
Look to community experts to create 
a behavior management inservice
Local social services office can provide invaluable information, contacts

When teaching staff about behavior management, many agen-
cies don’t think to tap the most knowledgeable community
resources. At Pine View Home Health in Black River Falls, WI,

home health staff received input from their own educators and adminis-
trators, but they also consulted Nancy Laabs, a certified social worker
with Jackson (WI) County Health and Human Services.

Although Laabs had often worked with home health agencies in the
area, she says it was the first time she’d been asked to speak to staff on
behavior management. “This is the first time in 16 years of working I

guess I’ve ever done anything on
behaviors,” she says. “We do it every
day in our jobs, but I’ve never done a
formal presentation.”

Laabs’ presentation was part of a
larger behavior management inservice
that gave staff opportunity to role-play
and discuss behavior management
problems that come up on the job, says
Terri Hernandez, RN, BSN, administra-
tor of Pine View Home Health. Others

involved with the inservice included Dena Johnson, RN, director of
nursing, and Beth Johnson, supportive home care coordinator.

The need for such training is clear, Hernandez says, because home care
staff continually care for patients who are mentally ill, developmentally
disabled, or incompetent. She says staff do not always know when they
visit a client if there is going to be a problem in the household. Part of
their role is to be alert for indications of both physical and mental prob-
lems that may require the intervention of a nurse or a social worker.

“We consider home care providers to be an extra pair of eyes and
ears,” Hernandez says. “They aren’t only helpers who are there doing
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patient’s needs when

trying to sort out
unfamiliar behavior.



the work for [clients], but also to be aware if
someone isn’t cognizant of what’s going on
around them or if they seem extremely confused
about things.”

Laabs says it’s important for all health care
providers to think in terms of the patient’s needs
when trying to sort out unfamiliar behavior. She
presented Abraham Maslow’s famous hierarchy
of needs, which begins with basic needs such as
food and shelter and progresses to more complex
ones such as esteem and self-actualization.

“Basically, [clients’] needs are the same as ours,
but they have some different hitches because we
work with a diverse group of people,” Laabs
says. “We work with people who are develop-
mentally disabled, physically handicapped, and
frail elderly.”

Sorting out behavior

When patients’ behavior changes, staff should
ask questions that get to the root of possible prob-
lems. Are the patients in pain? Are they overstim-
ulated? Have they been through too many recent
changes? Are the tasks being asked of them too
complicated? For patients who are nonverbal, as
many developmentally disabled people are, look
to their behavior for clues.

“We look to see if this is happening with [every
aide who] goes in there, or is it just a particular
worker or a particular time of day,” Laabs says.
“We just try to figure out why that behavior is
happening and try to make changes accordingly.”

The problem, when finally uncovered, can be
hard for providers and social workers to deal
with, particularly when the client is in a protec-
tive environment with restrictions designed to
keep the person safe.

“We have a client who is a frail elderly gentle-
man. He is developmentally disabled,” Laabs says.
“We went to court for guardianship and protective
placement because he’s running out of fuel oil and
wasn’t able to take care of himself. He wasn’t eat-
ing right.”

Through the efforts of her agency and a home
health agency, a guardianship was arranged, and

the man was able to get limited services.
“But one of the things that the judge did not do

was to take his driver’s license away,” she says.
“Everyone says he shouldn’t be driving, but we
tried to go over that and look at how important it
was to him. He does drive very slowly, he hasn’t
had any accidents, and that’s just something we
have to accept, whether we agree with it or not.”

She says clients’ sexual behavior — as long as
it is with consenting adult partners — is another
area in which providers sometimes must defer to
clients’ needs. “People who are developmentally
disabled, or under guardianship, or frail elderly,
that sexual need doesn’t go away. We have to
understand and tolerate it, even though our val-
ues would say differently. Those are tough issues
for providers.

“The guidelines that we have used for years 
in human services include treating people with
dignity and respect, to consider the client like a
boss,” Laabs explains.

Hernandez says a useful segment of the inser-
vice dealt with handling power struggles in the
home, providing real-life examples and nuts-and-
bolts tips.

“We talked about strategies and problem-
solving, and also did some role-playing within
the group,” Hernandez says. “We asked that it
be a very interactive session, and asked that the
home care providers talk about how they had
felt at certain points that they themselves had a
lot of anger. 

“It often was the frustration of working with
someone who you consistently try to help by set-
ting boundaries, and how frustrating that can
sometimes be.”

She gives an example of a recent power strug-
gle involving her agency to show how a calm,
client-oriented discussion can help defuse a diffi-
cult situation. One client, who received nearly
round-the-clock care, had a history of attempting
to manipulate caregivers. When that strategy 
didn’t work, Hernandez says, she would call the
agency and request a different caregiver.

“She will say, ‘You know, our personalities
just don’t get along. I’d just prefer that she [the
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caregiver] not come out.’ Well, now she’s got a
list of six to eight people who she’s refusing to
let come into the house.”

When the client again asked for a new care-
giver, the agency instead set up a meeting with
the client, her social worker, and agency person-
nel, including the caregiver in question. The
home care provider told the client how worried
she was about the client’s safety in the home
when she was transferring the client.

“I worry that if you fall, not only will you get
hurt but it could mean that you would need to
leave your home,” the provider told the woman.
“Not only would you get hurt very badly, but I
love my job, I love what I do, and I could get
hurt, too.”

Hernandez says the meeting helped the client
understand the importance of her safety and the
safety of the workers in the home.

Although no names were revealed during the
inservice to protect clients’ confidentiality, many
staff recognized situations their peers described.
“They would recognize it and say, ‘Oh, that’s
happened to you, too? That’s how you handled
this? I thought she was just doing those things
with me,’” Hernandez says.

She says the group also talked about working
with family members and the underlying causes
of some behavior problems within families, such
as guilt about being distanced from the client.

Accentuate the positive

While it was important to allow home care
providers to vent, steps were taken to keep the
inservice from descending into a gripe session.
“We covered the material first and were very spe-
cific about how important patients’ rights are,”
Hernandez says. “In response to complaints
about clients we would say, ‘Yeah, that’s true but,
gee, how do you think you would feel if . . . .‘”

The inservice included role-playing exercises,
with those administering the training taking 
part first. “The social worker and the supportive
home care coordinator did one first, and then we
invited a couple people [from the class] in, usu-
ally with a staff member,” Hernandez says. “We
didn’t really put two home care providers [in
front of the group] on their own. We thought that
would be a little too intimidating.”

The training also provided home care workers
with a number of tips for handling patients who
are combative or belligerent:

• Clarify what you’re saying. It’s important to

make sure that both parties understand each
other and that an unintended conflict isn’t arising
from a miscommunication.

• Be aware of personal space. When a person
is acting out, it’s a good idea to keep a 1½- to 3-
foot distance. Not only is providing the client
with personal space calming, it also puts the
home care provider out of striking distance.

• Watch your body position. Even if your
words are meant to be soothing or nonjudgmen-
tal, your posture and body positions can send 
a negative message. Avoid crossing your arms,
standing with hands on hips or making direct 
eye contact, all of which can be challenging to 
an angry person. “The more an individual loses
control, the less he listens to your words and
starts paying attention to your body instead,”
Hernandez says. 

• Allow the client to vent, but set limits on
behavior. Hernandez says it’s helpful to clearly
restate rules in a calm voice: “John, I understand
that you’re very upset, but you cannot push me
like that or holler that way. If you do, I’m going
to need to call so-and-so, or I’m going to need 
to leave.”

• Ignore challenge questions that are
intended to be argumentative. For example,
some clients may say things like, “You’re only a
nursing assistant. How do you know?” or “Who
do you think you are?” Hernandez says she
advises staff to redirect the conversation to the
issue at hand. “When you answer those ques-
tions, you fuel the power struggle.”

• Above all, stay calm. Give yourself and the
client the opportunity to come up with a reason-
able agreement. Remain professional and don’t
allow anger to dictate what you say or how you
say it. “When you’re in that instance, you’re upset
and you’re worried and you’re scared, and so
things fly out of your head and you don’t know
what to do,” she says.

In some instances, it may be useful to leave the
client alone so everyone can calm down, Laabs
says. But that doesn’t mean the home care pro-
vider should simply walk out and drive away.

“We try to tell the worker first just try to leave
the room,” she says. “You’re there, but you’re not
there. Be there but be out of their face. We might
say, ‘Go outside, go on the porch for 10 or 15 min-
utes.’ You know they’re going to be OK for that
period of time. With someone with dementia, you
might come back in 10 minutes and they might
have forgotten what was going on.”

If a person becomes agitated or angry, it might
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help to bring in a family member or friend who 
is good at calming the person down, Laabs adds.

In the most severe cases, a worker who
believes she may be at risk of injury or attack
should immediately call for help from the nurse,
social worker, or even the sheriff’s department 
if necessary, she says.

A team effort for patient care

Laabs emphasized the importance of a team
approach to dealing with patients with behavior
problems. Often, patients who are developmen-
tally disabled or have dementia or mental illness
already have a social worker assigned to them.

“[Social workers] generally have scheduled
visits they make with their clients, but there may
be something in the interim that the home care
provider would see that they need to make the
social worker and the nurse aware of,” explains
Hernandez.

Laabs says communication is vital. “We want
to approach that person as consistently as possi-
ble,” she says. “Another benefit is sharing ideas.
What works for one person can oftentimes work
for another person. They just never thought
about doing it that way.”

She says she hopes the presentation made it
easier for home health staff to contact her office
directly if they have a problem or want to discuss
ideas about how to deal with a patient they’re
both helping. “I think it opens up the door for 
the care provider to call,” she says. “It’s another
resource for them.”

At a time when health workers on all fronts 
are so pressed for time, she wishes she had more
time for such joint efforts. “It’s too bad that we
don’t have more time for us as agencies working
together to sit down and take two hours and talk
about it ourselves,” Laabs says. “We maybe
should do this more on a regular basis, once a
year or something.”  ■

Give staff this guide 
to pain management
Lack of knowledge can leave patients in pain

Too often, patients with chronic pain are
undertreated because patients and health 

care professionals alike fear the possibility of
addiction, says Mary O’Donnell, RN, MHM,
consultant educator for Catholic Home Health
Services of Broward in Lauderdale Lakes, FL.

Teaching home health nurses and aides about
pain management can help them overcome those
fears and provide more consistent relief for
patients who suffer from chronic pain. O’Donnell
quotes the Department of Health and Human
Services, which notes that up to 70% of patients
with cancer in the United States do not receive
adequate pain treatment. She says that in her
experience, addiction from pain medication is
truly rare among patients with chronic pain. 

“I’ve been nursing for over 40 years, and in
that time I’ve only seen two people addicted
through their pain,” she says. “Both were back
pain, which can be excruciatingly agonizing.”

O’Donnell says all health workers, not just
nurses, should be taught about pain and its man-
agement and to be alert for signs that a patient
needs stronger intervention.

“I think everybody who recognizes somebody
who’s in pain should feel comfortable about tak-
ing that message to whoever has the power to do
something about it,” she says. “I am a hospice
person from way back, and some of my biggest
helpers, particularly in an institutional setting,
were the housekeeping staff, who would come
and tell me that somebody doesn’t seem to be
doing too well.”

In her introduction to effective pain manage-
ment, she covers the difference between acute
and chronic pain, and the concept of “total pain”
as explained by Cicely Saunders, a British physi-
cian and founder of the modern hospice move-
ment. “Total pain” considers not only the effects
of physical pain, but also other components
such as mental, psychosocial, and spiritual 
pain.

O’Donnell says it’s important that health profes-
sionals listen nonjudgmentally to their patients’
descriptions of pain. “Pain is whatever the patient
says it is, which we always seem to get hung up
on,” she says. Even when a patient is reluctant to
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discuss pain, nurses should be alert for clues that 
it is there. 

“When you find somebody, particularly in a
physical assessment, who’s telling you they’re
not in pain but when you ask them to stand up, it
is a major event. You say, ‘Wait a minute. What’s
going on here?’” O’Donnell says. “Older people
will often call their pain ‘uncomfortable.’ Uncom-
fortable doesn’t ring a bell with all of us.”

A detailed assessment of a patient’s pain — 
its history, character, intensity, how long it lasts
— is the first step. She suggests simple pain
scales that are easy for patients to understand.
One she uses is color-coded, starting with peace-
ful blues at the lower end to represent an absence
of pain, and violent orange and red at the top
end to represent excruciating pain.

“When people cannot describe their pain, they
very often can look at that chart, which is on a
scale of 1 to 10 and say, ‘That’s how I feel,’” she
says. “They can point to what that meaning is.”

Another chart, which shows faces that range
from smiling and happy to teary and upset, is
especially useful with pediatric patients.

The usefulness of pain scales comes with
repeated assessment over time, showing when
pain peaks and lessens and giving clues as to
what exacerbates or relieves it.

“The only key to pain assessment is continuous
assessment,” O’Donnell says, relating a recent con-
versation she had about a patient being treated for
pain. “I asked when [the nurse] thought she’d
reassess again and she said a week. I said that’s
not going to work. You need to be doing this in 12
or 24 or 48 hours. People don’t have time for you
to mess around with their pain management.
This is their life you’re dealing with, you know?”

Sometimes the factors that make pain worse or
better are not immediately apparent. O’Donnell
says she worked with one patient who lived at
home with his wife and four daughters. His pain
kept peaking at 3 p.m., “at a time when my per-
ception was that he should be feeling pretty 
comfortable.”

Some investigation showed that at 3 p.m. his
daughters all came home from school, loudly and
boisterously making their entrance. No one was
associating that with his pain, but it only took a
few changes — asking the girls to come in more
quietly and go to another part of the house — to
ease the situation.

“His pain at 3 o’clock started to diminish,”
O’Donnell says. “What relieved him was actually
a whole family dynamic, first of all recognizing

the pain and what was happening. He was very
sensitive to noise. 

“We looked at some behavioral things for the
kids, recognizing that children do need their own
noisy place,” O’Donnell says. “They recognized
that the house was large enough that they could
actually go somewhere and not have to be noisy
around him, which they were all happy to do.”

A patient’s pain can have a devastating effect
on family members, who don’t understand why
the pain is continuing, who may feel guilty for
not understanding it, and who may fear that the
situation will never get better.

A ladder of treatments

In her inservice, O’Donnell introduces staff 
to the World Health Organization’s pain ladder,
which guides physicians in managing pain by
introducing stronger medications step by step as
pain increases or persists. This is a description of
that three-step pain ladder:

• At the first indication of pain, doctors pre-
scribe non-opioid drugs (acetaminophen or 
nonsteroidal anti-inflammatory drugs such as
aspirin) plus adjuvant or auxiliary drugs that
help enhance the painkiller’s effectiveness.

• If pain persists or increases, a weak opioid
such as codeine can be added to the non-opioid. 

• If necessary, the painkiller can be upgraded
to a stronger opioid such as morphine, while still
administering a non-opioid drug.

It is at these higher levels of pain management
that patients worry about the possibility of addic-
tion. O’Donnell says she tries to calm those fears
by explaining the difference between a pain
patient’s use of a drug and an addict’s.

“Those people have two different goals,” she
says. “The addict has the goal of getting high, as
high as possible, while the person who’s in pain,
their only goal is to get out of that pain or to
relieve it as much as possible. [A pain patient’s]
incremental dosages in taking more pain medica-
tion are usually very, very slow. They take these
very long, shallow steps upwards. Whereas the
addict will generally have a very sharp sort of
step up, up, up, as he or she becomes addicted.
You’ll see a totally different pattern.”

One key to keeping control of pain management
is to continually reassess, using pain scales, so that
patient, family, and nurse all know how the pain is
being affected by medication. O’Donnell stresses
that medication for chronic pain should be given
as antibiotics are, around the clock, so its effects
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are not given a chance to wear off and subject the
patient to more pain.

“People should not have to wait for their pain
medication; they shouldn’t have to ask for it
when they’re in severe pain,” she says. “Once it’s
worn off and that person is back in pain again,
you have a whole lot of issues. You’ve encour-
aged the person perhaps to think they can get out
of pain, and if they’re not adequately medicated,
they go back into pain, and then they really lose
that trust level.”

She describes a common scenario that occurs
when medication isn’t allowed to work continu-
ously. “Somebody hasn’t been sleeping soundly
for weeks. They get out of their pain, they start to
sleep, and at two o’clock in the morning, when
their medication is due, they’re not given it —
‘We didn’t want to disturb him.’ At 6 o’clock or 7
o’clock in the morning, they wake up and they’re
in agony and the reason is they weren’t woken
up at 2 o’clock to be given their pain medication.”

Getting on schedule

Nurses must set up a system of documenting
medication so families can chart when drugs are
given and what the pain scale was throughout the
day and night. “You get a 24-hour-a-day picture of
how much is being given, how it’s affecting sleep,
so you can have a look and see what has happened
in the previous 48 hours to a week,” she says.

After the first 72 hours, in which medication
must be given strictly on schedule, a more forgiv-
ing schedule can be worked out that doesn’t
require family members to get up in the middle
of the night to administer medication.

“A family that is tired out is an irritable, not-
coping-very-well family,” O’Donnell says. 

It’s important that families know they can call 
to ask questions, particularly at the beginning of a
pain management regimen. “If you’re starting this
on a Friday, you really need to ask the on-call peo-
ple to see that this is happening over the week-
end,” she says. “That’s when you have the most
questions. Very often, we all need repetition [of
instructions]. When somebody’s in a lot of pain,
they’re not hearing too well, and if the family is
very anxious, they’re not hearing too well, either.”

If they’re in doubt, they’re likely to give less
rather than more medication, she says.

Intramuscular administration of medication
isn’t always the best route to take, O’Donnell
warns, particularly if someone has been ill for
some time and is quite thin. “There’s not much

muscle, it hurts going in, and you’re liable to get
a necrotic area there, eventually,” she says.
“Every nurse has seen an area where the material
you’ve put in just oozes back out, so you have no
effect at all.”

She advises giving pain medication by mouth,
when possible, and rectally. “I don’t think we use
rectal medications as much as we could,” she
explains. “You’ve got this nice big blood supply
down in the anal area that’s going to take it right
back into the system very rapidly; absorption
happens very rapidly.”

Because constipation is a common side effect 
of opioid use, medication to treat that symptom
should be given from the start, O’Donnell says.

She prefers Senekot to other laxatives and, as a
general rule, suggests one Senokot per 15 mg of
morphine. But she also asks patients what has
worked for them in the past, and increases that
treatment to a point where bowel movements are
at a frequency the patient is used to.

“You’ve got a lot of people who don’t have 
regular bowel movements for four to five days;
that’s their norm,” O’Donnell says. “But if that
gets out of hand with the pain medication, you
really do have the possibility of impaction.”

Other side effects often seen with medication
include drowsiness in the first 72 hours, nausea,
and a decrease in vital signs.

While pain is being treated with medication,
O’Donnell also suggests adjunctive therapies such
as relaxation exercises, massage therapy, gentle
exercise, balanced nutrition, and music therapy.
The type of music that works for one patient may
be totally different from the type that works for
another, she says.

“It’s a matter of finding out what they like,”
she says. “For the last 20 years, I’ve worked with
people with HIV and AIDS. Their music will be
very different from mine, but I also found it
worked great with them. It was whatever they
needed. Not just soothing classical, but maybe
very stimulating music.”

These adjunctive therapies “aren’t going to
take their pain away, but it’s probably going to
make them feel a whole lot better.”  ■
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These tips can aid nurses
in medication monitoring
Helping elderly patients manage medications

The role of home health nurses in monitoring
medications for elderly patients is a complex

one. Nurses must have a basic understanding of
the physiological effects of drugs and how those
drugs interact with each other. But that’s just the
beginning, says Helen Poole, BSN, MPH, presi-
dent of HK Poole & Associates in Cary, NC.

They must be watchdogs for patients who
may juggle multiple medications from a variety
of doctors. Often, they must be diplomats, find-
ing ways to advocate for the patient’s well-
being with physicians and with the patients
themselves.

“As home health nurses, we really have a big
advocacy role to play on behalf of our patients
because most internal medicine and general prac-

titioner/family
practice people 
are not geriatric-
trained,” Poole
says. “They don’t
tend to think about
the whole picture
of the patient. 
As home health
nurses, we’re very

good at that. We see the person in their home
environment, and we see all the things that are
going on and that physician doesn’t.”

Training home health staff to be alert to prob-
lems of overmedication and cross-reactions can
make the difference in a senior who is alert and
active and one who is hobbled by medications
that are supposed to help, Poole says.

As an example, she describes one elderly
woman formerly in her care who was taking 15
different drugs. “This lady was not in very good
shape,” she says. “I felt like it was way too many
medications.” The woman finally saw a physician
who put her in an institution for two weeks, to
wean her off of her medications.

“She walked out the door a different person
with four medicines,” Poole says. “The other doc-
tor was treating symptom after symptom, and the
second physician was looking at the whole pic-
ture — what was really necessary for an 85-year-
old lady.”

When taking on a patient, the nurse can be
hampered by lack of knowledge of what a patient
is actually taking because the referring physician
may not know about medications prescribed by
other doctors.

“A patient can go from one doctor to another
doctor, or they may have an orthopedic doctor
because of their arthritis or they’ve had knee
surgery, and they also may have their internal
medicine doctor,” Poole says. “None of those
doctors may know what’s going on, and they
may prescribe other things.”

Check the medicine cabinet

When taking on a patient, she says it’s impor-
tant for a nurse to do a comprehensive check of
all the medications a person is taking. That
begins with verifying what the patient’s physi-
cians have prescribed. Ask the patient for the
names of any doctors he or she is seeing and any
drugs currently prescribed. Check with all of
those physicians to make sure they all know all 
of the medicines the patient is taking.

Poole advises that a health worker check the
patient’s home to see if there are other medica-
tions present. “If the nurse doesn’t feel comfort-
able, then I encourage the nurse to ask family
members to do what I call ‘search and seizure,’”
she says. “What happens with a lot of these older
folks is that they are hoarders. They hide medica-
tion that they’ve been on before. It’s probably
expired and maybe has no effect anymore, but it
may, and that effect plus something new may be
the thing that’s keeping them zonked out.”

She says someone should check pocketbooks,
bedside stands, and medicine cabinets and get 
rid of any expired medications. Over-the-counter
medicines should go as well.

“People will go in and get things over the
counter until they’ve got all kinds of stuff that
they’re taking that nobody knows about,” she
says. “It’s really a cleaning out process until you
know that [current prescriptions] are the only
things you need in the house.”

When discussing medications with physicians,
nurses shouldn’t look just at how many drugs a
patient is taking, but at when and how they’re
being taken. For example, if one drug is taken at a
different time of day than all of the others, it may
be possible for the physician to change the sched-
ule so they all may be taken at once.

A master list of medications is a useful tool for
all of the patient’s caregivers, Poole says. She lists
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the drugs and tapes a sample of each to the sheet,
in case the pills are spilled and mixed up.

There are myriad tips that nurses use to help
patients remember to take their pills. Pill boxes
with individual compartments for each day’s
dose are fine, Poole says, but have their limita-
tions. “The pill box is only as good as somebody
lifting the little lid and taking the pill out,” she
says. “It assures, hopefully, the right dosage for
that patient, but what’s going to remind a patient
who may have a slight dementia to remember?”

Poole says one nurse came up with a memory
device to help a patient who always watched a
soap opera at the same time every day. “What
she told her to do is to take the pill when Oprah
Winfrey [a show that follows the soap] comes
on.”

Respect your patients

If a nurse suspects that a patient isn’t taking
medication as needed, it may be necessary to
count pills or use some other method to verify
what’s being taken. When a problem is discov-
ered, Poole says it’s important to discover the
root cause, whether it’s forgetfulness, a patient
not believing the pills are needed, or some deeper
problem such as financial constraints.

Poole says affordability is a big issue with
seniors, many of whom are on fixed incomes
and dealing with health plans that may not pay
much toward prescriptions. “These folks who
are 75 to 80 years old, who’ve lived through the
Depression, have a lot of pride. Saying to some-
body that they’re not able to pay for [medica-
tions] is a big deal. It’s important to them not 
to take handouts from people.”

A nurse needs to approach the issue cautiously,
respecting the patient’s feelings. “You have to
develop trust over time, and hopefully you can
sit down and have a discussion and try to say, ‘Is
there a reason if you’re out of these that you’re
not going to get them?’ It’s a sensitive issue, and
is somebody going to reveal that if they don’t feel
comfortable?”  ■

Teaching staff Y2K plans
can allay year-end fears 
Home health agencies face special challenges

These days, when you ask people about their
plans for Jan. 1, 2000, you’re less likely to hear

about New Year’s Eve parties and more likely to
hear about computer checks and alternate power
sources.

Concerns about a year 2000 (Y2K) glitch have
permeated the business world, with many com-
panies designing Y2K plans as a backup in case
computer systems fail. Home health agencies face
special challenges when preparing for the possibil-
ity of shutdowns at work and in clients’ homes.
Because of the independence of workers in the
field, it’s important that they understand what
could go wrong and what the agency’s planned
backup systems are, says Debbie Lawson, RN,
BSN, director of Our Lady of the Way Home
Health in Martin, KY.

Lawson created an inservice detailing the
agency’s plans in case of disruptions caused by
Y2K. “Each of the employees had to be informed
of the processes so they would have some idea 
of what to expect if this had to be implemented.”
Including employees from the beginning also
allows them to give feedback that can make the
Y2K contingency plan stronger, she says.

Beat the Y2K clock

The roots of the Y2K problem go back decades,
to a time when computer memory was more lim-
ited than it is today. To save space, programmers
would write dates with two-digit years: “99” for
1999, for example. Now, the fear is that systems
will fail when older computers read “00” as 1900
instead of 2000.

Analysts warn that the problem could affect
banks, utilities, and other essential services, and
programmers are racing to beat the clock to make
individual companies Y2K compliant. At Our
Lady of the Way Hospital, managers sat down to
look at how departments, including Our Lady of
the Way Home Health, might be affected by Y2K
problems, Lawson says. “We got together as
department managers and discussed the interde-
partmental processes we had to address,” she says. 

As part of that process, she looked at all of 
the home health agency’s core processes — from
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supplies and fuel to power and communication
— gauging how each interacted with other hos-
pital functions and with the community.

“We’re brand new agency; we just opened in
January of this year,” Lawson says. “We’re all
kind of new to everything, and there are a lot of
core processes we haven’t had to worry about
that other agencies would.”

Ultimately, the plan may never be needed.
Already, she says, some key dates with Y2K
implications have come and gone without any
problems. But a comprehensive plan ensures 
that nothing takes you by surprise.

Focusing on core processes

Lawson covers these areas when training
employees to cope with potential Y2K problems: 

1. Utilities. She says the assumption is that the
home health agency will be able to work out of its
offices unless a utility failure makes it impossible.
“We need electricity for the lights, the phones,
computers,” she says. “Obviously, this is a win-
tertime issue. We’re in Kentucky; we’re going to
have to have heat.”

Lawson has accessed the Web site of her local
power utility and read its assurances that it is
Y2K compliant and that no widespread power
interruptions are expected on Jan. 1. However, if
power is lost, she has identified an alternate place
out of which her office can operate — an admin-
istrative conference room in the hospital. The
hospital recently purchased a new, Y2K-compli-
ant backup generator.

Lawson says employees know that if the base
of operations is changed, she will post a sign at
the agency letting them know where to go. Work
will be prioritized to focus on essential patient
care needs.

2. Fuel. Part of meeting those essential needs
requires employees to drive to patients’ homes.
Because of concerns about whether gas pumps
will be able to operate, Lawson is instructing 
her employees to fill the tanks in their own 
vehicles just before the New Year. She also will
make sure that any company vehicles have full
tanks.

“I’m contacting local service stations, asking if
they’re Y2K compliant,” she says. “I know there’s
a gas station near where I’m living where the per-
son isn’t addressing the issue. They don’t see it as
a problem.”

3. Personal communications. This doesn’t just
include voice communications such as phones,
but also faxes and any electronic documentation
systems. Currently, the company uses manual
documentation, but Lawson expects to have
point-of-care devices by the end of the year; the
hospital already uses them.

In some agencies, which have used point-of-
care devices for some time, employees may have
to be instructed how to document care manually,
but Lawson doesn’t think it will be a problem for
her staff because they already know how to do
manual documentation.

Still, a breakdown in phone communications
could wreak havoc at the agency. “We won’t have
phones, faxes, maybe computers won’t work,”
she says. “We won’t be able to contact people. We
won’t be able to obtain MD orders if we needed
to or contact the staff. Staff wouldn’t be able to
report safety issues in the home.”

Staff are instructed that they will revert to cell
phones if land lines don’t work. If cell phones
won’t function, Lawson says her staff will revert
to person-to person contact. “That’s where hav-
ing extra gas in vehicles is going to come in
handy,” she says. “But also we’re going to ask
staff to ride together in their vehicles. So if a
safety issue comes up, you’re going to have two
people together.”

She says nurses can travel to most area physi-
cians if there is a problem, and backup physicians
always are available at the hospital in case of an
emergency.

4. Information processes. The agency’s com-
puter system is brand new, as is the system used
by the hospital, so all are believed to be Y2K com-
pliant. Still, employees will be ready to document
everything manually if necessary. 

5. Supplies. Lawson already has begun survey-
ing durable medical equipment suppliers in her
area, asking for each company’s Y2K plan. “I’ve
actually had a 50% return [on her survey],” she
says. “A lot of them told me, ‘Well, we don’t have
oxygen concentrators, we don’t have anything
with computers in them, we don’t have to worry
about that.’”

After she pointed out the potential problems,
many asked for a copy of her plan. She also is
dealing with the materials management depart-
ment in the hospital and the pharmacy to discuss
how to keep track of medications and special
supply needs as Jan. 1 looms.
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She tells staff to ask about supplies and equip-
ment when they assess clients. “We recently admit-
ted a patient with a pacemaker, and I told the
nurse to make sure to ask if it is Y2K-compliant.”

6. Patient education. Upon admission, each
patient at Our Lady of the Way Home Health
receives “Y2K: What You Should Know,” a pam-
phlet by the American Red Cross that explains
some of the potential problems. In addition, the
Red Cross puts out a disaster supply kit geared
for natural disasters such as tornadoes and
floods. 

Although Lawson says patients generally
haven’t been asking about the problem, many
have family members who are well aware of the
issue.

Troubleshooting: Ask ‘What if?’

Luckily for Lawson, some issues such as
billing and payroll are handled through the 
hospital. But if they weren’t, she would have 
to break down each of those processes as well,
looking at possible breakdowns and coming 
up with contingencies.

In training her staff, Lawson laid out every
detail of the Y2K plan. Information brought up at
employee brainstorming sessions can help refine
a plan.

“I go through each little process — the
assumptions, the what-if scenarios, the inter-
dependencies, the implementation mode, the
expected resources,” she says. “Your staff can
give you a lot of information; they can bring 
up a lot of things you didn’t think of.”

The training can be an outgrowth of existing
training already in place for natural disasters. 
In deciding which areas to cover, Lawson rec-
ommends staying focused on an agency’s core
processes. 

“You can’t cover everything,” she explains.
“You have to focus on the actual processes that
are going to enable you to continue providing
patient care. Identify those, focus on them with
your employees.”  ■

Festival educates, 
recognizes aides’ work
Agency uses pizza, Elvis in mandatory training

Faced with the challenge of keeping more than
900 home health aides in 14 offices up-to-date

on mandatory inservice hours, Interim Health
Care of the Eastern Carolinas in Jacksonville, NC,
takes a fun, creative approach that combines train-
ing with recognition of the aides’ valuable work.

The benefits, says nursing educator Suzanne
McCabe, RN, are twofold: greater retention of
employees and less end-of-year scrambling to get
training done. “It takes a lot of preparation, but the
payoff is wonderful,” she says. “Our retention and
our [inservice] hours have improved as a result.”

Previously, the agency would bring aides into
the individual branch offices for necessary inser-
vices and would hold recognition events in indi-
vidual offices as well. “It was repetitious,” she
says. “It was difficult to get them in — boring and
too monotonous. And retention was an issue, as it
is for any home care agency right now.”

The process created problems as staff rushed to
get in the necessary inservice hours in December.
“It takes up too much professional time to pull
people in in December,” she says. “Everybody’s
just too busy with Christmas.”

Interim’s solution is a biannual, all-day “nurse
aide festival of education and appreciation,” built
around a teaching theme and featuring aide rec-
ognition between inservices. Two similar events
are held simultaneously, one for the agency’s
Wilmington region and one for the Fayetteville
region. Each is held off-site at a large facility such
as a National Guard armory and is set up with
booths and a lunch area, with food provided by
the agency. Participating aides receive an admis-
sion ticket that also serves as documentation,
with nurses signing the ticket as aides progress
through the inservices.

A master of ceremonies blows a whistle to 
start and stop inservice sessions. Throughout the
event, the agency raffles off gifts for the aides —
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including coffee mugs, key chains, a full uniform,
and a company cardigan — and exemplary per-
formance is honored between sessions.

After 14 years of recognizing staff in small
office ceremonies and the company newsletter,
McCabe says, it was time for a change. “This is
more franchisewide,” she says. “Our president,
regional managers, and our vice president for
programs are present. It’s more of a big deal for
them to have all of that administrative staff pre-
sent. And to be recognized among your peers is
always the most beneficial.” 

For the autumn session, the theme is “Interim
Goes Retro, ‘50s in the Fall.” It features nurses
and administrators wearing poodle skirts and
bobby socks, a DJ spinning ‘50s tunes, and a list
of appropriately titled inservices, including these:

• “Remember When: The Good Old Days,” on
Alzheimer’s disease education.

• “My Patient’s Name is Elvis,” about profes-
sionalism and patient confidentiality.

• “As Time Goes By,” which covers HIV and
AIDS and mandatory universal precautions. 

• “Beauty School Dropout,” an inservice on
dress codes and professional appearance. As 
part of this inservice, the agency will raffle off a
makeover.

• “The Twist,” a back injury prevention session.
• “Blue Moon,” a mandatory environmental

safety program. 
• “The Sock Hop,” a session on diabetic foot

care. It is not mandatory but helps aides make up
their required 12 hours of education.

• “The Drive-in,” a training video session. 
The company’s president will appear during

lunch costumed as Elvis. “We try to have a lot of
fun while we’re doing it,” McCabe says.

In March, Interim held its first such program,
themed for spring and featuring McCabe dressed
as a bumblebee. Booths included “Fishin’ for
Nutrition”; “Sneeze If You Please,” covering envi-
ronmental allergies; “Falls and Calls,” about fall
prevention and occurrence reporting; and “The
Gift to Lift,” which incorporated representatives
from a durable medical equipment company
demonstrating use of a Hoyer lift.

Although the booths are themed, information
presented is straightforward and can be reused.
McCabe says her goal is to feature a different
theme for each program. She originally intended
to hold three a year but has cut it to two because
of the preparation involved.

“I do a lot of driving now in our franchise, so 
I spend a lot of time in the car trying to think of

themes,” she says. “Fortunately, I have that kind
of mind, because I have to come up with all the
booth names.”

Aides aren’t the only ones recognized by the
training. During the session, participants are asked
to judge which booths are most creative and infor-
mative, and those nurses are awarded trophies. “I
like to reward the professional staff for volunteer-
ing and taking the time out of their busy sched-
ule,” McCabe says. Well before the inservices, she
reviews their outlines to ensure the instructional
information is complete and correct.

She says there are challenges to pulling off
such an event, especially for the crowds she must
deal with. Before the first festival in March, it was
hard to get professional staff to volunteer to help,
because they weren’t sure what it would entail. 

“Once it was over, I had nurses wanting to sign
up for the next festival,” she says. “I think this
time it will be easier because they’ve already
been through one.”

She says it’s important to get RSVPs from par-
ticipating aides in order to plan for the amount of
food needed, as well as handouts and other infor-
mation. Reminders are sent to the aides in pay-
roll-stuffers that include the location of the sites,
directions, and hours of operation.

McCabe’s also getting the hang of feeding such 
a large group. In March, she chose six-foot subs 
but spent several hours driving to and from the
place offering the best deal. This time, she’s serving
pizza, which can be coordinated with companies 
in different cities more easily and economically.

Although the expenses can mount for such an
operation, McCabe says it ends up costing the
agency about $2 to $3 per aide, an expenditure
she sees as economical. “Yes, it costs money, but
when we look back on what we accomplished, as
far as the inservice hours, it’s not bad,” she says.

Just as important has been the response of the
aides, who praise the creativity of the inservice
and the opportunity to be recognized in front of
their peers. “In addition to voting for the most cre-
ative and the most informative booth, [aides] are
asked, ‘Would you return to another nurse aide
festival?’ I would say 98% said yes,” she says.  ■
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New JCAHO manual available

Strategies for Successful JCAHO Homecare Accred-
itation 1999-2000 is a step-by-step guide to 

compliance with the Joint Commission on the
Accreditation of Healthcare Organizations’ 1999-
2000 standards. With your purchase, you can
receive 25 nursing continuing education credits
free and buy unlimited additional CE programs
for just $40 each. Call (800) 688-2421.  ■

CE objectives

After reading the October 1999 Homecare
Education Management, continuing education

participants will be able to:
1. Employ local experts to teach staff about

behavior management.
2. Create an introduction to pain management

for home health staff.
3. Develop training in medication monitoring

for nurses.
4. Create Y2K contingency training that meets

the special needs of home health staff.
5. Organize a fun, creative approach to inser-

vices that recognizes home health aides’ work.  ■
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