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Group appointments create
opportunities for education
Interaction reinforces educational message

In today’s health care setting, providers often have
trouble finding the time to educate patients dur-
ing an office visit. Yet when several patients are

seen at one appointment in a group setting, the edu-
cation component is no longer overlooked because
groups are allotted more time and there are more
opportunities for education. 
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CE testing change

Beginning this semester, Patient Education Man-
agement is simplifying its continuing education

program by no longer requiring you to return a test
form. Instead of completing a Scantron form as you
have in the past, all you will need to do is complete a
CE evaluation, which will be enclosed in your Decem-
ber issue. Upon receipt of your evaluation, your CE
certificate will be mailed to you. It's that simple. 

CE questions will continue to be included in every
issue. Answers to those questions will be printed in
the issue as well, giving you the opportunity to rein-
force the learning activity by immediately reviewing
any missed questions. This process has been shown
to be an effective adult education method and fits
well with our commitment to provide you with quality
continuing education activities that are designed to
meet your needs. If you have any questions about
this process, please call our customer service
department at (800) 688-2421.  n



“You are educating at a much slower pace, and 
it is easier to get the education piece done,” says
Andrew Bertagnolli, PhD, project manager for
group appointments at Regional Health Education,
Kaiser Permanente Northern California in Oakland.
Also, when a practitioner discusses one patient’s
problem, everyone present benefits from the infor-
mation shared. 

Another educational benefit of group appoint-
ments is that patients are able to interact with one
another, says Linda Macdonald, MD, a staff physi-
cian at New Mexico Veterans Affairs Health Care
System in Albuquerque and assistant professor of
medicine at the University of New Mexico. 

Macdonald decided to start a group clinic for
patients with diabetes when she had a patient come
to her with a problem of high blood sugar while
exercising and couldn’t figure out why. The very
next patient revealed that he had figured out how
to solve the same problem. “I thought that if these
two guys had been in the room at the same time,
they could have shared with each other,” she says. 

When she started the diabetes management
group and the intensive insulin therapy group,
patients were told that the group clinics were
being introduced because there were two types 
of experts. There are experts who know a lot
about an ailment because they have studied it
and others because they lived with it. “We told
patients that our purpose is to bring those two
groups together,” says Macdonald. 

During a weekly drop-in group visit for anxious
patients with asthma at a Northern California
Kaiser Permanente facility, participants would dis-
cuss ways to help one another get their asthma in
control, says Bertagnolli. For example, if someone
in the group had more trouble with asthma in the
fall, they would discuss triggers and medication
adjustments before the physician provided input
on the solution to the problem. 

One of the goals of this group clinic was to teach
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Although it doesn’t seem possible, seeing patients
as a group rather than at individual office visits can
actually provide more time for patient education.
That’s because the time slot is longer, and patients
learn from one another as well as the physician or
other group leader. However, it is important to focus
on each individual at some point during the group
visit, if even for a few minutes. 
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patients how to take their peak flow, look for
trends, and adjust their inhaled steroids based on
the peak flow meter reading. The goal was met,
because the group appointment was two hours —
providing more time for teaching — they met more
frequently than patients who made individual
appointments, and meeting weekly provided an
opportunity to reinforce the education and behav-
ioral changes, says Bertagnolli. 

Patients said that they liked this drop-in group
appointment format for several reasons: 

• They had weekly access to medical care.
• They could learn from other patients as well

as physicians.
• Other patients ask questions they usually

don’t think to ask.
• They learned how to adjust medication and

keep their asthma in control.
• They learned how stress and worry con-

tributed to their asthma attacks and frequent
visits to the emergency department.

Not a class

Although education is a prominent piece of
group appointments, they are not to be confused
with a class, says Macdonald. “There is no set
agenda; so when the patients come in, they set
the agenda. They say, ‘This is my problem today,’
just like they would at an individual clinic visit,”
she says. 

For example, the patient may come to an indi-
vidual appointment complaining of high blood
sugar at bedtime, and Macdonald will try to fig-
ure out why the patient is having this problem.
During a group appointment, it is the other
patients who try to resolve the problem. 

Macdonald does teach a diabetes education
class, and although it is interactive, she is the
teacher. During the group clinic, she is a facilita-
tor and the patients are the teachers, she explains.

“There are educational components to the
group appointments, but even if you have a very
interactive class, there is no individualizing as
there is at group appointments,” says Bertagnolli. 

At Kaiser Permanente clinics in Northern Cali-
fornia, group visits are conducted by a licensed
health care professional. The goal of the group
appointment is to replace the individual office visit.
There also is a clinical intervention, which is disci-
pline-specific. For example, a physical therapist
conducting a group visit might help patients mod-
ify an exercise according to each patient’s condition,
which is a clinical intervention, says Bertagnolli. 

Group visits shouldn’t have a formal curricu-
lum, but provide education as needed. “My phrase
is education PRN,” says Bertagnolli. The education
is individualized as each patient checks in report-
ing how they put into practice what they learned
at their last visit and any new problems they are
experiencing. Patients support one another during
the individualized part and offer information if
they have something to contribute. 

“We recommend that practitioners incorporate
education into the group visit. It is a big shift for
a lot of health care providers that feel like you
have to do an education dump on the patient,”
says Bertagnolli. 

Macdonald has chosen to focus her groups on
problem solving issues. With diabetes, people
need to learn how to problem-solve, she says. In
the group visits, she attempts to teach them to
identify the problem first, then think of possible
causes and ways to test for the cause, and finally
to come up with possible solutions and ways to
determine if the solutions work. 

To do this, at the beginning of each group visit,
Macdonald has participants tell about any prob-
lems they are having with their diabetes or ques-
tions they may have as she writes them on the
board. If people do not state a question or issue,
Macdonald pulls something from what they said.
For example, if a patient says he or she worked
hard at eating the right foods, Macdonald will
write: “What are the right foods and how do you
choose the right foods?”

People are discouraged from engaging in dis-
cussion of the problems until everyone has had a
chance to speak and the issues have been grouped
into topics. Once the process is completed the
group determines which topics to focus on first. 

Sometimes Macdonald will write down indi-
vidual data if the person is willing to share the
information and have the group analyze it to fig-
ure out how to solve a problem. For example, if a
patient states that he or she has high blood sugar
at bedtime, Macdonald would write on the board
what was eaten, what activities the patient
engaged in, and the medications that were taken. 

“We focus on education problem solving using
the premise that you need more than knowledge —
you need to be able to use your knowledge. I think
a lot of our patients with diabetes have the knowl-
edge, but they don’t know how to apply it. What
we are really working on is applying knowledge as
well as gaining new knowledge,” says Macdonald. 

When setting up the group appointment, figure
out what the key messages will be, advises
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Goals are key to successful 
group appointments
Have a clear concept of what to achieve

The first step to setting up a group appoint-
ment is to have a clear idea of what is to be

accomplished. “We have found that if you do not
have clear goals about what you want to accom-
plish by a group visit, it will not work,” says
Andrew Bertagnolli, PhD, project manager for
group appoints at Regional Health Education for
Northern California in Oakland. 

Have clear goals about who you are targeting,
why you are targeting them, what you hope to
accomplish by targeting them, and what needs
you think are contributing to the reason you want
to target them, advises Bertagnolli.

For example, the target population may be
asthma patients, but for the group appointments
to be successful it is wise to select a subset of this
patient group. This may be nonadherent patients,
those who are newly diagnosed, or patients with
significant psychological and psychosocial issues
that impede their ability to self manage. 

“If you just say I want to do a group for asthma
patients, you will get all kinds of different patients
with asthma with all kinds of different needs and
you won’t be able to respond to that,” says Bertag-
nolli. Selecting subsets is a way to make the group
more homogeneous. 

Once clear goals are set, it will be easier to deter-
mine how long the group appointment should
last, how frequently the group should meet, and
who should lead the group visit. For example, if
the group appointment will target asthma patients
who frequently use the emergency department,
then someone who can adjust medications should
lead the group. Also, because asthmatics who use
the emergency department generally have prob-
lems with anxiety, someone with mental health
experience would work well, says Bertagnolli. 

The frequency of the group visits should be
based upon a patient’s need for rapid accessibil-
ity to medical care. “We found with asthma and
heart failure, having a weekly drop in group was
helpful. We were able to catch people before they
got to such a state they went to the emergency
department,” said Bertagnolli. 

On the other hand, diabetic patients usually
don’t get distressed when their blood sugars are
high, so this patient group may be scheduled
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Bertagnolli. For example, for the Kaiser asthma
group, the educational goals were to address the
impact of stress and worry on asthma, how to take
medications appropriately, to learn which medica-
tions work best in which situations, and how to
monitor asthma with a peak flow meter. It’s OK to
have a short agenda for education as long as the
information is delivered when patients are ready
to hear it, says Bertagnolli. (To learn how to deter-
mine the best design for group appointments
and set them up, see article, below.)

Also, he advises that practitioners figure out

what materials they will need and put them in a
box marked as patient education materials. The
educational materials would focus on the type of
patients that would be included in the group visit. 

As a result of the education that takes place dur-
ing group appointments, visits to the emergency
department are decreased in certain populations,
reports Bertagnolli. Also, patients’ conditions seem
to improve and their satisfaction increases. 

“The patients in the intensive insulin therapy
group have learned a lot about diabetes manage-
ment, and they have also developed a cama-
raderie with the people in their group,” says
Macdonald. She used to see these patients indi-
vidually every two or three months but now sees
them on average once every six months because
they come to group clinic once a month. 

She sees patients from the diabetes manage-
ment group in her office more frequently because
they do not come to the monthly group appoint-
ments as regularly. Even so, there has been an
impact. “They are more aware of problems with
diabetes and are doing some problem solving.
They are thinking about issues more and not
relying on me as much,” says Macdonald.  n

For more information about group appointments, contact:
• Andrew Bertagnolli, PhD, Project Manager for Group

Appointments, Regional Health Education, Kaiser
Permanente Northern California, 1950 Franklin, 13th
Floor, Oakland, CA 94612. Telephone: (510) 987-1301.
E-mail: Andrew.bertagnolli@kp.org.

• Linda Macdonald, MD, Staff Physician, New Mexico 
VA Health Care System, 1501 San Pedro Drive, S.E.,
111GIM, Albuquerque, NM 87108. E-mail: Linda.
macdonald@med.va.gov. 
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according to the usual standard of care. For
example, if physicians see patients with diabetes
every three months, then group visits should be
scheduled accordingly. 

At Kaiser Permanente, there are two types of
group appointments, the drop-in group and closed-
format. In the closed format, a group of patients
stay together as one group. Diabetes groups usually
are organized in the closed format. (To learn how a
pilot group for diabetes patients was organized at
one health care facility, see article, right.)

The drop-in group is referral-based, and a few
new patients are generally introduced on a weekly
basis. Return patients can drop in on the group
when they choose to do so. It’s important not to
add more than three or four new referrals to the
group each week so that the providers who lead
the group will have time to address the problems
and issues of the established drop-in group mem-
bers, says Bertagnolli.

To get referrals, group leaders at Kaiser do pre-
sentations at various medical team meetings.
Closed groups usually target a particular physician
panel. Patients for these groups usually are pin-
pointed by going through the computer database
and selecting those that fit the criteria. A letter of
invitation is sent to patients or their physician sug-
gests that they participate in the group appointment
when they are seen at an office visit. 

Groups should be no larger than 12-15 patients
so that the health care provider leading the group
has time to check in with each patient. At Kaiser,
all group appoints must have a clinical interven-
tion, which is discipline-specific based on the
purpose of the group. 

The size of the group should be based on the
types of health problems patients have, what needs
to be done during the 1½- to two-hour sessions, and
the size of the room, says Bertagnolli. If the group
leader is a physical therapist and patients will be
exercising, there should be enough space for every-
one to exercise. However, there must be enough
patients scheduled to make the group cost-effective,
he adds. 

The group appointment works well for several
different types of patient populations. At Kaiser
facilities throughout Northern California, there
are group appointments for newly diagnosed
patients with diabetes, patients with diabetes that
are transitioning to insulin, patients with diabetes
and co-occurring psychosocial issues, anxious
asthma patients who are frequent users of the
emergency department, hypertension, irritable
bowel syndrome, back problems, knee problems,

headaches, and chronic pain. 
“Having patients with a common diagnosis

participate in group appointments works best.
Less learning takes place when you address dif-
ferent kinds of health conditions in one group,”
says Bertagnolli.  n

Group visits are good 
for diabetes control
Shared experiences help to address problems

Knowing that other health care facilities had
been successful with group visits, profession-

als from the Medical University of South Carolina
in Charleston decided to conduct a six-month pilot
group for patients with poorly controlled diabetes.
To cover the costs, they applied for a grant.

Although not a factor in the selection process,
this patient population with diabetes was not
well educated, had difficulty with transportation,
and for the most part were indigent. Therefore,
the medical center gave patients participating in
the pilot transportation vouchers and grocery
coupons as an incentive. 

“We got our participants from our clinics and
screened them according to certain criteria. For
example, their hemoglobin A1-C, which is a dia-
betes marker, had to be elevated,” says Tamara
Wolfman, MD, assistant professor of medicine
and co-director of medicine/pediatrics residency
at the Medical University of South Carolina in
Charleston and one of the group visit leaders. 

There were three groups of patients that met
once a month for a two-hour period during the
pilot study. The first hour was devoted to educa-
tion and during the second hour a clinical inter-
vention took place in a group setting. If a patient
needed to be examined privately, they were taken
upstairs to the clinic, says Wolfman. 

At the beginning of the group visit, each patient
was asked what he or she would like to learn about
that day, and then the group decided the educa-
tional focus for that session. Some of the topics cov-
ered during the pilot study were complications of
diabetes, how to control diabetes, diet and exercise,
and how to deal with families and holidays when
you have diabetes. “There were certain things we
decided we had to teach them as part of the pilot,
but it turned out that they wanted to learn about
what we needed to teach them, anyway,” she says. 
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As part of the education, patients were given
notebooks and asked to track their blood glucose
readings. Some patients recognized when the num-
bers were too high and suggested they increase
their insulin. “We tried to let them take ownership
of their whole medical regimen,” says Wolfman. 

Another group member answered most of the
questions asked. Each time Wolfman began to
answer a question, another patient would talk
about his or her experiences, she says. Guest
speakers also were brought in on occasion, includ-
ing a dietitian and an exercise physiologist who
addressed how to overcome barriers to physical
activity, such as living in a neighborhood where it
is not safe to leave the house. 

“Very rarely did a group member have a prob-
lem that someone else in the group did not have.
There was a lot of interaction and a lot of shar-
ing,” says Wolfman. People participating in the
group visits either had answers for the question
or the same concern.

For a physician, the group setting where
patients addressed their problems for one hour
provided an opportunity to learn more about
them individually, says Wolfman. She discovered
things about their home life, their personalities,
and religion that affect their diabetes. She also
learned about the difficulties they had getting to
the clinic and that some could not read. 

“The most important finding of the pilot study
was that patients felt much more educated and in
control of their diabetes than they previously had
and they felt more connected with their doctor.
The trust factor was increased,” says Wolfman. 

When the pilot study ended, patients were
asked if they wanted to continue coming to a
group visit once a month; about half said yes.
However, before another group was scheduled,
these people were screened to determine if they
were appropriate for group visits. 

During the pilot, the organizers had learned
that some people were not appropriate for group

visits. Those with profound depression tended 
to monopolize the discussion, and those who fre-
quently accessed medical care obviously needed
more attention than the once-a-month group visit. 

There was a two-month lag time between the
pilot study and the start of the new group. At the
first scheduled group appointment, about 75% of
the patients reported that their diabetes had gotten
worse. “They basically said that being in the group
made them feel like they wanted to take better
care of their diabetes because other people were
doing it with them and trying to help them, and
they were trying to help other people. When they
were out of that group, they lost that accountabil-
ity,” says Wolfman.  n

Overwhelmed with 
materials for patients?
Notebooks provide a place for everything

When patient groups have multistep and
long-term teaching needs, clinical teams at

the University of Washington Medical Center in
Seattle often develop notebooks. It comes down
to a decision of whether you want to hand out a
lot of bits and pieces of information over the
course of the care experience or give the patient
all the information at once and hope they bring
the manual back with them for physician visits,
says Cezanne Garcia, MPH, CHES, manager of
patient and family education services. 

“Manuals are particularly useful when the
team feels the patients and family members are
overwhelmed with all the bits and pieces of infor-
mation,” she says. It works well with the institu-
tion’s goal to make patients an active part of the
care team. 

Increasingly, the manuals include a resource
section that has information on Internet sites, self-
care literature, listings for local organizations,
and instructions on how to find organizations for
support group needs, legal council, or continued
learning about the patient’s particular disease. 

There are no cookie-cutter formulas for educa-
tion notebooks, says Garcia. That’s why the edu-
cation department is working on a procedure that
will coach teams through the decision process on
how to design the manual to meet the needs of
the patients, families, and clinical teams. As the
medical center creates more notebooks, teams can
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For more information about the pilot study on group
visits for people with poorly controlled diabetes, contact:
• Tamara Wolfman, MD, Assistant Professor of Medicine

and Co-Director of Medicine/Pediatrics Residency,
Medical University of South Carolina, Ambulatory Care
Services, 326 Calhoun St., P.O. Box 250105, Charles-
ton, SC 29425. Telephone: (843) 876-0888. E-mail:
wolfmant@musc.edu. 
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review the various models and alternative
features. 

“That will get them to stretch their thinking
beyond the more conventional patient education
approach that tends to be more content or knowl-
edge building and skill-oriented,” says Garcia. 

One care binder for oncology patients was cre-
ated with a lot of input from patients. As a result,
there are emotional and social support aspects to
the notebook as well as the clinical orientation.
Some of its distinctive features include a journal-
ing section, self-care and self-help sections, stress
management information, medication and symp-
tom log sheets, a plastic sheet to insert business
cards, another plastic sheet for family photos, an
inexpensive three-hole punch so patients can eas-
ily add additional material to the binder, and a
pencil organizer with pens. 

“Many of these cancer patients see eight to 10
different clinicians and are on a series of medica-
tions that are hard to remember the names for. The
binders help them feel empowered and better able
to manage all the information and resource bits
and pieces that are given to them,” says Garcia. 

Provide continuum of care

A notebook for expectant parents is produced
by Sacred Heart Medical Center in Spokane, WA,
but distributed through physicians’ offices in the
outpatient setting when a woman is at the 20th
week of her pregnancy. This notebook and its
form of distribution have helped the hospital
reach patients with essential information about
the delivery process. 

“The notebook has also created consistency
within our system over the continuum so that our
outpatient nurses and our inpatient nurses are all
giving the same information throughout,” reports
Sherry Maughan, RN, director of women’s services
at Sacred Heart. In a situation where there is a large
volume of information as there is about pregnancy,
it is better to create one single source, she says. 

Expectant parents not only use the notebook at
physician visits, they bring the notebook to the
hospital when they come for orientation at about
36 weeks of pregnancy. At this appointment, they
are taught from the notebook, and much of the
information is covered again when they return for
the delivery. They also receive a follow-up call after
discharge and certain information is again covered
to reinforce teaching, says Maughan. “If they run
into a problem, question, or concern once they take
their baby home, they can go back to the notebook,

using it as a resource,” she says. 
One of the benefits of notebooks is that they

provide an excellent reference system, says
Nancy Goldstein, MPH, patient education pro-
gram manager at Fairview-University Medical
Center in Minneapolis. During classes for trans-
plant patients, participants are shown where they
would find answers to their questions in the note-
book as information is covered. “The books are
well organized, so it is easy for patients to know
where to go to get the answer to their questions,”
she adds. 

Notebooks also provide patients with an orga-
nized system for record keeping and can help
patients know when to use the health care system.
The information helps patients know when to call,
whom to call, what problems are solvable, and
which ones aren’t. For example, they would know
at what point to call their health care professional
when they had a fever. “They can provide real,
definitive guidelines that really help a person
know how best to use the health care system, and
that is a benefit to all of us,” says Goldstein. 

If she could find one fault with the notebooks, it
is that they are cost-prohibitive. In fact, Fairview-
University Medical Center switched to spiral-
bound booklets with a folder at the back for loose
information. “A notebook itself is more costly, and
it is labor-intensive because someone needs to col-
late the material. The other problem is that they
are heavy, and the transplant patients are not
well,” Goldstein explains. 

Notebooks at Sacred Heart Medical Center cost
between $5 and $6. Costs are kept down because
printing is done in-house and volunteers put the
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For more information about creating notebooks to meet
multistep, long-term teaching needs, contact:
• Cezanne Garcia, MPH, CHES, Manager, Patient &

Family Education Services, University of Washington
Medical Center, 1959 N.E. Pacific St., Box 356052,
Seattle, WA 98195. Telephone: (206) 598-8424. 
E-mail: ccgarcia@u.washington.edu. 

• Nancy Goldstein , MPH, Patient Education Program
Manager, Fairview-University Medical Center, Patient
Education Box 603, Harvard Street at East River
Parkway, Minneapolis, MN 55455. Telephone: (612)
273-6356. E-mail: ngoldst1@fairview.org. 

• Sherry Maughan, RN, Director, Women’s Services,
Sacred Heart Medical Center, P.O. Box 2555, Spo-
kane, WA 99220. Telephone: (509) 474-3173. 
E-mail: MaughaS@shmc.org.
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notebooks together, says Maughan. “The main
cost of the notebook now is the binder and we are
looking to see if we can bind them differently,”
she says. 

It is difficult to calculate the costs of all the
materials and management pieces given patients
with long-term teaching needs over time, says
Garcia. “I am not convinced that booklets are
more expensive. I would guess that the cost is at
least equal. The department does have to pay the
cost of the notebook up front,” she says.

The one negative aspect of the educational note-
books for expecting parents that Sacred Heart pro-
duces is their distribution. They must be delivered
to between 15 and 20 physician offices. However,
the consistency of information for both patients
and staff across the continuum of care is well worth
the effort, says Maughan.  n

Focus on problem solving
when you’re presenting
Fresh ideas, new angles, and solutions

Have you ever thought of presenting at a con-
ference? Next time a call for presentations

goes out, stop and evaluate the criteria for speakers
because you may have something of value to offer. 

“Consider if you have a topic or interest area
that you think is fresh and new or particularly
challenging that you could present your ideas or
dialogue with your colleagues about,” advises
Zeena Engelke, RN, MS, patient education man-
ager at the University of Wisconsin Hospital and
Clinics in Madison. 

To determine if you are doing something fresh
and new, note what your colleagues are talking
about and see if you have solved that problem.
Often patient education managers don’t realize they
have something worth sharing because it is part of
practice and they think it is routine, says Engelke. 

“I think we all know what some of the basic
challenges are today. If you have solutions to
some of those basic challenges, that may be
worth sharing,” says Engelke. 

Or you may have a new angle to the problem
that hasn’t been considered before, says Leah
Kinnaird, EdD, RN, a consultant with Creative
HealthCare Management in Minneapolis. However,
before answering the call for presentations, consider
if it is worth your time, she advises.

Read the packet for presentations carefully,
says Sandra Cornett, RN, PhD, director of The
Ohio State University Health Literacy Program in
Columbus. It should have information about the
major objectives and areas of focus for the confer-
ence that will help you decide if the conference
would be of value to you because speakers gener-
ally are offered a reduced conference rate but
nothing more to cover their expenses. 

It may be a conference that would provide an
opportunity to make many connections with col-
leagues that you could network with later. Or it
may provide an opportunity for you to establish
yourself in a particular field, she says. 

There are many benefits to presenting. A good
reason to present is to gain visibility for yourself
or for your institution. “People have asked me to
speak or consult because of the visibility I have
acquired speaking at national conferences,” says
Cornett. 

Some institutions encourage their employees
to present and to publish. “It may also be a per-
sonal goal,” says Engelke. However, it is wise to
begin small because presentation skills are some-
thing that you develop with practice. Start with
staff and local organizations, she advises. 

Submitting the abstract

Once a decision has been made to submit an
abstract, patient education managers need to
know that they must sell their idea and them-
selves on paper. “The abstract you submit needs
to be clear and concise,” says Engelke. Don’t
write long pages. Simply explain your topic and
how you will present it. Also explain why you
are the one to present that topic, because there
may be similar abstracts, she says. 

Write the abstract in a narrative format carefully
following the guidelines, says Kinnaird. Make sure
the objectives or the intentions of the presentation
are included as well. “I ask myself what do I intend
to do. What do I want people to gain.” 

Because there is always a time delay between
the abstract submission and the actual presenta-
tion, Kinnaird makes the proposal general
enough that she can add material at a later date
should she want to add more to the presentation
after it has been accepted. 

It is important to tie your presentation into the
conference theme or overall objectives, agrees
Cornett. However, whether your topic fits the
theme is not the only factor to consider when
applying. Before writing the abstract, make sure
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that your topic can be presented in the time
allowed. 

It is possible to trim time from the presentation
by focusing on one aspect of the topic, says
Cornett. For example, if you are speaking about
documenting patient education instead of cover-
ing everything that pertains to the topic, you
could focus on one segment such as motivating
nurses to document or creating documentation
forms. 

Whatever the focus, there are certain elements
to a good presentation. Including a learning
activity is key, says Cornett. She likes to include a
small segment where people have a chance to
participate either individually or in a group by
practicing whatever technique she is teaching.
(For tips on presenting see article, right.)

Try to motivate

For a quality presentation, the presenter should
give a brief literature review or at least set the stage
for the discussion, says Engelke. Also provide a
current reference list, she says. 

A mix of teaching techniques should be used as
well. “We learn by all our senses, so having some
visual support, some auditory kinds of things,
getting the learners involved are important. We
employ all those kinds of things directly with
patients and we need to do that with larger
groups as well,” says Engelke. 

A presentation in general tends to motivate, so
it needs to be inspiring in some way. “I like to use
stories,” says Kinnaird. It also is important to tar-
get the needs of the audience.  n

Before presenting,
practice, practice, practice
Get ideas, notes, and visual aids together in advance

Before presenting to a large group, Zeena
Engelke, RN, MS, patient education manager

at the University of Wisconsin Hospital and
Clinics in Madison recommends that people talk
to their mirror. Pull your ideas together and
know what you are going to say well in advance.
Also prepare your visual aids, such as overheads.
Then practice, practice, practice, she advises.

“If you are new to presenting, practice in front
of colleagues and have them give you feedback
or videotape yourself,” says Engelke.

Although seasoned presenters no longer have
to go through the presentation word-for-word, it
still is important to be well prepared, agrees
Sandra Cornett, RN, PhD, director of The Ohio
State University Health Literacy Program in
Columbus. Although she has given hundreds of
presentations, Cornett always thinks through her
introduction to the topic because she wants to
immediately capture the audience’s interest. 

Cornett also makes sure her transparencies for
illustration are all in order, and if she is doing a
PowerPoint presentation, she makes transparen-
cies as backup in case the system doesn’t work. 
If flying to a conference she keeps the transparen-
cies in her carry-on luggage. 

Practice should help a presenter stay on time.
Have a plan for reducing information quickly
should the presentation go too long. It is possible
to hit the highlights and not cover every point
and still successfully present your overview, says
Engelke. “Rather than say, ‘I don’t have time for
this,’ it is better to learn how to reduce the con-
tent and abbreviate, then it is a much more skill-
ful presentation,” she says. 

Presenters who engage the audience in an
activity need to make sure there is time to com-
plete it before adjourning. To keep such activities
within the timeframe of the presentation, they
must know how to facilitate group interaction.
“When presenters break the audience into a small
group and ask them to brainstorm something for
five minutes, they’ve got to know how to manage
that,” says Cornett. 

Practice also should help presenters give their
talk without reading their notes. Cornett lists key
points to cover as a reminder, but each person

July 2002 / PATIENT EDUCATION MANAGEMENT™ 81

For more information about answering calls for presen-
tation, contact:
• Sandra Cornett, RN, PhD, Director, The Ohio State

University Health Literacy Program, Office of Health
Sciences, 218 Meiling Hall, 370 W. 9th Ave., Columbus,
OH 43210. Telephone: (614) 688-5682 [in office on
Tuesday and Thursday] or call (614) 292-0716. E-mail:
cornett.3@osu.edu. 

• Zeena Engelke, RN, MS, Patient Education Manager,
University of Wisconsin Hospital and Clinics, 3330
University Ave., Suite 300, Mailbox drop 9110, Madison,
WI 53705. Telephone: (608) 263-8734. E-mail: zk.engelke
@hosp.wisc.edu. 

• Leah Kinnaird, EdD, RN, Consultant, Creative HealthCare
Management, Minneapolis, MN. Telephone: (800) 728-
7766. E-mail: leahjo@aol.com.
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needs to figure out what will work best for him
or her. 

When delivering the talk, speak directly into 
the microphone so that the audience can hear you,
says Leah Kinnaird, EdD, RN, a consultant with
Creative HealthCare Management in Minneapolis.
Also, repeat major points so that everyone under-
stands what was said. Often someone will cough
or there will be a loud noise off-site right when a
major point was made and someone will miss it,
she explains. 

It’s important to pay attention to the audience
as well. If at a certain point you notice that people
are getting up to go to the restroom take a break,
don’t wait until the scheduled time, advises
Kinnaird. 

If a member of the audience should bring up 
a point that you intend to cover later in your talk,
go ahead and cover the information; then when
you get to that part in your notes, simply men-
tion it, says Kinnaird.  n

Sleep is not the answer 
to fighting cancer fatigue
Teach variety of methods for symptom control

While a good night’s sleep usually rejuvenates
those suffering from exhaustion, if the

fatigue is cancer-related, rest does not help the
patient recover. “Cancer fatigue is prevalent, even
with rest,” says Heather Brumbaugh, RN, MSN,
ANP, a nurse practitioner at Duke University
Medical Center in Durham, NC. It is a persistent
fatigue that has been present for at least two
weeks or more rather than just a few days. 

Cancer patients describe the fatigue in various
ways. Some say it is a lack of energy while others
say it is a lack of motivation. “Some patients say
that they feel lazy and they have never been lazy
before,” says Brumbaugh. Frequently, cancer
patients are not able to do the usual mental tasks
they have done in the past and have trouble mak-
ing decisions because they can’t focus. 

Sometimes the fatigue impacts the patient’s abil-
ity to function. They are unable to do their work,
and it interferes with their activities of daily life. 

Although the cause of the fatigue is not known,
there are several factors that medical professionals
say contribute to the cause, says Brumbaugh. The
disease can contribute to the symptoms because
cancer cells release cytokines that can cause
fatigue. The treatment also can cause fatigue
whether it is chemotherapy, radiation, surgery, or
some of the newer biological agents. Physiological
disturbances can be a factor in fatigue, which
include anemia, dehydration, and infection. 

Things that disturb sleep, such distress and
concerns about the disease, can be a factor in the
fatigue. Also physical symptoms that are not well
controlled and therefore keep the patient awake
at night, such as pain and nausea. The multiple
medications that people often take can make
them more depressed and fatigued.

“Also, a low level of activity will cause fatigue.
It becomes a vicious cycle. If they don’t keep
doing things, their energy is not going to come
back; so just sitting in the chair waiting for it to
return is a factor,” says Brumbaugh. 

Controlling symptoms

When patients have a lot of difficulty with
fatigue they need to know that it is important to
discuss their concerns with their nurse or physi-
cian. Often they don’t mention their fatigue
because they are afraid that their physician will
cut back on their treatment, and the cancer will
not be controlled or cured. 

Another reason is that patients fear the physi-
cian might find out the disease is getting worse.
Therefore, it’s important that they understand
that when they start chemotherapy they begin to
feel better because the cancer is back in control.
However, near the end of the treatments, they are
fatigued because the treatment is making them
feel tired. They think the cancer is returning
because they feel like they did when their cancer
was first diagnosed, says Brumbaugh. 

Patients may have to plan their day so they
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This month, Patient Education Management
begins an article series on educating patients
about symptom management with an article on
cancer fatigue. Many patients don’t discuss their
fatigue with their physician and therefore need to
be taught to be honest so that these symptoms
can be addressed. Light exercise, enjoyable
activities, and journaling all can help manage 
the symptoms of cancer fatigue often caused 
by the disease and treatment. 

EXECUTIVE SUMMARY



have time to rest in the afternoon or save their
energy by skipping the housework so that they
can go to a family gathering in the evening.
They need to learn how to prioritize their time
better, says Brumbaugh. Friends and family will
often ask how they might help and it’s impor-
tant that cancer patients assign tasks when help
is offered. 

Exercise is beneficial in fighting fatigue, so it 
is important that cancer patients do some sort of
activity each day, such as taking a short walk.

Activities that take people’s minds off the stress
and fatigue of the disease and treatment is useful
as well. “They need to make sure they do some-
thing for fun or that is of interest to them, such as
listening to music or taking a walk in the garden,”
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Tips from cancer fatigue
management web sites 

There are several informative web sites
with tips on how to manage cancer

fatigue. Following are a few suggested by
Heather Brumbaugh, RN, MSN, ANP, a
nurse practitioner at Duke University
Medical Center in Durham, NC:

• www.cancerfatigue.org. This web site
sponsored by the Pittsburgh-based Oncology
Nursing Society provides tools for people to
assess and rate their fatigue so that they might
discuss their symptoms with their physician.
Tools include a fatigue scale and a brief fatigue
inventory. 

An article library includes such titles as 20
Ways to Boost Your Energy with Nutrition, How to
Talk to Your Employer, and Suggested Strategies for
Energy Conservation. The site also has answers
to frequently asked questions.

• www.cancersource.com. Click on fatigue
as a topic and find information on the causes
of fatigue, how it can be managed, and its
prevention. There are also assessment tools,
self-care guides, a resource guide, and infor-
mation on mailing lists, message boards, and
e-mail newsletters that put cancer patients in
touch with each other. 

• www.oncolink.upenn.edu. Under the
section on coping on this web site, sponsored
by the University of Pennsylvania Cancer
Center in Philadelphia, the topic of fatigue is
covered. It includes tips on ways to minimize
the effects of fatigue, such as taking small
naps and drinking lots of water. It also has
tools for self-assessment, answers to recently
asked questions, and resources.  n

For more information about teaching patients how to
control cancer fatigue, contact:
• Heather Brumbaugh, RN, MSN, ANP, Nurse Practitioner,

Duke University Medical Center, Hematology Oncology
Clinic, DUMC Box 3872, Durham, NC 27710. E-mail:
brumb001@mc.duke.edu.
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says Brumbaugh. Yoga and meditation sometimes
helps to divert patients’ thinking so they aren’t
worrying about everything and that will increase
their energy level. 

Goal: Improve quality of life

Some people find that it is helpful to talk to
others who are experiencing similar symptoms
and share ideas, so support groups help with
fatigue management. Journaling or keeping a
diary where the patient would write down their
thoughts and feelings also is helpful to some. (For
a list of web sites that offer tips on how to con-
trol cancer fatigue, see p. 83.)

Helping patients address cancer fatigue will
help them have a better quality of life during
treatment. “If we can make the fatigue a little bit
better, even if it is just so much as helping them
understand that part of treatment and that things
will get better, I think their quality of life should
be improved,” says Brumbaugh.  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

Consulting Editor:
Carol Maller, RN, MS, CHES

Patient Education
Coordinator

New Mexico VA
Health Care System
Albuquerque, NM

Kay Ball, RN, CNOR, FAAN
Perioperative Consultant/

Educator
K&D Medical

Lewis Center, OH

Sandra Cornett, PhD, RN
Director, 

The Ohio State University
Health Literacy Project

Columbus

Fran London, MS, RN
Health Education Specialist

The Emily Center
Phoenix Children’s Hospital

Phoenix

Kate Lorig, RN, DrPH
Associate Professor/Director
Stanford Patient Education

Research Center
Stanford University School of

Medicine
Palo Alto, CA

Annette Mercurio, 
MPH, CHES

Director 
Health Education Services

City of Hope National 
Medical Center

Duarte, CA

Magdalyn Patyk, MS, RN
Advanced Practice Nurse

Patient Education 
Nursing Development

Northwestern Memorial
Hospital
Chicago

Michele Knoll Puzas, 
RNC, MHPE

Pediatric Nurse Specialist
Michael Reese Hospital &

Medical Center
Chicago

Dorothy A. Ruzicki, PhD, RN
Director, Educational Services
Sacred Heart Medical Center

Spokane, WA

Mary Szczepanik, 
MS, BSN, RN

Clinical Program Coordinator
Grant-Riverside Methodist

Hospital
Columbus, OH

Louise Villejo, MPH, CHES
Director, Patient Education

Office
University of Texas 

MD Anderson Cancer Center
Houston

Nancy Atmosphera-Walch, 
RN, MPH, CDE, CHES
Coordinator, Health

Education and Wellness
Queen’s Medical Center

Honolulu

EDITORIAL ADVISORY BOARDCE Questions

1. The educational benefits of seeing patients at 
a group visit include: 

A. More time to teach
B. Patients learn from each other
C. Education is at a slower pace
D. All of the above

2. Notebooks filled with teaching materials are 
beneficial when patient groups have multistep 
and long-term teaching needs.

A. True
B. False

3. Before answering a call for presentations at a 
conference, patient education managers 
should consider:

A. Is their topic fresh and new?
B. Are they an expert on the subject?
C. Have they found a solution to a problem?
D. A & C

4. To combat cancer fatigue, patients can:
A. Train for a marathon
B. Push a little harder to complete tasks
C. Use power of positive thinking
D. Plan day so there is time for rest

Answers: 



When in doubt, parents 
should visit the ED
Provide information about who to call, when to go 

It is difficult to define for a parent what a medical
emergency is, says Karen Mathias, MSN, RN,

clinical nurse specialist for emergency services at
Children’s Hospitals and Clinics Minneapolis/St.
Paul. “I think a medical emergency is what the
parent perceives it to be,” she adds. 

If the parent believes there is a severe illness or
injury that is threatening his or her child’s health
or may cause permanent harm, then the emer-
gency department (ED) is an option, says Kathy
Shaw, MD, ED director at Children’s Hospital of
Philadelphia and chief of the division of emer-
gency medicine. 

“It is difficult for a layperson to know exactly
what the end diagnosis is going to be, so they
have to focus on looking at their child and if they
feel their child needs immediate help, then they
should be calling 911 or coming to the emergency
department,” she says. 

However, there is some information that can
help parents make appropriate decisions about 
the ED. Make sure that parents have the number 
of the nurse triage telephone hotline, whether pub-
lic access or through their primary care physician,
says Mathias. They could report the symptoms to
the nurse and receive advice on whether to go to
the ED. The advice they get from a nurse should be
based on computer database protocols, she adds.

Parents who are not certain whether to take
their child to the ED should call their physician
first, Shaw advises. Yet they shouldn’t wait too
long for a return phone call. Parents need to
know that they must be particularly careful with
babies. A 3-month-old baby who is crying and
has a low-grade fever could have a significant

problem such as meningitis or a nonlife-threaten-
ing problem as an ear infection. 

Parents should know to first undress the baby
to see if anything is hurting him or her, and then
call their physician. However, it is always best to
be cautious, says Shaw. 

There are certain signs and symptoms that par-
ents should to be aware of that require immediate
medical attention. When these are present, parents
should not call their physician or a nurse-advice
telephone service before taking their child to the
ED, says Shaw. They include:

• trouble breathing or swallowing; lips look
blue or gray;

• unconscious, severely lethargic, not responding
appropriately or having convulsions or seizures;

• severe, persistent pain that is not relieved by
Tylenol or ice;

• a cut or burn that is deep or large or involves
the head, chest or abdomen;

• any bleeding that doesn’t stop after applying
pressure for five minutes;

• a head injury with loss of consciousness, con-
fusion, vomiting, or a severe headache that is not
relieved by Tylenol;

• a fever and a new rash or a fever and altered
consciousness or lethargy; 

• ingestion of a poison (parents should first
call the poison control center).

When parents report to the ED with their child,
if possible, they should bring the child’s immu-
nization record, any medications he or she is tak-
ing, and if there was ingestion, the substance that
was ingested, says Shaw. “Parents should be pre-
pared to tell the nurse or physician exactly what
is worrying them about their child. Parents are
the best historians; they can tell you what is dif-
ferent about the child,” she says. 

Parents should be aware that multiple people
at the ED will try to gain information about their
child’s history, length of illness, and things they
see in their child that is concerning them, says
Mathias. “Parents need to be taught that they need
to be a continual advocate for their child, even in a
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For more information about using the emergency
department, contact:
• Karen Mathias, MSN, RN, Clinical Nurse Specialist,

Emergency Services, B881, Children’s Hospitals and
Clinics Minneapolis/St. Paul, 2525 Chicago Ave., S.,
Minneapolis, MN 55404. Telephone: (612) 813-5999.
E-mail: karenmathias@childrenshc.org.
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health care setting.” If an hour or two goes by while
they are waiting to see the physician and they feel
as something has changed about their child’s condi-
tion, they need to speak up. n

Prevention is the key 
to fewer ED visits
Teach parents to prevent death-causing injuries 

While it is good for parents to know when to
visit the emergency department, many of

these frantic trips would be unnecessary if injuries
were prevented, says Kathy Shaw, MD, director of
the emergency department at Children’s Hospital
of Philadelphia and chief of the division of emer-
gency medicine. The No. 1 one cause of death for
children older than the age of 1 is injury.

Most children die in automobile accidents;
therefore, it is important to teach parents how to
appropriately restrain their children while riding
in cars. This information includes having the
child ride in the proper car seat, whether infant
or toddler, and to graduate children to seatbelts
only when they are big enough. 

Another major cause of death, especially in
cities, is children being hit by cars while playing
in the street, says Shaw. Parents need to make
sure that children are not crossing streets on their
own and that they are playing in a playground.

Near drowning is another major problem,
especially in warm-weather states such as
California, Arizona, and New Mexico. Pool own-
ers should fence their pools and adults should
learn CPR. “When children are around water, one
adult should be assigned to watch them even
when a lifeguard is present,” says Shaw. 

Burns are another common injury for children.
All houses need a working smoke detector, and
families should have an evacuation plan, says
Shaw. Other areas for injury prevention include
wearing protective equipment while playing
sports and staying away from toys and other
objects such as walkers and trampolines that
have been reported to be dangerous, says Shaw. 

(Editor’s note: Patient Education Managementhas
addressed many of these injury prevention issues. To
learn more about drowning prevention education, see
PEM, May 2001; for burn prevention, see PEMNovem-
ber 2001; for sports injury prevention see January 2002;
and for safety seats, see PEM May 2002.)  n

Tips on reacting to 
medical emergencies
Parents should remain focused and nurturing

When an incident occurs that may require
emergency medical attention, parents need

to remain calm. Children, no matter their age, look
to see if their parent is stressed, upset, or anxious.
“The child feels their parent’s stress, which in turn
can make him or her scared,” says Katie McFaull,
CCLS, a certified child life specialist at the emer-
gency department (ED) of Children’s Healthcare 
of Atlanta. There are several other things that par-
ents can do, says McFaull. She recommends:

• Acknowledge the facts of the situation, and
reassure the child that help is on its way.

• Know that your child is resilient and you are
their comforting presence. Let your child know
when and where you will be with him or her if
they ride in an ambulance or life-flight helicopter.

• Let your child know that his or her body is
smart. It makes new blood all the time; blood cleans
and helps makes scabs; pain is the body’s way of
letting people know they are hurt and need help;
the child’s body is already starting to heal itself but
the doctor will help his or her body heal faster.

• Small children view their bodies as contain-
ers and think that Band-Aids, gauze, or a towel
not only help control bleeding but keep every-
thing from falling out. Reassure the child that this
won’t happen.

• Talk to your child in a soothing voice, even if
he or she is unconscious. If the child is conscious,
talk to him or her about relaxing in a soothing
voice. Suggest that the child become limp like a
spaghetti noodle and take breaths in through the
nose and out through the mouth. 

(Editor’s note: In the August issue of Patient Edu-
cation Management, we will cover what parents should
to do on the way to the ED, while waiting to see the
physician, and during treatment.) n
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For more information about teaching parents how to
react in a medical emergency, contact:
• Katie McFaull, CCLS, Certified Child Life Specialist,

Children’s Healthcare of Atlanta, SR Campus, Emer-gency
Department, 1001 Johnson Ferry Road, N.E., Atlanta, GA
30342. Telephone: (404) 250-2442. 
E-mail: katie.mcfaull @choa.org.
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