
Use this model for training nurses 
to care for vent-dependent children
Nurses must be flexible to deal with young patients, families 

Caring for young ventilator-dependent patients can be a taxing
endeavor, both for home health nurses and the caregivers with
whom they work so closely.

Tailoring an inservice to help nurses meet the technical and personal
aspects of such care is important, says Anissa Falmier, RN, BSN, direc-
tor of pediatric services for Preferred Health Care in Marion IL. Often,
she says, the nurses she works with have the necessary technical experi-
ence, but they have worked only with ventilators in a hospital setting
and need to understand the special requirements of home care.

“It’s not like a hospital, where the nursing and medical staff control
how the day goes, the schedule, and routine, when the meds come,

when the meals come,” Falmier says.
“When you get in the home, you can’t
plan some of that. We try to work
around what the patient wants for their
day so they control their care.”

Even the equipment is different,
smaller and more portable, without the
steady stream of paper printouts. That
portability has helped enable patients

with decreased lung capacity — babies whose airways are not yet sta-
ble, quadriplegics, patients with cerebral palsy — to live at home.

“Usually, in order for a patient to end up in home care with a trach,
we see that it’s because of muscle weakness in the lungs. We have no
two patients with the same diagnosis.

“The alternative to home for most ventilator-dependent patients is
the hospital,” Falmier says. “The fact that they can’t breathe doesn’t
mean they don’t want to be home and doing what they would normally
do. Being at home, [patients] can still be with their families for holidays
and having a normal life.” For children, that normal life can even
include school, as long as a nurse is available throughout the day to
monitor breathing and deal with any problems that arise.

Falmier starts her inservices by introducing students to all the neces-
sary equipment:
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• Tracheostomy tube: This is the artificial air-
way inserted into a stoma, or opening in the
patient’s trachea. Falmier shows different types 
of trach tubes, including cuffed versions, which
have an inflatable ball attached, and uncuffed
tubes. 

“With some patients, their stoma gets widened
and air will pass around the trach instead of
through the trach apparatus,” she says. “With the
vent-dependent patient, a cuffed trach helps
maintain the patient’s [air] pressure.”

Some patients can’t tolerate the pressure of the
cuff and use an uncuffed version instead. Most
tubes are plastic, although metal trachs are avail-
able for those with sensitivities to plastic. The
trach is inserted for the first time in the hospital
before a patient goes home, but nurses are
required to change trachs anywhere from
monthly to weekly, depending upon the age of
the stoma and the patient’s health status, Falmier
says.

“It’s a two-man process — one person pulls
out the old trach and one person inserts the new
one,” she says. 

Changing trach tubes is another aspect of care
that many nurses in a hospital setting haven’t
performed in a long time, if ever, because of the
division of duties there, Falmier says.

Throughout the trach change, the patient
wears a pulse oximeter, which measures the
blood’s oxygen saturation. One hundred percent
oxygen is given beforehand and afterward, as
needed. 

Falmier says every patient responds differently,
based on his or her own capabilities and any
internal scar tissue that may interfere with inser-
tion. To help prepare students, she provides a
child-sized doll with a tracheostomy they can
practice on.

• Ventilators: Falmier next shows the ventila-
tor, noting the differences from the apparatus
hospital nurses are used to dealing with. She goes
over the gauges, buttons, and settings, showing
how the machine monitors every aspect of a
patient’s breathing cycle:

— low pressure, which sets the minimally

allowable pressure for each breath. If two consec-
utive breaths don’t meet the limit, an alarm
sounds and a light flashes;

— high pressure, which sets the maximum
pressure for an inspired breath;

— volume, or the amount of air to be delivered
in each breath;

— breath rate, or the number of breaths to be
delivered in one minute;

— inspiratory time, or how long the vent
should take to deliver a breath;

— breathing effort, which adjusts the vent’s
sensitivity to the patient’s efforts to breathe;

— Positive End Expiratory Pressure (PEEP), or
the pressure maintained in the tubing and there-
fore in the lungs after expiration.

• Settings: In her inservice, Falmier goes over
all the settings specific to a patient and explains
why the ventilator is set the way it is. Settings for
a patient’s pressure depend on how much lung
muscle capacity the patient has, she says. Settings
are adjusted in the hospital based on blood gas
tests so before the patient is discharged, the
physician has chosen the appropriate settings.
The goal is to let patients do as much as they 
can to breathe on their own.

“Two patients who are the exact same size 
may not have the same settings,” she says. “It’s
because of their diagnosis and their own effort —
whatever the patients are able to do themselves.”

• Circuit: Falmier goes over the entire circuit
of tubing that attaches to the machine and the
trach. She again uses the doll, setting up the cir-
cuit and explaining all its parts. “And then we go
through and turn it on.” 

Once the nurses have had a chance to see the
entire system, she demonstrates the many alarms
that can sound, what they mean, and what to do.
(See box, p. 83.) “We go through what each alarm
sounds like, how the vent flashes, and then we
troubleshoot — if your low alarm is going off,
what do you need to look for? I can tell what they
understand by what they tell me.”

Those alarms can go off 15 times a day, she
says. One young patient continually sets off his
high-pressure alarm when he laughs. The alarms
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can sound alike, but a nurse can figure out what
the problem is by watching the flashing lights
and, more importantly, by listening to the
patient’s breathing.

“Because you hear the air going through the
circuit, usually before you even look at the panel,
you instinctively know whether it’s low pressure
or high pressure,” she says. “So much of ventila-
tor care is auditory, because you hear the sounds
long before you ever see what’s going on. That’s
particularly true when a nurse is caring for a
patient at night.

“We try to put patients in a normal setting, 
so they sleep in their own beds and the lights 
are out,” she says. “So the nurse comes in, and
with very little light she can tell what’s going 
on because she can hear the air, she can hear 
the patient’s lung sounds, she can tell if there 
are secretions, things like that.” 

Preferred Health Care can be assigned to care
for pediatric patients round-the-clock, depending
on the payer. Nurses come into the home in shifts
and usually handle nearly all the care. However,
families are trained in how to care for the patient

before the child is discharged, in case they’re
needed or in case the payer won’t authorize 24-
hour care.

“Most of our patients can’t work an alarm sys-
tem, so they require 24-hour observation,” she
says. 

They also require lots of prep work before
coming home to ensure their health isn’t com-
promised by outside issues such as power avail-
ability. The family must keep a backup supply 
of car batteries for trips out of the house and in
case of power failure. The power company must
be notified to put the home on its priority list 
to restore electricity after storms or other power
failures. 

The city or county must put the street on its
priority list as well, so roads are cleared after
snowfalls or ice storms in case an ambulance
needs to get through.

“You have to call the local ambulance depart-
ment and give explicit directions and instructions
as to what’s wrong with the patient and that
there’s a strong possibility at some point in time
they’re going to need your assistance,” she says.
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Understanding Ventilator Alarms
Alarm Indication Possible Cause

Low pressure/apnea Dual-tone alarm Loose or disconnected tubing
Flashing low-pressure/apnea light Leak or holes in circulatory
Inadequate patient ventilation

Low power Dual-tone alarm Internal battery near depletion
Flashing low-power light

High pressure Single-tone alarm Patient airway is blocked
Flashing high-pressure light Coughing and/or wheezing

Circulatory is blocked
Ventilator or alarm setting is incorrect

Setting error Single-tone alarm Control settings are not within
Flashing setting error light equipment capability: i.e., settings

that request an expiratory time 
shorter than the inspiratory time; 
delivered volume or inspiratory 
time not within 12.5% of setting

Power switchover Single-tone alarm Unit has switched from AC power
Power switchover light flashes to a battery power source or from

external to internal battery

All alarms signaling at once All alarm lights flashing Unit is testing alarms
Dual-tone alarm

All alarm lights on steady Unit has detected microprocessor error
Single-tone alarm

Source: Preferred Health Care, Marion IL.



“Also, we make sure there’s stickers on the win-
dows to let the fire department know there’s a
vent-dependent person inside.”

Nurses train the family in the necessary clean-
ing procedures, although Falmier says the staff
usually do most of the cleaning. All of the equip-
ment is cleaned multiple times per week. Tubing
must be cleaned and dried carefully to inhibit the
growth of bacteria and to keep condensed mois-
ture from interfering with breathing.

“One of the first jobs we do is set up a cleaning
routine — who cleans what, what day — and to
make sure everything gets dry and is in a clean
environment,” she says. 

During her inservice, Falmier instructs nurses
on the application of medications, which are 
converted to aerosol liquids and administered
through a port in the circuit. 

Before administering medications, nurses
must clear the patient’s chest of excess mucus by
performing chest physiotherapy. Although older
percussive methods still are used (clapping a
cupped hand on the chest), new technology has
led to advances such as an inflatable vest that
does chest percussion.

Prepare for changes

Falmier also explains how to help families 
cope with the physical and financial strains of
this intensive form of home care. She says insur-
ance companies often won’t pay for the signifi-
cantly increased power and water bills brought
on by the use of high-voltage ventilators and
other needs.

“A lot of vent-dependent patients have to
have climate control, so that means air condi-
tioning or heat year-round,” she says. “Patients
and family complain about increased water bills
because you have more to clean more frequently.
You have more people using the microwave. You
use more paper towels, more laundry detergent,
more cleaning supplies, that kind of thing.
That’s something the families really notice.”

They also must cope with the number of
strangers in their home at all hours — nurses,
therapists, medical supply companies, and social
workers. When children are involved, state agen-
cies provide much-needed early intervention or
educational resources, but also more visitors. 

“They’re all wonderful resources, but some-
times it ends up being so many people it’s over-
whelming,” she says. “[Families] have this
revolving door that seems to stress a lot of them.” 
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Know the Needs
of Machine and Patient

Before the patient comes home

❏ Consult with medical equipment supplier:
✔ to hire appropriately trained staff
✔ to ensure home staff orientation with brand of

equipment
✔ to give supplier time for back order and payer

approval

❏ Check on other necessary referrals:
✔ early intervention (pediatrics)
✔ therapies
✔ financial assistance
✔ Division of Rehabilitative Services

❏ Set up and notify emergency services:
✔ electric company for priority service
✔ priority snow removal to allow for medical staff
✔ emergency medical service notified of patient’s

status, location, and needs
✔ fire stickers on windows to locate nonambula-

tory person

Psychosocial issues associated with 
ventilator-dependent client

❏ Patients lose privacy due to medical staff (nurs-
ing, therapies, medical equipment company).

❏ Families feel concerned about leaving their
loved ones in the care of strangers.

❏ The financial burden increases from co-
payments, deductibles, increased water and
electric bills, and increased paper products
and disinfectants for cleaning.

❏ It can take at least three years to adjust to
home care, sometimes longer if precipitated 
by a catastrophic event.

❏ Home health nurses must realize they are in
patient’s environment, not the hospital, where
medical staff control the day’s events. No mat-
ter what the health status, the patient is still
“king of the castle.”

❏ Nurses walk a fine line in order to maintain 
professional boundaries yet blend into client’s
environment. No one wants a nurse in starched
whites standing at the bedside reminding them
of their disabilities.

Source: Preferred Health Care, Marion IL.



A nurse needs to take care to give the family as
much control as possible over daily life in the
home. It’s also important to tap the family as a
resource for information, she says. “They know
their child better than anyone,” she says. “If a
patient is doing something you’re not used to
clinically seeing, usually the parents are the best
ones to tell you what’s going on.”

Caring for vent-dependent children often
comes with its own set of hazards. A baby’s
pudgy chin, for example, creates an obstacle to
inserting and maintaining a trach tube. And small
children often try to pull their apparatuses out
once they figure out how to undo the ties.

“Also, [be aware of] siblings of kids with trachs
— those 2-year-olds like to put stuff in holes. So
you’ve really got to watch and make sure that
they don’t put stuff in it,” she says. “You never
think of these things.”

Thanks to recent court interpretations of the
Americans with Disabilities Act, older children
can attend school, accompanied by a nurse, using
a specially rigged wheelchair that carries the vent
and a backup battery. 

Other backup equipment, including an oxygen
tank, is kept at the school, and patients travel
with manually operated AMBU bags and other
precautionary equipment.

Many of Preferred Health Care’s small
patients remain vent-dependent throughout
their lives. Others gradually are weaned from
the machine as their own airways mature. Often,
those children haven’t had a chance to learn to
speak. Falmier says one of the most rewarding
aspects of a nurse’s job comes when the trach
tube has been removed and the child can make
noises for the first time.

“The best thing in the world is whenever the
child finally gets the trach either capped or
[decannulated], and they hear their voice and
they realize they can make sound. When we have
families who have been with us for three or four
years, and then they’re finally flying on their
own, that’s wonderful.”  ■

Teaching staff to cope 
with language barriers
Working well with interpreters is key

The arrival of immigrants from around the
world has brought a rich blend of cultures to

American life. But that same blend of language
and dialect can become a genuine obstacle to a
key component of effective home health: commu-
nication between health care providers and the
patients they serve.

In the 1990 U.S. census, nearly 32 million U.S.
residents reported that they spoke a language
other than English in the home; 6.6 million of
them said they spoke English “not well” or “not
at all.” Many of this group are elderly residents
— prime candidates for home health — who
immigrated to the United States late in their lives
and never learned English.

Adding to the mix are new waves of immigra-
tion, including Bosnians who have settled across
the country in the past decade, and Albanians
now en route from Kosovo. Each new group of
immigrants presents a linguistic challenge to
health care providers, one they’re required by
federal law to make an effort to meet.

Know your rights

According to Julia Puebla Fortier, director of
resources for Cross Cultural Health Care in Silver
Spring, MD, provision of multilingual health care
services is required by Title VI of the Civil Rights
Act of 1964.

“What the civil rights language says is you
can’t discriminate on basis of age, national origin,
etc.,” Fortier says. “[Providers] have a pretty
clear-cut federal obligation, if their services are
paid for with Medicaid or Medicare, to provide
an interpreter.”

A document created by the Office of Civil
Rights on the subject spells out requirements
regarding interpreters for limited-English-speak-
ing patients. “In a nutshell, what they say is inter-
preters or bilingual staff must be provided to a
patient, in the contest of these federal funds, free
of charge, and [patients] are entitled to know that
they can have those interpreters free of charge,”
Fortier explains. 

In the home care setting, that requirement is
often met by bilingual home health workers, 
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particularly in communities that have long had
speakers of a particular language. Most in the
medical interpretation field agree that this option
is ideal. But having multilingual speakers on staff
doesn’t ensure that every patient has access to
one as needed.

Another common fix, using relatives or neigh-
bors to translate questions and information for
patients, is fraught with medical and legal risks.
Using an interpreter who does not understand
medical terms can lead to misdiagnosis and
improper treatment. Someone who isn’t schooled
in ethics can breach confidentiality. When abuse
is an issue, those at hand may not be the best
interpreters. 

“There are a lot of family issues,” says Karin
Ruschke, MA, director of Health Care Interpret-
ing Services, a nonprofit interpreting service in
Chicago. “You have the maturity level of the per-
son translating. They usually screen information.
They won’t tell everything, particularly if they’re
talking about bad news.”

Ruschke’s agency, which has been in operation
since 1996, contracts with local providers or
makes interpreters available on demand for hos-
pitals, home health, and other providers.

Her master’s degree is in translation. Her staff,
many of whom were medical professionals in their
home countries, are now are tested for English
proficiency and knowledge of medical terminol-
ogy and are trained in interpretive skills, including
ethics.

Other such agencies are available across the
country and may be accessed through commu-
nity-based organizations such as a local service
league. Fees for the service depend on the size of
the agency and the volume of use.

Find a go-between

Another popular choice among health
providers is Language Line Services (formerly
AT&T Language Line), which provides phone
hookups to a medically trained interpreter who
takes turns speaking with the provider and the
patient. 

The Visiting Nurse Association of Boston has
several employees fluent in Spanish, Haitian
Creole, and Portuguese, which are among the
city’s most common non-English languages. But
the agency uses Language Line as a backup when
its multilingual staff is busy or when a patient
presents a less common language.

Marie Keevern, RN, clinical educator for the

VNA of Boston, says her agency has been helped
several times by Language Line interpreters —
and not just with turns of phrase. Keevern says
she was visiting a young woman from Qatar who
had breast cancer. The woman and her family
spoke Arabic. When she started to ask a question
about the woman’s body, the interpreter stopped
her.

“She said, ‘Wait a minute. She’s never going
to be able to answer that question if a family
member is there.’ There was a body image issue
that I wouldn’t have thought of. She gave me
suggestions how to get at the issue in a different
way. I was eternally grateful to this woman.”

Guidelines for working with translators

Whether the interpreter is on the telephone or
standing in the room, nurses and aides can take
steps to help make the process smoother and as
close as possible to a visit with an English-speak-
ing patient.

“One of the best compliments you can give 
a translator is that you forgot the translator was
there,” says Sana Jabara, MA, national sales
manager for Language Line Services in Mont-
erey, CA. “The interpreter should attempt to be
as transparent as possible.” Jabara’s master’s
degree is in translation and interpretation.

Communication is key. Health workers should
try to speak with the interpreter before the visit
begins, both to give and receive as much informa-
tion as possible about the patient, his or her eth-
nic background, and any health or cultural issues
that may come up.

“Ask, ‘Is there anything here that culturally I
should know?’” Ruschke advises. “For example,
if providers are offered food and they turn down
the food, or if taking off their shoes is part of
this culture and they don’t do it, there’s this
immediate barrier, just based on cultural issues.
And you haven’t even gotten to the medical 
part yet.”

Gender issues also can play a role. For exam-
ple, a female patient from a modest culture may
have problems discussing sensitive medical prob-
lems through a male interpreter.

She suggests the provider and the interpreter
agree on a translating style before the visit starts.
Translation is often consecutive, meaning the
interpreter moves back and forth between the
provider and patient for each question and
answer. But for a long teaching session, it might
be better to attempt a simultaneous translation,
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in which the interpreter translates the provider’s
comments as the provider speaks. 

Ruschke points out that the latter style can 
be confusing for a patient, who must block out
the nurse’s words while concentrating on the
interpreter.

For telephone translations, Jabara suggests the
nurse or aide explain to the interpreter how the
session will be conducted (via speakerphone or
by passing the receiver back and forth) and who
is in the room. It also is helpful to know as much
as possible about the patient’s ethnicity because
very different cultures often share the same 
language.

Are there any factors that may make transla-
tion difficult? Is the person hard of hearing? Is the
patient a young child who may have trouble
understanding what’s going on? If an interpreter
of a specific gender is preferred, that can be
arranged through the service at the time the call
is placed.

Translator’s role

It’s important that health care providers under-
stand the role of the interpreter who is trying to
make the exchange as close as possible to a dis-
cussion between a nurse and an English-speaking
patient. “One of the ways a provider can facilitate
that is by speaking directly to the patient instead
of to the interpreter,” Ruschke says.

She also suggests the provider speak directly 
to the patient: “I’m going to explain to you how
to do this,” rather than asking the interpreter,
“Please tell the patient how to do this.”

The interpreter is not supposed to give opin-
ions or offer diagnoses but can give insight into
cultural differences that might be relevant.
Ruschke says interpreters should not comment
on whether they think patients are being truthful
or will be compliant. “Those are personal ques-
tions that an interpreter can’t answer and can’t
know,” she says.

When a patient’s answers are incoherent or
disjointed, interpreters typically repeat them
word for word, even if they don’t make sense.

If a nurse knows the patient suffers from
dementia or some other disorder, Jabara says,
the interpreter should be told upfront, if possi-
ble. “If you are able to provide me with that
message, I’m not assuming that I misheard [the
patient]. In that case, I, as the interpreter, will
relay exactly what the person is telling you 
so you as the medical expert can make the 

determination or the assessment of their well-
being. It would be no different than you dealing
with an English speaker.”

Speak slowly and clearly, especially on the 
telephone, Jabara says. Also, avoid jargon and
acronyms, which can provide difficulty for even
the most experienced medical interpreters.
Encourage questions and frequently ask patients
to confirm that they understand the instructions.

Ruschke says patients in some cultures aren’t
used to taking an active role in their own health
care and are not accustomed to asking questions
of a provider.

“They will often not ask questions until the
provider has left, and then if the interpreter is 
still there, they’ll ask the interpreter, and the
interpreter is obviously not allowed to answer
those questions,” she says.

She advises providers to frequently ask
patients and family members, “Do you under-
stand?” and even ask them to repeat instructions
back to make sure.

“Sometimes they’ll just say yes out of polite-
ness, even if they didn’t understand, because
they don’t want to take up your time,” Ruschke
says. “Compliance is a big issue with a limited-
English-speaking population.”

This translation and extra care can take more
time, which should be built into the visit.

Ruschke says she’s seeing problems through-
out the health care industry, as staff struggle to
cope with ever-growing workloads.

“What that leads to is a decrease in communi-
cation, with maybe not enough time to ensure
understanding,” she says. “But that’s not so
much an interpreter issue as a provider issue.
The provider really needs to ensure that patients
are receiving best quality care they can get.”  ■
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Bridge divide between
staff, Jewish patients 
Differences make communication vital

Home health staff who work with Jewish
patients may be unaware of the cultural dif-

ferences between Jews and Christians or even
among people raised in different Jewish traditions. 

An inservice that points out some basic infor-
mation about Judaism and Jewish religious prac-
tices can give non-Jewish nurses and aides the
tools they need to deal respectfully with those of
another faith. 

The lack of information can be a problem in
home care because the Jewish population in gen-
eral is older than other ethnic or religious groups,
says Rabbi Charles Lippman, doctor of divinity,
senior chaplain, and coordinator of spiritual care
at Jacob Perlow Hospice at Beth Israel Medical
Center in New York City.

“We have a very low birthrate, the lowest
birthrate of any ethnic or religious group,” says
Lippman, a member of the National Association
of Jewish Chaplains. “This means we have more
elderly, proportionately. We have a very large
population of elderly women.”

He conducted an inservice for home health
aides at the Jacob Perlow Hospice to better
acquaint them with Jewish faith and traditions. 

“I think that we all tend to see things from our
own ethnocentric point of view,” he says. “There
are people from other cultures and other value
systems, and certainly as death approaches,
many times the values and customs that people
were raised with become increasingly important.
Sometimes home health aides, nurses, and other
hospice professionals aren’t even aware of what
some of these customs or value systems are.”

Lippman cites what he terms an extreme exam-
ple, a case in which he visited an elderly Jewish
woman who was being cared for in her home by
a home health aide. The home health aide greeted
him at the door by saying, “Rabbi, there’s no God
in this house. She doesn’t believe in Jesus.” He
notes that there were signs of the woman’s reli-
gious identity — a picture of her son’s bar mitz-
vah, for example — throughout the house, but
the aide didn’t understand the woman’s faith.

“The woman told me that the home health aide
was trying to convert her, and she didn’t know
what to do,” he says. “The patient was totally

dependent on the home health aide for every-
thing. I tried to talk with the home health aide,
but it wasn’t possible to reason with her, to
explain that someone could believe in God but
not believe in Jesus. It wasn’t part of her way of
looking at the world.”

The situation finally was resolved only when
the patient left her home and was admitted to the
hospice unit for other reasons. 

Lippman says he has heard of other examples
of home health aides having difficulty with the
Jewish faith. “I was told by someone from the
Alzheimer’s Society [of New York] that this is a
very common issue in New York, with home
health aides who don’t understand what it is to
be Jewish.”

One faith, many practices

One point that Lippman made in his inservice
was the wide range of observances and practices
among people who identify themselves as Jewish.
Of the 6 million Jews in the United States, he esti-
mates that at least a few million are secular Jews,
who identify themselves ethnically as Jewish but
who aren’t religious.

“Probably when dealing with them, it’s not
very different than dealing with a Unitarian or a
liberal Protestant when it comes to issues of
hands-on care,” Lippman says.

Another large group of American Jews is affili-
ated with Reform institutions, the most liberal
religious branch of Judaism in the United States.
For those patients, as well, Lippman says, there
would be few religious issues that differed
greatly from those of a liberal Protestant. “It’s
when we are dealing with Conservative Jews or
certainly Orthodox Jews that other religious
issues might come to the fore,” he says.

He says it is important not to stereotype Jewish
patients or families but to ask them respectfully
when coming into their homes if there are any
religious issues that need to be addressed. 

As an example, Lippman points to the tradi-
tional Jewish practice of keeping kosher, follow-
ing rules regarding the preparation and serving
of food. In a kosher home, beef or chicken is pur-
chased from a kosher meat market, which
adheres to certain slaughtering practices. Pork
and shellfish are not eaten. Dairy and meat are
prepared and eaten separately using separate
dishes and utensils.

“So there would be two sets of dishes and two
sets of silverware, sometimes even two different
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racks for the dishwasher,” he says. “It would be
very important for a traditional Jew that the
dishes not be confused with each other. The home
health worker would have to have a lesson in
how that kitchen is set up.”

He says it would be inappropriate for anyone
to bring nonkosher foods, such as pork, into a
kosher home even for their own lunch or dinner.
But again, not every Jewish family keeps kosher,
and home health workers should ask to find out
what the practices are in that particular home.

“I would say the most important thing would
be to consult the family,” Lippman says. “It may
be that the family couldn’t care less, and they’re
about to have pork roast for dinner themselves.
On the other hand, it may be a family that’s very
strict about this.”

In his own research into this topic, Lippman

has learned that strict Orthodox patients may
require that a change in medication or treatment
be cleared with the patient’s rabbi. 

“There are some patients where to change a
course of treatment, the rabbi needs to be con-
sulted either by the head of nursing, a nurse, or
even a social worker,” he says. “That would be an
extreme case, and the family undoubtedly would
clue workers in that this had to happen.”

Gender issues also can come into play since it’s
considered unseemly in the Jewish tradition for a
man to be seen naked by a woman or vice versa.
“We might find, particularly among Orthodox
patients, that a male patient may want a male
aide, and a female patient may want a female
aide, for reasons of modesty,” Lippman says. 

He says some patients, particularly traditional
men, may want to wear a yarmulke, or skullcap,
at all times, and to pray privately at certain times
of the day. There are also concerns relating to
food and the withholding of hydration and nutri-
tion at the end of life. “This is an issue discussed
at our inservice,” Lippman says. “The issue for
Jews is, is the nutrition and hydration medica-
tion, or it is basic sustenance? If it’s coming
through an IV, it may be more likely to be consid-
ered medication, an extraordinary measure that
can be withheld.”

Holocaust survivors

A completely different set of issues surrounds
one particular group of Jewish patients — those
elderly people who were interned in concentra-
tion camps during the Holocaust. Lippman says
he has observed behaviors and attitudes among
Holocaust survivors that are unlike those he’s
seen in other Jewish patients. Many distrust doc-
tors or other health professionals, an outgrowth
of experimentation or other ill treatment in con-
centration camps.

“You have to prove yourself to them,” he says.
A more startling attitude is the suggestion by

some survivors that they expect to be saved, even
from terminal illness. “Even though they will tell
you that they have cancer and that they’ve been
told that they’re terminal, many of them believe
that a miracle is going to happen and that they
will beat this,” he says. “We see that even more
believe that than among the general hospice 
population.”

Lippman says one man who was imprisoned at
Auschwitz described to him horribly barbarous
acts that the man had witnessed in the camp. “He
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How to cross boundaries . . .
electronically

Anumber of sites on the World Wide Web offer
information about language barriers in health

care and other cultural competency issues:
• www.diversityRx.org — Resources for

Cross Cultural Health Care runs this site, which
provides contacts for all areas of culturally compe-
tent care, as well as models of programs across
the country and links to other sites. It has a listing
of interpreter associations, both nationally and
regionally.

• www.texmed.org/news_events/texas_
medicine/ne_texmedfeatsideoct96.htm — This
is the location of an article on communicating with
Hispanic patients that was published in Texas
Medicine, a publication of the Texas Medical
Association. The article provides tips for over-
coming language and cultural obstacles to care
among the Hispanic population.

• www1.umn.edu/ccch — The Center for
Cross Cultural Health offers, among other fea-
tures, teaching packages for culturally competent
care and profiles of ethnic communities found in
the Minneapolis area, where the organization is
based. Among the profiles available, most in
printed form for a small fee are, those for the
Hmong, Nuer (Africans living in the Sudan and
Ethiopia), Russian Jewish, Bosnian, Vietnamese,
and Ukrainian cultures.  ■

Internet Connect



Birthdays bring busy staff
in for required training

Scheduling a far-flung, busy, sometimes reluc-
tant staff for required annual training can be

one of the most challenging tasks for a home
health educator. Tying the training to an event that
staffers can easily remember and look forward to
can help boost participation — and compliance.

HealthReach HomeCare and Hospice in Water-
ville, ME, saw dramatic improvements after
rescheduling mandatory training to tie in with
staff birthdays. Compliance at its three offices in
central Maine are in the 90% to 100% range, up
from 75% or less before the birthday mandatories
began a year and a half ago, says Annette Munn,
RN, a HealthReach staff educator. She says she
and other members of HealthReach’s quality
improvement team, which included educators
Judy Marshal and Terri Whalen, both RNs, started
with the same dilemma faced at most agencies.

“Of course, because of how we work, a lot of the
staff couldn’t come in because of patient needs, so
it was always that we were out of compliance,”

she explains. “So we sat down and brainstormed:
How can we get this so we can get the staff in and
get the required training done?”

The solution: Change the sessions from quar-
terly to monthly and tie them to each employee’s
birth month. Educators hold three a month, one in
each of HealthReach’s offices. Participants get a
reminder the month before and an invitation two
weeks before the session. During the 2½-hour
training, educators serve a birthday cake.

At the same time, the format of much of the
training has been changed to emphasize interac-
tive discussions rather than a didactic lecture
style. The combination has been a great success,
says Jackie Fournier, RN, MSCS, a hospice nurse
and director of clinical support for HealthReach.

“Staff went above and beyond simply looking at
this as a talking head approach that they have to
do once a year,” Fournier says. “They actually see
this now as a learning opportunity. There’s not the
hesitation or reservation about attending.”

She says the invitations are nice change from
regular staff memos or E-mails. “This is much
more personalized, and we have the birthday
cake. It’s really made as a celebratory thing; at the
same time, obviously, it’s a mandatory thing.”

The educators began by obtaining a list of birth
dates from the agency’s human resources depart-
ment and breaking out staff by birth month. A
monthly session is held in the Waterville office and
in the agency’s offices in Augusta and Skowhegan.
Each is held a different week and on a different
day of the week. “The second week of the month
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said, ‘Every day I lived, it was a miracle. I could
have been killed any day, and over and over it
was a miracle, so why shouldn’t today be a mira-
cle too?’ But of course, the difference is that this is
cancer.”

The effects extend to the children of Holocaust
survivors, who often believe they have extraordi-
nary obligations to their parents because of the
parents’ experiences, Lippman says. 

With all Jewish patients, family needs and
responses can be complicated by differences in
faith practices. Because of intermarriage, a patient
may have family members who aren’t Jewish,
which may affect the degree to which the family
practices Jewish traditions.

“Actually, I’ve made some home visits with
our Christian chaplain because sometimes the
patient will be one religion and the spouse or
children another, and they all need care,” he says.

“That adds confusion, I’m sure, for home health
nurses and aides as well.” 

Above all, he says, it’s important to take cues
from the patient and the family. “I would say the
most important thing would be to talk with the
family and ask the family what their needs are 
and how the family or patient being Jewish affects
what they want from the worker. If we really want
to be with the patient and with the family, we have
to find out where they’re coming from.”  ■

• Rabbi Charles Lippman, Senior Chaplain and
Coordinator of Spiritual Care, Jacob Perlow Hospice,
Beth Israel Medical Center, 305 First Ave., New York,
NY 10003. Phone: (212) 420-4493. E-mail: cdl@
tuj.org.

S O U R C E S
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it’s on Tuesday, the third week of the month it’s
on Wednesday, and the fourth week of the month
it’s on Thursday,” Munn says. “We’re trying to
take everybody’s schedule into account.”

The offices are about a half-hour apart, so it’s to
employees’ and supervisors’ advantage to attend
the one held on-site, Fournier says. All staff who
expect to miss all three sessions during their
month because of vacation or other conflicts are
asked to attend the one held the month before. 

“We want to keep people in compliance,”
Munn says. 

A notice is printed a month in advance and
posted on the bulletin board showing the names 
of all employees participating in the next month’s
training. The personal invitations go out two
weeks before the sessions, and notices are sent 
to the employees’ scheduling coordinators. That
solved another previous problem, in which staff
would forget to tell their scheduling coordinators
about the training, Munn says. “It’s also expressed
to the employees the importance of being on time,
because the training is 2½ hours, and it’s 2½ hours
straight ahead,” she says.

New teaching approach

The session covers all the necessary mandato-
ries — bloodborne pathogens, infection control,
exposure control plan, hazardous waste control,
confidentiality, driving safety, back safety, emer-
gency preparedness, and staff safety in the home.

This year, Munn says, educators have worked to
make the presentations more engaging. “When we
talk about bloodborne pathogens, we’ve printed
out questions that reflect some of the things in the
policy. There will be questions such as, ‘What is
hepatitis B?’ The staff really likes that a lot. They
like that interaction.”

Videos are used for segments on driving safety
and other topics. A crisis response plan is detailed
for each office. Munn says she points out the
importance of the information to employees’ own
safety. “We always ask them to tell us why they’re
there and people still say it’s because they have to
be,” she says. “But we remind them that it’s to
keep them safe as well as their patients and their
families and significant others.”

The expanded number of sessions has had a
beneficial effect on how the information is pre-
sented, Fournier says. “It’s forced us to be more
concise with the information. Now we don’t have
the luxury of doing this in four hours. We asked
ourselves how we can be more efficient. Having

it not be just didactic has led to more audience
participation. People are obviously going to
retain that information more in terms of adult
learning principles.”

She does point out, though, that the appeal of
birthday cake served with coffee during the break
(bagels and coffee are substituted for some early
morning sessions) can’t be underestimated.

“With home health cutting costs, it was
thought, well, maybe we don’t need a birthday
cake,” Fournier says. “They said, ‘Don’t you dare
cut our cake out! There have been so many losses
in home health. Please don’t take this.’ That $6.99
or $8.99 birthday cake that you get at Shop ‘N’
Save was so important to people.”  ■

Home care trade groups
flirt with unifying proposal

Five national home care associations are
advancing a unified proposal that would bring

legislative relief to the industry. One of the princi-
ples contained in the proposal calls for the elimi-
nation of the 15% across-the-board reduction, and
members of the coalition are confident it has a
strong chance of being enacted by Congress.

The five groups supporting the proposal are the
National Association for Home Care, the American
Federation of Home Care Providers, the Home
Care Association of America, Home Health
Staffing and Services Association, and the Visiting
Nurses Association of America. Their confidence,
however, comes despite the lack of a congressional
sponsor to forward their principles. The group is
counting on growing support within Congress
that the Balanced Budget Act of 1997 exceeded
intended cuts in program costs.  ■
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• Jackie Fournier, Hospice Nurse and Director of
Clinical Support, Annette Munn, Staff Educator,
HealthReach HomeCare and Hospice, 8 Highwood St.,
P.O. Box 1568, Waterville, ME 04903-1568. Phone:
(207) 873-1127. Fax: (207) 873-2059.
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July
11-17: National Therapeutic Recreation Week.

The purpose of this observance is to enhance
public awareness of therapeutic recreation pro-
grams and services and expand recreation and
leisure opportunities for people with disabilities.
Contact: National Recreation and Park Associ-
ation, 22377 Belmont Ridge Road, Ashburn, VA
20148. Phone: (800) 626-6772. Fax: (703) 858-0794.
E-mail: NTRSNRPA@aol.com. Web site: www.
nrpa.org/branches/ntrs.htm.

17-23: National Wellness Conference. This
week-long conference, held each year at the
University of Wisconsin-Stevens Point campus,
draws more than 1,500 participants from public
and private sectors, health care, and education. It
is sponsored by the National Wellness Institute.
Contact: National Wellness Institute, 1300 College
Court, P.O. Box 827, Stevens Point, WI 54481-
0827. Phone: (715) 342-2969. Fax: (715) 342-2979.

August
1-31: National Spinal Muscular Atrophy

Awareness Month. Families of Spinal Muscular
Atrophy funds research and provides information
on the disease, as well as telephone support, a
newsletter, videotape, and parent-to-parent con-
tact referrals. For a fact sheet, posters, brochure,
and videotape, contact: Families of Spinal
Muscular Atrophy, P.O. Box 196, Libertyville, IL
60048-0196. Phone: (800) 886-1762. Fax: (847) 367-
7623. E-mail: sma@interaccess.com. Web site:
www.fsma.org.  ■

CE objectives

After reading the July 1999 issue of Homecare
Education Management, CE participants will

be able to:
1. Develop training for nurses in the care of

vent-dependent patients.
2. Employ skills to communicate with non-

English speakers via interpreters.
3. Recognize the special needs of Jewish

patients.
4. Use experiences and examples to prepare

home health aides for ethical dilemmas.  ■
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