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Prostate cancer screenings make sense in early-detection
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While mass screenings prove worthwhile by helping lower
prostate cancer death rates, they must be well-organized for
best results. Organization helps health care facilities see the
most men in a given amount of time. It also helps in providing
follow-up once the results of the testing are available . . . . cover

Time biggest stumbling block to education
Too little time to teach is a common complaint from staff that

often impedes patient education. Making use of every minute
with the patient to teach survival skills is one way to use time
wisely. However, there are other staff barriers to education that
must be overcome, such as unfamiliarity with the topic and
complexity of care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 64

To ease staff burdens, make patients partners
To help patients partner in their education, the Southern

Arizona Veterans Affairs Health Care System in Tucson created a
handout that explains how to prepare for an office visit. Included
in the information is what questions to ask, information to
share, and what to obtain from the physician. . . . . . . . . . . . . 66

When facts are grim, present in best light
The outcome for diagnoses is not always good. Therefore,

when information seekers come to resource centers in search of
facts, staff often must hand them bad news. There are many things
that can be done, however, to put the facts in perspective. . . . . 66

Prostate cancer screenings
make sense, save lives in
early-detection strategy
PSA tests best link to prevention

In the late 1990s, for the first time, the death rate
from prostate cancer dropped slightly. “We believe

it is a direct result of mass screenings and also from
men getting prostate-specific antigen [PSA] tests 
and rectal exams annually on their own,” says Tim
Wilson, MD, director of urology/urologic oncology
at City of Hope National Medical Center in Duarte,
CA.

Screenings make sense because prostate cancer is
one of the most common cancers in men with around
200,000 cases diagnosed each year, says Wilson. 

About 40,000 men die from prostate cancer
annually because it is not diagnosed early enough.

In This issue continued on next page

Screening programs are popular community outreach
projects throughout the health care industry. Common
screenings include breast cancer, cholesterol, glu-
cose, eye, and blood pressure. Are these screenings
valuable? Since prostate cancer screenings were
adopted, the death rate for this cancer has dropped.
In this new series, Patient Education Management will
provide tips on providing quality screenings that help
increase awareness of the health problem and the
value of being checked. The first article in our series
focuses on prostate cancer screening.

EXECUTIVE SUMMARY



If caught at an early stage, prostate cancer is
treatable.

Mass screenings started in 1990 when PSA tests
became available for widespread use. The abnor-
mal range for a PSA test is about the level of 4.0. If
the PSA test is between 4.0 and 10, there is a 30%
chance the patient has prostate cancer. “PSA is
probably the best screening test there is for any
one cancer, but it is not perfect,” explains Wilson.
Along with the PSA test, a screening consists of a
rectal examination where a physician feels the
prostate for lumps that might be suspicious.

Schedule screenings at memorable times

City of Hope has offered free prostate cancer
screening exams for about 10 years. The screen-
ings are usually held during September because
Prostate Cancer Awareness Week falls in that
month. This time slot makes sense because there
is a lot of media attention on prostate cancer, and
men are more likely to take advantage of screen-
ing programs, says Judy Brent, RN, BSN, a nurse
manager at City of Hope and coordinator of the
screening program. The medical facility limits
registration to 300 men due to cost and logistic
factors and never has trouble filling the slots.

Tying the screenings to a date connected with
men makes sense, agrees Patrick DiMeo, BSN,
RN, OCN, nursing staff development coordinator
at the James Cancer Hospital and Solove Research
Institute in Columbus, OH. This institution has
held screenings in September for years, but is con-
sidering switching to June in honor of Father’s
Day in hopes that loved ones will encourage their
dad or grandpa to be tested.

In addition to coordinating the prostate cancer
screenings at the James Cancer Hospital, DiMeo
frequently speaks to men’s groups about prostate
cancer and the importance of being screened. “If
men are feeling well, they often see no reason to get
checked, so we have to change their mindset. I tell
them that if it is at a very localized stage, their five-
year survival rate is 100%,” says DiMeo. When
men begin to experience signs and symptoms, 
the cancer is usually at a later stage.

The James Cancer Hospital also sponsors educa-
tional events called “The Boys Night Out,” when
men are invited to an organized talk about prostate
cancer, its risk factors, signs and symptoms, screen-
ing and detection, and treatment options. The
event is publicized via newspaper ads and flyers
sent to men’s organizations in the area where the
talk will take place. The talks are held at hotel
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library discovered that patients often were not clear about
their diagnosis and gave staff misinformation . . . . . . . . . . 68
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conference rooms or large public facilities like
senior citizen centers.

Organization key to screening success

While education helps prompt men to be
screened for prostate cancer, the screenings them-
selves must be well-organized to be successful
and beneficial. Following are a few steps that
should be a part of the screening process:

• Make screenings convenient.
City of Hope usually schedules prostate cancer

screenings for two evenings during the week so
men can drop by the clinic after work and on one
Saturday. A first-floor suite of one of the outpa-
tient clinics is used for the screenings so people
can easily find the location.

• Get the word out.
City of Hope has found that the best way to get

the word out to the community is to place ads in
newspapers. Also, they use the list of men from the
previous screening roster to send direct-mail ads. 

In addition to newspaper ads, James Cancer
Hospital publicizes the screening in its prostate
cancer support group so that the men will tell
their friends and family. The screening also is
promoted during special events at the hospital. 

• Schedule appointments.
Both the James Cancer Hospital and City of

Hope provide a special number for men to call to
schedule a time for their prostate cancer screen-
ing. “The reason we schedule appointments is so
that we don’t have an overabundance of people
coming at one time and also because a physi-
cian’s time is precious and we don’t want them
idle because no one showed up,” says DiMeo. 

While the James allows walk-in participants
and fits them in during the times staff have a lit-
tle down time, City of Hope does not. City of
Hope schedules 300 appointments seeing seven
men every 15 minutes. The volume is based on
the number of screenings the physicians and lab
staff are able to handle.

In addition to good use of time, scheduled
appointments also provide an opportunity to
screen participants in advance and gather some
of the demographic information needed, which
cuts down on paperwork at the screening site.

Those who need to be screened for prostate can-
cer are all men age 50 and older, men age 40 and
older with a family history of prostate cancer, and
African-American men who are at least 40 years
old. “As men get older, their risk is increased. For
men ages 40-59, the risk for prostate cancer is one

in 53. One in seven men age 60-70 will get prostate
cancer,” says DiMeo.

New patient services staff answer the phone
calls for appointments at City of Hope and before
scheduling the men for a screening, they make
sure they fit the criteria. The person scheduling
the appointment also gathers some demographic
information such as address, race, height, weight,
and name and address of personal physician.
Men also are told to arrive promptly for their
scheduled appointment.

Make screening worthwhile

• Supply adequate exam information.
When men check in for their prostate cancer

screening at City of Hope, they are asked to com-
plete a short medical history form. Information
gathered includes date of last rectal exam, date
and results of last PSA, history of prostate infec-
tion, enlarged prostate, prostate surgery, prostate
cancer, medications for prostate problems, and
whether the patient has a father or brother with
prostate cancer. Men are asked to rate several
questions on a scale of zero to five, with zero
being never and five being always. These ques-
tions include:

— Do you stop and start again while urinating?
— Do you find it difficult to postpone urination?
— Do you have a weak urinary stream or have

to push or strain to start urination?
— Do you have any blood or pus in your urine?
— Any blood in semen?
— Do you get up frequently during the night

to urinate?
The physician goes over the history with the

patient before completing the rectal exam, says
Brent.

• Provide good follow-up.
At City of Hope, a form the physician attaches

to the patient’s history has an area to write the
results of the rectal exam along with impressions
and comments. A diagram of the prostate gives
the physician an opportunity to indicate an area
that feels abnormal, if there is one. Patients are
given the results of the rectal exam at the time of
the screening with recommendations to see a
urologist, continue to have an annual exam, or
perhaps begin taking certain medications. “The
recommendations vary from person to person,”
says Brent.

Patients are mailed the results of their PSA
tests four to six weeks following the screening.
Wilson and Brent went through the results of all
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297 (three were no shows) men screened last year
and attached an appropriate form letter when
necessary indicating the rectal exam revealed
abnormalities, the PSA was elevated, or both.

“Because some of the men had taken part in
our prostate screening in years past, we had those
results; and if we began to see a trend where the
PSA was still normal but steadily increasing each
year, the physician would write a letter advising
the patient to seek follow-up,” says Brent.

• Make education materials available.
When men come in for their screening at the

James Cancer Hospital, they are given a packet of
educational handouts on prostate cancer. If DiMeo
is available at the time, he will go over the infor-
mation with the patients and see if they have
questions, although some don’t want to discuss
prostate cancer unless they are diagnosed with it.
If only volunteers are staffing the check-in desk,
then the patient is simply given the packet. “It’s
best if we are able to talk with them about the
information rather than just handing it to them 
to read because they may not comprehend every-
thing,” says DiMeo.

At City of Hope, a table with information on
prostate screening and prostate cancer is available.

• Secure funding to cover expenses.
All those who are part of the prostate cancer

screenings at City of Hope are asked to be
resourceful, from the public relations department
who publicize the screening to the lab that con-
ducts the PSA tests, says Brent. For example, a lab
technician last year got a company to donate PSA
kits worth $5,000, and the urologists donated their
time. Pharmaceutical companies often are willing
to donate money for publicity, adds Brent.

• Don’t be held liable.
Every individual who participates in the

prostate cancer screenings at City of Hope fills
out a consent form. The form explains the
prostate cancer screening program, the proce-
dure, when results are available, and releases the
medical facility from liability and medical claims.
“It is a standard procedure here,” says Brent.

Are prostate cancer screening programs worth
the effort? Last year, 21% of the men screened at
City of Hope had an abnormality of some sort.
The James Cancer Hospital averages between 40
and 150 screenings each year and saw 75 men last
year. Each year, they have found at least one case
of prostate cancer and a maximum of five cases.
However, one of the most important benefits of
the screening is the increased awareness of the
importance of being checked, says DiMeo.  ■

Time biggest stumbling
block to education
Patients not always to blame

Although staff dutifully assess patients for
barriers to education, it isn’t always the

patient who is the stumbling block. There are
many staff barriers that can prevent patient edu-
cation from taking place. Time, or lack of it, is a
great deterrent to quality education. 

“When you have high workload demands
and demands of documentation systems, they
leave less time for actual interaction with a
patient education focus. Capturing teachable
moments within that time frame becomes very
difficult,” says David Przestrzelski, MS, RN,
director of nursing and patient education at
Southern Arizona Veterans Affairs (VA) 
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For more information on organizing prostate cancer
screenings, contact:
• Judy Brent, RN, BSN, Nurse Manager, City of Hope

National Medical Center, 1500 E. Duarte Road, Duarte,
CA, 91010. Telephone: (626) 359-8111, ext. 65252. 
E-mail: Brent_Judy@smtplink.coh.org.

• Patrick DiMeo, BSN, RN, OCN, Nursing Staff
Development Coordinator, James Cancer Hospital
and Solove Research Institute, 300 W. 10th Ave.,
004, Columbus, OH, 43210. Telephone: (614) 293-
4646. E-mail: dimeo-2@medctr.osu.edu. 

• Tim Wilson, MD, Director of Urology/Urologic Oncology,
City of Hope National Medical Center, 1500 E. Duarte
Road, Duarte, CA, 91010. Telephone: (626) 359-8111,
ext. 62655. E-mail: twilson@coh.org. 

• Prostate Cancer Awareness Week, Sept. 16-22,
American Cancer Society, 1599 Clifton Road N.E.,
Atlanta, GA 30329. Telephone: (800) 227-2345 or
(404) 320-3333.
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Often, barriers to education are attributed to the
patient. However, there are many staff barriers that
prevent good teaching. These include lack of time,
unfamiliar topics, complexity of care, and insufficient
assessment. In the final article of our series about
learning barriers, we discuss how health care facili-
ties are overcoming staff barriers to education.

EXECUTIVE SUMMARY



Health Care System in Tucson.
Patient education is just one of many high-

priority objectives that must be accomplished in 
a short period of time, making it difficult to prior-
itize tasks, says Collette Schelmety, RNC, assis-
tant nurse manager at New York Presbyterian
Hospital in New York City.

To overcome time as a barrier, Schelmety
advises nurses to teach survival skills to patients
or the information they will need for a safe dis-
charge, and to prioritize the information by
teaching the most important skill first. Also, she
recommends they teach in short sessions such as
three to five minutes. To teach these skills in the
best way possible, nurses are taught to identify
the patient’s learning style preference.

With little time to teach, staff need to be very
deliberate in their interactions with patients. There
is little time anymore for formal, sit-down patient
education sessions, says Phyllis J. Miller, MS, RN,
FHCE, president of Phyllis Miller and Associates
in Arlington, VA. Therefore, time spent perform-
ing aspects of care must be used to get teaching
done rather than having a superficial conversation
with the patient. “Before providing education, staff
should decide what it is that needs to be taught
and what goals need to be achieved,” she says.

To help staff work efficiently, patient education
managers must make sure resources are available
and easily accessible, says Przestrzelski. At
Southern Arizona VA Health Care System, com-
puterized handouts and documentation are the
norm. Menus make it easy for staff to review
available topics and print out appropriate teach-
ing materials. The medical facility also has a
resource center to where patients can be referred
for further information and a patient educator
who can be called when teaching is extensive. 

A closed-circuit digitized video system is cur-
rently being installed so patients can select and
view teaching videos in their room, says Przestrzel-
ski. “We are trying to make tools available so teach-
ing isn’t always one-on-one with the provider all
the time,” he explains. (For more information on
how to make the patient a partner in education,
see article on p. 66.)

Too many topics for expertise

Another staff barrier to education is unfamiliar-
ity with the topic that needs to be covered. This
barrier has been addressed at the University of
Washington Medical Center in Seattle with the
implementation of teaching protocols for key

diagnoses and care paths. Currently, the health
care facility is implementing a diabetes education
plan that has a documentation form and a form
with prescribed learning outcomes complete with
triggers that help staff know which teaching tool
will reinforce the learning objective, says Cezanne
Garcia, MPH, CHES, manager of patient & family
education services.

Clinical nurse specialists can be an important
resource to staff unfamiliar with a topic, says
Schelmety. New York Presbyterian Hospital has an
ostomy, wound care, and breast specialist that staff
can call. Also, a 24-hour drug information line links
staff with a pharmacist who can answer questions
about medications when they need more informa-
tion than what is covered on a drug teaching sheet.

Proper assessment of patients’ readiness to
learn and barriers to learning is vital to patient
education, but it is often difficult for staff to con-
duct a good assessment when pressed for time.
“With the decreased time in hospital stay as well
as the increased acuity of the patient, the window
of opportunity is small to start with; and if the
assessment is not done, that window most likely
will slam shut on any of the opportunities left,”
says Miller.

“To overcome barriers to assessment, we make
sure staff know they can consult the initial educa-
tional assessment done on admission for inpa-
tients,” says Virginia Forbes, MSN, RNC, CNA,
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For more information about overcoming staff barriers to
education, contact:
• Virginia A. Forbes, MSN, RNC, CNA, Patient Education

Coordinator, New York-Presbyterian Hospital, 525 E.
68th St., New York, NY 10021. Telephone: (212) 746-
4094. E-mail: vforbes@nyp.org.

• Cezanne Garcia, MPH, CHES, Manager, Patient and
Family Education Services, University of Washington
Medical Center, 1959 Pacific St. N.E., Box 354618,
Seattle, WA 98195. Telephone: (206) 598-8424. Fax:
(206) 598-7821. E-mail: ccgarcia@u.washington.edu.

• Phyllis J. Miller, MS, RN, FHCE, President, Phyllis
Miller and Associates, 2100 Lee Highway, #547,
Arlington, VA, 22201. Telephone: (703) 351-7046 
or 7786. E-mail: Pjmille@aol.com.

• David Przestrzelski, MS, RN, Director of Nursing and
Patient Education, Southern Arizona VA Health Care
System. E-mail: david.przestrezelski@med.va.gov.

• Collette Schelmety, RNC, Assistant Nurse Manager,
New York Presbyterian Hospital, 525 E. 68th St., New
York, NY 10021. E-mail: cneary@nyp.org.
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patient education coordinator at New York
Presbyterian Hospital. That assessment lists such
barriers to education as language, cultural, reli-
gious, and cognitive. Also, information about
readiness to learn can be exchanged during inter-
disciplinary rounds. If education is documented,
staff can work as a team with one person teaching
and the next person assessing the patient’s under-
standing of the teaching, she says.

The complexity of teaching often is another
barrier to staff education. “In response to this bar-
rier, we are increasingly working with our clinic
teams to do a lot more teaching before patients
come in for procedures,” says Garcia. In addition,
the health care facility is increasingly shifting its
teaching focus from the patient to the caregiver or
lead support person. Often, care plans not only
address teaching the patient in the outpatient
clinic before admission but including the care-
giver in the teaching as well. For some proce-
dures, such as total knee or hip replacement, the
hospital recommends the patient have someone
present during hospitalization at regular blocks
of time for education purposes.  ■

To ease staff burden,
make patients partners
Teach patients to take charge of their education

For best results, patient education should be a
partnership between health care providers and

patients. But all too often, most of the responsibil-
ity for the lessons learned falls upon the educator.

“When health care providers learn, they
expect to be partners in the education process,
but frequently they don’t put that expectation
on patients,” says David Przestrzelski, MS, RN,
director of nursing and patient education at
Southern Arizona Veterans Affairs (VA) Health
Care System in Tucson.

To initiate this partnership, the health care
facility piloted the use of a booklet that helps
patients prepare for their visit by triggering ques-
tions so that they will be able to identify why
they are coming to see the physician, what they
hope to get out of the visit, specific symptoms
that they want to mention to the physician, and
specific questions they have for their provider. 

The Southern Arizona VA currently is taking
steps to insert a handout with similar instructions

in the letters sent to patients reminding them of
clinic appointments. This handout also will
remind them to bring a list of their medications, a
pain log if they have one, prompt them to make a
list of pressing questions or concerns, and write
down any new problems or symptoms they have
had since the last visit.

Instructions for concluding the visit with the
physician include making sure patients understand
what was said by repeating the information pro-
vided, clarifying the next step in their care, letting
the clinician know if they cannot or will not do
what they’ve been told, asking for written informa-
tion about medications, condition, illness, and
treatment, and making sure the patient knows who
to call with questions or concerns. 

“You won’t increase the time for the provider
to spend on patient education if he or she has to
invest a lot of time in creating or teaching the
partnership. You have to create systems that
enable patients, that empower them, and let
them know that they can in fact be partners,”
says Przestrzelski.  ■

When facts are grim,
present in best light
Don’t censor information

Question: “What should patient resource center
staff do when patients come into the learning cen-
ter for information, and the medical facts are grim;
yet in their conversation with the patient, staff are
not sure the patients understand the possible out-
come of their diagnosis? We would prefer that the
clinical areas, the physician or nurse, talk with the
patient about this information, but because we are
freestanding and anyone can come in and get the
information, it poses a dilemma. Are the staff in
the learning center the right people to give the
patient this grim information?” 

Answer: Adult patients who request health-
related or medical information have a right to
the information they request. The library or
patient resource center staff have a responsibility
to provide information, not to censor it, even
when the medical facts are grim, says Rebecca
Mehling, MLS, librarian at The Center for
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Health Information, The Ohio State University
Medical Center in Columbus.

However, there are many ways to present the
information. Therefore, staff at The Center for
Health Information reviews the way facts are pre-
sented in several sources. “We try to locate a
source where the information is presented in the
best light, in a way that will not harm the emo-
tional well-being of the patient,” says Mehling.

When giving patients grim information, staff
should do three things, advises Mehling. They
include:

• Remind the patient that each person’s situa-
tion is different.

• Advise patients to discuss the information
with their health care provider.

• Explain that medical advances occur on a
daily basis.

In hospital or freestanding resource centers, it is
appropriate for staff to provide information on
diagnoses that have been made by competent clin-
icians. It is not appropriate for resource centers to
give clinical interpretations of the information,
says Arlen Gray, MA, family library coordinator
at Children’s Healthcare of Atlanta. “Always stress
that the patron needs to talk to a qualified clinical
person,” says Gray.

Ask the right questions

When the diagnosis is grim and the inquirer
seems unaware of how serious the diagnosis
might be, Gray will pause and ask the patient:
“Has the doctor told you very much about this
condition?” If he or she reply that the physician
hasn’t told him or her very much, Gray explains
that the information she is reading sounds seri-
ous. When she gives them information about the
diagnosis, she also provides verbal guidelines 
on the interpretation of the information. These
guidelines include:

• The information may be written for a worst-
case scenario, so patients should not take it seri-
ously until they talk with their doctor.

• The information is about a diagnosis, not
about their personal condition. There may be
variations in individual cases. For example, “this
article describes Graves’ disease in general, but
not your case of Graves’ disease.”

• Nothing from a book or an Internet source is
a blueprint of the future. It will not tell you what
you are going to experience.

“I always ask what the care provider has
explained to them to see how much they

understand,” says Carol Appler, RN, BSN, MA,
CHES, program manager for the hospital-based
Health and Wellness center at Ireland Army
Community Hospital in Fort Knox, KY. If there is
confusion, she advises them to discuss further
issues with their provider explaining that they
may not fully understand the diagnosis. (For more
information about ensuring patients are asking
for appropriate materials based on their diagno-
sis, see article on p. 68.)

Appler talks with the patient about how to pre-
pare for the visit with the physician so they won’t
forget to ask questions. On some occasions, she
contacts the provider so that they are aware of the
patient’s lack of understanding. Also, she works
directly for a physician who provides guidance
when she needs it. “It is not our function to inform
people of the possible dire outlooks they may be
facing, and we are fortunate to be located in a hos-
pital setting so that a wide variety of support ser-
vices are available,” says Appler.

When information is grim, helping patients for-
mulate questions to ask their physician is the best
response, agrees Candace Stiklorius, MSN, RNC,
coordinator of the patient & family education
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For more information about providing information on
diagnoses with grim outcomes, contact:
• Carol Appler, RN, BSN, MA, CHES, Program Manager,

Health and Wellness Center, Ireland Army Community
Hospital, Fort Knox, KY 40121-5520. (502) 624-9355.
Fax: (502) 624-0569. E-mail: carol.appler@na.amedd.
army.mil.

• Arlen Gray, MA, Family Library Coordinator, Children’s
Healthcare of Atlanta, 1405 Clifton Road N.E., Atlanta,
GA 30322-1101. Telephone: (404) 315-2611. E-mail:
arlen.gray@choa.org.

• Rebecca Mehling, MLS, Librarian, The Ohio State
University Medical Center, The Center for Health
Information, 410 W. 10th Ave., Columbus, OH 43210.
Telephone: (614) 293-3707. E-mail: mehling-1@medctr.
osu.edu.

• Magdalyn Patyk, MS, RN, Coordinator, Patient
Education, Nursing Development, Northwestern
Memorial Hospital, 251 E. Huron, Suite 4-708,
Chicago, IL 60611-2908. Telephone: (312) 926-2173.
Fax: (312) 926-1741. E-mail: mpatyk@nmh.org.

• Candace Stiklorius, MSN, RN, C, Coordinator, Patient &
Family Education Center, Hospital University Pennsyl-
vania, 3400 Spruce St., Philadelphia, PA 19104. Tele-
phone: (215) 662-4898. E-mail: candace.stiklorius@
uphs.upenn.edu. 
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center at the Hospital of the University of
Pennsylvania in Philadelphia. Questions might
include: “What is the five-year survival rate for
this kind of cancer?”

Staff need to ask questions that clarify what
patients already know and what they really want
to know. “Even if the patient or family wants to
know and the news is grim, their response may
be very difficult for center staff to deal with,”
says Stiklorius.

It’s important to find out what patients want to
know because even though the outlook may be
dire, they may not be asking for all the facts, says
Magdalyn Patyk, MS, RN, coordinator of patient
education, nursing development at Northwestern
Memorial Hospital in Chicago. Sometimes the
patient may want to know about the disease but
not about the treatments or their possible out-
comes. Also, it is important to explain that each
case is individualized so patients can’t assume
that all the information applies to their case.

Every piece of information that leaves the
resource center at Northwestern Memorial has a
disclaimer on it, says Patyk. The disclaimer states
that the information is not to be substituted for
medical advice; medical information is continu-
ally changing, so patients should discuss their
specific concerns with a health care provider.  ■

Misinformation mushrooms
with uninformed patients 
Patient’s knowledge of diagnosis is important

Phone calls to patients who had filled out request
forms for information about their cancer at the

Duke University Medical Center’s resource library
became routine because it would be unclear what
the patient wanted to know. 

“I would really feel unsure that they knew
enough about their cancer to provide me with the
information that I needed to give them the answers
they wanted,” says Kerry Harwood, RN, MSN,
director of the Durham, NC-based center’s cancer
patient education program.

To determine if there was a problem, Harwood
conducted an informal survey. With patients’
permission, she took 20 sequential requests and
compared their requests with their on-line
records, which included their pathology report,
X-ray results, and physician notes. Every request

had information that was not applicable to their
diagnosis.

“They would write that they had bone cancer,
but what they had was metastatic disease from
another primary to their bone. If we gave them
information about the treatment of their disease
based on what they had written, it would be
incorrect,” says Harwood. All the metastatic sites
that are common such as liver, lung, and bone
would be identified in the request forms as pri-
mary cancers.

Following the survey, the resource center staff
concluded that it would be dangerous to give
patients very focused information about the treat-
ment of a certain stage of a certain disease when
they weren’t clear what the patients’ diagnoses
were. Therefore, written request forms are no
longer accepted. People requesting information
must do so in person so staff can ask questions.

For example, if a patient says he or she has
been diagnosed with bone cancer and requests
information, staff will take time to discuss the
patient’s cancer history to determine if he or she
has been diagnosed with the disease before.

“Sometimes I will give them two different
types of information and actually write down the
questions they need to ask their doctor to deter-
mine which information applies to them,” says
Harwood.

Cancer is a complicated subject because there
are hundreds of different illnesses. People don’t
understand the basics of cancer treatment before
they are diagnosed; and once they are, they are
usually in crisis and find learning difficult. How-
ever, in the past when Harwood determined that
patients from certain services were consistently
unclear about their diagnosis, she worked with the
nurse clinicians and practitioners in those areas to
improve patient education and tried to enhance
the resources they had for their patients.

The best approach is for the resource center to
support the clinical teams, says Harwood. In this
scenario, the resource center manager would
work with the clinical team to identify resources
that would be the most helpful for their patients
so that the clinicians could refer the patients for
those specific resources. For example, Harwood
worked closely with the nurses in the breast pro-
gram, showing them materials appropriate for
the variety of patients that they serve.

In this way, they can write prescriptions for the
materials and send their patients to the resource
center. “Also, they know that when they have an
unusual situation and they need a different kind
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of resource, they can call me and explain what
they are looking for,” says Harwood.

Many physicians are beginning to give their
patients education notebooks that prompt patients
to record their cancer diagnosis, stage, and pathol-
ogy. “When they have that information, it empow-
ers them to get additional information that is
appropriate for their situation,” says Harwood.  ■

Hidden agendas knock
support groups off track
Solution uncovered by PI project 

The support group program ran fairly smooth 
at FirstHealth of the Carolinas in Pinehurst,

NC, until it became apparent that some of the
group leaders had hidden agendas. One wanted to
use the breast cancer support group to promote her
makeup business and do facials and makeovers at
the meetings as a way to sell products. Others were
trying to gain support for political endeavors.

The problem surfaced through the complaints
from members and during interviews with poten-
tial group leaders or contact persons. “In our ini-
tial meeting to talk about the role we play and the
role we expect our contact people to play, we
would pick up some things we felt were not
appropriate,” explains Amy Vega, MBA, MHA,
RHEd, patient education coordinator.

The support groups at FirstHealth of the Caroli-
anas are community-driven. People approach the
health care facility when they want to start a sup-
port group and are given logistical help such as a
meeting space, refreshments, and access to the
speakers’ bureau. Each group has one or two con-
tact persons who act as liaisons between the group
and the health care facility. They secure speakers,
submit monthly reports, attend a support group

contact persons’ meeting every other month, and
assist in mailing meeting flyers.

To remedy the problem of inappropriate con-
duct by contact persons, Vega pulled together a
small task force consisting of people from the edu-
cation department, volunteer services, and sup-
port group contact people. The task force used the
action cycle to determine the problems and their
solutions, which is the method used for perfor-
mance improvement at the health care facility.

The steps followed in the action cycle are as
follows: 

• Assess the situation.
• Determine the causes.
• Target ideas and solutions.
• Implement the plan.
• Make it ongoing.

Two obvious solutions

“Basically, our group talked about what was
creating the problems and what solutions would
work,” says Vega. Their solutions included creat-
ing a support group contact persons manual and
making contact persons hospital volunteers. “In
that way, when new contact persons came on
board, we would be able to do background
checks and check references to see if people had
any issues working with them in the past,” says
Vega. As part of the volunteer program, contact
people would receive recognition for the hours
they devoted to the group.

The manual explains how FirstHealth aids
support groups, what is expected of the contact
person, how to launch a support group, how to
obtain speakers for meetings, and how to write
the monthly report. “With the manual, we
wanted to clarify expectations. We would sit
down and talk to people, but a lot of what we
said would go in one ear and out the other. We
thought it would be helpful if we put the infor-
mation on paper so there would be no question
about what was expected,” says Vega. 

The manuals were distributed in November
2000, and all current contact people attended a
special volunteer orientation in January 2001.
New support group contact people attend the
regular hospital volunteer orientation.

Since the volunteer training and manual was
implemented, Vega found that it was easier to
uncover inappropriate contact people. “In our
first meeting, we present the manual and go over
the information. During this initial contact, many
people determine that they aren’t the right person
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For more information about ensuring patients are asking
appropriate questions at resource centers before giving
out materials, contact:
• Kerry Harwood, RN, MSN, Director, Cancer Patient

Education Program, Duke University Medical Center,
DUMC Box 3677, Durham, NC 27710. Telephone:
(919) 681-5288. Fax: (919) 681-7473. E-mail:
kerry.harwood@duke.edu.
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for the job. It has helped to filter out some of the
people that are not appropriate for contact per-
sons,” she says.

Although it is more work to go over the man-
ual with potential contact people than simply
interviewing them the process does save time in
the long run, says Vega. “We don’t have to deal
with complaints from the members or nonprofit
issues. The big problem with hidden agendas is
that there was often a profit involved one way or
another,” she explains.  ■

Increase awareness 
of SMA in August
Need deckline here

Spinal muscular atrophy (SMA), a disease of
the anterior horn cells located in the spinal

cord that affects the voluntary muscles for activi-
ties such as walking and swallowing, is the No. 1
killer of children under the age of 2 years old.

One in every 40 people is a carrier, and one
child in every 6,000 live births is affected. Since it
is a rare genetic disease, not many people are
aware of SMA, says Audrey N. Lewis, executive
director of Families of Spinal Muscular Atrophy
based in Libertyville, IL. That’s why the organi-
zation named August as Spinal Muscular

Atrophy Awareness Month.
When people are aware of SMA, they can

decide whether they want genetic testing prior to
having children, says Lewis. Both parents must
be carriers, and each must pass the gene on to
their child in order for the child to be affected by
SMA. When both parents are carriers, the likeli-
hood of having a child affected by SMA is 25%, or
one in four children. Families of SMA recom-
mends that couples who are carriers seek genetic
counseling so that they understand the risk
before having a child.

Another good reason for publicity is that peo-
ple who are aware of SMA are more apt to con-
tribute to the research being done to find a cure
or treatment, says Lewis. Since the organization
was founded, the research it has funded led to
the mapping and cloning of the gene responsible
for SMA, identifying the protein, development of
carrier testing, and initiating the collaboration of
scientists from around the world with an annual
international SMA research group meeting. “The
most exciting breakthrough is the finding that by
replacing large amounts of the SMN2 protein in
mice, spinal muscular atrophy could be pre-
vented or reversed,” says Lewis.

Types reveal prognosis

The severity of the disease depends on its type.
Children with Type I, or acute SMA, never are
able to lift their heads. Also, feeding and swal-
lowing may be extremely difficult and breathing
can be labored because of reduced strength in the
chest muscles. Repeated respiratory infections
make the prognosis poor and children usually 
die within the first two years of life.

Children with Type II, or chronic SMA, are able
to sit unsupported but often need to be helped
into a sitting position. If they walk, it is with the
aid of bracing. Like children with Type I SMA,
weakened chest muscles make them prone to res-
piratory infections such as pneumonia. Age of
death varies greatly with Type II SMA, and while
some children die at age 3, others survive into
adulthood. Respiratory infection is usually the
cause of death.

The prognosis is good for children with Type III
SMA, and they often are functional for years before
needing assistance. Type IV is adult-onset SMA
with symptoms usually occurring after age 35.

For infants, children, and adults living with
SMA Types I and II, each movement is an effort.
“Those fortunate enough to have achieved some
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For more information about creating a performance
improvement project to assess support groups, contact:
• Amy Vega, MBA, MHA, RHEd, Patient Education

Coordinator, FirstHealth of the Carolinas, 110 Page
Road, P.O. Box 3000, Pinehurst, NC 28374. Telephone:
(910) 215-1585. Fax: (910) 215-1586. E-mail: avega@
firsthealth.org.
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In an effort to help provide education to the public
on pertinent health issues, Patient Education
Management provides information focused on
nationally designated health months, weeks, or
days. This month, we focus on spinal muscular
atrophy, a genetic disease for which scientists may
soon find a cure if research studies are funded. 
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independence such as feeding themselves, writ-
ing, or playing wheelchair sports must also deal
with the need for total personal care. They cannot
dress, bathe, or toilet themselves or turn over and
reposition themselves at night,” says Lewis. Care-
givers often are exhausted because they are awa-
kened all night long to assist the child in the
repositioning process.

Relatives and friends should be encouraged to
baby-sit for a couple hours so parents can get away.
It’s also important that they refrain from critiquing
the decisions parents make in the care of the child.
“Families need support. Living with SMA is very

different than reading about it,” says Lewis.
Families who have a child diagnosed with

SMA need to know their options and all the
issues they may have to deal with. For example,
most children with Type I and II SMA develop
scoliosis, a sideways curvature of the spine that
results in an “S” shape of the back. Although cer-
tain therapies do help, such as physical and respi-
ratory therapy, parents must prepare for the
financial impact SMA has. Most often children
need an aide in order to go to school.

To promote education during Spinal Muscular
Atrophy Awareness Month, Families of SMA
have brochures, literature, and posters available.
They also have a 10-minute educational video
that can be borrowed.  ■
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Teleconference I: Infection Control
Tuesday, May 22, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Ona G. Baker Montgomery, RN, BSN, MSHA, CIC and

Patrice Spath, RHIT 
Teleconference II: The Emergency Department

Tuesday, June 26, 2001 at 2:30 p.m. EST
Presented by JCAHO Experts:

Kathryn Wharton Ross, RN, MS, CNAA, BC and
Patrice Spath, RHIT

Teleconference III: Outpatient Surgery
Tuesday, July 24, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Ann Kobs, RN, MS and Patrice Spath, RHIT

Continuous survey readiness isn’t just the latest trendy term in accreditation
circles — it’s become an imperative. Gearing up at the last minute for a
survey by the Joint Commission on Accreditation of Healthcare Organizations
was never a very good idea, but with imminent changes coming — both in
standards and in the survey process itself — it’s more important than ever for
your department to be in a state of constant compliance. Don’t be the weak
link that puts your facility’s deemed status at risk. Register for one or all of
these valuable teleconferences and learn from the experts about the latest
changes and proven tips and strategies for making sure your department and
your facility are in total compliance.

EEdduuccaattee  YYoouurr  EEnnttiirree  SSttaaffff  AAtt  OOnnee  LLooww  CCoosstt!!
The first 20 participants can earn 1 nursing contact hour — absolutely free! A
processing fee of $5 will be charged for each participant after the first 20 receiving CE.

There is no additional fee for participants who do not receive continuing education.

FFeeeess  ffoorr  oonnee  tteelleeccoonnffeerreennccee:: FFeeeess  ffoorr  eennttiirree  sseerriieess::
$199 for AHC Subscribers $545 for AHC Subscribers
$249 for nonsubscribers $645 for nonsubscribers

Register for all three teleconferences and save up to $100! 
CCaallll  ((880000))  668888--22442211  ttoo  rreeggiisstteerr  ttooddaayy!!

American Health Consultants is accredited as a provider of continuing education in nursing by the
American Nurses Credentialing Center’s Commission on Accreditation. Provider approved by the
California Board of Registered Nursing, Provider Number CEP 10864, for approximately 1 contact
hour.

From the publisher of: Hospital Infection Control, Hospital Employee
Health, Hospital Peer Review, ED Management, and Same-Day Surgery

THE NEW JCAHO PROCESS:
ARE YOU READY?

A teleconference series ensuring that you are —  in these vital areas:
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Do you have a pressing problem? 

If you have a persistent problem regarding patient
education that you have not been able to find an

answer to let us know. We will ask experts in the
field to provide input and write an article for
Patient Education Management. We consistently run
reader questions as a service because we know that
if one of our readers is looking for a solution to a
problem others are, too. If you would like more
information or want to pose a question, please con-
tact Susan Cort Johnson, editor, at: (530) 256-2749.
E-mail: 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 the heart of
downtown Chicago. Professionals involved in
staff development, patient and community educa-
tion, management and leadership development,
accreditation and compliance issues are encour-
aged to attend. The theme this year is “Managing
the Whirlwind of Health Care Education,” and
will include sessions on such issues as accredita-
tion, 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 mem-
bers is $445 and $515 for nonmembers. One-day
registration 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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Don’t let foodborne illness
spoil summer fun
Remember cue words: Clean, separate, cook, chill

Foodborne illness peaks in the summer
months because bacteria grows faster in

warmer weather. Also, people do more outside
eating participating in picnics, barbecues, and
camping trips. To avoid illness from foodborne
pathogens, remember to clean, separate, cook,
and chill, says Diane Van, project coordinator
for the U.S. Department of Agriculture (USDA)
meat and poultry hotline in Washington DC. “If
you follow those concepts, then you can keep
your food safe when eating outside,” she says.

Following are a few details on how to clean,
separate, cook, and chill foods when preparing a
feast for the great outdoors:

• Clean. Be sure to wash your hands and clean
surfaces often. If a picnic site has no clean water,
take along soap, wash cloths, or paper towels so
hands can be washed before and after handling
food, after going to the bathroom, changing dia-
pers, or handling pets. 

“Often, we find that people will take a plate
with raw meat on it out to the grill and then put
the cooked meat back on that same plate. They
need to use a clean plate so that raw juices don’t

get on the cooked meat,” says Van. Also, clean
cutting boards each time they are used. Especially
after raw meat has been sliced on the surface.

• Separate. Do everything possible to avoid
cross-contamination, warns Van. When packing
the cooler, wrap raw meat tightly so its juices
don’t drip onto foods that are not cooked, such 
as fresh fruit or potato salad. If possible, put the
meat in a separate ice chest, says Van. 

• Cook. Meat must be cooked to a certain tem-
perature to kill bacteria, and it differs according
to each cut of meat. “Several years ago, we did a
study and found that you can’t rely on the color
of ground beef to know that it is done. In 25% of
the cases, the ground beef had turned brown, but
was still undercooked. We strongly recommend
that people use a meat thermometer,” says Van. 

Following is a list of safe internal temperatures
for different cuts of meat:

— hamburger, 160 degrees;
— chicken and turkey breasts, 170 degrees;
— dark-meat poultry, 180 degrees;
— ground poultry, 165 degrees;
— whole poultry, 180 degrees.
Never partially cook meat and then take it to the

picnic to finish cooking, because bacteria begins to
multiply between 40 and 140 degrees, says Van.
Partially cooked meat would be in that tempera-
ture danger zone for a long period of time, allow-
ing the bacteria to multiply at high levels. Cook
hot dogs until they are steaming and also heat lun-
cheon meats steaming hot if people at risk will be
attending the picnic, such as those on cancer or
kidney treatments or pregnant women, says Van.

• Chill. When transporting coolers, don’t put
them in the trunk where it gets hot, but keep them
in an area of the car where the temperature can be
controlled. It’s best to keep canned drinks in a
separate cooler because temperatures fluctuate
when the lid is frequently open and shut. Once
fruit is cut, keep it refrigerated so bacteria won’t
grow, advises Van. Also wash the outside of mel-
ons in cold water before cutting them so bacteria
on the rind won’t be transferred to the flesh. 

Meat should be kept chilled at all times, which
includes the times it is being marinated and
defrosted. Leave meat in the refrigerator to thaw
or defrost it in cold water. When meat is thawed
on a counter, the surface often reaches 40 degrees
before the inside has thawed, making it easy for
bacteria to grow on the surface. If a microwave is
used for thawing, the meat should be immedi-
ately cooked — so have the grill ready.

“When shopping for picnic supplies, don’t do
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In March, Patient Education Management began a
series of articles on safe summer fun topics for pub-
lic education by discussing the prevention of diving
accidents. The topic in April was Lyme disease, and
drowning prevention was discussed in May. We will
focus on the prevention of foodborne illnesses that
peak during hot summer months in this issue.
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other errands, leaving the groceries in a hot car. We
recommend that foods don’t sit out for longer than
two hours; and when temperatures are above 90
degrees, no longer than one hour,” says Van.  ■

Double your teaching
outreach, pair with event
Arts festival helps cancer hospital reach thousands

Acost-effective way to reach many people is to
participate in a community event. That’s why

a team from the James Cancer Hospital and Solove
Research Institute in Columbus, OH, is able to
teach more than 1,700 kids about cancer prevention
by participating in the two-day Columbus Arts
Festival and an evening Kid’s Zoofari each year. 

The arts festival has been particularly rewarding
because the children make art that keeps on teach-
ing other kids, therefore making an impact, says
Pauline King, MS, RN, CS, director for children
programming and psychosocial clinical nurse spe-
cialist at the cancer hospital. “It’s especially effec-
tive because it is kids teaching kids,” she says.
Often, the art projects are displayed at schools,
libraries, and public events time and again.

Selected topics focus on cancer prevention areas
that are beneficial to children such as anti-smok-
ing, sun protection, nutrition, and exercise. There’s
always a catchy title that is prominent at the booth.
Projects offered have included the following:

• No Excusing for Using. The purpose of this
theme was to teach children about the health risks
associated with tobacco use. Children and parents
who visited this booth were taught about the prob-
lems of second-hand smoke and the hazards of
smoking or chewing tobacco. If children pledged
not to smoke or chew tobacco products, they were
given a colorful felt square on which to trace their

hand and decorate it with sparkles. Later, the felt
squares were stitched together by a professional
quilt maker into four giant quilts.

• Block the Sun, Not the Fun. The second
year, the theme focused on skin cancer and chil-
dren were taught the slip, slap, slop rules, which
is to slip on a shirt, slap on a hat, and slop on SPF
15 sunscreen. Children were asked to pledge to
follow those rules before making a calla lily out
of Styrofoam. 

• Take the 5-a-Day Pledge. “This time, instead
of having them make a part of a communal piece,
we had the children make place mats,” says King.
Each place mat was preprinted with the logos of
sponsors including the cancer institute, and
described a serving of fruits or vegetables. Each
child who took the 5-a-day pledge decorated the
place mat with a “blow pen” and stencils and
laminated it with contact paper. Children took
these place mats home to reinforce the lesson. 

This year, King plans to revisit the skin cancer
theme and will have children decorate painter’s
hats with a blow pen. “The hat is part of the sun-
protection rule. It is important to wear a hat with
a visor,” she explains. 

While King must get grant funding to cover
the cost of these projects, she does not apply for
formal grants. Instead, she finds organizations
that will accept a letter that explains the project
and its purpose. She has found particular favor
with the Foundation for Visual Art in Columbus
and other art organizations who want to pro-
mote art at an early age. Also helpful are busi-
nesses that donate supplies for publicity. For
example, a health food market donated plastic
bags and fruit for the “Take the 5-A-Day Pledge”
art project, and an art supply store provided can-
vas and paint. 

Each year, the communal art pieces are brought
back to the festival. “In that way, we are able to
teach previous lessons to all the kids who come
through our booth,” says King.  ■
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For more information about avoiding foodborne illnesses
during the summer months, contact:
• Diane Van, Coordinator, USDA Meat and Poultry

Hotline. FSIS [Food Safety and Inspection Service]
Food Safety Education Staff, 1400 Independence Ave.
S.W., Room 2932-S, Washington, DC 20250-3700.
Web site: www.fsis.usda.gov. Hotline telephone: (800)
535-4555. Food Safety Education telephone: (202)
720-7943.
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For more information about community teaching through
a public event, contact:
• Pauline King, MS, RN, CS, Director for Children

Programming and Psychosocial Clinical Nurse Specialist,
James Cancer Hospital and Solove Research Institute,
300 W. 10th Ave., Room 004, Columbus, OH 43210.
Telephone: (614) 293-4138. 
E-mail: king-4@medctr. osu.edu.
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