
Awareness of Parkinson’s disease
grows as nation’s population ages
These patients need home care services

Most Americans probably gave Parkinson’s disease little thought
until popular actor Michael J. Fox announced late last year that
he had struggled with the disease for more than seven years.

Fox’s announcement was even more striking because of his relative
youth. The actor is in his 30s, and Parkinson’s disease typically strikes the
geriatric population. It’s rare for people under 40 to become afflicted. And
while Parkinson’s disease has not been a common ailment among home
care patients, some experts predict agencies will see increasing numbers
of these patients.

In the 21st century, the population of people in their 80s and 90s 
will grow; therefore, health care providers will see more people with
Parkinson’s disease, says Rosemary Regan, RN, Parkinson’s coordina-
tor for the American Parkinson Disease Association (APDA) Referral
and Information Center at Staten Island (NY) University Hospital.

The federal government predicts the number of Americans 65 or
older will double to 69.4 million by 2030, and the number who are 85 
or older will grow from 4 million to 8.4 million.

Parkinson’s patients are characterized by resting tremors, physical
rigidity, a shuffling gait, and slow movement, says Bobbie Hurka, 
BSN, RN, CNRN, clinical coordinator for the Parkinson’s Disease and
Movement Disorder Center at Crozer-Chester Medical Center in
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Upland, PA. With more than 400 beds, the medi-
cal center is part of the Crozer-Keystone Health
System in Springfield, PA.

While the disease’s symptoms may lessen with
medication, patients still worsen over time, Hurka
adds. (See story on inservice, p. 19.) ”Usually,
home care gets involved because patients end up
in a hospital after a fall or pneumonia,” Hurka
says, and they need help once they return home
after treatment.

“Parkinson’s patients prefer home care, so they
can have the privacy of their own homes,” Regan
notes.

The disease’s incidence rate has not changed so
far. However, people are being diagnosed at earlier
stages. This trend toward earlier diagnosis could
affect home care and other health care providers,
says Cynthia Holmes, PhD, program coordinator
for the APDA Information and Referral Center at
the University of Arizona in Tucson.

The problem is that Medicare and many man-
aged care organizations do not provide reimburse-
ment for the home care services these patients
badly need, Holmes says. “Caring for someone
with Parkinson’s disease can be very trying, and
it’s important for caregivers to get a break now
and then.”

Besides providing aide services, home care
agencies could provide these patients with nurs-
ing care, social services, physical therapy and
speech therapy.

“Reimbursement is a problem,” says Diane
Gibson, RN, MMgtHCA, director of client ser-
vices for HomeNurse in Wayne, PA. “If patients
have an acute exacerbation of some kind of
health problem associated with Parkinson’s dis-
ease, sometimes we can get reimbursement —
but for Parkinson’s disease itself, there’s limited
reimbursement.” HomeNurse is a freestanding,
private agency that serves several counties in the
Philadelphia suburbs. The agency has a private-
duty division, and physicians sometimes refer
Parkinson’s disease patients to private-duty care.

Typically, managed care companies reimburse
home care staff for one assessment visit. If the
nurse finds potential safety dangers or other prob-
lems, the insurer’s case manager might approve a
visit by a physical therapist, Gibson adds.

Medicare considers Parkinson’s disease a
chronic condition that requires custodial care, so
it pays only for acute conditions these patients
have, Gibson says. For example, Parkinson’s
patients are more susceptible to pneumonia and
injuries from falling. Also, they can contract uri-
nary tract infections that could lead, if untreated,
to urosepsis, a life-threatening blood and total
body infection.

Clinton proposes change

However, there may be a major change in the
reimbursement problem if President Clinton’s pro-
posal to fund a National Family Caregivers’
Support Program is passed, Regan says. Clinton
announced in January that he would ask Congress
for $625 million in grants over the next five years
to help caregivers receive respite care, home care
services, and information and referral. Parkinson’s
disease patients certainly could be beneficiaries of
such grants. Clinton’s plan also calls for a $1,000
per household tax credit for home health care.

Meantime, Regan suggests home care agencies
make safety their chief issue when they’re referred
a Parkinson’s patient. “Most of the time, you can
get payers to cover it if there’s a safety issue in-
volved.” For example, it’s very important that
these patients’ homes are checked for furniture,
rugs, stairs, and other obstacles that could cause
falls because Parkinson’s disease patients typically
have a shuffling gait and experience dizziness
when they stand up suddenly. (See fall preven-
tion guide, p. 22.) Also, Parkinson’s patients and
caregivers need to learn how to prevent choking
while eating, because swallowing can be slow and
problematic for these patients. (See story on food
safety, p. 21.)  ■
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Create ‘grade A’ inservice
on Parkinson’s disease
Here’s what nurses, aides must know

HomeNurse in Wayne, PA, recently polled
staff about which inservices they would like,

and nurses suggested Parkinson’s disease (PD) as
a topic. “They wanted to understand this disease
better and how to help patients adjust to their
limitations of this disease,” says Diane Gibson,
RN, MMgtHCA, director of client services for
HomeNurse. “We have a few clients who have
Parkinson’s, and they wanted some down-to-
earth good tips and good practical information
about the disease.”

Gibson asked an expert, Bobbie Hurka, BSN,
RN, CNRN, to design a comprehensive inservice
on Parkinson’s disease. Hurka is the coordinator
of the American Parkinson Disease Association
Information and Referral Center and clinical
coordinator of the Parkinson’s Disease and
Movement Disorder Center at Crozer-Chester
Medical Center in Upland, PA. She outlines her
guidelines as follows:

1. Discuss the history of PD.
Parkinson’s was first described in 1817 by 

an English doctor, James Parkinson, in a book
called An Essay on the Shaking Palsy. “He had six
patients who had similar presentations,” Hurka
says. The characteristics were:

• a tremor at rest that started at one side;
• slow movements, called bradykinesia;
• a shuffling gait;
• rigidity.
Until the 20th century, the disease was called

the shaking palsy or its Latin equivalent, paraly-
sis agitans.

2. Describe its pathophysiology.
PD is a disorder of the central nervous system.

It’s the result of a degeneration of nerve cells in the
deep part of the brain, the basal ganglia, and it
involves the loss of nerve cells or neurons in the
brain stem area, the substantia nigra. These cells
make dopamine. “Dopamine is the neurotransmit-
ter that is responsible for enabling people to move
in a smooth, coordinated fashion,” Hurka says. 

A variety of other movement disorders may
have similar symptoms. (See story on movement
disorders, p. 23.) “I really stress when I lecture
that there are 12 to 20 different disorders that can
masquerade as Parkinson’s disease, and some-
times they are misdiagnosed,” Hurka adds.

Medical experts suspect there may be a genetic
predisposition to this disease and some kind of
environmental impact, but the cause is still
unknown, she says. A survey by Robert Wood
Johnson Medical School in New Brunswick, NJ,
showed that 53% of PD patients had at least one
relative with the disease.1

3. Go over the cardinal signs of PD.
The first symptoms typically are feelings of

weakness and fatigue, shaking or trembling, usu-
ally in the hands and usually on one side, and a
dragging of one leg. Later, PD patients may
become stooped. (See description of PD signs
and symptoms, inserted in this issue.)

“Home health aides need to understand what
the symptoms of Parkinson’s disease are: slow-
ness of movement, rest tremor, rigidity demon-
strated in the fact that the person is having a lot
of trouble moving and cannot get out of the
chair,” Hurka says.

Also, PD is chronic and usually slowly pro-
gressive. Some of the other diseases with similar
symptoms progress more rapidly.

4. Cover basic medications.
The current gold standard is Sinemet, also

called carbidopa/levodopa. If a patient is given
this medication but is uncertain whether it has
improved the symptoms, the patient probably
doesn’t have Parkinson’s disease, or else the dose
is too low, she says. “We do not have any medica-
tion that slows down the progress of the disease,
so as the disease progresses, the patient needs
more medication or a different combination of
medication.” 

Generally, patients need to take the drug on
awakening and at least a half an hour before
meals, although they should take it at other
times if needed. Nurses should suggest patients
keep a diary so they can learn how to augment
their schedule, Hurka says. For example, if at 2
p.m. each day the medication has worn off, and
the next dose isn’t scheduled until 4 p.m., the
schedule may need to be changed. “A person
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with Parkinson’s disease can’t wait an hour for
the next dose. They need to learn how to take
regular Sinemet on an as-needed basis.”

Medications may need to be adjusted monthly
or even weekly. PD patients may find their med-
ication stops working suddenly; without any
warning, they can’t move. This can be frighten-
ing. “If aides notice this problem, then they need
to go to the caregiver and tell them that they
think the patient’s Parkinson’s symptoms have
come back and the medicine has worn off,” she
says. Aides also should notify the agency’s nurse
about this type of problem, and the nurse can
contact the physician.

5. Describe medication side effects.
The most common medication side effects 

are problems with too much movement, such 
as writhing, dancing motions called dyskinesia.
“Unfortunately, people misinterpret that and
think it’s part of Parkinson’s, so they give them
more medication, and that makes symptoms
worse,” Hurka says. “Or the family will call the
doctor and not describe what is happening accu-
rately by saying the patient is shaking, and the
doctor interprets this as tremors.”

Nurses and physicians need to ask caregivers
when the symptoms began because the timing is
critical. For example, if the symptoms begin one-
half hour to an hour after the patient has taken
the medication, it’s probably a side effect of the
medication. But if it starts one-half hour before
medication time, it’s more likely a real tremor.

Sometimes dyskinesia occurs just as the medi-
cation is wearing off, so caregivers and nurses
need to describe the symptoms carefully. Other
side effects include hallucinations, delusions, and
paranoia. “The more cognitively impaired a per-
son is, the more susceptible they are to having
that side effect from medication,” she says.

These drugs activate dopamine receptor sites
in the brain, she adds. “They need to be dealt
with in a very aggressive way, and we have very
good medications to deal with that, and they do
not mimic Parkinson’s symptoms.”

The anti-psychotomimetic drugs commonly
used to treat PD patients with hallucinations and
delusions include Zyprexa, Seroquel, and
Clozaril, which are expected to eliminate the hal-
lucinations and delusions. (See list of contraindi-
cated drugs, inserted in this issue.)

6. Outline how the disease progresses.
The disease typically has a 15- to 20-year pro-

gression, and patients may live a normal life
span. In the first five years of diagnosis, a patient
will function normally. Usually, the disease is
diagnosed within one to two years after symp-
toms have begun.

“Patients may be functional for 10 or 20 years,
depending on how cognitively intact they are,
and how cautious they are so they don’t fall,”
Hurka says.

Three serious problems can occur as a conse-
quence of the disease:

• The patient falls and breaks a hip.
• The patient contracts pneumonia.
• The patient has urinary tract infections that

go unrecognized because he or she has trouble
communicating.

“Whenever a Parkinson’s disease patient has a
change in mental status, the first thing I do is get
an urinalysis on them because any kind of stress
changes their mental function,” she says.

As the disease progresses, a patient may be
walking and then suddenly freeze. “They can’t
move their feet; they’re stuck, and that sets them
up for falling because their feet can’t move and
their upper bodies fall,” Hurka says.
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If this happens, the home health aide or nurse
should tell the patient to stop moving. If a chair is
handy, have the patient sit down, relax, and then
start again. Another trick is to have the patient
march in place or to put something in front of the
patient’s feet that can serve as a visual cue. “I
have a cane with iridescent straw that sticks out,
and when people are stuck, I say, ‘Well, step over
that straw,’ and they can do that,” she explains.

Reference

1. Duvoisin RC, Golbe LI, Mark MH, et al. Parkinson’s
Disease Handbook. Staten Island, NY: The American
Parkinson Disease Association Inc.; 1998, pp. 16-17.  ■

Here’s an easy guide 
to eating safety for PD

Parkinson’s disease patients often have diffi-
culty with chewing and swallowing. Home

health nurses can help them eat safely by sug-
gesting or assisting with certain techniques. 
The American Parkinson Disease Association of
Staten Island, NY, has put together a brief guide
to eating safety for patients with Parkinson’s dis-
ease. Here’s what it says:

Physical changes: The physical changes in the
muscles used for speech can affect the ability to
chew and swallow safely. The primary problems
reported are:

• slow rate of eating;
• fatigue during eating;
• food sticking in the throat;
• coughing or choking on food or liquid;
• difficulty swallowing pills.
If they persist, these problems can lead to

weight loss, poor nutrition, and other health
problems. For most Parkinson’s patients, how-
ever, such problems can be reduced greatly or
eliminated by changing how they eat and what
they eat. Try these techniques:

• Sit upright during all eating and drinking,
even when taking pills.

• Tilt your head slightly forward, not back-
ward, as you swallow.

• Take small bites of food, chew thoroughly,
and do not add any more food until everything
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Clip these Parkinson’s
disease resources
• American Parkinson Disease Association ,

1250 Hylan Blvd., Suite 4B, Staten Island, NY
10305. Phone: (800) 223-2732 or (718) 981-
8001. Fax: (718) 981-4399. APDA West Coast
Office, 15000 Ventura Blvd., Suite 384,
Sherman Oaks, CA 91403. Phone: (800) 908-
2732. APDA Washington, DC, Office, 807 S.
Alfred St., No. 2, Alexandria, VA 22314.
Phone: (800) 684-2732. APDA publishes and
distributes free brochures, newsletters, guide-
lines, patient teaching information, and other
resources about Parkinson’s disease. To
obtain copies, call the Staten Island office.

• Movement Disorders Center Development
Fund , c/o Department of Neurology, The
Graduate Hospital, 1800 Lombard St., Suite
900, Philadelphia, PA 19146. Phone: (215)
829-6688. The center sells the book Courage
Behind the Mask: Coping with Parkinson’s
Disease by Lucille Carlton and Robert E.
Carlton for $5 plus $1 postage. The proceeds
benefit the work of the center.

• National Parkinson Foundation , 1501 N.W.
Ninth Ave., Bob Hope Road, Miami, FL 33136-
1494. Phone: (800) 327-4545. The foundation
sells a book about Parkinson’s disease — Sex,
Love & Chronic Illness, by Lucille Carlton — for
$13.95.

• Parkinson’s Disease Foundation , Columbia-
Presbyterian Medical Center, 710 W. 168th St.,
New York, NY 10032-9982. Phone: (212) 923-
4700 or (800) 457-6676. Fax: (212) 923-4778.
E-mail: info@pdf.org.

• Raven Press , 1185 Avenue of the Americas,
New York, NY 10036. Phone: (800) 777-2295.
Raven Press publishes the textbook Parkin-
son’s Disease, A Guide for Patient and Family,
written by Roger C. Duvoisin, MD, William Dow
Lovett professor of neurology and chair of the
department of neurology at Robert Wood John-
son Medical School’s University of Medicine
and Dentistry of New Jersey, and chief of the
neurology service at Robert Wood Johnson
University Hospital in New Brunswick, NJ. The
book’s third edition, published in 1990, sells 
for $36 in hardcover (No. 2203) and $19.50 in
softcover (No. 2204), plus $2.25 for postage
and handling.



from the first bite has been swallowed.
• Take small sips of liquid. Hold the liquid in

your mouth for a short time to prepare yourself
for swallowing.

• Concentrate on moving the food backward 
in your mouth with the tongue.

• “Double swallow” (swallow a second time) 
if you feel that the food did not go down com-
pletely with the first swallow. Sometimes, taking 
a sip of liquid between bites of food can help to
wash the food down.

• If eating is very tiring, try several smaller
meals spaced out during the day instead of three
large meals. Nutritional supplements periodically
during the day may be helpful in keeping calorie
counts high enough for good energy level.

• If coughing or choking occurs, lean forward
and keep your chin tipped downward while you
cough.

• See a registered speech-language pathologist
if swallowing problems persist.  ■

Help Parkinson’s 
patients avoid falls

Falls can be a serious problem among patients
with Parkinson’s disease because they experi-

ence changes in posture and movement. Also,
Parkinson’s patients tend to walk in a slow, shuf-
fling gait that may cause their feet to catch on
uneven surfaces, thus throwing them off balance.
Also, Parkinson’s patients commonly experience
sudden drops in blood pressure when standing
after sitting or lying down.

Trudy Hutton, coordinator of the American
Parkinson Disease Association (APDA) Informa-
tion and Referral Center at St. Mary of the Plains
Hospital in Lubbock, TX, offers these tips on how
Parkinson’s patients may prevent falls. They are
reprinted with permission from the APDA:

❏ When walking:
• Wear good, sturdy shoes. Avoid crepe soles;

they tend to get caught on carpet or uneven sur-
faces. A shoe repair shop can put leather soles on
casual shoes such as tennis shoes so you can have
the comfort of a casual shoe and the safety of
leather soles.

• Use the type of cane or walker that has 
been recommended by your physician or physi-
cal therapist. In some cases, a walker may be
purchased with a seat for patients who tire 
easily.

• If you use a walker, attach a bicycle basket or
a pouch for carrying things so your hands remain
free.

• Keep your cane or walker (if you use one)
near the bed at night.

• Keep your hands free when walking in case
you need to catch yourself. Wear clothing with
pockets for carrying items.

• Concentrate on standing straight to over-
come stooped posture, which can cause you to
lean forward and shift your center of gravity.

• Concentrate on taking longer steps to avoid
the short, shuffling steps that might throw you
off balance.

• Make an effort to pick up the feet with each
step, rather than shuffling; this helps avoid catch-
ing your shoe on the carpet or an uneven surface.

• When turning, allow yourself plenty of
room; don’t try to pivot.

❏ Steps and stairs:
• Install well-anchored handrails on both 

sides of stairs (even if there are only one or two
steps).

• Be sure stairs and steps are well-lighted.
• Focus on stairs by counting steps and always

hold on to the handrails.
• If stairs are carpeted, make sure carpeting is

short-napped and well-secured. If stairs are bare,
make sure they are not slippery.

❏ Around the house:
• Remove all throw rugs. These are easy to trip

over.
• Wall-to-wall carpet is a good choice, but

choose short-napped and tight-twist carpets.
• Keep clutter out of the normal pathways

where you walk. Move all electrical cords so they
are out of your path. Arrange furniture so you
won’t trip over it.

• Make sure chairs and sofas do not slip on 
the floor. If they do, place them against a wall to
brace them.

• Keep lighting levels consistent throughout
the house to avoid false perceptions about floor
levels.
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• Be sure all steps and stairs are well-lighted.
• Use automatic night lights throughout the

house to help you focus and keep your balance at
night. Some lights are motion-sensitive: They
turn on when there is any movement in the room.

• Pulling or pushing on a heavy interior or
exterior door can cause a loss of balance. Install a
handle on walls adjacent to heavy or hard-to-
open doors to give security of holding the wall
handle while pulling the door open.

• Automatic doors that open too quickly also
can cause a loss of balance. Be careful.

• Thresholds or door jams and inclines such as
ramps can cause trips and falls from loss of bal-
ance. Be very cautious around them.

• Put a phone within easy reach so you won’t
have to rush to answer it. Cordless phones are a
big help.

• Get an answering machine for your tele-
phone and set it to pick up on the fifth ring or
longer. You can return calls at your convenience
and not have to rush to answer the telephone.

• If you get dizzy frequently, stay off ladders
and do not stand on chairs.

• Put things within easy reach so you won’t
need a ladder or step stool to get them.

• Do not wax floors.
• Use an electric lift and tilt chair to make get-

ting up easier. These may be covered by insur-
ance with a doctor’s prescription.

❏ Bathroom hints:
• Again, remove all throw rugs.
• Remove glass shower doors and replace

them with a shower curtain.
• Install grab bars in the tub/shower area and

next to the toilet. Be sure they are well anchored
to the wall and not just attached to the side of the
tub by clamps.

• Install a raised toilet seat to make sitting and
rising easier.

• Watch for water spills on bare floors. Wipe
up immediately.

• Use a bath chair or stool in the shower or tub.
• A handheld shower makes showering safer

and is easier when using a shower stool.
• Use nonslip strips or a mat in the tub or

shower.
• Use a soap-on-a-rope or place a bar of soap

in a nylon stocking and tie one end to a towel bar.
This prevents bending to pick up dropped soap.

• Don’t lock the bathroom door. Be sure some-
one is in hearing distance when bathing.

❏ In the kitchen:
• Wipe up spills promptly so you will not slip

on them.
• Use a long-handled sponge mop to wipe up

spills to prevent having to bend over.
• A dust pan attached to a wooden dowel or

an old broom handle will allow pick up during
sweeping without the danger of bending over.

• Using a vacuum cleaner will prevent the
need to use a dust pan at all.

• Place frequently used items in a convenient
place so you will not have to reach for them.

• Tables and chairs with casters will roll easily
and may slip out from under you and cause loss
of balance or a fall. Remove all casters.

• Long-handled tongs, available at medical
supply stores, are helpful in reaching items stored
overhead.  ■

Review guide to diseases
similar to Parkinson’s
Some movement disorders have PD symptoms

Parkinson’s disease (PD) is not related to other
well-known neurological conditions such as

multiple sclerosis, muscular dystrophy, or Lou
Gehrig’s disease (amyotrophic lateral sclerosis).
However, there is a variety of syndromes and dis-
eases that look like PD but have other clinical fea-
tures and pathology. The American Parkinson
Disease Association in Staten Island, NY, describes
14 such diseases, as follows:

• Benign (familial) essential tremor: Essen-
tial tremor is commonly mistaken for PD, but
the tremor quality is different. It is primarily at
its worst during action, less severe during pos-
ture-holding, and rare at rest. The hands are
affected, and there may be a tremor of the head
and neck, usually a head nod. Also, the voice
has a tremulous quality, which is not seen in 
PD. The legs are rarely affected, and there is 
no slowness, stiffness, or other features of PD.
Some patients with presumed essential tremor
eventually may develop PD.
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• Progressive supranuclear palsy: The most
common of the atypical parkinsonisms, this is
known in England as Steele-Richardson-Olszewski
syndrome for the doctors who first described it.
The palsy may appear initially like typical PD;
patients may complain of gait disorder, frequent
falls, visual abnormalities, or speech and swallow-
ing problems. Tremor is usually absent. The dis-
ease’s course is shorter than that of PD, and
patients may have problems with falling and
imbalance much earlier. The neck may be rigid,
with hyperextension. Patients assume a wide-eyed
astonished stare. The hallmark of the disease is the
inability to look down voluntarily, and other eye
movement abnormalities may occur at later stages.
No medications have been found to be useful con-
sistently for more advanced cases.

• Multiple systems atrophy: This term refers 
to three main disorders, called olivopontocerebel-
lar atrophy (OPCA), Shy-Drager syndrome (SDS
or primary or progressive autonomic failure), and
striatonigral degeneration (SND). All of these may
be characterized by parkinsonism, although rest
tremor is slight or absent. Again, the course is
more rapid than PD, and treatment is usually not
productive. Distinguishing features are:

— OPCA: unsteadiness or imbalance, where
the impairments of balance, stability, and coordi-
nated movements are out of proportion to other
signs and symptoms.

— SDS: parkinsonism with dysautonomia,
where the dysautonomia precedes or dwarfs the
parkinsonism.

— SND: may appear clinically identical to PD,
although tremor tends to be less prominent, and
gait and balance problems may occur early.
Diagnosis is usually considered in patients with
parkinsonism in whom there is no response at all
to levodopa or other antiparkinson drugs.

• Cortical-basal ganglionic degeneration: A
parkinsonian syndrome that is characterized by
very asymmetric involvement of one arm, before
it eventually involves the other side, with these
symptoms: extreme rigidity; a foreign feeling in
or an involuntary positioning of the limb; a loss
of knowing what to do with the hand, such as
forgetting to brush one’s teeth; and a loss of some
sensations on that side. There is infrequent rest
tremor, and dementia may occur early. It almost

never occurs before age 50, and the course is rela-
tively short, with no effective treatments.

• Post-encephalitic parkinsonism (PEP): A con-
sequence of Von Economo’s or epidemic encepha-
litis or encephalitis lethargica (not the post-World
War I influenza epidemic) that occurred world-
wide in the second and third decades of the 20th
century. PEP accounted for about 12% of parkin-
sonism seen at major centers in the first half of the
century, but there are very few patients left with
this disorder. The cause was apparently a virus
that has never been identified. Development of
this condition ranged from weeks or months to
years after the encephalitis exposure. The most
dramatic feature is a dystonic deviation of the
eyes. Other features include young onset, bizarre
personality, behavioral changes, paralysis, and
extreme fatigue. When levodopa was introduced,
a population of PEP patients were started on this
drug, but few could tolerate the side effects. A
description of this condition is found in the book
and movie Awakenings by Oliver Sacks, MD.

• Normal pressure hydrocephalus: This is an
uncommon but potentially reversible condition
that has a parkinsonian syndrome. It is distin-
guished by gait disorder, urinary incontinence,
and dementia and caused by enlargement of the
fluid cavities of the brain, called the ventricles.
There is compression of the centers that control
walking, voiding, and thinking. It sometimes
may be improved by removing the fluid from 
the brain, most effectively done by insertion of a
shunt from the brain to another part of the body
(often the abdomen) to drain the fluid away.

• Vascular diseases: Strokes due to hardening
of the arteries or small blood vessels (arterioscle-
rosis) usually come on suddenly, causing paraly-
sis of one side of the body. Rarely, multiple little
strokes in deep parts of the brain, each too small
to be noticed or causing only brief weakness,
eventually may result in cumulative damage to
the circuit that causes the symptoms of parkin-
sonism. Vascular parkinsonism is generally
thought to be a lower-body parkinsonism, caus-
ing problems with gait and balance but rarely
tremor. Sometimes, mental impairment occurs.
Patients tend to be older with a history of high
blood pressure, diabetes, or heart conditions.
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• Drugs and toxins: A variety of drugs and
toxins have been found to be responsible for the
development of parkinsonian syndromes. Most
cause only temporary problems, but one toxin
has resulted in permanent parkinsonism. 

The toxin is MPTP, a designer drug similar to
heroin. In humans and animals, it causes an irre-
versible, very rapidly developing parkinsonism,
clinically indistinguishable from PD except for
the speed of development following exposure.
Severity appears to relate to degree of exposure.
Patients respond well to antiparkinson medica-
tions. Also, poisoning with manganese has been
reported to cause parkinsonism.

Reversible cases of drug-induced parkinson-
ism have been associated with the following
drugs: antipsychotic medications used to treat
schizophrenics, such as haloperidol (Haldol),
fluphenazine (Prolixin), and chlorpromazine
(Thorazine); certain antinausea drugs that are
chemically related to the antipsychotic drugs,
such as prochlorperazine (Compazine); metoclo-
pramide (Reglan), a highly prescribed medica-
tion for improving stomach and bowel move-
ment; and alpha-methyl dopa (Aldomet), a for-
merly popular antihypertensive.

• Dystonia: Primary, or idiopathic, dystonia
occurs in individuals of any age. In childhood, it
tends to start in the foot and gradually involve
the entire body. Adult-onset dystonia tends to
remain in one body location (focal Dystonia).
Most frequently it involves the neck (torticollis),
eyelids (blepharospasm), lower face (Meige syn-
drome), or hand (writer’s cramp dystonia).

• Dopa-responsive dystonia: This disorder
usually begins in childhood and is more common
in girls than boys. It is characterized by mild
parkinsonism with more pronounced dystonia,
worsening as the day wears on. It has dramatic,
prolonged response to low-dose levodopa and
may be confused with juvenile-onset PD.

• Alzheimer’s disease: Occasionally, some
patients with Alzheimer’s disease may demon-
strate features of parkinsonism. In addition, occa-
sionally the pathology of PD and AD may occur
in the same person. Nevertheless, PD is not Alz-
heimer’s disease, nor does it lead to Alzheimer’s
disease.  ■

Plenty of Parkinson’s 
disease info on line

Parkinson’s disease is one topic that has no
shortage of information in cyberspace. You

can find out more about the disease, its symp-
toms, demographics of the people who have it,
support groups, and other information on the
Internet. For more on Parkinson’s disease, check
out these Web sites:

• www-hsl.mcmaster.ca/tomflem/parkinson.
html — This site is a good starting point because 
it has links to 14 other sites on Parkinson’s, and it
has links to information on alternative medicine,
disciplines and education, and health sites. Links
include “The Parkinson Patient at Home,” which
has information on falls; a site describing 10 basic
exercises for patients; and a site with a glossary.
Another link, “Victory over Parkinson’s Disease in
Sight,” has definitions, descriptions, history, diag-
nosis, treatment, and other research information;
it’s sponsored by R. R. Iacona, MD, at the
Parkinson’s Research Fund in Loma Linda, CA. 

• www.pdf.org/ — This site has statistics on
the disease and a description of signs and symp-
toms. It was created by the Parkinson’s Disease
Foundation, Columbia-Presbyterian Medical
Center in New York City.

• http://apdaparkinson.com/ — Sponsored by
the American Parkinson Disease Association, in
Staten Island, NY, this Web site includes press
releases, videos and other resource information,
newsletters, chapter locations on a United States
map, and links to the Young Parkinson’s Center.

• www.wpda.org/ — This World Parkinson
Disease Association site has information about
the first world conference of Parkinson’s Disease
Lay Association, and it provides data on Park-
inson’s disease activity around the world.

• www.parkinson.org/videoser.htm — Here
you can find a list of video series on the disease,
sponsored by the National Parkinson Founda-
tion’s Video Library Fulfillment Center, 1501 N.
West 9th Ave., Bob Hope Road, Miami, FL 33136.
Phone: (800) 327-4545.  ■
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Create sensitivity to the
elderly’s sensory changes
Inservice on aging does the trick

Sometimes home health aides and nurses forget
how differently their elderly patients experi-

ence day-to-day life. The perfect hearing, vision,
and mobility that young and healthy people take
for granted are eroded over the years. By the time
people reach 70 or 80, their perceptions may be
markedly different from those of younger people.

Columbine Home Health Service in Fort
Collins, CO, employs a nurse practitioner who
has conducted seminars and inservices on aging
to educate the public and health care profession-
als about the sensory changes that affect the lives
of elderly people.

“Sensory changes substantially alter the
lifestyle and independence people once took for
granted,” says Barb Hope, RN, C-GNP, nurse
practitioner for the full-service agency, which
serves a college town and several small commu-
nities surrounding the city.

“Aging is an individual process in any stage 
of our development, and not all changes occur to
the same degree,” she says. “But these changes
do affect the quality of life.”

By giving an inservice on sensory changes in
the elderly, home care educators help their staff
understand what these changes are and how they
affect the provider as he or she cares for the
patient. Hope provides this outline of the impor-
tant sensory changes:

1. Vision changes.
Ninety percent of people over age 65 experi-

ence some changes in their vision, Hope states.
They may experience decreased visual acuity,
decreased tolerance to glare, difficulty in night
driving, and decreased peripheral vision.

Also, colors look different to older people.
“The blues, violets, and greens are seen less well,
and the reds, yellows, and oranges are better
seen,” Hope says. “Sometimes this is a problem
with seniors driving because they may not see a
green light as readily.”

Home care staff can help patients adjust win-
dow shades to reduce glare. They also should
educate patients and families about these vision
changes, so if elderly clients choose to drive, at
least they will be aware of potential problems.

2. Hearing loss.
Loss of hearing is a common affliction of age,

Hope says. “Auditory changes that occur gradu-
ally can be devastating since hearing is the major
avenue of communication.”

First, seniors may lose the ability to hear some
high-pitched sounds. Women and children,
whose voices are higher-pitched, may be harder
to understand for all older people. “To compen-
sate, I usually teach people to speak low and
slower,” she says. “You can lower your voice.”

Aides and other providers should learn to not
raise their voices when they believe someone is
having difficulty hearing them. When people
raise their voices, their pitch goes up. Instead,
they should speak lower. Eliminating back-
ground noises when speaking to an elderly per-
son helps as well. “Also, directly face the person
because often people can lip read, even if you
don’t recognize that they’re doing that,” she says.

Few people who could benefit from hearing
aids actually wear them. Their hesitancy may be
fueled by the social stigma. Health care profes-
sionals may encourage seniors to wear their aids.

3. Taste sensation.
Usually people experience some decrease in

the ability to taste with age. While this decrease
may begin after age 40, it usually is not percepti-
ble until a person is over 60. “We have taste
receptors for salt, sour, sugar, and bitter, and they
tend to disappear as we get older,” Hope says.
“Our foods contain a mixture of those tastes, and
sometimes we find that older people will over-
sweeten or over-salt their foods because it takes
much more seasoning to get the same taste.”

This can be a problem if the person has high
blood pressure or is diabetic. “I usually suggest
that often we have a belief that older people just
need bland diets because they can’t tolerate any-
thing else,” she says. “When usually they prefer
using a little spice because it makes their food
taste better.”

If home care professionals find that a patient
isn’t eating well, it might be a matter of experi-
menting with the diet to find better-tasting foods.
It’s a good idea simply to ask if patients would
like a little spice on their food and then give them
a taste of the food with the extra seasoning.

Another change in the mouth involves a
decrease in saliva output, which can lead to an
inability to moisten food adequately. Home care
aides can recommend seniors drink fluids with
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their meals to improve the moistening effect and
prevent choking.

4. Progressive loss of smell.
Typically after age 50 or 60, people begin to

lose their sense of smell; this affects men more
than women, Hope says. “This might present
itself as a person who uses too much perfume or
aftershave. Some people may not be aware of
their own body odor or incontinence because of
the loss of smell.”

Home care staff might mistakenly attribute
such problems to mental confusion, when they
could be caused by a diminished sense of smell.
Home care aides and nurses need to be aware
that their elderly patients could be keeping food
in the refrigerator too long partly because they no
longer can determine by smell that a food has
spoiled. “So I usually tell aides to look through
the refrigerator and see if there’s anything that
looks like it’s spoiled,” Hope says, adding that
they should ask for the patient’s permission first.

5. The need for touch.
Touch remains an important part of each per-

son’s senses throughout life, she says. “It’s so
easy to reach out and touch a baby, and you
almost cannot help doing that. But an older per-
son perhaps needs that touch even more, and
we’re less inclined to do that.”

This may not apply to every patient, because
some will need more personal space than others.
But, in general, home care professionals could try
a little touching when visiting with an elderly
patient. For example, they could give the patient
a hand massage or shoulder rub. Some people are
comfortable with hugs, but others are not. Often,
a simple touch on the hand will suffice.

Pets often meet this need for touch, which is
the reason pet therapy is becoming so popular in
hospices and nursing homes. “We’ve instituted 
it here in a big way in our assisted-living facility,
and amazingly enough, I think the staff benefits
as much as anyone,” Hope says.

6. Muscle changes.
People lose muscle mass as they age, and with

that they lose some strength and endurance. For
this reason, home care aides and other staff should
emphasize exercise and encourage patients to fol-
low their prescribed exercise programs.

Home care educators should encourage staff to
participate in the patient’s exercise program rather
than take away any tasks of daily living the

patient may be able to do alone, she suggests. For
example, rather than going to the kitchen to pour a
glass of water for a patient, an aide could encour-
age the patient to walk to the kitchen and pour his
or her own drink.

7. Skin changes.
Skin changes as people age because body fat is

distributed differently. It tends to leave the periph-
ery — such as the arms and legs — and center
more in the middle. “We find skin on hands and
arms that takes on a fragile appearance, and it
tends to tear very easily,” she explains.

An elderly patient’s skin also may bruise more
easily. Home care aides need to be aware of these
types of differences so they are more sensitive
and gentle in touching elderly patients to prevent
tearing or bruising the skin.

The loss of some fat beneath the skin also may
cause an elderly person to be more sensitive to
cold. That’s why the elderly are at greater risk for
hypothermia in the winter. Home care staff could
encourage elderly patients to not turn their ther-
mostats down too low at night. For example, set-
ting the thermostat at 60 may be too cold.

Also, similar problems may occur in the sum-
mer. Because elderly people lack some fatty insu-
lation, they are at greater risk for heat stroke,
Hope says. “Their bodies don’t cool and warm
up according to an internal mechanism as well as
ours do. If aides notice a home is too hot, they
should ask if the patient has a fan that they could
set up for the patient.”

8. Senility.
Health care experts no longer believe senility

is a normal part of the aging process in the
absence of disease. But some elderly patients dis-
agree, she says. “I think our aides can be helpful
in encouraging clients to keep their minds active,
to watch news programs, to read if they’re able,
and to do puzzles or whatever they are able to
do to exercise their minds. Then anything aides
see as a change in a patient’s mental status could
be related to some other problem and should be
reported.“  ■
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Address diversity through
training, focus groups
Experts offer guidelines to getting started

Newspaper and magazine articles increasingly
discuss the cultural changes expected to

accelerate as the nation moves into the 21st cen-
tury. One of the major changes, demographic
researchers say, is that Caucasians no longer will
be the majority culture.

Home care agencies, like all health care
providers, already have experienced this transi-
tion to a multicultural environment, as they treat
greater numbers of patients from different coun-
tries and hire more bilingual employees.

The home care publishing industry has made
some attempts to address the trend by offering
patient teaching materials in Spanish and other
languages. The problem is that home care agencies
in one city are not likely to have patients of the
same cultural backgrounds as agencies in another
city. America, always a diverse culture, now has a
wide variety of immigrant populations. 

Understand your patients

How should a home care educator train staff to
deal with minority patients? And, more impor-
tantly, how can a home care agency be sure it has
met the needs of its culturally diverse patients?

The first step may be to form focus groups con-
sisting of people from different cultural back-
grounds. The groups could talk about their health
care needs, family support, and how they would
be likely to use or not use home care services.
Later, the information gathered from these focus
groups could be used to train home care staff
about cultural diversity or to train the families of
minorities how to become effective caregivers.

“When you’re framing a new program of any
kind, the key is to not assume but to ask ques-
tions and to try to understand where each person
is coming from,” says Nancy B. Emerson
Lombardo, PhD, a senior research scientist with
Wellesley College and the Center for Research on
Women in Wellesley, MA. The center developed a
program called the “In-home Skills Training
Support System Building Program.”

“There’s no magical formula,” Lombardo adds.
“You try to create a partnership between the peo-
ple you’re trying to serve and teach.”

She and other experts offer these guidelines
about how to establish a cultural diversity train-
ing and education program:

❏ Make the best use of a focus group.
Focus groups are a good way to give home

care agencies some basic information about a
targeted population of potential patients. “You
have a service you would like to deliver, but you
have to find out if that service you’re thinking
about is at all relevant to the people you think
need it,” she says.

By gathering members of that target popula-
tion together, a home care agency begins to
develop an idea of how successful an education
program might be for minority caregivers. Also, 
a focus group gives home care educators a clear
idea of what care issues are most important to
various members of a minority group. Since
every minority group and culture has some dif-
ferent perceptions and desires regarding health
care, it’s a good idea to invite members of all of
the most prevalent minority groups to the focus
group, Lombardo suggests.

The Research and Training Institute at Hebrew
Rehabilitation Center for the Aged in Boston
began with a focus group when developing a
program to train ethnic family members how to
care for patients with dementia, says Pauline
Belleville-Taylor, RN, MS, CS, GNP, gerontologi-
cal research clinical specialist for the Research
and Training Institute at the center. “You need to
include professionals who work with that com-
munity and include some family members and
patients themselves,” she says.

Also, offer transportation to the focus group
meeting if some participants need help in this
area. Even in urban areas, transportation can be a
problem for some people, she says. “We rotated
the sites of the meetings and arranged transporta-
tion for focus group members.”

Don’t forget to serve food. “Food is always a
good idea because they’re giving their time, and
you have to make it pleasant for them socially as
well,” Lombardo says.

Belleville-Taylor says the Boston center
decided to scrap its normal practice of not offer-
ing food at meetings. Instead the center provided
bagels, pastries, coffee, and soda at all meetings
with African-American community or church
groups. “We were told it’s very important to have
some food and fluids. It was amazing how the
food broke the ice with people.”

Finally, once you have gathered a focus group,
make sure it works the way it should by giving
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everyone an opportunity to review any material
you may discuss. And make sure everyone is able
to speak, rather than allowing a few more ver-
bose members to run away with the meeting.

❏ Get to know your city’s minority cultures
on their turfs.

It takes time to build trust, so home care agen-
cies should make sure they have a booth or other
educational involvement at health fairs, in com-
munity groups, and at social gatherings at which
minority groups are present. “The key is not to
just go there once because it’s usually about the
third time that you appear that people begin to
trust you and know you,” Lombardo says.

Agencies also could develop contact with com-
munity ethnic groups by first contacting leaders
in those communities to ask their opinions about
the proposed program.

Groups have different needs

Bei Wu, MS, a doctorate candidate and
research associate with Lombardo, gathered
information about minority groups as part of
her dissertation. Her preliminary findings
showed that Asians would use adult day care or
health care support services less frequently than
would Hispanics. However, Asians used rela-
tively more home assistance services, such as
home care services that help the elderly modify
their homes for safety. 

Wu also found that health care providers can
serve minority populations better if they employ
members of minority groups, mostly because of
the language barrier. “I did some interviews with
Chinese elderly people in Boston, and they told
me that they felt comfortable talking with me

because I’m also Chinese,” Wu says. “I speak
Mandarin, and they did too.”

❏ Implement suggestions into the program.
“It’s important when working with a minority

community to include people from the target
minority group into the actual intervention,”
Belleville-Taylor says. “Each agency also needs to
learn about that culture and their health care prac-
tices and how you can adapt your interventions to
incorporate some of those important things.”

The Center for Research on Women developed
a skills training and counseling program for min-
ority caregivers in their homes, based on input
the center received from community leaders. The
center’s program involved eight hours of training
time, spread throughout a series of one- to two-
hour meetings with each family.

“Everybody agreed it would be a good idea to
have the training in the home, and it would have
been easier to do all of the training in one day of
six to eight hours,” Lombardo says. But the peo-
ple the center contacted about the program said
they would much rather have it spread out over
several weeks because the information would be
easier to absorb that way. “They said they would
welcome telephone follow-up, and the agency
people said we should allow time for crisis calls
and subsequent home care visits.”

The Hebrew Rehabilitation Center’s caregiver
training program focused on providing education
about dementia patients through a series of lec-
tures, Belleville-Taylor says. “We recruited two
home health agencies to help us with the project,
and they received payment. We had others who
worked as independent consultants.”

The program began by targeting African-
Americans and eventually provided training for
Hispanics, Vietnamese, Chinese, Koreans, and
people from other ethnic groups. For example,
there might be a one-day workshop for Hispanic
members of the community.

❏ Evaluate your program.
Home care agencies should evaluate their pro-

grams to make sure nothing was missed and to
make needed improvements. Lombardo learned,
for example, that many of the caregivers in the
Wellesley center’s program were depressed. This
indicated the program probably should have
included some mental health services. “The train-
ers were not necessarily equipped to get involved
with mental health issues.”

It’s also a good idea to interview the trainers
and find out what feedback they’ve received
about the program.  ■
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Try this novel idea: 
Have staff teach staff
Staff participation counts

SunPlus Home Health of San Diego tried
something a little different when teaching

staff about the Outcome and Assessment
Information Set (OASIS): The agency used 
peer instructors.

“I believe in staff participation and I think
there’s more buy-in and acceptance because peo-
ple don’t adapt to change well,” says Estelle
Wolf, RN, BS, former director of professional ser-
vices for the freestanding agency, which covers
San Diego County. 

SunPlus, which is participating in one of 
the federal OASIS demonstration projects, has
received OASIS reports from the Center for
Health Services and Policy Research (CHSPR),
in Denver. CHSPR is the organization that cre-
ated the OASIS data set.

Try peer-taught inservice

Based on OASIS reports, agency officials
decided to focus on two areas of improvement:
urinary tract infections (UTIs) and wound care.
SunPlus formed a committee that included a
supervisor from two offices, a nurse, a therapist,
an aide, and a social worker. The committee con-
ducted a quality improvement project to find
out how the agency could improve its outcomes.

“We wanted to see the incidences, commonali-
ties, causal factors, and standard practices fol-
lowed and to see whether there was any
deviation from that,” Wolf says. “The next part
was to take all this information and determine
how to educate the staff.”

She asked the committee to decide what
needed to be taught and helped them gather edu-
cational tools, write the lesson plan, and prepare
to make the inservice presentation. The peer-
taught inservice was a success, she says. Staff
responded positively to the committee members’

instructions on how to fill out data sheets prop-
erly, for example. “They were saying, ‘We didn’t
realize it was so important, and we thought it
was another piece of paper.’” 

Here’s how they did it:

1. Wolf guided the peer instructors, helping
them prepare an introduction that explained the
significance of OASIS. The inservice explained
that OASIS is not just a paper exercise or just a
comparison of an agency’s outcomes to a national
benchmark. It’s also a good way to gain insight
into all of the aspects of quality care performed
by a particular agency.

2. Peer instructors were told to give employees a
good explanation of why they needed to improve
their documentation and use the tool. “I don’t
believe in giving anybody a job unless they
understand what the job is and how it impacts
them personally,” Wolf says. “We did a broad
education of what was the purpose of the tool.”

3. Instructors worked on individual assign-
ments of preparing for the portion of the inser-
vice that they would present. For example, one
instructor prepared to discuss the care planning
process, and another prepared to discuss excel-
lent documentation.

4. Peer instructors spent about two weeks pre-
paring for the inservice, and the agency gave
them time away from clinical work, making 
the inservice a priority. “I think preparation is
extremely important,” Wolf says.

5. Peer instructors used the agency’s own clini-
cal forms as the tools to teach staff. The earlier
quality improvement project had shown that the
tools were satisfactory, but they simply were not
being completed as accurately as they could have
been.

6. The 1.5-hour inservice was broken into
smaller segments, and each instructor was allot-
ted a certain amount of time for presentation.
Peer instructors were given a specific order in
which to make their presentation.

7. The peer instruction team chose to use hand-
outs, including the following: handouts of the
tools used, information on the disease process,
the standard of practice for wound care, and
signs and symptoms of UTIs.
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8. The agency followed the inservice with a chart
review and comparison of wound care and UTI
data, and the follow-up showed improvement.
Wolf says she attributes the improvement to the
staff having a better understanding of the dis-
eases and OASIS documentation.  ■

February
3: National Patient Recognition Day. The day

reminds health care providers to reflect on their
stewardship and dedication to patient care and
satisfaction. 

Contact: John O’Malley, President, Strategic
Visions Inc., 337 Turnberry Road, Birmingham,
AL 35244. Telephone/fax: (205) 995-8495. E-mail:
jomalley@mindspring.com. World Wide Web
address: www.cncinc.com/visions.

1-28: Wise Health Consumer Month. This
recognition places emphasis on reducing con-
sumer demand for medical services and prevent-
ing unnecessary physician and hospital emergency
room visits. 

Contact: American Institute for Preventive
Medicine, 30445 Northwestern Highway, Suite
350, Farmington Hills, MI 48334. Telephone: (248)
539-1800, ext. 247. Fax: (248) 539-1808. E-mail:
AIPM@healthy.net. World Wide Web address:
www. aipm.healthy.net.

1-28: American Heart Month. This year’s
focus, women and compliance issues, grew 
out of a recognition that in recent years more
women than men have died from cardiovas-
cular disease, and it is the leading cause of 
death among women in the United States. 

Contact: Cathy Yarbrough, News Media Rela-
tions, American Heart Association, 7272 Green-
ville Ave., Dallas, TX 75231. Telephone: (800)
AHA-USA1 or (214) 373-6300. Fax: (214) 
369-3685. World Wide Web address: www.
americanheart.org.

7-13: National Cardiac Rehabilitation Week.
This week is designed to promote the role of 
prevention in the treatment of heart disease. 

Contact: Sheila Kirschbaum, American
Association of Cardiovascular and Pulmonary
Rehabilitation (AACVPR), 7611 Elmwood Ave.,

Suite 202, Middleton, WI 53562. Telephone: (608)
831-6989. Fax: (608) 831-5122. E-mail: aacvpr@
tmahq.com. World Wide Web address: www.
aacvpr.org.

March
1-31: National Chronic Fatigue Syndrome

Awareness Month.
Contact: National Chronic Fatigue Syndrome

and Fibromyalgia Association, P.O. Box 18426,
Kansas City, MO 64133. Telephone: (816) 931-
4777.

1-31: National Kidney Month. Programs are
coordinated nationally and at the local level. 

Contact your local National Kidney Founda-
tion affiliate or Ellie Schlam, National Kidney
Foundation Inc., 30 E. 33rd St., New York, NY
10016. Telephone: (800) 622-9010.

1-31: National Nutrition Month. Sponsored 
by the American Dietetic Association’s National
Center for Nutrition and Dietetics, this campaign
will reinforce nutrition as a key component of
health. Promotional materials — such as posters,
bookmarks, buttons, table tents, tray mats, aprons,
sports bottles, and ready-to-use announcements —
are available. 

Contact: American Dietetic Association, 216 W.
Jackson Blvd., Chicago, IL 60606-6995. Telephone:
(312) 899-0040, ext. 4750. Fax: (312) 899-4739. 
E-mail: nnm@eatright.org.

1-31: National Social Work Month.
Contact: National Association of Social Wor-

kers Inc., 750 First St. NE, Suite 700, Washington,
DC 20002-4241. Telephone: (800) 638-8799. Fax:
(202) 336-8310. World Wide Web address: www.
socialworkers.org.

24: American Diabetes Association: Sound
the Alert. This day marks an annual public
awareness campaign to reach the 5.4 million peo-
ple with undiagnosed diabetes. Contact:
American Diabetes Association, National Center,
1660 Duke St., Alexandria, VA 22314. Telephone:
(800) 342-2383. Fax: (703) 549-6995.

This calendar listing is provided courtesy of the
Society for Healthcare Strategy and Market
Development of the American Hospital Association
(AHA). 

The organization, located at One N. Franklin, 31st
Floor, Chicago, IL 60606, sells a 73-page “Health
Observations & Recognition Days” 1999 calendar
(Catalog No. HD-166858) for $15 for AHA members
and $20 for nonmembers. Call (800) 242-2626 for
more information.  ■
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❀❀ Special Da ys to Remember ❀❀



Make asthma teaching
simple with new guide

Home care educators who are looking for
simple patient teaching materials about

asthma might take a look at a new guide written
by a Massachusetts pediatrician and asthma
expert.

The new edition of One Minute Asthma by
Thomas F. Plaut, MD, also is available in Spanish.
It tells asthma patients or their parents all of the
essentials about the disease, using illustrations
and charts. 

Plaut recently conducted an informal study 
of how effectively the booklet works when given
to new asthma patients while they waited to see
their physicians. Some physicians reported that
patients who read the booklet understood more
about asthma than does the typical new patient,
he says.

One patient commented, “If I’d had this book
20 years ago, I’d be in better shape.” Even an ado-
lescent who commented that the book sounded
boring showed more interest in trying to keep up
with his asthma after skimming through it, the
teen’s physician wrote. 

For additional  information about the guide,
contact Pedipress Inc. Fulfillment Center, 125 Red
Gate Lane, Amherst, MA 01002. Telephone: (800)
611-6081, or fax (413) 549-4095. Or you can e-mail
your order to info@pedipress.com.  ■

CE objectives

After reading this issue of Homecare Education
Management, CE participants will be able to: 

1. Name diseases and syndromes characterized
by parkinsonian traits.

2. Assess common Parkinson’s disease 
symptoms.

3. Recognize the senses that decline with age.
4. Organize a cultural diversity training 

program.  ■

32 HOMECARE EDUCATION MANAGEMENT / February 1999

Pat Ehsanipoor, RN, MSN
Staff Development

Manager
CareOne Home Health 

Savannah, GA

Betsy Litsas, RN, BSN, MA
Associate Director, 

Patient Services 
Home Care Program for

Comprehensive Care
Management

Beth Abraham Health
Services

New York City

Michelle Mitchell Livesay,
RN, BSN

Regional Operations
Manager

Foundation Management
Services

Lubbock, TX 

Debrah Wonder
RN, MS, CHPQ

Director of Education and
Quality Management

TrinityCare
Torrance, CA

EDITORIAL ADVISORY BOARD

Consulting Editor: Susan Hatch, BSN, MED, CPHQ
Quality Manager, Staff Development Coordinator

Lee Visiting Nurse Association, Lee, MA

Homecare Education Management (ISSN 1087-0385) is published
monthly by American Health Consultantsfi , 3525 Piedmont Road,
Building Six, Suite 400, Atlanta, GA 30305. Telephone: (404) 262-
7436. Periodical postage paid at Atlanta, GA 30304. POSTMASTER:
Send address changes to Homecare Education Management , P.O.
Box 740059, Atlanta, GA 30374.

This continuing education offering is sponsored by American Health
Consultantsfi , which is accredited as a provider of continuing educa-
tion 
in nursing by the American Nurses Credentialing Center s Commission 
on Accreditation. The provider is approved by the California Board of
Registered Nursing, provider number CEP 10864, for approximately 18
contact hours. Opinions expressed are not necessarily those of this
publication. Mention of products or services does not constitute
endorsement. Clinical, legal, tax, and other comments are offered for
general guidance only; professional counsel should be sought for spe-
cific situations.

Editor: Melinda G. Young, (828) 859-2066.
Group Publisher: Donald R. Johnston,  

(404) 262-5439, (don.johnston@medec.com).
Managing Editor: Lee Landenberger, 

(404) 262-5483,
(lee.landenberger@medec.com).

Production Editor: Terri McIntosh.
Copyright ' 1999 by American Health Consultantsfi . Homecare

Education Management

Editorial
Questions

Questions or com-
ments? Call Lee
Landenberger

a t (404) 262-5483.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291, (custserv
@ahcpub.com). Hours of operation: 8:30 a.m.-6 p.m. Monday-
Thursday; 8:30 a.m.-4:30 p.m. Friday.
Subscription rates: U.S.A, one year (12 issues), $299. Approximately 18
nursing contact hours annually, $349; Outside U.S.A., add $30 per year,
total prepaid in U.S. funds. One to nine additional copies, $179 per year;
10 to 20 additional copies, $120 per year. Call for more details. Back
issues, when available, are $50 each. (GST registration number
R128870672.)
Photocopying: No part of this newsletter may be reproduced in any form
or incorporated into any information retrieval system without the written
permission of the copyright owner. For reprint permission, please con-
tact Karen Wehye at American Health Consultantsfi . Address: P.O. Box
740056, Atlanta, GA 30374. Telephone: (404) 262-5491. Fax: (800) 755-


