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Gaps in teaching due to
staff shortages? Try more
efficient methods
Clinical nurse specialists could be the answer

The nursing shortage has clearly impacted
the amount of time nurses have to teach
patients, says Mary Szczepanik, MS, BSN,

RN, manager of cancer education, support, and
outreach at Grant/Riverside Methodist Hospital
in Columbus, OH.

“The best way for us to measure how much
patient education is going on is to look at the medi-
cal record to see what is getting documented, and
we have seen a decline in the documentation of

In This Issue continued on next page

In a recent survey, respondents said that the nurs-
ing shortage, staff shortage in general, and a high
staff turnover were among their top challenges.
There’s no doubt that a shortage of nurses and staff
impacts patient education. When there aren’t
enough hands to tend to patient care, it’s difficult to
find time for education. In response to these chal-
lenges, health care facilities are making changes in
the way they do patient education. In our cover
story this month, Patient Education Management
discusses several ways facilities are meeting this
new challenge.
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patient education,” she says. There could be two
reasons for the decline. Nurses don’t have enough
time to complete the education or they don’t have
enough time to document it, explains Szczepanik.

To address the problem, in June 2001, a clinical
nurse specialist was placed on the oncology unit
on the Riverside Methodist Hospital campus to
provide education to patients. For example, if a
cancer patient is starting chemotherapy, it is the
clinical nurse specialist who shows him or her the
video and does the teaching. One of the answers
to the nursing shortage is to assign responsibility
for patient education to someone who doesn’t
have a staff or patient assignment for the day,
says Szczepanik.

To make the position of an educator designated
to patient teaching more appealing to administra-
tors, the clinical nurse specialist at Riverside has a
dual role and is responsible for professional edu-
cation as well. She makes sure that nurses com-
plete their mandatory educational programs
every year, says Szczepanik. Because hospitals
have their patients categorized according to dis-
ease, it wouldn’t be too difficult for health care
facilities to hire clinical nurse specialists to teach,
she says. For example, there could be someone on
the cardiovascular unit, someone assigned to neu-
rology, and another specialist for maternal child
health.

Staff shortages make efficiency extremely impor-
tant, says Patricia A. Mathews, MA, FHCE, presi-
dent of Mathews Associates in Chambersburg, PA,
a health care consulting firm. “What I am seeing is
more efficiency in the consistency of the delivery 
of patient education and the ease of staff to get
hold of what they need,” she says. For example,
patient education managers are ferreting out the
nice-to-know information more efficiently than
ever before and making connections for further
teaching through home visits, workshops, or at the
primary care physician’s office. Also, educational
materials often are available via the computer or by
some other quick method.

Hamot Medical Center in Erie, PA, implemented
a computerized documentation system to improve
efficiency. “When people have little time, we have
to make the most efficient use of it,” says Barbara
Magee, BSN, RN, patient education coordinator.

In another effort to help staff make better use of
time, the institution implemented an intranet sys-
tem and is in the process of putting all patient edu-
cation resources on the computer for ease of access.
To supplement existing materials, the hospital
purchased commercial patient teaching sheets on
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medications and patient care. “We are finding that
staff have very little time to search out and find
resources,” explains Magee.

Also on the intranet are cultural resources with
information on how to get an interpreter, tips on
working with an interpreter, and how to get
devices for patients with special needs.

The installation of a video on-demand system
has proven to be a great teaching aid at Centra
Health in Lynchburg, VA. Tent cards in every
room provide instructions on how to use the sys-
tem so nurses can prescribe videos when the
patient is ready to learn the topic without having
to bring a VCR cart to the room, says Regina
Phelps, RN, MN, director of education services.

Simple ideas improve education

While technology and designated educators can
improve education in light of staff shortages, there
are less costly methods. “We have been encourag-
ing staff to focus on involving the patients so that
they can make the most effective use of the time
they have. For instance, really focusing on the
patient’s questions,” says Magee. To aid staff in
this endeavor, a notepad and pencil is left at each
patient’s bedside, and patients are encouraged to
write down their questions. In that way, staff can
quickly determine the patient’s concerns and
address them.

The notepad idea was piloted on one unit with
a sheet of paper. It was popular with patients
who had a new diagnosis such as cancer, and
while older patients did not use it often, their
family members did. When families could not be
present to see the physician, they would leave
written questions on the sheet.

“I have seen Dry Erase boards used effectively
to reinforce patient education,” adds Mathews. A
nurse writes the question of the day on the board,
something the patient needs to learn before dis-
charge, and staff during daily interaction ask the
patient the question each time he or she comes
into the room. For example, they may write:
“What do you do when your colostomy bag
needs changing?”

Scripts and protocols make patient education
more efficient as well, says Mathews. For example,
the protocol may be to give patients information
about their procedure, then briefly review it and
ask if they have any questions. If the patient has
no questions, the nurse may go over a few that are
frequently asked. “There are prompts to elicit the
kinds of questions that nurses and other staff

know are really common, therefore reinforcing
what is in the written material,” says Mathews.

Standardizing patient education also makes it
more efficient and simplifies the documentation
process, says Szczepanik. Standardize learning
outcomes and teaching materials, and it becomes
much easier for the nurses to document the edu-
cation that they do because they can document
that they taught according to the standards, she
says. (For an example of a standardized teaching
plan, see article on the Diabetes Education
Toolbox, p. 124.)

To save time, two directories were created at
Centra Health, one for written materials and
another that listed educational programs. The
directories are good communication tools for this
large health care system that has two hospitals, a
long-term care facility, and several clinics. “We
found that people were often reinventing a patient
handout or somebody would want to know who to
call for smoking cessation classes for example, so
we put together directories,” says Phelps. The
directories also help staff locate educational materi-
als that are not stocked on their unit because the
health issue is not a common occurrence in their
patient population.

Keeping staff up to speed

Although teaching aids improve the efficiency
of patient education, staff must be aware that
they exist and know how to use them. It’s also
important that staff have basic teaching skills. Yet
with a high rate of turnover at many institutions
it’s difficult to keep everyone up to speed. 

To address this problem, Grant/Riverside
Methodist Hospitals created a four-part staff edu-
cation program on patient education with each ses-
sion 30-minutes long so that staff are able to attend
during their lunch break. “We want everyone to
have the same basic information about the educa-
tion of patients and families and to know where
the resources are so they can do this quickly,” says
Szczepanik. The program will be offered several
times a year.

In response to the increase in the number of
new hires at Hamot Medical Center, the institu-
tion expanded the amount of information covered
about patient education in its nursing orientation.
“We use an interactive approach to discuss learn-
ing styles and preferences and we review case
studies so we can showcase teaching techniques
and resources we have available,” says Magee.

Steps to make staff education on teaching
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patients ongoing also have been put into place.
The institution conducts quarterly updates on
competencies that are required of staff, and
patient education now is included in that pro-
gram. Updates might cover how to access an
interpreter or introduce a new teaching kit for a
particular diagnosis. A quarterly newsletter alerts
staff to changes in patient education.

A section on teaching skills is available on the
intranet, and there’s also a hard-copy self-learning
packet available. In this section staff can go on-
line and review differences between child and
adult learners and find many teaching tips. “Each
day, we seem to be adding more teaching tips,”
says Magee.

At Centra Health, there is a channel on the
video on-demand system that is dedicated to staff
education. “We did one of our mandatory educa-
tional sessions about pain on the video on-demand
system,” says Phelps. For new employees, a sys-
tem that provides one-on-one teaching has proven
to be effective. While all new employees attend a
general hospital orientation, they work with a pre-
ceptor on their unit to learn about patient educa-
tion because each unit is so specialty-based, says
Phelps. 

In her consulting, Mathews observes that insti-
tutions are using more self-learning packets, com-
puterized education, and incorporating more
patient education into the orientation of new
employees to ensure that staff know how to edu-
cate patients in spite of the high staff turnover

rate and staff shortage. “I think the biggest trend
is that managers are better equipped to educate
staff or be the liaison so that staff can find what-
ever they need to help educate patients,” says
Mathews.  n

Toolbox contains teaching
aids for diabetes education
Initiative begins after loss of specialist

Soon after the diabetes clinical nurse specialist
at the University of Washington Medical

Center (UWMC) in Seattle transitioned to another
role within the organization, diabetes education
began to deteriorate without a key individual for
clinical teams to consult. To remedy the situation,
a team of inpatient and outpatient nurses, clinical
nurse specialists, and key personnel for the dia-
betes care center got together to create a stan-
dardized diabetes education initiative.

“Diabetes, like many other chronic illnesses, is
a secondary health concern of a large majority of
our patients. We tend to see very complex cases
for a variety of health concerns,” says Cezanne
Garcia, MPH, CHES, manager of patient and
family education services.

For example, the patient may be admitted for a
heart transplant, yet have problems managing his
or her diabetes. In that case, the education plan
would be put into place and the diabetes educa-
tion record activated. Often, a patient’s diabetes
can become exacerbated with treatment plans for
other types of health issues, says Garcia. The ini-
tiative helps patients keep their diabetes under
control during medical situations that are highly
stressful. Their hospital stay also presents a teach-
ing opportunity or teachable moment for diabetes
education.

The team of clinicians creating the Diabetes
Education Toolbox identified the typical issues
that come up during a hospital stay and came up
with six key topics that should be covered. They
include general facts about diabetes, hyper- and
hypoglycemia, blood glucose testing, insulin, oral
medications, and discharge information. These
topics are on the diabetes education record used
to track teaching.

Also on the record are learning cues. For
example, the learning objectives for hyper- and
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For more information on how to ensure that patients
receive good teaching in spite of staff shortages and high
turnover, contact: 
• Barbara Magee , BSN, RN, Patient Education

Coordinator, Hamot Medical Center, 201 State St.,
Erie, PA 16550. Telephone: (814) 877-2680. Fax: (814)
877-6104. E-mail: barb.magee@hamot.org.

• Patricia A. Mathews, RN, MA, FHCE, President, Mathews
Associates, 1020 Leidig Drive, Chambersburg, PA 17201-
2816. Telephone: (717) 264-1143. Fax: (717) 264-0875.
E-mail: pmathews@aol.com.

• Regina L. Phelps, RN, MN, Director, Education
Services, Centra Health, 3300 Rivermont Ave.,
Lynchburg, VA 24503. Telephone: (434) 947-3192.
E-mail: Regina.Phelps@centrahealth.com.

• Mary Szczepanik, MS, BSN, RN, Manager, Cancer
Education, Support and Outreach, Grant/Riverside
Methodist Hospital, 3535 Olentangy River Road,
Columbus, OH 43214. Telephone: (614) 566-3280. 
Fax: (614) 447-0652. E-mail: szczepm@ohiohealth.com.
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hypoglycemia are to describe the causes, symp-
toms, and treatment. The learning objectives for
blood glucose testing are for the patient to state
when he or she should test his or her blood glu-
cose and what target range it should be in. (See
example of Diabetes Education Record inserted
in this issue.)

“The education record not only cues the clini-
cians on the learning objectives and the content to
be covered, it also profiles the tools the clinicians
are to use to support or reinforce their teaching,”
says Garcia. The tools include written materials
such as Managing Your Diabetes, produced by a
pharmaceutical company; a Sharps Safety Flyer
that covers disposing of needles properly that
was produced by the UWMC Diabetes Care
Center; and a brochure listing diabetes patient
education classes at the Center.

A series of videos also are shown to the patients
that include Basic Skills for Controlling Diabetes,
Monitoring Your Blood Sugar, and Injecting Insulin.
Videos on particular meters for blood glucose test-
ing are kept on units for use in training patients
who purchase meters. The videos can be shown
via the closed-circuit television channel but are
also kept on each unit in case the patient is ready
to see a video before or after it airs on the closed-
circuit system. Grant money was used to purchase
videos for each unit, says Garcia.

Clinicians use the booklets and videos to prompt
the teaching. For example, if they are to teach about
blood glucose testing, they turn the second chapter
in the booklet, Managing Your Diabetes.

Rolling the plan out

The task force of 12 clinicians that created the
Diabetes Education Toolbox met for four months,
and each member previewed the videos and
booklets at his or her convenience and scored
them during the selection process. The preview
process ensured that the tools met the needs of
their colleagues on the units or in the clinics
where they worked. They also went to nurse
manager meetings to solicit support for the kits.
“We try to engage as many informal and formal
key leaders in the clinical care settings in the
planning of initiatives because they will have
ownership when we roll it out,” says Garcia.

When it came time for implementation of the
toolbox, a poster was created that profiled its
components. The lead coordinator for planning
the initiative distributed posters to every floor
and offered inservices as needed, which give a

quick overview of the tools.
Implementation of the Diabetes Education

Toolbox was made very simple. Managers can
order its components by number, which include
the set of educational brochures, the education
record, and a take-home supply box for discharge
that contains insulin, syringes, lancets, and a
patient logbook. “In my department, we have a
student who puts the sets of booklets together
rather than having the manager order each book-
let from its producer,” says Garcia.

To ensure that new staff are aware of the
Diabetes Education Toolbox, it is briefly reviewed
in the patient education portion of orientation.
It’s also included on a list of resources that are
available to help clinicians with their teaching.

While there will be deviations from the stan-
dard education from time to time for a unique
case, Garcia predicts that the toolbox will address
80%-90% of the institution’s diabetes education
needs. “The beauty of the work the task force did
is that they focused on the key learning objec-
tives, the content and the teaching tools that are
needed for six key topics of diabetes education. It
is really based upon those standard issues that
come up,” explains Garcia.  n

Providing education 
for pain management 
Selecting tools to aid teaching is vital to success

Education is an important part of any pain initia-
tive; therefore, health care facilities throughout

the nation are working to identify the materials
they need to put in place to teach patients about
pain management.

Doris Doherty, BSN, RN, patient education
coordinator at Franciscan Skemp Healthcare in
LaCrosse, WI, worked with a small group of
nurses, occupational therapists, and social
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For more information on the Diabetes Education Toolbox
and its implementation, contact:
• Cezanne Garcia, MPH, CHES, Manager, Patient &

Family Education Services, 1959 N.E. Pacific St., Box
354618, Seattle, WA 98195-4618. Telephone: (206)
598-8424. Fax: (206) 598-7821. E-mail:
ccgarcia@u.washington.edu.
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workers to select patient education materials as
part of a larger committee that was creating a
pain management initiative. (To learn more
about how an education subgroup fits into a
pain management committee as a whole, see
article on p. 127. To review a working pain man-
agement initiative, see article on p. 128.)

“We ended up choosing quite a selection of
materials knowing that some people come in
with chronic pain, some have acute pain, and
then we have children with pain; and elderly
people with pain who have dementia and often-
times act out their symptoms,” says Doherty.

During the selection process, the team kept cer-
tain content criteria in mind looking for materials
that taught people how pain occurs and how
pharmacological and nonpharmacological inter-
ventions assist people in relieving pain. They also
looked for information that would help patients
understand the need to be honest with hospital
staff who were conducting pain assessments.
Information that emphasizes the patient’s respon-
sibility helps staff assess a patient’s pain level so
that appropriate approaches to pain management
could be implemented.

The new materials on pain will be incorpo-
rated into the existing patient education model,
and their use will be documented the same as
other materials. Pain education will be based on
the assessment using a pain scale of zero to 10.
The longevity of pain will play a factor in educa-
tion as well, says Doherty.

Take stock

The first project the subgroup on patient and
family pain management education tackled at
Children’s Hospitals and Clinics-Minneapolis was
an inventory of all the tools that were already in
place, says Casey Hooke, RN, MSN, APON, a clini-
cal nurse specialist on the team. They found that

many existing patient education programs had
overviews of pain. For example, oncology had a
family notebook with information about the cause
of pain and how it is managed. There also was spe-
cific pain education around certain interventions
such as an epidural catheter.

Once the inventory was completed, the team,
which consisted of two clinical nurse specialists
and the patient education coordinator, decided to
create two education sheets for parents — one
covering pain in children and the second in
infants. When creating content, they reviewed the
Joint Commission on Accreditation of Healthcare
Organizations in Oakbrook Terrace, IL, standards
to ensure that this education met that accrediting
organization’s criteria.

The pain in children sheet covers the health
care institution’s commitment to pain manage-
ment, identifies the causes of pain, discusses how
pain is assessed, and how to identify pain in chil-
dren. To help parents recognize pain, the sheet
explains how children react according to their
developmental stage, including infants, toddlers,
preschool children, school-age children, and ado-
lescents. It also suggests interventions for pain
which parents can try, such as massage, and dis-
cusses pain medications, says Hooke.

The content in the sheet for infants is based on
the information included in the children’s sheet;
however, input from clinical nurse specialists in
the neonatal intensive care unit and infant units
were solicited so that the information is more
applicable to premature and full-term infants. 
For example, parents are told to watch their chil-
dren’s behavior because refusing to eat could be 
a sign of pain, says Hooke. The pain in infants’
sheet was just finalized.

“All families will receive the education sheet,
and it will be reviewed with them and the teach-
ing documented,” says Hooke. If there are specific
pain needs assessed, then the teaching would go
beyond what’s covered on the initial sheet and
address the intervention, but all patients’ families
receive a minimum standard of teaching.

The patient education resources/materials
group at Riley Children’s Hospital in Indian-
apolis is currently searching for information and
resources so that they can use the latest research
when creating or evaluating for purchase writ-
ten materials and videos on pain. Their plan
includes revising some of the institution’s cur-
rent handouts to update them, says Cynthia
Latty, BSN, RN, patient education coordinator/
clinical educator at the hospital.
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To help health care organizations improve pain
management for patients, Patient Education
Management began a series of articles on this
topic in October discussing multicultural issues in
pain management. This month, we focus on
assembling the education materials needed to
provide staff support when teaching patients about
pain management.
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In their initial evaluation process, the group
determined that most of what was presently avail-
able was in written format. “We feel we need to
provide another medium for those whose learn-
ing styles differ and also to make pain education
for our pediatric patients and their families more
interesting,” says Latty.

Information about pain management and
resources pertaining to this issue has been gath-
ered at conferences, from literature, from hospital
staff, and web sites. (See list of web sites the
group has researched, above right.) Latty recom-
mends using staff as resources during research.
“Their knowledge of other resources can be
invaluable,” she explains. For example, a new
professor of pediatric oncology nursing at the
hospital provided information about a pain
resource center for nursing research and educa-
tion — The City of Hope Pain/Palliative Care
Resource Center (http://prc.coh.org).

Addressing pain seems to be a simple matter,
but it is not. There are various types of pain
described in research and as groups begin to dis-
cuss education they begin to think about how to
prepare a new mom for anticipated pain during
labor or how to prepare a pre-surgical patient for
anticipated pain post-op, says Doherty. “Each
patient experiences pain differently, so we have a
broad base of printed information that staff can
select from. We will teach staff what the informa-
tion covers so that they can easily pick and
choose what they will share with the patients as
they deal with their pain,” says Doherty.  n

Additional Resources

Following is a list of web sites researched by the
patient education resources/materials group

at Riley Children’s Hospital in Indianapolis dur-
ing the creation of the institution’s pain manage-
ment initiative. The information was provided by
Cynthia Latty, BSN, RN, patient education coor-
dinator/clinical educator at the hospital.

• www.partnersagainstpain.com — has links
to other organizations dealing with pain.

• www.painfoundation.org— education and
advocacy organization with links to 200 other
sites on pain-related topics; have patient educa-
tion materials for order.

• www.dal.ca — produces the Pediatric Pain
Letter quarterly.

• www.ampainsoc.org — web site for the
American Pain Society.  n

Subgroups tackle 
pain management
Breaking large project into small chunks gets results

To meet the standards on pain management 
of the Joint Commission on Accreditation of

Healthcare Organizations in Oakbrook Terrace, IL,
many health care facilities are diligently working
on initiatives. Most have found that the quickest
way to achieve results is to create groups that are
part of a larger committee to look at the various
components of pain management.

While one committee at Children’s Hospitals
and Clinics-Minneapolis was assembled to develop
a comprehensive plan for pain management, sev-
eral subgroups worked on all the issues in a paral-
lel fashion. “It was an easier workload, and we did
a lot quite quickly,” says Casey Hooke, RN, MSN,
APON, a clinical nurse specialist who worked on
the education of patients and family about pain.

Other subgroups looked at pain assessment;
reviewing the tools and their reliability and valid-
ity, and determining how the assessment would
be documented; incorporating a statement about
a patient’s right to pain management into the
patient’s bill of rights; developing an institutional
policy about pain; and creating a comprehensive
staff education plan to introduce the new policy.
Another group developed tools and a plan that
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For more information about selecting materials for pain
management education, contact:
• Doris Doherty, BSN, RN, Patient Education Coordinator,

Nursing/Patient Education, Franciscan Skemp Health-
care, LaCrosse, WI 54601. Telephone: (608) 785-0940,
ext. 2193. E-mail: Doherty.Doris@mayo.edu.

• Casey Hooke, RN, MSN, APON, Clinical Nurse Specialist,
Children’s Hospitals and Clinics-Minneapolis. For
information contact: Linda Broz, RN, MS, Patient/Family
Education Coordinator, Children’s Hospitals and Clinics
Minneapolis and St. Paul, 345 N. Smith Ave. (MS
61245), St. Paul, MN 55103. Telephone: (651) 220-
6107. E-mail: Linda.Broz@childrenshc.org.

• Cynthia Latty, BSN, RN, Patient Education Coordinator/
Clinical Educator, Riley Children’s Hospital, Clarian
Health Partners, Indianapolis. Telephone: (317) 274-
8845. E-mail: Clatty@clarian.org.
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can be adapted to each clinical area for measuring
the quality of pain management.

Franciscan Skemp Healthcare is a large system
with one major hospital, two rural hospitals, 13
clinics and numerous behavioral health centers, so
a multidisciplinary committee was assembled to
create a pain management plan. “We brought in
people from the clinic setting, all the areas of the
hospital, our nursing home, and subacute unit so
we included the populations from birth to very old
age,” says Doris Doherty, BSN, RN, patient edu-
cation coordinator. While the core group discussed
the type of plan that the institution needed, the
work was divided and assigned to subgroups.

Systemwide pain team in place

As the group works on the pain initiative, staff
education to increase awareness about pain man-
agement is being conducted. Two speakers have
come to the institution to address interdisciplinary
staff, and a conference has been held for physi-
cians. A separate committee is working on a plan
for staff education to be implemented once the ini-
tiative is complete.

Although there is a systemwide “pain team” at
Clarian Health Partners in Indianapolis, currently
the focus is on the evaluation of pediatric programs
and materials for pain management, which is the
patient group served by Riley Children’s Hospital.
Once this work is complete, similar work will be
done for the adult groups the other two hospitals
in the system serve. “Our work will pave the way
for what will need to be done for the remainder 
of our patients,” says Cynthia Latty, BSN, RN,
patient education coordinator/clinical educator 
at Riley Children’s Hospital.

To launch the project, a retreat was held for the
Pediatric Pain Special Practice Group, and at that
time, it looked at what programs and materials
were currently in place for pain management.
People from all three hospitals in the system par-
ticipated in this brainstorming session. Areas
focused on included staff education; patient edu-
cation; supporting policies/philosophies/docu-
ments; services and departments involved, such
as child life, pharmacy, anesthesia, home care and
surgery; documentation forms and standards;
and pain assessment tools.

“We divided up into respective groups to eval-
uate what already existed and what work needed
to be done to fill the gaps we had determined. We
have looked at what other institutions have done
and what vendors have available,” says Latty.  n

Pain initiative changes
staff and patient mindset
Goal: Reducing pain scores to improve recovery 

The initiative for pain management imple-
mented at Duke University Health Systems 

in Durham, NC, a couple years ago has made all
providers at the institution aware of the impact
pain has on patients. It also helped staff identify
the number of ways there are to control pain and
resources to help the patients who are experienc-
ing pain. As a result, they are able to get a better
handle on pain control for their patients, says
Linda E. Hood, RN, MSN, AOCN, an oncology
clinical nurse specialist at the health care facility.

She has monitored the pain scores of cancer
patients upon admission to the hospital to see how
quickly the scores can be reduced to below a level
of three or four on the pain scale and how many
are discharged with levels of less than three or four.
“To get people’s pain under control is really an
important issue for our whole team,” says Hood.

Patients get in on the act

To lower pain scores, patients now learn why
staff are asking them about pain and how they
can best communicate the degree of pain they
have. The institution uses the zero to 10 pain
scale to help adults evaluate their level of pain
and the faces scale for children, which pictures
faces with expressions ranging from grimacing to
smiling. The education is verbal and supported
by written materials such as the patient pain
guides published by the Agency for Healthcare
Policy and Research based in Silver Spring, MD.

All patients receive a bill of rights for pain and
cancer patients receive a special version adapted
for cancer pain. In this document patients are told:

• that they can expect to have their pain
addressed;

• that staff will assess their pain level and
believe their reports of pain;

• that it is the responsibility of staff to respond
in a timely fashion;

• that staff will keep track of the interventions
and whether or not they were helpful.

Staff also will discuss whether patients are satis-
fied with their pain relief. The bill of rights for pain
covers the agents used to relieve pain and explains
that there are specialized techniques for people
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who have unrelieved pain including nonpharma-
cological interventions. The education channel at
the hospital broadcasts information on nonphar-
macological pain relief methods such as progres-
sive muscle relaxation and guided imagery, and
patients often are given relaxation tapes to take
home.

Change of mindset

It’s important to teach patients that if pain can
be kept under control they tend not to have as
many complications, and that patients who don’t
have their pain well controlled following surgery
or some other medical incident can develop long-
term chronic pain problems, says Hood. One of
the mottoes selected when the pain initiative was
launched is that healing doesn’t have to hurt.
“Once you start talking about pain you have a
big impact on helping relieve patients’ pain and
improving their quality of life by helping them
understand that it isn’t something they have to
accept,” she says.

With chronic pain, such as cancer pain, it is
often changing patients’ mindset. They often put
off taking their pain medications because they are
afraid of becoming addicted, yet continual pain
drains their energy and impacts their immune
system, says Hood.

When the pain initiative was launched, all staff
had to watch a videotape on pain and complete a
self-learning packet. In addition, champions from
each area of the hospital were selected to receive
extra education about pain and its control. These
champions were then available to provide sup-
port to staff, monitor the outcomes of patients,
conduct in-depth pain assessments when neces-
sary, and make referrals as indicated.

Champions now are recruited and trained annu-
ally, attend educational update sessions twice a
year, and participate in monthly grand rounds on
pain and palliative care. The pain initiative has been
a re-educating process for both staff and patients,
changing their perception of pain, says Hood.  n

No need to create from
scratch, but give credit! 
Always get permission before borrowing materials 

It’s not an uncommon practice for patient educa-
tion managers to use forms, documents, and

educational materials from other institutions as a
blueprint when creating similar pieces for their own
health care systems. However, care must be taken to
ensure that there is no copyright infringement.

The law is intentionally vague about how
much change is necessary to avoid copyright vio-
lation, says Fran London, MS, RN, health educa-
tion specialist at Phoenix Children’s Hospital.
That’s why as a general rule, she never words the
content in the same way or presents the informa-
tion in the same format as the source’s material. 
It should never look like it was copied.

Changing original material is necessary

Frequently changing the copy is inevitable
because the original material usually is written at
too high a reading level or formatted poorly for
patients with low literacy skills, she says. Also, at
Phoenix Children’s Hospital, families review the
content during the creation process, which gener-
ates more changes.

“Assume everything you see in print or on a
web site is copyrighted,” advises London. When
an author puts information on paper, he or she
owns the copyright. If the material is written at
work, the employer owns the copyright, she
explains.

Always ask for permission to use another insti-
tution’s materials, even if only as a template or
framework, and get the permission in writing to
protect both parties, says Sandra Cornett, direc-
tor, OSU/AHEC Health Literacy Program, Office
of Health Sciences at The Ohio State University
(OSU) in Columbus and former program man-
ager for consumer health education at the OSU
Medical Center.

It is wise to give credit to the original source
even when changes have been made. Including
“adapted from ——” at the bottom of the mate-
rial to acknowledge the original source can do
this. “Permission is always asked for, except in
public documents from government sources, and
even then, I give credit at the bottom of the docu-
ment,” says Cornett.
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For more information about the pain initiative at Duke
University Health Systems, contact:
• Linda E. Hood, RN, MSN, AOCN, Oncology Clinical

Nurse Specialist, Duke University Health Systems, DUMC
3677, Duke North 9244, Durham, NC 27710. Telephone:
(919) 684-1886. E-mail: hood0004@mc.duke.edu.
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The institution or source is given credit on the
material if they are copied as is. Of course, per-
mission is always sought and sometimes a fee is
attached for the use of the material, says Cornett.

When people ask to adapt materials from
OSU Medical Center, a copy of the adaptation is
requested for review to determine how much of
the content was changed before permission is
granted.

Get it in writing

To ask permission to use materials from another
source, whether written content, an illustration, or
chart, write a letter, says London. Send the copy-
right holder a copy of what you want to use, tell
him or her how you want to use it, how many
copies you will make, and whether you will charge
for it. Also, ask the copyright holder how he or she
wants to be acknowledged in your product, says
London.

The same steps to obtain permission apply to
information on a web site. “Just because you can
copy a picture and paste it into your document
doesn’t mean you should do it. It’s best to always
have permission in writing to protect yourself
and your institution,” says London.

The copyright holder may send one of four
responses, which include:

• You have my permission to use the material as
long as you include “permission granted by . . .” 

• You have my permission to use it, if you pay
a fee of this amount [$$].

• You may not use it.
• I am not the copyright holder; talk to [names

source] instead.
Even when permission is granted, keep a

record of all resources used to create the material
so if someone has questions about the source of

the content, the information is readily available,
advises London.

Most forms are similarly worded

Forms, like those used for documentation 
of education, are likely to be similar to other
institutions because all must include the infor-
mation that pertains to the Oakbrook Terrace,
IL-based Joint Commission on Accreditation of
Healthcare Organizations, standards. However,
it would be difficult to directly copy a form and
have it work for your institution, says London.
Most forms would not suit your facility without
some modification.

“I have found it rare that another institution has
exactly what I need,” says London. Often the mate-
rial doesn’t suit the needs of the patient population
and health care providers at Phoenix Children’s
Hospital. Regional differences and practice varia-
tions make it necessary to individualize most mate-
rials, she says.

“However, when creating a new form or edu-
cational material, it can be very helpful to see
what others are doing, what works, what they
included, and didn’t include. We don’t have
enough time to re-create every wheel from
scratch,” says London.  n

Let patients, family
members model behavior

It is thought that people learn best through
vicarious learning. When they see their peers

changing a bandage or administering insulin,
they learn more effectively, says Samuel L.
Maceri, RN, MPA, CNA, director of Education
and Support Patient Care Services at St. Jude
Children’s Research Hospital in Memphis, TN.
Therefore, when the institution makes a patient
education video, they don’t use actors or health
care professionals to demonstrate techniques.
Instead, they use patients and family members.
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For more information on adapting materials from other
institutions for your use, contact:
• Sandra Cornett, RN, PhD, Director, OSU/AHEC Health

Literacy Program, Office of Health Sciences, The Ohio
State University, AHEC, 218 Meiling Hall, 370 W. Ninth
Ave., Columbus, OH 43210-1238. Telephone: (614) 292-
0716. Fax: (614) 688-4041. E-mail: cornett.3@osu.edu.

• Fran London, MS, RN, Health Education Specialist, The
Emily Center, Phoenix Children’s Hospital, 909 E. Brill
St., Phoenix, AZ 85006. Telephone: (602) 239-2820. Fax:
(602) 239-4670. E-mail: flondon@phxchildrens.com.
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These laypeople model the skills that are being
taught. It’s better than a handout or showing a
video with a nurse doing the demonstration, says
Maceri.  t

Share your success 
stories

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

in patient education or come up with innovative
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teaching ideas? If so, we would like to profile
your program or idea in Patient Education
Management. We are interested in all types of top-
ics, including educational materials, teaching
methods, improved documentation techniques,
and staff development. If you would like more
information or want to suggest an article idea
please contact Susan Cort Johnson, editor, Patient
Education Management, at: (530) 256-2749 or sus-
cortjohn@onemain.com.  n
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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.  n
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EDITORIAL ADVISORY BOARDCE/CME Questions

17.Which of the following methods increase 
efficiency in patient education? 
A. Online educational materials
B. Standardized teaching and 

documentation
C. Video on demand
D. All of the above

18.To teach patients about pain management, 
many health care facilities are developing 
which of the following teaching materials?
A. Teaching sheets on pain
B. Bill of rights on pain management
C. Web sites for self-learning
D. A and B

19.Which of the following steps should be 
taken when using another institutions 
materials as a blueprint in order to avoid 
copyright law? 
A. Obtain written permission
B. Avoid wording content the same way
C. Include an attribution on material
D. All of the above

20.When children have a sibling in the hospi-
tal, it’s important that they gain an under-
standing of what’s going on, including the 
illness, so that they don’t live in fear of it 
thinking that it might happen to them or 
that they did something wrong to cause it.
A. True
B. False



Address siblings’ emotional
issues during illness
Offer opportunities for kids to learn

Children who are diagnosed with a life-threaten-
ing illness frequently have their world turned

upside down, and health care professionals and
parents understand that; therefore, emotional issues
as well as physical issues are addressed during
treatment. Yet, the patient’s siblings can be over-
looked even though they have just as many reac-
tions and adjustments as the sick child, says Hallie
Bloom, MS, MA, CCLS, director of Child Life at St.
Jude Children’s Research Hospital in Memphis, TN. 

Siblings of a sick child who are left with family
and neighbors while Mom and Dad spend time at
the hospital can experience feelings of abandon-
ment. Parents rarely include siblings, especially if
they are young, in discussions about the illness
and treatment of their brother or sister, so they
may feel left out. 

Often, they think that their parents may not love
them anymore because they don’t spend as much
time with them as before. Sometimes they develop
psychosomatic illnesses to see if Mom and Dad
will take care of them as they do their sick brother
or sister. Young children may think they did some-
thing to cause their brother or sister to become ill. 

“Children are very egocentric; so life centers
around them, and this is a major disruption in
their life,” says Bloom. It’s important that chil-
dren gain an understanding of all that is going
on, including the illness, so that they don’t live in
fear of it thinking that it might happen to them or
that they did something wrong. It’s also impor-
tant that they find ways to become involved so
that they have a role, she explains. 

With their attention on the sick child, parents
often do not notice behavior changes in their other

children or they react with disdain demanding that
the well child explain how they could be acting
that way when his or her brother or sister is so sick. 

That’s why staff at St. Jude Children’s Research
Hospital give parents material that covers behav-
ior changes they might look for in their children,
how to contact Child Life if they notice these
changes, and how that department works with
the siblings of sick children. 

It’s important to help parents understand the
reactions siblings have when a brother or sister is
extremely ill, to educate them about how to handle
behavior changes in their children, and to teach
them how to incorporate their children into the
things that are going on, such as discussions about
the illness, so that they feel a part of it, says Bloom. 

At the hospital, siblings can join their brother
or sister in group therapeutic play activity, or par-
ents can schedule individual appointments with
a Child Life specialist for the child. During medi-
cal play, children use dolls and real equipment
and needles to work through hospital experiences
and learn what is going on during treatment. 

Child Life specialists do a lot of expressive play
so that children can explain how they are feeling.
“A lot of children don’t have the verbal skills to tell
you how they feel, nor do they really understand
the feelings they are having. It may be feelings they
are having for the very first time but they are able
to show you that through their play,” says Bloom. 

Teens often need someone that they can talk
openly with about their feelings and life issues.
They may have been ready to leave for college
when a sibling was diagnosed with cancer and
they had to stay home and help. 

It’s good to let children know that their feelings
are OK. They may be very angry yet are told that
they have no right to be mad because they aren’t
going through the illness. “Being angry is OK; it is
what they do with that anger that counts, so we
teach them coping mechanisms and how to express
themselves appropriately,” says Bloom. 

Helping children overcome their fear of hospi-
tals and the medical environment also is impor-
tant. To familiarize children with this setting, staff
developed two activity books, one for the patient
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For more information on addressing the concerns of
patients’ siblings during an illness, contact:
• Hallie Bloom, MS, MA, CCLS, Director, Child Life, St.

Jude Children’s Research Hospital, 332 N. Lauderdale,
Memphis, TN 38105-2794. 
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and one for a sibling. The coloring books give a
brief introduction to what happens in the hospital
and why equipment is used the way it is. Child
life specialists also work with children individu-
ally to help them become familiar and comfort-
able with hospital surroundings. 

What’s important is to include the children and
help them understand the situation. “Once they
are included, it gives them a little more peace and
they are able to continue with their daily activi-
ties knowing that they aren’t going to be left out,”
says Bloom.  n

Burn prevention program
fires kids up 
Hands-on activities, discussions make learning easy 

Requests for a burn prevention education pro-
gram aimed at school-age children in fourth

through sixth grades was one reason Shriners Burns
Hospital in Cincinnati created Kids Informed, Kids
Aware Burn Prevention Education. The second rea-
son was that many of the burn cases seen at the hos-
pital were children in this age group. 

This is the age when children are beginning to
baby-sit or stay home alone when Mom and Dad
are out. They go off to camp where there are
campfires, and many boys are cutting the grass
and have access to gasoline, says Louise Hoelker,
RN, MHA, director of volunteers and public rela-
tions at Shriners Burns Hospital.

The program comes as a complete package so it
can easily be implemented whether in a school
classroom or for community outreach at a health
care facility. “After talking to a lot of people, we
focused on letting kids understand why burns are
so harmful. It is a science-based curriculum,” says
Hoelker. It’s also filled with lots of hands-on activi-
ties to help reinforce the lessons provided to this
age group. 

The program uses sensory and daily life expe-
riences to explain the causes, effects, and preven-
tion of burns caused by flame, scalding liquids or
steam, flammable liquids and their vapors, sun-
burn, contact with hot surfaces, chemicals, and
electrical current. The illustrated teaching guide
includes chapters on laying the groundwork for
burn prevention and teaching on the topic. 

“Each chapter has a lot of details,” says
Hoelker. For example, the curriculum for flame

burn prevention covers what fire is, how the fire
triangle (fire, oxygen, and an ignition source)
must be present for fire to start, what happens
when flames burn skin, and how to prevent such
burns. The program also has a 30-minute video
that follows the lesson so instructors can show
portions of the video, such as the section on flame
burns, to enhance the lessons. 

The curriculum is very interactive so children are
involved. Activities for the flame burn prevention
lesson include creating an exit plan for the home.
Children are given graph paper and a pencil and
asked to identify the location of all the smoke detec-
tors and exits in their home and to create a plan to
safely exit the house in case of a fire. Another activ-
ity breaks the children into small groups where they
discuss the habits of young children and the baby-
sitters’ role in preventing burns. 

To help teach children about flammable liquids
and their vapors, imitation vanilla extract and
household ammonia are spread lightly on two
paper plates, and the children are asked to iden-
tify the liquids by smell. “Once it dries, they can
still smell the vapors. The lesson helps them
understand that the fumes are still there; and if
the liquid is flammable, and you come across an
ignition source, it will ignite,” says Hoelker. 

The curriculum also includes real-life exam-
ples, and instructors are asked to read the stories
and have the children discuss how the burn may
have been prevented. For example, one story
describes a 5-year-old girl who liked to dress up
in her older sister’s clothes. She put on a flowing
dress and danced around the living room before a
fire burning in a fireplace with no screen. The
dress billowed toward the flames. 

“With this curriculum, we wanted to address
fourth, fifth, and sixth graders but not preach to
them. We wanted to give them practical informa-
tion on why burns are preventable and how they
are preventable,” says Hoelker.  n
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For more information on Kids Informed, Kids Aware Burn
Prevention Education or to order, contact:
• Louise Hoelker, RN, MHA, Director of Volunteers and

Public Relations, Shriners Burns Hospital, 3229 Burnet,
Cincinnati, OH 45229. Telephone: (513) 872-6059. E-
mail: lhoelker@shrinenet.org. (The cost of the program,
which includes a teaching guide and video, is $35. To
order, call or e-mail Hoelker, give your name and address,
and ask for an order form for Kids Informed, Kids Aware
Burn Prevention Education.)
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