2012 to fill expected openings.  Applicants and Available Slots for Connecticut RN Programs  (Kasprak, 2006 p20 Chart 1)
	Connecticut RN Nursing program slots 
	2003
	2004
	2005

	Number of available program slots
	2194
	2986
	1289

	Number of filled slots
	2095
	2883
	1317

	Percentage of slots filled
	95%
	100%
	102%

	Number of qualified applicants denied due to lack of program slots
	450
	1029
	1643


Applicants and Available Slots for Connecticut LPN Programs

(Kasprak, 2006, p. 20 table 14) Chart #2

	Connecticut LPN Nursing Program Applicants
	2003
	2004

	Number of available program slots
	400
	400

	Number of filled slots
	400
	400

	Percentage of slots filled
	100%
	100%

	Number of qualified applicants denies due to la           lack of program slots
	800
	1000


        “The Connecticut League of Nursing (CLN) finds there is a continuing need for nursing program expansion to the state.  But a lack of nursing faculty is a significant barrier affecting program expansion.  CLN also reported that 90% of nurse educators believed additional training sites for students (patient care delivery sites) were needed in all practice areas.” (Kasprak, 2006, p.20-21)
   Pediatric Home Care Study
The purpose of this study was to compare and expand upon a previous 2000 study of pediatric home care services in order to identify services available in the State of Connecticut for episodic care (skilled nursing visit) needs and extended (shift) care needs for the chronically ill and the technology dependent child.  The 2000 study documented the availability of home care staff among a small group of licensed home care agencies and identified agency obstacles in recruiting and retaining pediatric staff.  The 2006 study focused on the availability of services for pediatric patients, in particular children with complex care needs, in the face of continuing nursing shortage.
This pediatric homecare survey was conducted by Alisa Haight Undergraduate Student at UCONN and Sharon Gauthier RN/BSN a Graduate Student from University of Hartford and with preceptor Mariette McCourt RN/MSN, MA from the Public Health Committee at the Legislative Office of the State of Connecticut.

Design

This descriptive study used a seventeen-item questionnaire to assess the challenges home care agencies in Connecticut face in providing care to the technology dependent pediatric patient.  The survey tool included several questions from the 2000 survey.  Additional questions were developed with input from Karen Zarenda, Chair, CT Family Support Council and the Department of Public Health staff.  A total of 91 agencies were contacted out of a possible 119 licensed agencies in Connecticut. Respondents either answered completing the survey by phone or e mail.  Seventy (70)  or 78% of the agencies responded with thirty-six (36) agencies stating they did not provide pediatric homecare.  Thirty-four (34) agencies responded they provide skilled nursing visits as episodic care (3 hrs or less per day for medical crisis) or both episodic care and extended care (more than 3 hrs per day of care) and shift care, which encompassed 8 hrs of care.  
Sample
A convenience sample was taken from a list of 119 licensed home care agencies provided by the Public Health Department.  The agencies that responded provided home care services in one or more of Connecticut’s eight counties: Litchfield County, Hartford County, Tolland County, Windham County, Fairfield County, New Haven County, Middlesex County and New London County.  
Survey Process

Phone calls were made to home care agencies and initially asked if the agency provided pediatric services.  The purpose of the study was explained, emphasizing the importance of obtaining the home care agency perspective on changing patterns of home care needs for children with complex medical conditions and nursing staff shortages. Agencies that answered in the affirmative were then asked to complete the rest of the survey either by phone or email.
Results:  Comparison of 2000 and 2006 survey responses
Description of Agencies 
· 46% non profit in the 2000 study (N=15) vs. 59% non profit in 2006 study (N=34)
· 12% for profit in 2000 study (N=15) vs. 41% for profit in 2006 study (N=34)
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 Nursing Staff Mix

In the 2000 study 39% of the staff Registered Nurses (RNs) and 3% were Licensed Practical Nurses (LPNs) and 40% of the staff Home Health Aides. In the 2006 study 14 of 34 respondents indicated 48% of staff were Registered Nurses (RNs) and 25% were Licensed Practical Nurses (LPNs) and 46% Home Health Aides (HHA).  The 2006 study clearly need for licensed personnel than in the 2000 study.     
(N=14
[image: image2]
Source of Agency Referrals
Question #7 asked in 2000 and 2006 the common referral sources for home care services.  In the 2006 study 89% of referrals come from hospitals or acute care, 36% from primary providers, 36% family and 14% from HMO’s.  The 2000 survey also indicated hospitals as a primary source of referrals with 100% of the respondents followed by 93% primary care providers and 87% families. 
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Staffing consistency for home care case
Both the 2000 and 2006 surveys asked agencies if they were able to provide families with consistent staff (continuity of care).  Often, sometimes and rarely were the answers available for the 2006 study and yes or no in the 2000 study.  The 2000 study demonstrated 93% (N=15) agencies stated “yes” with one indicating “no”, compared to 90% who answered “often” and 10% answering sometimes in 2006 study (N=26).  The range of hours provided were 1 to 24 hrs several times/week with consistency of staff more available n 2000 than 2006. 
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Top challenges in providing home care services to children with special needs
The 2000 and 2006 surveys asked agency respondents to identify the top challenges in providing home care services to children with special medical needs, in particular to those with complex needs.  There was congruity among the responses in 2000 and 2006:

· In the 2000 survey agencies identified nursing recruitment and retention and inadequate Medicaid reimbursement for home care “shift” care as primary challenges.

· In the 2006 survey, agencies again identified recruitment and retention of RNs, LPNs and low Medicaid reimbursement compared to private insurer reimbursement.  In addition, agencies noted agency fiscal and time constraints for training new staff in the levels of care needed and provided ongoing in-service and annual competency assessments.
· Results of 2006 survey items
Provision of pediatric home care services

Of the 70 agencies that completed the survey:

· 36 agencies (51%) do not provide pediatric services in the home.
· 34 agencies (49%) provide pediatric services, including skilled nursing visits (episodic care) and extended “shift “care.  Of these agencies: (includes branches of three large agencies.
· Twenty (20) agencies (59%) provide only episodic skilled nursing visits. 
· Thirteen (13) agencies/branches (38%) provide both episodic and extended skilled nursing visits. (of the 13 agencies 6 were branches)
· One agency indicated they provide extended skilled nursing visits only.
Top five pediatric diagnoses in Home Care
       Agencies identified Mental Retardation, Cerebral Palsy, Respiratory Diseases, Cystic Fibrosis, and Prematurity diagnoses  as the top five pediatric diagnoses associated with home care with Orthopedic and well child care following as frequent care needs.

Type of Technology Services Accepted for Home Care        
Agencies that provide pediatric SNV and shift care were asked to identify specialty technology-specific pediatric services the agency can accept.  (N=22)
· Fourteen or (70%) accept pediatric ventilator cases 

· Seven or (35%) accept intravenous infusion therapy where others refer these services to another agency.
· Seventeen or (85%) accept pediatric patients with tracheotomies.

                             
[image: image5]                                  Payer Source for Home Care Services
  The 2006 study asked agencies to identify their payer mix.  Eighteen agencies stated Medicaid is 50% of their payer mix with 35% private insurance and only 8% provided care to the uninsured. (This latter provided by non profit agencies with funding sources.) 
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Agencies pediatric case loads

Question # 9 asked how many pediatric cases are referred to an agency in a month   Among the 31 (N=31) agencies who responded to this question, there is an average of 8 referrals a month for technology dependent pediatric care and an average of  8 open cases for each agency. (Please note one agency stated they had 120 open cases which were not included data collected.)
Shared staffing among agencies   

Question #12 asked agencies if coverage is shared with another home care agency for intensive care cases. 26 agencies responded to this question with 21 (81%) indicating “rarely” and 5 (19%) “sometimes”.  There were common barriers and issues that agencies cited about sharing a case with another agency.  These included care plan communication issues between the agencies, agency has adequate staff to cover cases, inadequate Medicaid rates cost agencies to subcontract a portion of the hours required by an intensive case and general concerns about losing professional staff to another agency. 
Home Care Agency staff training

Question # 15 was a three part question that asked agencies about their internal processes for staff training in order to manage technology dependent children.  The questions included A) who does the staff training B) does the agency provide ongoing in-service training and C) annual staff competency assessments.  The replies to these questions were varied. It was found that most often nursing staff are trained by other staff members who are providing care to the technology dependent child.  Agencies indicated they also depend on durable medical equipment (DME) vendors to provide training for staff (and the family) for special equipment.  Annual competencies were expected of each of the staff members for pediatric specific skills as well as ongoing training by experts within the agency.  Time constraints which contribute to the difficulty to make agency staff available to train new nurses and/or participate in in-service training may indicate issues with continuing ongoing in service training, as well as accepting new graduates into the agency.  Most agencies reported they would welcome new graduates or retuning nurses if they had the time, financial resources and Pediatric nursing specialists to provide specialty pediatric training.
     Hospice care and physical therapy were identified as community service gaps.  Nurses without specialty training as well as new grads would be welcomed by most agencies surveyed if training were available.
     A pilot program is suggested to train nursing staff interested in pediatric nursing for the technology dependent patient with a commitment to a home care agency and providing further education at no cost to the nurse.

Discussion
The survey identified recruitment/retention of qualified pediatric nurses as the #1 issue within home care agencies; the second issue reported was a shortage in Home Health Aids and Registered nurses. The 2000 survey reported these as challenges and barriers, to providing service and the 2006 study indicates the technology dependent pediatric patient has a greater need for licensed personnel with advanced training. This is demonstrated by the increase in registered nursing staff and licensed practical nurse staff in the staff mix chart.  The needed increase in licensed personnel, particularly registered nursing staff is 20 %, with a 7% increase in licensed practical nurses, and 13% decrease in home health aides. It is concluded that the 2006 study supports the need for licensed personnel at a higher level because of the increase in technology dependent pediatric patients.
     In evaluating payer mix for these agencies fifty (50) percent of the agencies indicated their primary source of reimbursement is from Medicaid. Thirty-five percent (35%) of payments are from private insurance.   Hospice care and physical therapy were identified as issues that contribute to gaps in service.   Many agencies discussed the underutilization of respiratory therapy and the need to evaluate this field as a staffing source especially for the ventilator dependent child.  Presently agencies outsource any respiratory specific issues but maintain the control of patient care, perhaps a further collaboration between home care agencies and respiratory therapy will facilitate better staffing and better patient care. 
      This study revealed that the top challenges agencies experience in providing home-based services to the pediatric population with special health care needs were recruiting/retaining staff as the #1  staffing and service issues, (service issues identified as service requests beyond service area, service requests for multiple 8 hour shifts/day/week and hospice ), RN and HHA shortages create a recruitment challenge, salary and benefits, reimbursement, less staff/more patients, availability of staff, seasonal staffing, home environment, lack of home health aides to cover special needs children and before and after school home health aide hours. The 2000 study also indicated recruitment/retention as the #1 staffing issue impacting service especially with shift care (8 hrs at a time).
         Questions regarding training of staff to provide care to technology dependent pediatric patients demonstrated that training is being provided through multiple modalities; direct supervision in the home of patient, agency based in-service requirements, in-hospital home care staff orientation specific to patients’ needs and the primary care nurse of the patient providing training.  Directors, supervisors and case managers were all identified to fulfill agency policy for providing in home training of staff specific of the technology dependent pediatric patient. Some agencies mandated yearly pediatric specific training sessions for licensed and unlicensed staff. It was clear that that all agencies were challenged with providing continued training and recruiting seasoned nursing staff.  Nurses without any training, as well as new grads would be welcomed by most agencies surveyed if training were available.  Nursing staff are provided education, initial and ongoing, by different venues, relying mostly on orientation to the agency.    The range of hours provided for patients were 1 to 24 hours several times per week to 7 days/week wee with consistent staff was reported to be more available in 2000 than 2006 Sue Ellen Pinkerton stated in her article; Integrated Delivery Systems: Sharing Resources  “In an effort to understand some of the factors involved in sharing resources between home care and acute care, a survey was conducted of members in different organizations within an IDS (Integrated Delivery System) (Alexaitis, 1996) . She goes on to say that “The initial inquiries often led to collaborative efforts between acute care and home care.  These included shared patient and staff educational materials, home visits by acute care staff, visits to acute care by home care to have access to multidisciplinary resources for program development, improved discharge planning and general resource sharing.”  The barriers discussed in this article mirrored some of the same information received in our 2006 study.  Fear and distrust loss of autonomy, loss of job, fear of large organizations, bad prior history, unwillingness to assume risk and fear of information being “used against us.” On the management level the dilemma of sharing services, staff and position were valid concerns.  When should a centralized staff or function take place and what outcomes should be measured or can be measured? The 2006 study supports Pinkerton’s article in that fragmented skill development and deployment would be a concern with sharing resources as well as payment issues.

     A pilot program with pediatric nurse clinicians (PNC) working part time in home care (Cocking etal., 1996), demonstrated that several difficulties arose implementing this concept.  This study was with PNC’s in a hospital environment utilized to work for home care agencies.  One problem related to scheduling hospital-based clinicians in home care due to the differences in the way workload is assigned and scheduled.  The PNC’s also didn’t know the homecare structure or how to get things done in that system.  In addition all home care organizations were found to be different and PNC’s worked by patient assignment and worked for more than one home care office.  Communication between home care offices was difficult and caused confusion.

     The PNC’s found the home care agency personnel very willing to do training and orientation and to work on improving communication between home care agencies and the facilities in the IDS.  Lastly the PNC’s were pediatric specialists and they were assigned to a home care office for a certain number of hours, the home care supervisor sometimes had difficulty assigning them to other patients if there were not pediatric cases available. (Pinkerton, S/Nursing Economics/1999 Vol. 17/No.6).
Limitations of the Study:

The 2006 study contacted a larger number of agencies compared to the 2000 study (15) with more specific questions related to staff availability. There were some questions all agencies were reluctant to discuss in detail. Sharing details about barriers to coverage with another agency to accommodate technology dependent children is level of community based care with high service hours were often omitted.  All who answered the questions indicated shift care is the most problematic, but training also impacts continuity of care.  The nursing shortage is part of the problem and the specialty venue is a more difficult piece of the problem due to the centralization of hospital pediatric care and the increased movement to the community.  (not sure about above verbage???)
       There is an additional burden in the acute care setting with the baby that cannot go home due to lack of community care resources.   Hospitals indicated, in an informal discussion, that it is a challenge to find services for the pediatric pt with skilled needs. It takes weeks to obtain home care nursing, creating an additional cost to the hospital to maintain care until resources are obtained; further they stated that often an agency agrees to take on the care of an infant only to receive calls from frantic parents after discharge that care is (scattered), inconsistent and staffing is problematic.  This often leaves parents left at home alone to cope through long hours of caring for their infant. In Legislative forum in 2001 and 2002 this was a primary concern with families.
Differences in opinion of who has primary responsibility for home care services for the child, i.e. family, agency, other agencies was yet another point brought up by most homecare agencies contacted. These differences impact the ability for agencies to share the care responsibility of the pediatric technology dependent patient, this issue is further complicated by reimbursement rules and regulations that limit payment to one source for same types of care. 
For example, private insurers approve more than one agency share care and shift care coverage. However, Medicaid reimburses only for sub-contracted care and there are no provisions for “co-vending” while two agencies take individual responsibility. (new sentences) 

Medicaid reimbursement is on average 20% lower than private insurance hourly rate negotiated with the agency.  Agencies that sub-contract with another agency report paying an hourly rate higher than Medicaid rate.
Discharge Planner’s Perspective – Securing Home Care Services

Informal discussions with discharge planners at children’s hospitals, acute and sub-acute, shared their experiences in discharging technology dependent children home with their families.  The medically necessary home care extended care or shift care hours may vary from 24 hrs/7days a week to 16 hours/5-7 days a week.  Families want their infant and/or child living with them; however the intensity of service needs and the shortage of pediatric professional (licensed personnel) skilled in home care nursing often make this difficult.  Each hospital reported they routinely work with about 5-8 home care agencies in order to arrange home care coverage.  

The discharge planners estimated discharge wait times average about one month for premature infants to three to four months for other children. The acute care hospitals report monthly discharges of a “few” infants/children.  The sub acute hospital noted that in 2005 they discharged 19 children to the community (excluding Department of Mental Retardation (DMR) group home placements).  While discharge disposition is generally to the home, some children may be discharged to facilities outside Connecticut and about 15% may be discharged under the Department of Children & Family’s care.

One discharge planner stated “We have to train parents to be medical providers for these children and hope that they will not get overwhelmed with the support needed for their child.” She went on to say that “although we do not state we are keeping these babies because of not having adequate available homecare for them, the reality is we are, while taking days and sometimes weeks to train families and family members to manage this child at home”. 

DME Company’s Perspective:
  One statewide company stated they currently have 40 ventilator/tracheotomy clients, of which 36 are pediatric patients.  The majority of pediatric patients, in this company, are ages less than one year to five years. Premature birth infants discharged on a ventilator can remain on the ventilator 18-36 months.  The company estimated there are overall about 60-70 pediatric vent/trach patients through out the state.  
According to this company stated the average monthly cost for pediatric ventilator patients is $2000.  The company often encounters families with limited insurance coverage for DME (i.e. $300-$1500/year cap is not unusual).  The company works with the insurer and family to maximize the DME coverage benefits to minimize the family’s out of pocket expenses.

     There is a two week hospital discharge process for a pediatric vent/trach patient.  The DME company does a chart review and consultation with the hospital staff, provides training to the family (there must be two adults trained in the child’s care in order for the child to be discharged) that are required to actually do the care in the hospital for 24 hours.  The company will, wth the hospital discharge team, determine the family’s competence and “comfort level” in providing respiratory care to the child and work with the hospital staff and discharge planning team in arranging the discharge.

     Prior to discharge the DME company also makes a home visit to evaluate the home electrical service and placement of a home generator to ensure that electricity is available for the ventilator at all times.

    Upon hospital discharge the respiratory therapist from the DME company will provide an extensive home care visit in the first 24 hours post discharge, followed by daily visits for the first l6 months, then weekly visits that are then spaced to monthly or quarterly for long-term ventilator patients.

     The DME company estimated they have 300 enteral feeding patients that include gastroenteral tubes and supplemental nutrition.

Comments on staffing in the home by DME companies:

· Company observed a seasonal availability of home shift care staff, with more per diem staff working January through April and a gradual decline in available staff after that time.

· Respiratory therapist license allows the therapist to take verbal orders, give meds for respiratory care.  It is reasonable to consider using respiratory therapists for shift care for some ventilator dependent children.

Key discharge barriers identified by hospitals included:

· The family constellation: Two adults must be trained in caring for tracheotomy/ventilator dependent infants and children.  Without these two adults (i.e. parents, or if a single parent family, one other family member or adult designated by the parent) the infant/child will not be discharged.

· The family’s geographic location influences timely discharge.  Intensive home care (shift) services are more difficult to arrange for families in more rural areas of the state or in violence-prone areas.  These factors may add months to the discharge.

· Identification of home care agencies that 1) provide home care to technology dependent infants/children, 2) have available pediatric skilled staff to cover the prescribed home care shift hours and 3) can cover assigned staff absences (i.e. illness, vacations and holidays).  The latter creates serious burdens for the family and potential quality and safety issues when the professional staff hours are unfilled for more than one shift.

· Limitations of private insurer home care benefits can range from no home care services under the policy to calendar year “caps” on the number of home care visits per year.  Durable medical equipment cost “caps” (i.e. $1500/calendar year) result in extraordinary, often unaffordable, out of pocket expenses for families, which may contribute to the discharge delay.  Families that do not have access to supplemental coverage in public programs are in essence “underinsured” related to the complexity of their infant/child’s health needs.

· Limited statewide availability of sub-acute care settings for technology-dependent, in particular ventilator-dependent children.

Recommendations:
     A future study related to the direct correlation of reimbursement and services provided to patients would be beneficial to clarify the underlying issues. Although there is a known nursing shortage, the 2006 study indicates an increase in licensed personnel and decrease in unlicensed personnel.  Presently there are more non profit agencies than for profit agencies in the system and all identifying same issues.  The number of underinsured patients and uninsured patients were not identified and future studies regarding these two groups would provide a monetary need for those children who reach their maximum on private insurance and for those children without adequate insurance. 

          The study also revealed that continuity of care is an added strain that impacts the relationship as well as the consistency of care for the technology dependent pediatric patient. This continuity is related to staffing issues, ability to provide 8 hr shifts for patients, availability of trained staff and the increased needs of today’s technology dependent pediatric patient.
     Sharing resources is an area that was difficult to assess and discuss.  Agencies were very guarded with this concept not understanding how parameters would be drawn, how funding would be delivered and who would be in charge of the case.
     Training for specialized staff is a topic needing more discussion.  As seen with the study there are advantages and disadvantages in integrating systems that have pediatric specialties (hospitals) and struggling to obtain pediatric specialty nurses (home care). 
     Discharge planners were asked for their informal opinions on what their thoughts were to improve available community-based services and reduce discharge delays to the community.  The following summarizes their comments:
· Families with technology-dependent children, often “underinsured” with private sector benefits need some form of supplemental coverage for key medically necessary services, including home care and durable medical equipment. 
             1. Purchased extraordinary riders under private insurance for these children would help us as would a private-public partnership for inclusive benefit coverage.
             2.  Family pay-in of state “wrap around services” to augment private insurance gaps.

· Recommend health coverage/health service access

· Reimbursement for medical social-------(can’t read the word) home care agencies and or family request.

· Mechanisms are needed to convert private insurance rehab hospital benefits to home care visits.
·  Enhance the number of skilled pediatric community nursing personnel through;
· Creating a training program for pediatric certification for graduate nurses with one year hospital experience and for nurses returning to the profession that have taken a refresher course.  The training programs would include didactic, hospital and home care clinical modules.
· Developing statewide standard in-service and annual competency assessment programs.
· Providing a health insurance “buy-in” program for home care staff ineligible for the home care agency employer health insurance.
· Broadening the state health provider loan-forgiveness program to include pediatric specialty nurses.
· Identify alternatives to 1:1 child/nursing staff ratio, considering the feasibility of developing:
· Daycare pilot sites staffed with professional staff and associated with an acute care hospital.
· Additional sub-acute care settings.
· Allow respiratory therapists to cover some of the shift care for ventilator-dependent children.

While specific data related to hospital discharge delays is needed, the observations of the professional staff responsible for working with families, the medical community and community-based services is informative, mirroring the challenges and concerns of families and home care agencies.
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