
Millennium Bug threat looms large,
but home care doesn’t seem to notice
Other concerns cause delays in assessments of agencies’ computer systems

It has been a brutal year for home care agencies nationwide. Dealing
with the interim payment system (IPS), struggling with OASIS
implementation, and just trying to get by have taken their toll in

time and money. As a result, most agencies have not even begun to
assess what impact the Millennium Bug will have on their operations.

The Millennium Bug is the name given to a host of problems that some
computer programs and systems, as well as pieces of equipment that per-
form computerized operations, may have when the year 2000 comes. 

The problem is this: Most computer programs use two-digit date
codes (98 would represent 1998, for instance). When 2000 arrives, these
programs will read 00 as 1900. Any program that relies on date differ-
ences — such as for the calculation of ages or time periods — is at risk
of faltering or even crashing when the clock strikes 12 on Jan. 1, 2000.

According to Jeff Bonham, MBA, vice president of the Marion, IL-
based consulting firm Medicare Training & Consulting, the agencies he
talks with — both as a consultant and as one of the directors of the
Illinois Home Care Council — have spent most of their time worried
about survival. Getting through the current year is of more import to
most agencies than what happens in 15 months, he says.

However, Bonham is noting a change. The topic is on the agenda for
the next council meeting, and his clients are starting to ask him how to
protect their computer systems. 

But there is more to be concerned about than whether your computer
system will crash. Just what should you worry about and how should
you assess your exposure? (For a list of areas you should check in your
agency, see box, p. 160.) Here is some advice from consultants and home
care executives who have already started the process:

1. Create a plan of action.
Before you start checking systems, you should sit down and create 

an action plan. Not only will this give you a road map to follow, but it
could serve as proof that you took reasonable care to protect your busi-
ness and your clients from harm should litigation arise from a year 2000
(Y2K) system problem. (One agency’s path to compliance is discussed
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in a related story on p. 159. For more on the legal
liabilities your agency might face, see related
story above.)

Larry Leahy, CHE, CHCE, MHA, is director of
program integrity at Ruth Constant & Associates,
a Victoria, TX, company that owns three home
health agencies. He only recently started prepar-
ing the company for Y2K. One of the vendors
from which Leahy purchases computer equip-
ment ran a free companywide Y2K audit. “We
knew we weren’t going to be compliant,” says
Leahy, noting that the agency had planned to
upgrade or purchase new and compliant systems
in 1998, but didn’t do so because of budgetary
constraints related to IPS.

After the vendor ran the audit, it developed 
a plan of action to bring Constant & Associates
into compliance, says Leahy. “Our focus has been
on internal operations, billing, and scheduling,”
he says. Part of the solution will be to get a new

operating system that will allow seamless data
input from start of service through to billing and
payroll. That will eliminate the problems that
their proprietary scheduling system and separate
billing program could cause. 

Leahy says he spent a lot of time evaluating
systems at the recent National Association of
Home Care (NAHC) conference in Atlanta. Next,
Leahy will determine whether the companies
with which Ruth Constant does business are com-
pliant. He will start by sending out letters asking
them to state whether they, the goods they pro-
duce, or the services they supply will be affected
by Y2K, and if so, what they are doing to remedy
the problems and when they will be compliant.

One key area Leahy will check is Constant &
Associates’ communications system. “Everyone
in home care is dependent on cell phones and
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Are you at legal risk due
to the Millennium Bug?
How your agency can protect itself from litigation

While most businesses have to worry about
management and technical issues sur-

rounding the Millennium Bug, health care orga-
nizations have to worry about liability issues,
too. (For more information about the Y2K
problem, see related stories, pp. 157-162.)

According to John Gilliland, JD, of the law
firm Gilliland & Associates in the Cincinnati
suburb of Crestview Hills, KY, you face liability
issues if a system failure causes harm to a
patient. For example, a nurse may miss a cru-
cial visit to a patient because scheduling soft-
ware was not year 2000 (Y2K) compliant. 

In such cases, you first need to determine if
the software manufacturer is liable for that mis-
take, rather than you, says Gilliland. “The prob-
lem is that while the Universal Commercial
Code states that someone who makes a product
gives an implied warranty, software companies
typically have language with their product stat-
ing that you waive that warranty,” he explains.
“If you are buying a turnkey computer system,
as many home health organizations do, you
have to look in the contract to see what promises
have been made.”

If you haven’t waived the warranty, then you
have to worry about which state law will apply
— the law where the program was made, where
it was sold, or where it was run. If you have a
contract with a software company, such contracts
usually will contain language that addresses the
problem.

Even if you have waived your warranty, you
still may have recourse, says Gilliland. If you
have written information from the company
stating that their product is Y2K compliant, and
if a failure of that program or system causes
injury to a patient, you probably have a good
case to claim damages.

Another potential legal problem could arise
if you can’t make payroll because you have a
cash flow problem. “Most states have laws
requiring that payroll be made regularly, and if
you fail to make payroll, you can be subject to
penalties and fines,” Gilliland says. “Make sure
you have a way to deal with the situation if
there are three or four months where money
isn’t coming in. You can hope enforcement
agents will be a little understanding of the
problem, but you can’t count on that.”

Law firms already are gearing up for what
they expect to be a passel of Millennium Bug
claims, says Gilliland. The best way to protect
yourself is to start a Y2K compliance program
and be able to document that you have taken
reasonable care to prevent a problem.  ■

(Continued on page 160) 



November 1998 / HOMECARE QUALITY MANAGEMENT 159

One agency’s Y2K journey
Henry Ford uses a map to find its way

Home health agencies are dealing with their
concerns about the Millennium Bug in dif-

ferent ways. But a good example of how to con-
front the issues comes from Henry Ford Health
System in Detroit. Its home care division is well
into implementation of a year 2000 (Y2K) reme-
diation plan.

Start with a road map, suggests Greg
Solecki, vice president of home health care for
Henry Ford Health System Home Health. He
developed a chart that started at the end —
where he wants to be on Jan. 1, 2000 — and
worked backward to see what had to be done
by when.

Inventory reveals Y2K exposure

The first step was to ask his operational
managers to inventory any equipment they
thought might have Y2K exposure. He added
those elements to a list the health system had
provided. The managers then had to determine
what items on that list of equipment were com-
pliant and what weren’t. “That inventory took
months,” says Solecki. “I really had to push
people to provide it.”

Software and hardware were diagnosed
using over-the-counter programs (available for
as little as $50) that run on your computer sys-
tem to determine whether you have a Y2K-
compliant program. 

Other machinery and equipment were more
difficult to diagnose, requiring letters and calls
to vendors and manufacturers.

By the middle of this year, Solecki needed 
a list of what was compliant and what wasn’t
so that any remediation or purchases could 
be included in the 1999 capital budget. That
list had to be prioritized for importance, he
says. 

“One thing you have to do is determine if
you want to be conservative or liberal in how
you prioritize your needs,” advises Solecki.
“The fax machine not having the right date
may seem small, but to us, a fax of a physician
order without a date is a big deal. We need that
date to show compliance.” 

But the phone system not having correct

dates on the voice mail isn’t as critical, he adds.
“You just have to change your greeting to ask
for the date and time the person called.”

The next step is the hardest, says Solecki.
“We have to wait to see whether our vendors
are compliant.” Letters have been sent out 
to them, and many have assured Henry Ford
verbally that Y2K is not an issue for the prod-
uct or service they supply. “Now we have to
wait for written confirmation. But that doesn’t
mean we’ll get it in our time frame. If we
don’t, do we get a new system? That’s the
hard part. We have to weigh the costs of
scrapping and moving forward — in both
money and time. But the window is closing. 
If we don’t get into it, we’re already probably
too late.”

‘We assume we will go down on Jan. 1’

As he waits, Solecki is developing contin-
gency plans for Henry Ford Home Health. “We
assume we will go down on Jan. 1, 2000, and
figure out how we will work,” he says. Some of
the plans are easy: If the fax machine doesn’t
put a date on top of the fax, a manual date
stamp can be used. Software will be backed up
before midnight on Dec. 31, 1999. 

But it is harder to prepare for third-party
issues. “We are prepared for a slowdown in
cash flow,” says Solecki. “We work accounts
receivable aggressively to make sure we have
enough float. But we’re lucky. We’re a big
health system. If I were freestanding, I would
be petrified.”

With 24,000 patient admissions in 1998,
Henry Ford has plenty to worry about, and
Solecki has tried to deal with those issues in a
logical manner. But his biggest concern is per-
haps the most difficult issue of all — and it is
one he has yet to solve. That issue, he says, is
that everyone seems to believe someone else
will deal with the Y2K problem. “There is just
an assumption that someone else will take care
of this — the operations folks think the infor-
mation systems [IS] department will do it all. I
am trying to stress operational accountability.
We have an IS department to assist you with
Y2K compliance — leadership, tech support,
inventories — but ultimately, it is the opera-
tional leadership that is accountable and
responsible for this.”  ■



pagers,” he says. “We are talking to phone com-
panies, our stationary phone system providers,
our cell phone companies, and pager providers to
find out where they stand. If those systems go
down, we have to find an alternative,” he says.
That alternative plan will be included not just in
the Y2K program, but also in the emergency plan
for the agencies. 

Leahy also is contacting the power company to
see whether it is prepared. “If we have a patient
on oxygen and power goes off, we have a prob-
lem,” he says. So far, the utilities have assuaged
Leahy’s fears.

2. Assess your exposure.
Joe Cortese, director of MIS at Montefiore

Medical Center Home Health in New York City,
has largely completed the systems upgrades his
agency needs to comply with Y2K. He says he
received a lot of help from the hospital and his
colleagues in deciding what to put on his check-
list. Such networking can be key in helping you
think to check programs, machines, and systems
that you might not otherwise notice.

Indeed, as Leahy is learning at Constant &
Associates, there is more to look at than the com-
puter system in your office. One of the paramount
areas of concern is whether you can survive the
Millennium Bug’s financial impact. “From my
standpoint, the financial aspect is most impor-
tant,” says Bonham. “You have to worry if you
will have access to funds you have in the bank,
whether your payroll program will run.”

There also is a big question about whether pay-
ments will come in on time — particularly
Medicare and Medicaid payments. The Health
Care Financing Administration in Baltimore has
already announced that it is not in compliance for
Y2K. Financially, you should consider whether
and how you will survive if you are cut off from
funding for three to four months, advises
Bonham. “I think a lot of freestanding agencies
won’t be able to make it,” he says. “They typi-
cally don’t have the kind of capital they would
need. Unless you can get a personal line of credit,
or have money in a certificate of deposit that you
can borrow against, I think you’ll have a prob-
lem. Banks just aren’t willing to lend that kind of
money to home health agencies.”

And if you think you can build the kind of
reserves you might need between now and 2000,
Bonham says you should think again. “If you are
all Medicare, you just can’t do it,” he says. You
may have some salvation if you live in a market
where you can diversify now, bring down your

reliance on Medicare, and start doing work that is
paid for by other sources, says Bonham. “If the
market is there, that might also give you a better
chance,” he says.

Leahy agrees that cash flow is a potential prob-
lem. “If the HCFA system crashes, then the checks
stop coming,” he says. “We get electronic deposits
every two weeks. We have to look at our lines 
of credit to ensure we can keep going.” Leahy is
less worried about fund disbursal from private
sources and the state of Texas, which account for
about 35% of his agency’s business.

He also feels that his relationship with his local
bank will stand him in better stead in any kind of
fiscal crunch than if Constant & Associates did its
banking with a big national player.

As important as your financial risk is the risk to
patients, says Cortese. He suggests that one of the
first assessments you make should be of any equip-
ment that has direct contact with patients or impact
on patient care. “If a patient gets sick — or worse, if
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Check these systems 
for year 2000 compliance

• Computer systems: Laptops, host com-
puters, file servers, mass data storage, off-the-
shelf computer programs, desktop software,
and area-specific application software
(billing, financial, etc.).

• Office machines: Fax machines, photo-
copiers, scanners, printers, telephones, tele-
phone switches, electronic personal reminders,
electronic personal calendars, pagers, cash 
registers.

• Medical devices: Infusion pumps, glu-
cometers, fetal monitors.

• Physical plant items: Ventilation sys-
tems, refrigeration units, security systems,
wireless communications.

• Electronic data supply partners: Third-
party payers, administrators, auditors, banks.

• Vendors: Licensed software vendors,
maintenance agreement providers, utility
companies, trash collectors, medical waste
collectors, suppliers (pharmaceuticals, medi-
cal supplies, devices, housekeeping, dietary,
office, etc.).

Source: Henry Ford Home Health Care,
Detroit.  ■



the equipment stops working — that should be a
big priority for you,” he says. 

Then you can look at the less vital aspects of
your business — a scheduling system, for exam-
ple. If any of your systems are proprietary, you
need to find the developer or programmer to
find out if those systems are compliant. If you
can’t locate that person, says Cortese, contact one
of the many consultants who can evaluate and
modify what you have.

3. Start a remediation program.
Once you know your risk, then you need to cre-

ate a plan for how to operate without any noncom-
pliant programs. Contingency plans can be simple.
For instance, if you are worried about whether
your computer payroll program will work, have a

checkbook, pen, and calculator at hand, says
Bonham. You may even want to consider having
enough cash on hand to pay your staff, because the
bank with which you deal may not be compliant
and may not be able to honor your checks.

But keep in mind there could be tax liability
problems in keeping more cash on hand at the
end of the year, warns Leahy. “I think our
approach will be to ensure we have good lines of
credit that will see us through one quarter.”

A fax machine that won’t date-stamp your
incoming and outgoing faxes automatically can
be dealt with by having a manual date stamp on
hand. Voice mail systems can include a reminder
for the person leaving the message to include the
date and time he or she called.

But remediation measures can also be complex,
such as the purchase of completely new computer
systems, securing a bank loan or line of credit, or
trying to change the mix of patients so you rely
less on Medicare and Medicaid payments. 

If you haven’t done anything at all yet, the
start of your plan should be developing contin-
gencies, says Greg Solecki, vice president of
home health care for Henry Ford Health System
Home Health in Detroit. “Assume you will go
down and develop a plan for that,” he says.
“Then, with whatever time you have left, go back
and attack the issues.”

Solecki offers a less gloomy picture of the
future. “I think that the worst thing that will hap-
pen is that your computer systems will crash. If
you have a contingency plan for some sort of
manual record keeping, I think you’ll be fine. We
were there before, we can do it that way again.”
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Where to go for Y2K help

Are you worried about where you can get
more information on the year 2000 (Y2K)

Bug and how it might affect you? There are
plenty of places to go for help. The Joint
Commission on Accreditation of Healthcare
Organizations in Oakbrook Terrace, IL, is
holding seminars throughout the country
through the end of the year. These one-day
courses not only provide you with informa-
tion on how to assess and resolve Y2K issues
in your agency, but also provide you with
continuing education credits.

Information on the seminars is available by
contacting JCAHO’s customer service center
at (630) 792-5800, or by visiting its Web site at
www.jcaho.org.

There are also plenty of other Web sites full
of information. Among them are: 

• www.year2000.com
This site provides good general informa-

tion and an ongoing discussion group with
over 1,800 subscribers.

• www.y2k.com
There are some great links to other sites at

this address, as well as information on semi-
nars, conferences, and special areas that deal
with issues faced by small business owners —
legal, management, and technical.

• www.s390.ibm.com/vse/vsehtmls/
vse2000.htm

This address provides information of a
more technical nature, particularly for pro-
grams that use COBOL.  ■

Joint Commission on Accreditation of Health Care
Organizations, Customer Service Center. Telephone:
(630) 792-5800.
John Gilliland, JD, Gilliland & Associates, Crestview
Hills, KY. Telephone: (606) 344-8515.
Jeff Bonham, MBA, vice president, Medicare Training
& Consulting, Marion, IL. Telephone: (618) 988-8180.
Larry Leahy, CHE, CHCE, MHA, director of program
integrity, Ruth Constant & Associates, Victoria, TX.
Telephone: (512) 578-0762.
Joe Cortese, director MIS, Montefiore Medical Center
Home Health, New York City. Telephone: (718) 405-
4400. 
Greg Solecki, vice president, Home Health Care, Henry
Ford Health System Home Health, Detroit. Telephone:
(313) 874-6539.
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Cortese also believes that the worst-case sce-
nario isn’t as bad as some make out. “Even if
HCFA can’t pay all the Medicare payments in the
country because of Y2K,” he says, “I have to
believe they will come up with some interim pay-
ment system. You can’t shut down the home
health industry, hospitals, and other facilities, or
send them into financial crisis because HCFA
isn’t ready.”  ■

Nurses should know 
home care finances
It’s not just a mission; it’s also a business

Declining or stagnant reimbursement, increas-
ing overheads, and a hot job market that

makes attracting and keeping staff difficult are
woes common to agencies nationwide. But when
faced with this situation, Jamie Hills, RN, owner
of Seattle-based New Care Concepts, decided to
meet it head on. By educating her staff on the
business of home care, she has cut her staff
turnover by more than half.

“Our costs keep rising, and nurses are very
hard to find in a strong economy like we have
here,” she says. Keeping them is even harder,
particularly for the medically intensive patients
that New Care specializes in. Clients usually
require around-the-clock care, Hills explains. The
families are already in crisis, and losing a nurse is
a stress they don’t need — one that can affect
quality of care.

Hills took action last year after the Washington
state legislature voted a 3% increase to all state
vendors, including home health agencies that
took on state cases. But the state Department of
Social and Health Services in Olympia usurped
two-thirds of that increase, leaving New Care
Concepts essentially back where it started. 

When nurses and clients started asking ques-
tions about why nursing staff weren’t paid better,
Hills knew some education was needed. In order
to reduce turnover, and perhaps get some added
soldiers in her fight for better reimbursement, she
started educating her staff on the business of
health care during bimonthly meetings.

“I think it is hard for nurses to understand that
this is really a business,” she explains. Any of the
175 nursing staff who want to attend the all-day

meetings are paid for their attendance. The ses-
sions cover general health care business informa-
tion. Hills explains the New Care budget to staff
or discusses marketing and public education. The
agency recently had a meeting in which a local
state representative came in to talk about lobby-
ing and how legislation is passed.

“Keeping their brains interested in the industry
helps keep them loyal to us,” says Hills. “We used
to talk about clinical issues, or Joint Commission
requirements. But now that the nurses are more
involved in the business, they contact their sena-
tors and representatives.”

They are also more likely to be able to answer
the questions from clients and their families
about home care, Hills adds. “It filters to the fam-
ily and the client. They better understand that I
am not an adversary, but an advocate.”

From education to political activism

Hills hopes the nurses will be able to answer
questions clients and their families have about
home care with more authority because of the
educational meetings. In turn, she hopes the fam-
ilies will discuss the topics with their friends and
their legislators. “They need to understand that
the rates we get drive the delivery system, and if
they want good staff, they have to get involved,”
she says. “I can talk to the legislator all I want,
but it hits them more when a family shows up
with their child on a ventilator and tells their
story, and how changes in legislation affect their
lives.”

Hills also has given staff and clients prewritten
letters to their legislators, complete with a
stamped envelope. “All they had to do is sign
them,” she says. “I hope they sent them out.”

The efforts have paid off already. Nurses are
more interested in their work, and turnover —
which can have such a devastating effect on patient
care — has declined by more than half from an
average of one nurse per week to about one per
month. “The nurses who come to the meetings stay
at New Care,” she says. “The ones who don’t usu-
ally leave within a year. Since we can’t pay people
more, we have to focus on other ways to get
nurses’ loyalty and understanding.”  ■
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Jamie Hills, RN, owner, New Care Concepts, Seattle.
Telephone: (206) 789-9054.
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QI project cuts 
aide turnover
Turnover rate drops from 69% to 52% in year

Home care business at American Nursing
Care in Milford, OH, was growing rapidly in

1996, and the agency could not hire home health
aides quickly enough to meet demand.

But when administrators looked at the hiring
statistics, they found that the agency had a
rapidly revolving door when it came to hiring
aides, says Terry Pope, RN, MS, regional admin-
istrator for the private company, which has 15
licensed freestanding offices in Ohio, Kentucky,
and Indiana. The company employs more than
600 aides each year.

“We had some aides staying less than a couple
of weeks, so we decided we needed to address
that problem as much or more than our need for
new staff,” Pope explains.

When the norm isn’t good enough

An internal investigation showed that by the
end of 1996, the company had lost 69% of its
home health aides who were hired or already
working during that year. Pope has seen statistics
showing that the home care industry’s average
annual aide turnover rate is between 50% and
75%. But she says she decided not to use that as
an excuse. “We didn’t think we should be within
the industry norm; losing 69% of the people you
hire is very costly,” Pope says. 

Pope estimates it costs the company about
$3,000 each time an employee quits. The estimate
includes the cost of advertising for employees,
recruiting efforts, training new staff, and the time
lost in patient care that cannot be handled because
of staff shortages, she says.

So the agency launched a companywide qual-
ity improvement project to increase its retention
of home health aides. The project worked. By the
end of 1997, the agency’s aide turnover rate had
fallen to 52%, and the company continues to
work toward a greater improvement. Pope says
she hasn’t calculated how much money was
saved by the reduction in aides’ turnover.

Here’s how it worked:
1. Create a clinical ladder for aides.
Hospitals have had clinical ladders for RNs for

years, and it’s an idea that can easily be used for

home health aides, Pope says. American Nursing
Care created four levels for aides, with the fourth
level reserved for aides with the most experience.
Hourly wages would rise according to an aide’s
climb up the ladder.

The ladder steps are:
• Level one: This is for newly hired home

health aides. They are expected to have basic
skills and be competency-tested. Everyone is
hired at level one.

• Level two: Aides are trained with six differ-
ent modules, including videotape sessions and
RN-facilitated sessions. This is to make sure they
understand the core aspects of care delivery and
how the agency expects them to complete their
tasks.

The modules focus on the needs of the elderly,
personal care, nutrition, meal preparation, patient
exercise, and professionalism.

The agency used teaching videos created by
Instructional Media Network of Dayton, OH,
Pope says. “We were a test site for them, and we
were so impressed that we bought the videos the
minute they were released.”

One video, for example, shows a home health
aide how to improve her poor work ethic and
client relationships through a series of visits from
nurse aide ghosts, in the tradition of Charles
Dickens’ The Christmas Carol.

Aides who complete all six modules are
advanced to level two.

• Level three: Level three sessions focus on
specialization. Training is provided by nurses
using some video instruction. These sessions
include mental health, diabetic patients, cardiac
patients, and pulmonary patients. ”There are
plans to develop more specialized programs,”
Pope says.

• Level four: This level is the mentor or pre-
ceptor level. Aides can work toward level four by
invitation only. They must be recommended by a
supervisor, who assesses their readiness based on
the following criteria:

— professionalism;
— experience;
— performance;
— behavior.
“We give them a class in adult learning and

teaching and how to evaluate people and how to
give encouragement,” Pope explains. Then the
level four aides buddy up with level one aides
and become mentors for them.

So far the agency has implemented the first
three levels and is about to begin level four. More
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than 100 aides have completed level three and are
eager to be referred to level four, Pope adds.

2. Determine what is most important to aides.
American Nursing Care conducted market

research on what aides expect and need from a
home care job because the company was consid-
ering developing a new business that would
deliver home health aides to other companies,
Pope says.

“We approached this by saying if we hire
enough home health aides to have the market on
home health aides, then we’d have to be a pretty
darn terrific employer,” Pope adds. “So we did a
research study analysis on that concept.”

American Nursing Care eventually abandoned
the idea of starting the new business, but used
the market research information to help improve
staff retention.

Focus groups identify 11 job priorities

The research included holding focus groups
of aides, asking them to name what they want
from an employer. The focus groups came up
with 11 job priorities. So the company sent out
questionnaires to all aides, asking them to rank
these 11 priorities according to their order of
importance. The survey’s results gave the
agency a good idea of where it needed to focus
its time and resources.

“The last part of that research process shows
how much bang for the buck each priority gives
me,” Pope says.

Here are the aides’ 11 priorities, listed in order
from most important to least important:

• Give me the working hours that fit my
schedule.

• Give me the information I need to perform
my job.

• Value me and respect me for the work I do.
• Provide me with the number of working

hours I need.
• Provide me with friendly and supportive

people in the offices.
• Give me assignments close to where I live.
• Provide me with paid time off, i.e., sick and

vacation time.
• Increase my pay relative to my seniority and

performance.
• Offer me affordable health care insurance.
• Pay me more than other home health care

employers.
• Provide me with convenient educational

opportunities.

3. Make necessary changes when possible.
Pope views the 11 priorities as a pyramid, with

the first item taking up the very bottom layer of
the pyramid, and so on. This model shows how
the very first priorities will have to be met before
the aide will care about the middle priorities.
And the least important priorities at the top of
the pyramid would be icing on the cake.

This means the agency could postpone spending
a lot of time and resources on the less important
priorities and instead focus on the crucial ones.

“For example, our clinical ladder is a cool
thing, and it’s one of the most important things
we’re providing aides, but it’s number 11 on their
list,” Pope says.

However, the career ladder also touches on the
eighth priority of increasing pay relative to
seniority and performance, and it will continue to
be an important part of the company’s program
for aides, Pope adds.

The project showed administrators that aides
first and foremost want enough hours to allow
them to support themselves and their families.
They also want consistent hours and flexible
schedules.

“Most of our home health aides are single
moms, managing families and households, and
they can’t live on just a few hours a week,” Pope
explains. “We were giving them lots of itsy-bitsy
assignments.” The agency repackaged its aide
assignments and turned the many little assign-
ments into fewer assignments with more hours.
This in turn allowed the agency to reduce its
number of new aide hires.

“Instead of hiring lots of people who did a lit-
tle bit for us, we employed fewer who did more,”
Pope says. This required administrators to ana-
lyze why they were making these schedules with
few hours and how they could change it.

Administrators learned that the agency tended
to schedule most aide visits in the mornings
because that’s what patients requested. This
meant an aide might be given two or three hours
of work a day. In order to give aides more hours,
the agency would have to schedule more after-
noon visits. Administrators wanted customer
satisfaction to remain high, so they proceeded
cautiously.

First, the agency stopped asking patients
whether they preferred a morning or afternoon
visit. For example, they would instead ask patients
if it would be alright for an aide to begin services
tomorrow at 2 p.m. Most of the time, the patients
would say that was OK. If they had a problem
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with the time, then the agency would change it,
Pope says.

The tough part was changing schedules for
patients who already were receiving services at a
particular hour. These changes were eventually
made but they required a lot of flexibility on the
part of the aides, the patients, and the agency.

Changes keep aides and patients happier

Then administrators tried to give aides sched-
ules that were sensible geographically, Pope says.
Instead of being given a patient on one side of
town at 8 a.m. and another patient clear across
town at 11 a.m., the aides were given cases located
in the same geographic area. This also helped
them improve their productivity and wages.
Aides now work an average of six to 12 hours
more per paycheck, Pope says.

These changes led to a higher retention rate for
aides and appeared to increase patient satisfac-
tion, Pope says. “We used to get a lot more com-
plaints relating to scheduling and timeliness and
consistency of the caregiver, and we’ve seen those
complaints decrease dramatically.”

4. Acknowledge you can’t change everything.
American Nursing Care officials had to admit

that they could not afford to make all the changes
requested by aides. For one thing, they have not
yet found a way to provide health insurance and
some other full-time benefits. This will be espe-
cially hard under the interim payment system
because of its reduction in reimbursement, Pope
says.

While aides have more hours in their sched-
ules, they still are considered part-time employees
who work on an as-needed basis, Pope explains.

But the agency has continued to emphasize
some of the aides’ other desires, such as staff
support, friendliness, and respect.

“We tell all of our offices to be friendly, and
we have staff celebration days and pizza par-
ties,” Pope says.  ■

Computerized pathways
reduce redundancy
Florida agency brings clinicians on line

Administrators with Community Home Health
Care in St. Augustine, FL, were concerned

that nurses and therapists were unnecessarily
repeating patient lessons. Plus, their paperwork
appeared to be redundant.

Clearly, something needed to be done to change
care plans and assessments. It also seemed like a
good idea to make visits more efficient in order to
help the agency meet the financial challenges of
the interim payment system (IPS).

“We were not happy with the care plans we
had,” says Bill Hepler, RN, BSN, MSH, com-
puter coordinator at the hospital-based agency,
which serves counties surrounding St. Augustine
in northern Florida. “With IPS coming in, we
wanted to find a way to keep tabs on our visits
and streamline them,” Hepler says.

Making education follow a pattern

Also, nurses were repeating instructions after
patients had indicated they understood the mate-
rial, says Grace Seeman, RN, quality improve-
ment coordinator. “I wanted to see the teaching
follow a pattern to the end rather than skip around
and be repeated,” Seeman adds.

The agency decided the solution was to use
clinical pathways. Community Home Health
Care created 20 to 25 pathways, including spe-
cific ones for the agency’s social worker, physi-
cal therapists, and nurses. There are clinical
pathways for each of the agency’s top 15 patient
diagnoses.

The pathways for the social worker and the
physical therapists have gone through a trial-
and-error process and appear to be working out
very well, Hepler says. The nurses’ clinical path-
ways have only been used for a few weeks, so
some glitches still must be ironed out.

However, all of the pathways have eliminated
duplication. And they will make it far easier for
the agency to collect data for various quality
improvement projects, Seeman and Hepler say.

Here’s how the agency developed its pathways:
• Choose a pathway model.
The agency’s nurses already had been trained

to use hand-held computers for assessments and
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most documentation. Administrators selected a
clinical pathway software program created by
Patient Care Technologies in Atlanta. The pro-
gram provides a format and some examples of
what to put in these pathways, but leaves plenty
of room for an agency to individualize the path-
ways, Hepler says.

“You can use their pathways or build your
own in any way you want,” Hepler adds. “We
got away from theirs and tailored our own.”

This particular software program gave the
agency some flexibility. The program also made
it easy for staff to take shortcuts when typing 
in notes, based on programmed responses that
Hepler selected. For example, when a nurse
wants to document a patient’s mental status, the
nurse may select the one-word choice of “alert.”
But when the pathway is printed, it includes the
narrative: “The patient is alert.” This way, the
hand-held computer screen is not cluttered with
unnecessary text.

• Meet with clinicians.
Administrators decided to write clinical path-

ways for the agency’s three disciplines: social
work, physical therapy, and nursing.

Hepler chose to start with social work because
there was only one social worker, and that would
be the easiest discipline to put through the process
of trial and error. The nursing pathways are the
most technical in nature, so he saved those for last.

He met with the social worker and asked her
what entries she addressed with every visit. He
typed as she talked and used her responses for a
baseline. Then he asked her what kinds of prob-
lems she encounters and what goals she sets.
“Then we looked at all of the requirements for the
Medicare 485 form and grouped it together with
her entries,” Hepler says.

After he completed the one-page pathway, he
had her try using it. They continued to work
together to improve it during the trial-and-error
period.

Next, Hepler met with the physical therapy
supervisor and began to work on the physical

therapy pathway, which would be used by five
to eight physical therapists. The physical therapy
pathway includes assessments related specifi-
cally to physical therapy, such as a home exercise
program.

The physical therapists tried the new pathway
over a three-to-four month period. They had a lit-
tle more difficulty learning how to use it because
they also had to learn how to use the hand-held
computers. Previously, the physical therapists
had used written notes and assessments, Hepler
explains.

Finally, Hepler began to write the nursing
clinical pathways, relying on his knowledge as
an RN and on clinical information he obtained
from various books and literature. For example,
he referred to the book Clinical Pathways for 
the Multi-disciplinary Home Care Team, written 
by Barbara Gingerich and Deborah Ondeck 
and published in 1995 by Aspen Publishers of
Gaithersburg, MD. He also referred to the litera-
ture and some of the software package’s sug-
gested items when writing the pathways that
cover specific diagnoses.

• Make changes per staff suggestions.
Hepler met weekly with the physical thera-

pists in the weeks after they began to use the
clinical pathway. Later, the meetings tapered
off. He plans to go through a similar trial-and-
error process with the nurses.

Pathways conflicted with SOAP format

The agency’s physical therapists reported early
on that they did not like the format of the clinical
pathways. They had been trained to use the SOAP
(subjective, objective, assessment, and plan) format
of assessment. And they told Hepler they wanted
the clinical pathway to be ordered in that same
way.

This meant the therapists wanted the pathway
to start with items relating to what the patient
said about his or her own condition. Then the
nurses would record their own observations
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about the patient’s condition. Next they would
document their assessment, and end with a plan
for care.

“It’s almost a contradiction to use SOAP with 
a pathway because of the way a pathway is orga-
nized,” Hepler says. “But we came up with an
idea of how to do it.” He changed how the path-
way was organized to suit the therapists’ request,
and now they’re happy with the pathway, he
says.

So far, nurses have raised two issues about
the pathways: One, they are concerned the
pathways are adding an hour or more to their
initial assessment time, Seeman says. “But that’s
just growing pains,” she says. “They’ve forgot-
ten how much extra time it took them when
they started on computers.” Seeman expects
this problem will be resolved in a few months
when nurses become more proficient in using
the pathways.
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The second problem is that some patients
have multiple diagnoses and would automati-
cally be placed on four or more pathways.
Seeman is working to solve that problem by
having the intake nurse only select the physi-
cian’s top-priority diagnoses for pathways. For
example, if a patient has had a heart attack, then
he or she definitely would need to be placed on
the cardiac pathway. But if the physician also
noted a minor bedsore, the patient might not
need to be placed on the wound care pathway.
Instead, the nurse could conduct a brief assess-
ment of the wound on the general pathway as
part of the patient note, Seeman explains. 

The agency’s goal is to place patients on no
more than three pathways at one time, and prefer-
ably only one or two, Seeman adds. “We’ll see
where the major problems are, and if the doctor
wants certain things done, we’ll gear the path-
ways toward that,” Seeman adds.

• Tie pathways to patient teaching materials.
The pathways are useful in helping nurses

organize their patient teaching, Seeman says.
Each part of the pathway lists specific teaching
goals, and some refer to a specific page of a
teaching handout. The agency uses patient
teaching guides published by Pritchett & Hull
Associates in Atlanta. 

For example, in a teaching guide on diabetes
mellitus (DM), the pathway states, under Teach
diabetes care: Instruct/Evaluate — signs and symp-
toms of hypoglycemia: Page 26-28 DM handout.

If there is a problem with the teaching and the
patient’s understanding, then the nurse will
check the pathway’s “progressing” choice. If the
patient understands it, the nurse will check “goal
met.” If goals are met each day of an eight-visit
pathway, for instance, then the teaching items
will automatically drop from the pathway,
Seeman says. If the goals are not met, then the
nurse may add extra visits to the pathway.

• Use pathways to chart number of visits.
Hepler says his first goal has been to make sure

staff are comfortable using all of the pathways
before he begins to work on assigning specific

numbers of visits to each. ”I didn’t want to put in
a fixed number when we started with the path-
ways because I felt nurses would be under too
much pressure,” Hepler says. “I wanted them to
focus on learning the pathway sessions.”

However, he has begun to research how many
visits each diagnosis might require. And he is
collecting data on the average number of visits
per diagnosis that the agency’s nurses have con-
ducted in the past.

Even when the pathways include a set number
of visits, nurses will be able to use these as a flexi-
ble guideline that may be changed according to
each patient’s needs, Hepler says.  ■
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CE objectives
After reading this issue of Homecare Quality

Management, CE participants will be able to:
1. Describe potential problems caused by

the year 2000 computer bug.
2. Describe the benefits of informing staff

about the business side of home care.
3. Predict home health aides’ top job 

priorities.
4. Evaluate the process of creating clinical

pathways.  ■


