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No crystal ball needed:
Current issues will shape
future of patient education
Look for community allies to help teach

Patient education managers don’t need a crys-
tal ball to see into the future, because many of
the issues they are beginning to struggle with

now are escalating and will therefore shape the
future, say the experts.

As health care facilities continue to drown in red-
ink services that aren’t generating revenue, services
are being cut, such as wellness programs, says Karen
Stallings, RN, MEd, associate director of the North
Carolina Area Health Education Centers Program at
the University of North Carolina at Chapel Hill.

With the continuing decline in resources, patient
education managers must be efficient in their job
and focus on outcomes that are rooted in the place
where they work, says Leah Kinnaird, EdD, RN, a
consultant with Creative HealthCare Management
in Minneapolis. It isn’t so much about helping peo-
ple stay healthy in general, but keeping them out of
the hospital. When designing a program ask: “What
is the benefit to the organization, rather than what is
the benefit to society?” she advises.

What’s needed to help meet the budget crisis are
more mechanisms for reimbursement for patient
education as a part of regular health care, says
Donna Flavo, PhD, RN, coordinator of rehabilita-
tion counseling at the Rehabilitation Institute at
Southern Illinois University in Carbondale. This
will happen only if patient education managers set



up systems to collect data that prove their pro-
grams work.

It’s not enough when patients say they like the
program; administrators want to know if the teach-
ing decreased the hospital stay or benefited the
institution in some other way. “Reimbursement 
for diabetic patient education came about because
people were able to show decreased morbidity in
people who were better educated,” says Flavo.

Finding funds will be paramount

Patient education managers will be put in a
position to try to find money to subsidize their
patient education programs, whether through
grants or some other means, predicts Sandra
Cornett, RN, PhD, program manager for con-
sumer health education at The Ohio State
University Medical Center in Columbus.

While hospitals still will provide the needed
information following a procedure, much of
patient education will be done in a community
setting, says Patricia A. Mathews, RN, MA,
FHCE, president of Mathews Associates, a con-
sulting firm in Chambersburg, PA. “The job of
patient education coordinators within health care
systems will be to provide technical support, to
provide resources, and to coordinate making sure
people are connected,” she explains.

For example, the patient education coordinator
would find out if the patient belongs to a church
with a Parish nurse program that might help him
or her manage their chronic health problem. There
are many community-based disease prevention
and disease management programs, such as a
pediatric asthma program implemented through
school systems, or the Parish nurse programs in
churches that teach people how to manage dia-
betes and other health problems.

In addition, payers are beginning to shift some
of the cost back to the patient, says Mathews.
Therefore, patient education managers will need
to help patients make informed decisions. “There
will be more questions to be answered because
patients will want to make the right choice. Cost
will be a factor in those decisions, so people will
need more guidance so cost won’t be the decid-
ing factor,” explains Mathews.

Unfortunately, as money becomes tighter, com-
munity outreach programs aimed at high-risk
groups often are discontinued. In turn, these
patients begin to use the emergency department
(ED) as their primary source of care. “We had
great hopes with the onset of managed care that
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there would be incentives to creating alternative
sources of health care to keep people out of the
ED, but we are now seeing folks back again,”
says Stallings.

For the ED, that means more emphasis needs to
be placed on the discharge planning needs of the
patients with chronic health problems who don’t
manage their disease well at home, she explains.

Effective teaching essential

Too much to teach in too little time has been a
common complaint for a long time as the length of
hospital stays has plummeted. Now with a nurs-
ing shortage, the problem is more severe. “Nurses
are the best-prepared providers of patient educa-
tion across the board, and with the nursing short-
ages we are staffing fewer RNs per patient,” says
Stallings. As a result, staff development is essen-
tial. Staff need continuing education not only on
teaching approaches, but also current information
about chronic illnesses or new drugs, she says.

Research shows that patient education is effec-
tive when patient and practitioner interact in a
one-to-one relationship working in a partnership,
says Flavo. “The reason we do patient education
is to help patients incorporate the recommenda-
tions into their life to benefit their health. Just get-
ting people information doesn’t do that,” she
says. Therefore, as time for teaching in both the
inpatient and outpatient setting continues to
shrink, staff education becomes more and more
important.

In one study Flavo conducted, she looked at
how much time physicians spent on patient edu-
cation when they were with patients. What she
found was that their delivery of education was
inefficient. “If they know how to do it in an effi-
cient and effective way, they would cut down on
the amount of time they had to spend with the
patient,” she says.

While there’s less time for teaching patients,
there’s also less time for teaching staff, says
Cornett. To remedy this situation, patient educa-
tion should be a part of clinical care inservices
and other ongoing staff education initiatives, she
advises. “It would support our belief system that
patient education is an integral part of patient
care,” says Cornett. Also, more staff education
programs need to go on-line. Health care profes-
sionals could be given a password to access the
curriculum, complete the work at home, and
receive credit, she says.

Computers already impact patient education in

several ways. People who are computer-savvy and
have access to the Internet are getting a lot of the
health care information they need. Due to com-
puter technology, the nature of the questions fami-
lies are bringing to the nurses who staff the health
library at Phoenix Children’s Hospital has changed
dramatically in recent years.

“They are bringing in harder questions because
they are getting the easy answers themselves. The
questions are difficult to research outside the
medical literature,” says Fran London, MS, RN, a
health education specialist at the hospital. (For
more information on how technology is shaping
patient education, see article on p. 53.)

Helping patients decipher all the information
they gather through the Internet and media will 
be a bigger and bigger role for patient education
managers, says Mathews. “They will do less
development of informational pieces and more
interpretation of what’s out there and helping peo-
ple figure out what is helpful to them,” she says.

This role will be particularly beneficial as scien-
tific research uncovers new medical information
such as the genes that make a person susceptible
to a particular type of cancer. The psychological
aspects of screening will be significant, says
Stallings. She sees the need for advance practice
nurses to help people with genetic risk assess-
ments, prevention, and treatment strategies.

People who have a predisposition to a particu-
lar disease will need help deciding what it means
to them and what they should do about it if any-
thing, says Flavo. Advances in medicine could
bring about the need for intense patient educa-
tion programs just as the ability to do heart and
lung transplants did several years ago, she says.

Scientific advances can cause moral dilemmas
as well. “I think there will be many more ethical
questions patient education coordinators are
going to help people navigate. We already have
selective abortion, stem cell testing, and conceiv-
ing a child to be a bone marrow donor,” says
Mathews.

Patient education needs not only are changing
due to scientific and technological advances, they
are being altered by population changes as well.
Health care providers are treating people from
diverse cultural backgrounds, and the diversity is
increasing. Patient education managers will need
to continue to develop educational materials in
other languages and help staff learn as much as
they can about the cultures they serve. However,
that is not enough, says Stallings.

“Almost family by family, our culture, and
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beliefs affect the way we learn and the way we
practice health behavior; so what we need are
providers who are open to learning from their
patients,” adds Stallings. (For more information
on breaking down cultural barriers to patient
education, see article on p. 57.)

The elderly population also is on the rise, and
as the baby boomers age, new retirement commu-
nities are springing up that include assisted liv-
ing arrangements. “There is a real opportunity to
improve the delivery of patient education by
thinking of the health care team in a bigger way
than before,” says Stallings.

In addition, the sheer numbers of people,
especially in metropolitan areas, are sure to
have an impact on health care, says Kinnaird.
As it becomes more and more difficult to get 
an appointment with a physician, education on
the appropriate use of the health care system
becomes more relevant. Right now, there are
informal triage systems in place such as “Ask a
Nurse,” but in the future, those systems may be
formalized, says Kinnaird.

The mobility of the world’s population also is
impacting patient education. “Some of the health
problems that other countries experience, we
never really thought we would have to deal with,
but in this age when people are so mobile, any-
thing can be anywhere,” says Flavo. A good exam-
ple is tuberculosis, which Americans thought they
had under control, she adds.

Another health threat that is on the horizon
due to the shrinking travel time is bioterrorism.
Most health care facilities are preparing for the
possibility of such an attack, and part of the
preparation is to anticipate the information needs
of the public, says Stallings. This might include
discharge instructions with isolation procedures,
emotional support systems, and providing accu-
rate information quickly.

“Health care agencies would need to do public
information announcements as well as teaching
with patients and families. They would need to
be prepared to do group teaching if lots of people
needed to be taught,” she says.

Left behind

As patient education managers prepare for
the future by embracing technology and the
opportunities it provides to improve teaching,
London worries that patients who don’t have
access to computers will be left behind. More
needs to be done to educate low-literacy

patients, not less, she contends.
“People who can’t fend for themselves in the

health care system will have a harder time. We
don’t have the resources, the time, or the tools to
teach them as effectively as we do the people who
are educated or are resourceful,” says London.

The health literacy problem is growing, agrees
Cornett. Patient education managers should not
only look to technology as a means for distributing
health information but other venues as well. “We
need to continue to provide learning materials in a
way that people can understand,” she says.

Many people are overwhelmed by the language
of medicine; therefore, an advocate system similar
to the interpreter setup in many health care facili-
ties might work well, says Kinnaird. “I would like
to think people in the hospital could ask for that
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service. Someone would be available to help them
phrase their questions when the doctor is in their
room,” she says.  ■

Technology a proven asset
for future education
Education in the hospital and at home

Technology has made an impact on patient
education in many ways. It has improved

teaching, because staff have quicker access to
educational resources. At many institutions, they
can pull teaching materials off the intranet and
find answers to health-related questions via the
Internet, not only from web sites, but also by
signing up for a listserv that focuses on their
particular professional need.

“On a lot of different levels staff have better
access to resources because of technology,” says
Louise Villejo, MPH, CHES, director of patient
education at MD Anderson Cancer Center in
Houston. (For information on distributing edu-
cational materials on-line see article on p. 55.)

Technology provides more of a choice for dis-
tributing patient health information and also
makes it possible for patients to obtain the infor-
mation they need at the time they need it. MD
Anderson has video on demand within the hospi-
tal so patients can review educational materials at
their convenience. However, in the future, these
same videos can be available on the Internet
through streaming video so patients can refresh
their memory at home.

Right now, staff at MD Anderson are working
to put curriculum on-line for patients so they can
view a PowerPoint presentation or video stream
about their treatment, such as chemotherapy, on
their home computer. Another project will make
it possible for patients to access specific clinical
information and education that pertains to them.

“That is where we are going. We will be more
and more specific to the particular patient’s needs
on the Internet and not just throw information
out there,” says Villejo. In that way, patients
might put their vital signs in their secured web
page that would trigger an alert to the doctor; or
if the dietitian needed to give advice on what
foods to eat to build calorie consumption, he or
she could do so. (Learn how the Internet can be
used to educate teens in article on p. 56.)

With the hospital stay becoming shorter and
shorter and many procedures being done in out-
patient clinics, technology can help educators
reinforce teaching. Currently, many facilities
send patients home with a video that provides
the opportunity for them to review the skill they
need, but the same information can be put on
the Internet.

Also, health information could be made avail-
able in more convenient consumer locations, such
as video rental shops. MD Anderson is working
with Blockbuster Video to put information about
breast cancer on videos that could be rented from
its stores nationwide. “We keep having to think
about ways to get information to people when
they are home because they are with us for such a
short period of time,” says Villejo. (To learn how
to distribute information via CD-ROMs, see
article on p. 54.)

Guiding the informed patient

While technology has enhanced patient educa-
tion, it has also created an additional challenge 
for patient education managers: How to meet the
needs of the informed patient. Now, when patients
gather information on their own, patient education
managers must create ways to ensure the informa-
tion seeker is not misguided.

MD Anderson offers a class titled “Discover
the Internet,” which teaches people to evaluate
health information they find on the Internet so
they know how to find quality web sites. The
education department also assembled a packet
of information that helps people learn how to
decipher the scientific articles they find on the
Internet. “It provides a good overview of things
to look for,” explains Villejo.

In addition, staff at the learning center book-
mark web sites to aid patients in finding quality
materials. The center also has a “pathfinder”
sheet for several topics, such as prostate cancer,
that lists videos, books, and appropriate web sites
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For more information about how to use technology to
shape patient education, contact:
• Louise Villejo, MPH, CHES, Director of Patient

Education, MD Anderson Cancer Center, 1515
Holcombe, Box 21, Houston, TX 77030. Telephone:
(713) 792-7128. E-mail: lvillejo@mail.mdanderson.
org.
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on that particular topic. “It is something to help
people find their way around if they are high-
information seekers and want more information,”
says Villejo.  ■

Topic loaded with info? Try
giving patients a CD-ROM
Bright future ahead for teaching tool

Physicians at Memorial Sloan-Kettering Cancer
Center in New York City routinely offer their

patients a computer CD-ROM that covers the type
of cancer they have — whether colorectal, ovarian,
breast, soft-tissue sarcoma, or lung. Nurses also ask
patients to review portions of the CD-ROMs dur-
ing their office visit while they wait for the physi-
cian. The CD-ROMs cost about $2 each, not much
more than a pamphlet, but they are encyclopedic.

Therefore, each CD-ROM has information on
basic cell biology and how cancer starts, on the
staging and grading systems of cancers, treat-
ment options, resources patients can access, and
on survivorship. In that way, if patients want
the information, they can access it. “Even if 5%
of patients want to look at a topic, we can put it
into a CD-ROM, whereas we could never put it
into a booklet,” says Patricia Agre, EdD, RN,
director of patient and family education at
Memorial Sloan-Kettering.

Agre found that patients want lots of informa-
tion about their cancer if it is given to them in a
way that they can understand. To determine what
topics to include, she surveyed lung cancer sur-
vivors and found that they were even interested
in learning about cell biology.

The ability to provide detailed information is
only one benefit of using a CD-ROM. “Patients
now come in with 150 pages downloaded from
the Internet. My problem with that is a lot of it is
garbage. Our CD-ROM, I trust,” says Agre.

Deciding when and how to make the CD-
ROMs available to patients has been difficult. At
first, patients were invited to review them while
waiting for their scheduled appointment, and
computers were placed in every waiting room.
However, patients would not access the informa-
tion at that time either because they were anx-
ious, distracted, in a hurry, or in pain. The health
care facility even had someone go to the waiting

rooms and try to interest the patients in viewing
the CD-ROM. That’s when the institution began
giving the CD-ROM to patients when they came
for their first medical visit with a physician.

Learning how to distribute

Just as Agre conducted research to determine
what information to include in the CD-ROM and
had patients evaluate them once they were com-
pleted, she plans to apply for grants to research
the timing for distribution. “We have asked
patients when they would like to receive a CD-
ROM, and they say as soon as they are diag-
nosed; but often, they come to us after they have
seen lots of other doctors,” says Agre.

To help people access the information more
quickly, all the CD-ROMs produced by Memorial
Sloan-Kettering are being put on the Internet. In
addition to specific cancers, they cover treatment
options such as chemotherapy, and symptom
management, such as pain, nausea, and vomiting.
The only problem with the transfer is that multi-
media sometimes is slow to load. “We may take
out the media and just put the content in using
text and maybe some still illustrations. We are
trying both,” says Agre.

Most institutions can create CD-ROMs as edu-
cational tools. “You need money and most phar-
maceutical companies will give you money. You
create what you can create given the amount of
money you are given,” says Agre. An outside
agency must be brought into the process for
computer programming.

It is an option that should be tried, and Agre
sees a bright future for the teaching tool. CD-
ROMs can greatly enhance education, says Agre. A
nurse or physician can give them to a patient, ask-
ing that he or she review certain sections so upon
the return visit, the discussion is on a more sophis-
ticated level. If the patient reviews the information
on the CD-ROM, health care providers don’t have
to cover the basics. “They can cover what the
patient didn’t understand or what is different or
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For more information on using CD-ROMS as a patient
education tool, contact:
• Pat Agre, EdD, RN, Director of Patient and Family

Education, Memorial Sloan-Kettering Cancer Center, Box
179, 1275 York Ave., New York, NY 10021. Telephone:
(212) 434-5114. E-mail: agrep@mskcc.org.
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peculiar to that patient. I think CD-ROMs can
change the dynamics of the patient-physician
interaction,” says Agre.

(Editor’s Note: All the CD-ROMS produced at
Memorial Sloan-Kettering Cancer Center are available
for purchase for $8.95. They are not institution-specific.
There is an order form on the health care facility’s web
site: www.mskcc.org. Patient education managers inter-
ested in purchasing the CD-ROMS in bulk can contact
Pat Agre.) ■

Materials at your fingertips
with on-line access
Paper becomes an antique

Storage sites for pamphlets and other educa-
tional materials are quickly becoming an

archaic method of distribution with the advent of
the intranet. More and more institutions are find-
ing that their in-house network of computers can
provide easy access to teaching materials, thus
improving educational encounters.

There are many benefits to putting educational
materials on-line, says Nita Pyle, MSN, RN, asso-
ciate director of patient education at MD Anderson
Cancer Center in Houston. After putting its patient
education materials on-line last year, the education
department found that it cuts time in preparing for
an educational encounter. “The materials are easily
accessed by the professional. They don’t have to
look for a book, go to the library, or look through a
notebook,” says Pyle.

It’s also easier to update the materials or add
new information. Recently, a new intravenous
ambulatory pump was purchased for patients to
use at home, and teaching instructions were
needed. The clinical area contacted educational
services, and by working together, they had a
teaching sheet on-line by the time the new pump
was implemented.

However, there can be lags in implementation
time of on-line materials due to busy schedules just
as there is when working with the clinical areas on
print materials, warns Pyle. To help streamline the
process at MD Anderson, the medical director at
the beginning of the project appoints one person
with expertise on the topic to approve the materi-
als. The person may or may not be a physician. In
addition, deadlines also are agreed upon up front.

Another benefit is that on-line materials meet
multidisciplinary teaching needs because the infor-
mation is indexed according to categories, such as
diagnostic tests, pain management, or nutrition
with specific information sheets listed in each cate-
gory. The on-line database also makes it easier for
each discipline to create an educational plan. “They
can organize their teaching points because the
information is all there by category,” says Pyle.

Staff education essential

The one challenge in using technology is that it
changes practice patterns, warns Pyle. That’s why
staff training on how to use the on-line database
when it was first implemented was intensive.
First, the patient education department sent spe-
cific directions to all nurse managers and admin-
istrative directors to share with staff.

The instructions included some hands-on tasks
so staff could practice accessing materials. For
example, they would be asked to find the pain
management category and then be directed to
look for and print a specific information sheet. 
“It was interactive so they would actually go
through the directions on how to load the icon,
access the information, and print it. Following
that effort, we began conducting inservices for
each of the areas,” says Pyle.

Although time-intensive, the inservice was
vital. An instructor from the patient education
department sat down at the computer on a unit
with five or six people at a time demonstrating
the process of accessing and printing patient
education materials. Each person at the inservice
then went through the process hands-on.

In addition to inservices, Pyle looked for and
found advocates for the new practice throughout
the medical center. She selected professionals who
saw patient education as an important part of their
practice. She also solicited advocates from the
multidisciplinary patient education committee.

An on-line tracking mechanism shows how
many people access the database, what particular
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For more information about putting educational materials
on-line, contact:
• Nita Pyle, MSN, RN, Associate Director, Patient

Education, MD Anderson Cancer Center, 1515
Holcombe, Houston, TX 77030. Telephone: (713) 
792-7128. E-mail: ndpyle@mdanderson.org.
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topics are accessed, and whether materials are
printed. “We have seen a linear increase over the
past year in not only accessing the database, but
also printing the materials,” says Pyle.  ■

High-tech health messages
work best for teens
Go to the source for content

To get teens to learn about health, staff at
NetWellness, a nonprofit consumer health 

web site solicited the aid of computer-savvy 
teens in technology education classes at four high
schools in Ohio. The result is TeensLook@Health, a
section on the NetWellness site (netwellness.org)
that has health content created by teens for teens.

NetWellness is produced by The Ohio State
University in Columbus, The University of
Cincinnati, and Case Western Reserve University
in Cleveland. “The concept was that if we could
put health information into a format that was
appealing and engaging to teens, they would
pay attention to it and would be more likely to
apply it to their lives,” says Brenda Rose, MA,
NetWellness program manager.

Teens work with medical students

Teens have come up with some innovative
ways to deliver health messages. For example, in
a video game called “Planet Brain,” a spaceman
fights warriors in the different parts of the brain
by answering questions correctly based on infor-
mation gathered about the brain during the fight.
To teach about eating disorders, one student took
a photograph of herself, and visitors to the site
can click the cursor on different parts of her body
to learn the symptoms of anorexia.

Students in the technology classes who want to
work on a health project are given a list of topics
to help with their selection; however, they are not
limited to the suggestions on the list. Projects
have focused on smoking cessation, eating disor-
ders, breast cancer, fitness, and nutrition. “What
we find is the students — or someone in their life
— may have been touched by a health problem,
and that is the topic that they choose,” says Rose.

A medical student is paired with each high
school student to help with the development of

ideas, provide research assistance when needed,
and help ensure that the information incorpo-
rated into the project is correct. Often, the medi-
cal student is able to obtain resources, such as
images of diseased lung tissue, otherwise diffi-
cult for the teen to find. The incentive to partici-
pate for the medical student is that the project
fulfills a community service requirement for
graduation.

Peer-review process ensures accuracy

To help accommodate the busy schedules of
the medical students, most communication is by
telephone and e-mail. There’s also a message
board on the NetWellness site so high school stu-
dents can interact with one another as well as
medical students while working on the projects.

Once a project is finished, it must go through
an evaluation process before it is placed on the
NetWellness site. In addition to oversight by 
the medical student, the project is reviewed 
by a member of the faculty at The Ohio State
University, Case Western Reserve University, 
or the University of Cincinnati. Medical and
health professional faculty at those three insti-
tutions create the consumer health content for
NetWellness, which is funded by the state of
Ohio. The TeensLook@Health project also goes
through a design review process to detect any
technological glitches.

The hands-on learning method used in the
technology classes not only teaches the teens 
how to create good web content, it also increases
their knowledge about health. One student added
a video clip to her smoking cessation project in
which she talks about how she learned so much
about the diseases related to smoking while work-
ing on the project that she stopped smoking.

Does the content impact the health habits of
teens who visit the web site? That’s yet to be deter-
mined. A graduate student is putting together an
evaluation to assess how and why the content on
TeensLook@Health is being used. “We do know
that it is being used by health educators in the
classroom,” says Rose.  ■
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For more information about TeensLook@Health, contact:
• Brenda Rose, MA, NetWellness Program Manager, 513

Battelle, 1375 Perry St., Columbus, OH 43201. Tele-
phone: (614) 293-7933. E-mail: rose.112@osu. edu.
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Understanding differences
can improve education
Examine own biases before teaching other cultures

As the United States becomes more culturally
diverse, encounters with patients from other

cultures are increasing, and patient education
managers are devoting more time to determine
how to develop appropriate teaching protocols
and services.

“If you don’t learn about the different cultures
in your service areas, then you tend to provide
services that are not appropriate for that patient
group,” says Barbara Jones Warren, PhD, RN,
CNS, CS, assistant professor at The Ohio State
University College of Nursing in Columbus. It’s
similar to a pediatric nurse trying to provide care
for a geriatric patient without any concept of the
culture of aging, she says.

Staff teaching must be consistent with patients’
belief systems; otherwise, they may not be compli-
ant. “Patients may not believe that what is being
taught is relevant to their lives if it is not consistent
with their belief system,” explains Cora Munoz,
PhD, RN, associate professor at Capital University,
also in Columbus. For example, a dietitian giving
instructions about diet restrictions must use cul-
turally appropriate foods when teaching or the
patient might not know what to eat.

In order to teach culturally diverse patients,
staff must understand what culture is, says Jones
Warren. She defines it as a set of values, beliefs,
and norms in which people from some type of
self- or societal-defined group follow. Age, class,
gender, sexual orientation, race, ethnicity, and
religion can define groups.

Before learning the nuances of the various cul-
tures of the patient groups they might teach, health
care providers need to understand their own cul-
tural perspective and their view of people from
other cultures. “Knowing your own cultural biases
helps you understand that if you are dealing with
someone from a culture that is different from yours
you will have to adjust. You will have to be able to
not only understand that culture, but you have to
understand that your perspective is not the only
one,” says Jones Warren.

Once staff members understand the aspects of
culture, they need to be educated on the cultural
groups they teach. However, one training session
is not enough, warns Jones Warren. Learning

must be an ongoing process. People must take the
information they have about a culture, practice
using it in their teaching until they are comfort-
able and then get more information, she explains.
(See how one health care institution begins the
learning process with Culture Clue sheets, p. 58.)

Education about the various cultures you work
with is very important, agrees Munoz. Staff should
be encouraged to attend training sessions and
workshops, and read articles and books. However,
it’s also important to note that the information does
not always apply to the individual patient because
there are a lot of intergroup differences.

Do a cultural assessment

The best way to assess cultural background is by
asking questions in a sensitive way, says Munoz.
“Nurses teaching culturally diverse patients should
make an extra effort to communicate their caring
and respect for differences,” she explains. A basic
understanding of the culture will help a health care
provider ask the right questions.

It’s important for the educator to allot enough
time for the interview so that he or she can get to
know the patient and his or her views by asking
such questions as: “Are there special things you
eat when not feeling well?” “If you rush through
the process of assessing individuals, you will get
the wrong information or interpret it wrong,”
says Jones Warren.

When designing educational interventions for
patients from other cultures, health care profes-
sionals must first respect their patients’ cultural
practice. If the practice might interfere with a posi-
tive outcome, the health care provider needs to
negotiate with the patient until they find how the
patient is willing to make a behavioral change,
says Munoz.

For example, Laotian women are expected to
rest after having a baby; and in their country,
they often lay on a bed that has hot coals under it
for heat. The practice is based on the Asian belief
that heat is good for some ailments and cold is
good for others.

However, in Western medicine, the hygiene of
postpartum patients is an important part of dis-
charge instructions, and they are encouraged to
shower. This active intervention associated with
water that can at times be cold is not always
acceptable to women from Laos who embrace
their traditions.

Therefore, if the patient refuses to take a
shower, the nurse would need to find another
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way of ensuring that the patient would practice
good hygiene. “The nurse might say, ‘I under-
stand that you are not allowed to take a shower,
but can you do an external douche.’ And as a
result of the negotiation, there is a new outcome,”
says Munoz.

To provide culturally sensitive care, health care
providers must have cultural knowledge and cul-
tural skills of the patients they treat. They also need
interpreter and translation services with materials
written in the appropriate languages. In this way,
they will be able to tailor their teaching to the cul-
turally diverse patient, says Munoz. (For informa-
tion on addressing language barriers, see Patient
Education Management, April 2001, p. 40.) ■

When you just don’t 
have a clue, try a tip sheet
Quick reference guides very effective

Sometimes, health care professionals don’t have 
a clue when it comes to educating patients from

diverse cultures. That’s why patient and family
education services at the University of Washington
Medical Center in Seattle created Culture Clues, a
front-and-back printed sheet designed to increase
awareness about the concepts and preferences of
patients from other countries who access medical
care at the institution.

“Staff told us they wanted something that 
was a just-in-time intervention they could easily
access. They wanted practical information they
could use at the time of the encounter, when they
have to see a patient and want to make sure they

have a good communication interaction with
them,” says Etta Short, MS, a health educator at
the University of Washington Medical Center in
Seattle and a member of the committee who
developed the sheets.

To begin the process, the staff development
committee, which is a branch of the hospital-
wide patient education committee, looked at
what resources already were available, how
they were used, and if they were effective. They
found that most floors have a nursing guide on
cultures available, but it’s difficult to find the
informative book quickly. 

Cultural information also is available via a web
site designed by a sister medical center in the
area; but is so comprehensive, people don’t have
time to sift through all the information when they
have a teaching need. (For more information
about these resources, see resource box, p. 57.)

Taking into account the need for something
quick and comprehensive, the idea for a clue sheet
was born, and a team of six people set out to cre-
ate the first sheet for the Russian patient group
because it was the highest number of interpreter
encounters. The Russian Culture Clue sheet was
completed in December 1999. A Spanish sheet
soon followed, and then Vietnamese and Korean
Culture Clues were written.

Chinese, Somali, African-American, and
American Sign Language are in the works. “We
are going to create an American Sign Language
Culture Clue sheet because we discovered a huge
population of folks who use sign language, and
we were told it is a culture unto its own as well,”
says Short.

To help determine content, team members did
an informal survey of staff and found that most
were interested in how cultures define illness, how
they make decisions about medical issues, and
what their norms are regarding touch. Therefore,
each Culture Clue sheet has practical information
under those three headings. (See example of a cul-
tural clue sheet, inserted in this issue.)

Following a literature search for information on
the culture the team is writing the sheet for, two
team members for each of the three categories read
the articles with an eye for information that per-
tains to either touch, decision making, or meaning
of illness. The small groups then present the infor-
mation to their team, and together they decide the
relevant issues. Following this process, each group
writes its section and the team leader polishes it so
the three sections have a similar tone.

Once the rough draft is complete, three people
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For more information about teaching culturally diverse
patients, contact:
• Barbara Jones Warren, PhD, RN, CNS, CS, Assistant

Professor, The Ohio State University College of
Nursing, 1585 Neil Ave., Newton 341, Columbus, OH
43210-1289. Telephone: (614) 292-4847. E-mail:
warren.4@osu.edu.

• Cora Munoz, PhD, RN, Associate Professor, Capital
University, 2199 E. Main St., Columbus, OH 43209.
Telephone: (614) 236-6382. E-mail: cmunoz@capital.
edu.
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with a medical background from the culture
being addressed review the material and offer
recommendations for revisions. “At that point,
we boil the information down to two pages and
feel confident that what we are sharing is rele-
vant for our community, those cultures, and the
medical issues,” says Short.

The Culture Clue sheets are laminated and dis-
tributed housewide and are made available on the
institution’s web site. Each department distributes
them in the way that best meets their needs. For
example, some managers post them on the lunch-
room walls while others include them in the proce-
dure book that is kept on the unit. At the Women’s
Health Care Center, nurses gather important docu-
ments for each patient’s chart the day before their
scheduled visit that might include lab forms, edu-
cational materials, and the appropriate culture
clue for the physician to review.

New nurses receive hourlong orientation

In addition to distribution efforts by each unit,
staff are made aware of Culture Clue sheets in 
three other ways. All new nurses learn about this
resource during an hourlong orientation on patient
education resources. An on-line, 30-minute inser-
vice on patient care resources for nurses also 
discusses Culture Clue sheets, and they also are
discussed during an eight-hour workshop on how
to write and format educational materials.

The goal of Culture Clues is to increase confi-
dence in communication for education. Therefore,

an evaluation currently is being conducted to
determine if the tool is effective. Questionnaires
are being filled out at staff meetings to see if peo-
ple are aware of the Culture Clue sheets and if
they have read them. Those who have are asked to
evaluate on a scale of one to five whether Culture
Clue sheets contain useful information to provide
culturally sensitive care, are easy to read, increase
knowledge of the culture, are accessible when
needed, and increase confidence in communicat-
ing with patients from another culture. 

“We want Culture Clues to be an awareness tool;
it isn’t meant to be all you need to know about a
culture. We hope it is an appetizer in a way for fur-
ther review and study about other cultures,” says
Short.  ■
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• Etta Short, MS, Health Educator, University of
Washington Medical Center, Patient and Family
Education Services, Box 354618, 1959 N.E. Pacific St.,
Seattle, WA 98195. Telephone: (206) 598-7448. E-
mail: ecshort@u.washington.edu.

• Culture Clues are available on the University of
Washington Medical Center Patient and Family Education
web site: http://depts.washington.edu/pfes/.

• Culture and Nursing Care, A Pocket Guide by J.G.
Lipson, S.L. Sibble, and P.A. Minarik, published by
University of California at San Francisco Nursing Press,
1996, is available on the units at Washington State
Medical Center for further reference. It can be purchased
for $21.95 on the web site: www.amazon. com.

• EthnoMed, a web site with a multitude of cultural
materials: http://healthlinks.washington.edu/clinical/
ethnomed.
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Share your success stories

Have you created patient education programs
that provide solutions to persistent problems

in patient education or come up with innovative
teaching ideas? If so, we would like to profile your
program or idea in Patient Education Management.
We are interested in all types of topics, including
educational materials, teaching methods, improved
documentation techniques, and staff development.
If you would like more information or want to sug-
gest an article idea, please contact Susan Cort
Johnson, editor, Patient Education Management, at:
(530) 256-2749 or suscortjohn@onemain.com.  ▼

Health care education
conference planned

The dates for the 2001 Health Care Education
Institute sponsored by the Philadelphia-based

Health Care Education Association (HCEA) are
set for Oct. 4-6. The conference will be held at the
Holiday Inn City Centre located in downtown
Chicago. Professionals involved in staff develop-
ment, patient and community education, manage-
ment and leadership development, accreditation
and compliance issues are encouraged to attend.
The theme this year is “Managing the Whirlwind
of Health Care Education,” and will include ses-
sions on such issues as accreditation, compliance,
technology, research, outcomes, management
strategies, and leadership skills.

The cost of the conference is $395 for HCEA
members and $465 for nonmembers before Sept.
14. After that date, the registration cost to members
is $445 and $515 for nonmembers. One-day regis-
tration is available for $240 before Sept. 14 and $260
after that date. A pre-conference activity will take
place at Northwestern Memorial Hospital Oct. 4
and costs $65.

For more information about the 2001 Health
Care Education Institute, contact: HCEA, 1211
Locust St., Philadelphia, PA 19107. Telephone:
(888) 298-3861. Fax: (215) 545-8197. E-mail:
ken.cleveland@rmpinc.com.  ■
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CE objectives

After reading Patient Education Management,
health professionals will be able to:

• identify management, clinical, educa-
tional, and financial issues relevant to patient
education;

• explain how those issues impact health
care educators and patients; 

• describe practical ways to solve problems
that care providers commonly encounter in
their daily activities;

• develop or adapt patient education pro-
grams based on existing programs from other
facilities.  ■
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Signs of drowning 
key in prevention
Child’s struggle often mimics play, delaying rescue

Many parents don’t know what a drowning
victim looks like; therefore, they may be sit-

ting poolside while their child drowns. “The
biggest problem is that victim recognition is not
there. I could give you case after case where par-
ents are sitting within 15 feet of the pool and don’t
recognize the drowning in progress,” says Ronald
R. Gilbert, JD, chairman of the Foundation for
Aquatic Injury Prevention in Detroit.

While adults should learn cardiopulmonary
resuscitation (CPR) to resuscitate a drowning vic-
tim, many other safety issues need to be taught as
well. They include childproofing a backyard
pool, providing proper supervision, and noticing
the signs of drowning.

“Often, kids look like they are playing in the
water when they are actually drowning,” says
Wendy W. Sisco, director of aquatic safety at the
Foundation for Aquatic Injury Prevention. When
people are drowning, their head will be back
because they are gasping for air. In addition, 
they are in a vertical position with their arms out-
stretched to the side, and they are pushing down
on the water in an effort to raise their body up
above the water. Their legs generally are not very
productive and there is very little kick, if any.

Victim’s yell for help a myth

It is a myth that someone in trouble will call
for help. “If they are having trouble breathing
and keeping the water out of their mouth, they
are unable to call out for help,” says Sisco. The
active struggle on the surface of the water lasts
from 20 to 60 seconds. Once the child is under

water, an adult has about two minutes to rescue
him or her before brain damage occurs. Within
four to six minutes, the child will be dead.

A shepherd’s crook, which is a lightweight pole
with a hook at one end, is a good lifesaving device
and should be kept at the edge of the pool. It’s a
good idea to have an emergency phone poolside
as well, says Gilbert. Whether adults know how to
administer CPR or not, the quicker an emergency
medical team can get to the child, the better.

Proper supervision

Drowning occurs in a very small window of
time. At backyard barbecues, an adult may be con-
centrating on food on the grill or simply step inside
the house to answer the telephone in the same
amount of time it takes to drown. Therefore, in
addition to knowing what to watch for in a drown-
ing victim, parents need to understand that chil-
dren should be supervised at all times. 

Sisco also recommends that certain pool safety
devices be installed. A ladder, or other means of
climbing out of the pool, should be located at
each end so a tired swimmer can easily exit the
water. A float line separating the shallow end of
the pool from the deep end helps keep weak
swimmers out of trouble.

Measures to keep children out of the pool area
when adults aren’t around are equally important
because many children drown by gaining access 
to the pool area when no one is watching. All 
pools should have a fence or wall around them at
least six feet high. The top of the fence should be
designed to discourage climbing over. For exam-
ple, a wood fence might have points across the top.

The fence also should be embedded into the
earth at a depth of six inches or more to prevent
children from digging a hole under it. Also, fence
framing and braces should be on the inside of 
the pool enclosure so kids don’t have hand and
footholds. Pool alarms can be installed that warn
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For more information about drowning prevention and
backyard pool safety, contact:
• Ronald R. Gilbert, JD, Chairman, Foundation for

Aquatic Injury Prevention, or Wendy W. Sisco,
Director of Aquatic Safety, 1310 Ford Building, Detroit,
MI 48226-3901. Telephone: (800) 342-0330. E-mail:
ron@aquaticisf.org; wendy@ aquaticisf.org. Web:
www.aquaticisf.org.
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homeowners when a gate has been opened or acti-
vated by water movement. “The problem with the
alarm system is that there has to be somebody
within an audible distance. For toddlers in the
home, it works, but for trespassers, the alarm may
not work too well,” says Gilbert. 

Lawn furniture should be kept away from the
outside of the fence or any other object that would
aid a child in climbing over the fence. Tree limbs
should be trimmed back so children cannot gain
pool access via the tree.

Unsupervised play around a pool area, even 
for a few minutes, is dangerous as well. Children
playing with boats can fall in, or if riding a tricycle,
he or she can easily roll into the pool. And just
because a child knows how to swim doesn’t mean
they cannot drown, says Gilbert. In fact he recom-
mends that children under the age of four not be
taught to swim because it creates a false sense of
security.

“Young children do not have the strength and
the ability once they get into trouble to get them-
selves out. Their physical ability is not such that
they can engage in self-rescue procedures,” adds
Sisco.  ■

One-size-fits-all pain
scale not for kids
Pain comes in pint sizes, too

While one pain assessment scale might work
for adults, pediatric patients need a scale

that’s suitable for their age. Therefore, many
pediatric units implement the use of a scale that
is designed to assess pain at each particular
developmental level.

For example, at Phoenix Children’s Hospital,
there are several tools:

• CRIES — Crying; Requires oxygen for Sat>95;
Increased vital signs; Expression; Sleepless. Scale
is used for infants from zero to 5 months;

• FLACC — Face-Legs-Activity-Cry-Consolabil-
ity — scale for patients 2 months to 4 years as well
as children with developmental delay and cogni-
tive impairment of three years or less;

• FACES — series of happy to sad faces —
scale for children 3 years or older;

• the number scale [zero to 10] for patients 10
years or older.

While the FACES and numeric pain scale also
are used for older children at Children’s Health-
care of Atlanta, the Objective Pain Scale, similar to
FLACC, is used to assess pain in preverbal or non-
verbal children. The emergency department uses
FLACC for this age group because they often need
a quick, triaged decision, and it suits this type of
environment better, says Kathy Ordelt, RN, patient
and family education coordinator at the pediatric
facility.

Pain in infants is difficult to measure

Currently, Phoenix Children’s Hospital is con-
ducting a pilot study with the Neonatal Infant Pain
Scale as a possible replacement for CRIES. “The
only complaints that staff have about the use diffi-
culty of pain scales have been about the CRIES
scale and the validity of application to the acuity
level and diagnosis of many of our infants,” says
Susan Ohton, RN, BSN, a clinical educator at the
pediatric facility.

The initial training in the use of the pain
scales for nursing staff at Phoenix Children’s
Hospital took place at a series of open-house
poster presentations with handouts. Staff with
expertise on the use of the pain scales were
available at the open house to answer questions.
“Upon completion of a post-assessment ques-
tionnaire, the participant received badges with
FLACC on one side and CRIES on the other, and
an algorithm that could attach to the badge.
They also received a pin with the FACES scale,”
says Ohton. A self-learning module was created
for the nurses who could not attend the open
house.  ■
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For more information about pediatric pain scales and
their use, contact:
• Susan Ohton, RN, BSN, Clinical Educator, General

Pediatrics, Phoenix Children’s Hospital, 909 E. Brill St.,
Phoenix, AZ 85006. Telephone: (602) 239-3492. E-mail:
Sohton@phxchildrens.com.
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