
It takes two! Make written material
easy to read and understandable
Plain language documents will be suitable for 80% of patients

What makes educational material a must-read?
The key is to make documents easy to read and understand,
says Doug Seubert, guideline editor in Quality Improvement

and Care Management at Marshfield (WI) Clinic. 
“You can have a document that is easy to understand, all the medical

terms are defined, and there are even good diagrams that ‘show’ what the
text is ‘telling.’ However, if the font is too small, there is little white space,
and the information is not broken into sections, it may be too hard to read
and the majority of patients won’t even try reading it,” explains Seubert.

The reverse is also true. A document that has a larger font, uses white
space and bullet points to break up the text, and is in a two-column lay-
out may have medical terms that are not explained and long, wordy sen-
tences that make it difficult for most people to understand, he adds. 

“If a pamphlet looks hard to read, people will not read it. If they try to
read material and find long words and medical jargon, it is difficult for
them to get through, or they don’t see how the information will help
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Most health care professionals agree that verbal education is always
required when teaching patients, but written handouts help reinforce the 
lesson. However, handouts that are not easy to read and easy to understand
will most likely end up in the garbage can. Therefore, it is important that
patient education managers make sure all written materials are in plain 
language. 
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them, they will throw it away,” says Sandra
Cornett, PhD, RN, director of the OSU/AHEC
Health Literacy Program at The Ohio State
University in Columbus.

Effective educational materials must be easy to
read and easy to understand — the two cannot be
separated, says Linda Benn, RN, BScN, patient
education coordinator at QEII Capital Health in
Halifax, Nova Scotia, Canada. 

Easy-to-read material is written in plain, every-
day language and flows well from one topic to
the next. The content is of interest to the reader.
Easy to understand applies to comprehension
and whether the reader can explain what he or
she just read — for example, if he or she can list

the steps in correct order for drawing up insulin,
explains Benn. 

Written materials that are easy to read share
several characteristics, and the same is true of
articles that are easy to understand. 

What do easy-to-read materials have in 
common?

Reading grade level is part of the process of
making a document easy to read. Readability 
formulas are used to help assess the reading diffi-
culty, which has to do with such factors as the
number of syllables in a word and the number of
sentences in a paragraph, says Cornett. 

Grade level only a beginning

“Reading grade level is a good start, but read-
ability is more than that. You can put together
gobbledygook made up of short words and sen-
tences, and have a very low reading grade level
but a useless document,” says Janet Sorensen, a
writer for the Arkansas Foundation for Medical
Care in Little Rock.

Design elements contribute to readability, she
adds. Use a 12-point font or larger if readers may
be visually impaired. Serif fonts, such as Times
New Roman, work well for the body of the text,
because these fonts are easier to read. San serif
fonts, such as Arial, can be used for headings and
subheads. 

White space, or areas without text, add to the
readability of written material. “It’s recom-
mended that 30% to 50% of a document should
be white space. This includes margins, spaces
between paragraphs and lines of text, and space
around graphics and photos,” says Seubert.  

The length of the lines of text on a page
impacts the readability of a document. Lines of
text that span across the page make a person’s
eyes work harder as he or she reads. On a stan-
dard 8.5”x11” page, a two-column layout is rec-
ommended, or the margins on a single-column
layout should be increased so the lines of text are
between 50 and 70 characters, says Seubert.

Breaking the information into sections or
“chunks” makes a document easier to read,
because the eyes can scan the document and
focus on each section. Using lists helps break up
text and makes key points stand out. “Lists can
be bulleted or numbered. Numbered lists should
be used for directions or instructions that require
a series of actions that must be done in order,”
says Seubert.

Design should not be an afterthought but part
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of the entire writing process, says Cornett. How
the information is to be structured with sub-
heads and sections makes the information more
readable. 

Layout and design also can make a document
easier to understand. Subtitles help guide the
reader to the important information. Organizing
the material under subtitles also will help the
writer limit the information to three to five
important points. “Too much information is over-
whelming, and the reader will not remember any
of it,” explains Cornett. (To learn how to target
the intended audience see article on field test-
ing, see article on pp.136.)

In order for headings and subheadings to be
useful, they must be written clearly, so readers
can find the information they want. “Labeling a
section ‘symptoms’ or ‘what to do’ may not be
clear to the reader. Headings should serve as a
summary of what is covered in that section,”
explains Seubert.

One of the most effective ways to write clear
headings is to use the question and answer for-
mat, he says. For example:

• What is high blood pressure?
• What causes high blood pressure? 
• How is high blood pressure treated? 
This technique helps the writer focus on one

key piece of information at a time and provides
natural breaks in the document to separate the
sections. Also, it helps readers scan through the
document and find the information they need. 

Creating understandable content

To make sure documents can be understood by
the reader, they must be written in plain lan-
guage. This is clear, simple, direct writing using
only as many words as necessary to state a point. 

“Plain language also avoids jargon and instead
uses common words that are easier to under-
stand,” says Seubert. (For a list of sources that
includes a word exchange list see article on
pp.136.)

For example, “chest pain” is used instead of
“angina.” Yet authors need to make sure medical
jargon does not creep into the text. “Often I see
words like ‘chronic’ and ‘acute’ used in a docu-
ment without being defined. Or a phrase like,
Call your doctor if your child exhibits any of the
following symptoms.’ Since the majority of health
information for patients is written by health care
professionals, it’s easy to slip into medical jargon
without even knowing it,” says Seubert. 

Words like consistent,’ observation,’ modify,’
and intake’ are common in health care documents
and writers need to watch for them, determine if
they are necessary and if there are easier alterna-
tives, he adds.

“The words, even the one-syllable words, need
to be familiar to your audience. If they’re not, and
you must use them, define them as clearly and
simply as possible,” states Sorensen. 

Medical terms do not need to be included in
the text if there is a common term that means
more or less the same thing, continues Sorensen.
For example, “heart attack” can be used rather
than “acute myocardial infarction.” If a medical
term is used, it needs to be defined as clearly as
possible. “The definition might need to be a sepa-
rate sentence to keep the sentence from getting
cumbersome,” she adds. 

Benn states that she often uses a definition
with a medical word or difficult word she cannot
eliminate or change, because doing so would
change the intent of the brochure. (For more
details on using medical terms in easy to read
and understandable material see article on
pp.137.)

Cornett says she likes to put the lay term first
in the sentence with the medical term after; how-
ever, she does not place it in parentheses because
people with limited literacy do not always under-
stand that grammatical practice. Instead she
would write: “a heart attack, or what some doc-
tors call an acute myocardial infarction.” In this
way the reader would not stop at a medical term
he or she is not familiar with, and when the word
does come up in the sentence, the reader can skip
the word without altering the meaning of the
text. 

When writing content, keep the tone friendly
and involve the reader using pronouns such as
you’, we,’ or us,’ advises Benn. 

A personal approach draws in the reader,
agrees Seubert. Instead of writing, “People with
diabetes should examine their feet every day,”
write, “Because you have diabetes, it is important
to check your feet every day,” he explains. 

It’s also important to write in active voice
rather than passive voice, he adds. Active voice is
more direct: “Your doctor may prescribe some
medicine to help control your blood pressure.”
Written in passive voice, it might read: “In order
to help control your blood pressure, some
medicine may be prescribed by your doctor.” 

Photos, diagrams, and drawings help to
explain the text as well, says Seubert. However,
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any photos or drawings that are used should be
labeled and placed close to the appropriate text in
the document. 

Surveys show that people of all education
levels prefer information that is clear and easy
to understand. Therefore, documents written in
this manner will be suitable for about 80% of a
patient population. This is the concept of uni-
versal design, explains Seubert. 

“Universal design is fairly prevalent in 
our society, and we often take it for granted.
Handicapped-accessible doors at grocery stores
and other public buildings are a good example.
They provide access to everyone equally, and
we all benefit from the convenience,” states
Seubert.

Therefore elements that make documents
easy to read and easy to understand can be uni-
versally applied to health care information, and
as a result handouts will fit the majority of
patients.  ■

Field testing, a must-do
for on-target handouts
Find out what audience wants to learn

To write clear, understandable material for
patients, patient educators must involve the

target population in the process. 
It’s important to find out how the intended

audience perceives the topic, and what their con-
cerns are so the material can be written from their
perspective, says Sandra Cornett, PhD, RN,
director of the OSU/AHEC Health Literacy
Program at The Ohio State University in
Columbus. 

There are two different times to involve poten-
tial readers. The first is before you begin to write
the material, and the second is when the article is
completed. 

Before writing an article, ask potential readers
what they want to know about the topic, so the
message can be framed from a patient perspec-
tive. In this way, it will grab their interest and
address their major concerns. That doesn’t mean
that health care professionals don’t include infor-
mation they see as essential, such as facts on self
care, that weren’t mentioned by potential readers.
However, patients’ concerns must be addressed
as well, explains Cornett.

Once the final draft is completed, field test the
material either in a focus group or one on one.
“There is no other way to find out if the material
is understandable until you take it to your
intended user,” says Cornett.

During field testing, you will look at content to
determine if the audience can read, understand,
and remember key points.

A second area of focus is utility. Will the audi-
ence read the materials and use it? Is it culturally
appropriate?

The third area of testing is on appeal. How
does the audience respond? Is the piece 
attractive, persuasive, easy to read, personally
relevant?

How to field test

To field test, start with general questions. Ask
readers, “What are some words to describe this
pamphlet? What do you like best about this
piece?”

Continue with questions on content, writing
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style, layout and design, and the use of the mate-
rial. Questions in these categories may include:

Content—
What are some of the major ideas?
Are any ideas confusing?
Are important ideas left out?
Are people with similar problems likely to be

concerned about these ideas?
Writing style—
Are there words you don’t understand?
What do you think about how the ideas were

presented?
How about the length of the piece?
Do the words sound the way people talk?
Layout and design—
What do you like/dislike about the way the

material looks?
Do the pictures help get the ideas across?
Are there any pictures you would change?
Using the information—
Can a person reading this booklet do what it

recommends?
It’s important to field test before having a 

pamphlet printed or an educational sheet down-
loaded onto the Intranet, because it is the only
way to be sure patients will read and follow the
information, says Cornett.

(Editor’s Note: For additional information on field
testing see article on OSU/AHEC Health Literacy

Program Web site titled “The Basics of Audience
Research and Field Testing.” It is located at
http://medicine.osu.edu/ahec/4977.cfm under Clear
Health Communication Content.)  ■

Reading scores rise with
difficult medical terms
For easy to read text, use med terms sparingly

When difficult medical terms are used in a
text the reading grade level is higher. 

“Many people think that medical terms will
skew results on readability formulas. What they
really do is accurately reflect the difficulty of the
text. If “laparoscopy” is in a document 10 times,
that means the inexperienced readers who have
to sound it out’ each time they come to it, will
have to do so 10 times. That means 10 interrup-
tions in their reading flow,” says Audrey
Riffenburgh, MA, president of based Plain
Language Works Albuquerque, NM, and a spe-
cialist in health literacy and plain language.

How do adults with weak reading skills make
their way through text with unfamiliar, difficult-
to-pronounce medical terms? Riffenburgh says
every time they come to a word that’s not in their
sight word vocabulary (meaning they know it on
sight’ without needing to sound it out), they have
to stop and begin sounding out the unfamiliar
word. 

For example, laparoscopy has 11 letters which
make up five syllables that readers have to figure
out, put together in the proper sequence, and
then say correctly to compare it with words they
know in their heads to determine if they can
understand it. 

When readers don’t know what the word
means or have never heard it pronounced, they
don’t have an auditory memory of it to which
they can link a visual image. Therefore, they must
remember the 11 letters and five syllables, their
order in the word, and what the word means if
they are able to determine its meaning from the
context. However, they are very likely to have
lost track of the context by that time, explains
Riffenburgh. 

“Let’s assume they do figure out the pronunci-
ation and the meaning. By then, they probably
have forgotten the other information in the sen-
tence in which the word appears, so they may
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educational process, incorporate field testing into
the writing process. In this article, we look at
when to incorporate reader input and what to ask.
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need to backtrack,” adds Riffenburgh.
Should readers find the word “laparoscopy”

again in a sentence, the fact they have sounded it
out one time does not mean they now have it in
their sight word vocabulary. Most new readers
have to see a word in context many, many times
before they are able to recognize it quickly
enough that it doesn’t interrupt the flow of their
reading.

The flow or fluency of reading is directly
linked to comprehension. If a reader is busy stop-
ping to sound out words in a sentence, then flu-
ency doesn’t occur, and comprehension of the
information doesn’t occur either. A higher read-
ing score on a document because of one repeated
hard word is an accurate reflection of how chal-
lenging that document will be for someone who
doesn’t know the difficult word on sight. 

Removing obstacles to comprehension

To make documents that contain difficult med-
ical terms easier to read, first and foremost —
don’t use the word over and over again, says
Riffenburgh. 

The author’s priority is most likely to make
sure the reader understands all the concepts in
the document. For example, if the document is
describing a laparoscopy to enable the reader to
make an informed decision about whether to

have one, the most important information is not
the name of the procedure. The reader needs to
know what will happen during the procedure
and the benefits and risks. Therefore, to get the
necessary information, the reader does not need
to see the word laparoscopy again and again. 

A writer might describe how doctors can make
very small cuts in a person’s stomach and put a
long tube with a light and camera inside to look
around, explains Riffenburgh. Then he or she
might state, “This kind of surgery is called a
laparoscopy” and include a pronunciation guide.
The author can then continue to describe the pro-
cedure as necessary.

It’s more important to make sure readers get
the concepts tied to the word — even if they
don’t learn the word. Patients can always talk to
their doctor about the surgery where tiny cuts are
made and a tube with a camera on the end is
inserted. The health care provider will know
what the patient is talking about, states
Riffenburgh.

“Patients can learn about processes, proce-
dures, benefits, and risks without knowing the
hard, long medical words that more educated
people use to describe them. Just give them the
concepts in plain language, and the reading level
will come down as comprehension goes up,” she
explains. ■

Resources for producing
clear language documents

Many resources are available to help patient
education managers produce clear, readable

patient handouts. To write documents in plain
language Doug Seubert, guideline editor in
Quality Improvement and Care Management at
Marshfield (WI) Clinic frequently uses the follow-
ing resources:

• Plain Language
http://www.plainlanguage.gov/
• The Health Literacy Style Manual
http://coveringkidsandfamilies.org/

resources/docs/stylemanual.pdf
• Simply Put (Centers for Disease Control and

Prevention)
http://www.cdc.gov/od/oc/simpput.pdf
• Principles for Clear Health Communication

(Pfizer)
http://www.ihconline.org/toolkits/HealthLit
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Medical terms are not always familiar to
patients. While often it is important to use the
term within a handout, if used repeatedly, com-
prehension of the text may be lost. In this article,
we discuss how to keep handouts easy to read
when difficult medical terms are included. 
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eracy/PPForClearHealthCommunication.pdf
• Writing and Designing Print Materials for

Beneficiaries: A Guide for State Medicaid
Agencies. Baltimore, MD: Health Care Financing
Administration, Center for Medicaid and State
Operations. HCFA Publication Number 10145.
October 1999.

• Readability Toolkit (Group Health Center for
Health Studies)

http://www.uams.edu/irb/PRISMReadability
Toolkit_ThirdEdv3_042908.pdf

ALTERNATIVE WORD LISTS 
•  Simple Words and Phrases

(PlainLanguage.gov)
http://www.plainlanguage.gov/howto/word

suggestions/simplewords.cfm
• Words to Watch (Partnership for Clear

Health Communication)
http://www.npsf.org/askme3/pdfs/words_to

_watch.pdf.  ■

CM program cuts hospital
stays for ESRD patients
Face-to-face meetings key to initiative’s success

An intensive case management program for
patients with end-stage renal disease resulted

in an 83% drop in hospitalization in just six
months for members of DaVita VillageHealth’s
Special Needs Plan.

DaVita VillageHealth is a subsidiary of DaVita
Inc., one of the largest providers of dialysis care
in the United States, says Cristina Walter, MS,
RN-BC, CCM, CCP, regional operations director. 

The company offers the Medicare Special
Needs plan in five markets for Medicare benefi-
ciaries and dual eligible Medicare and Medicaid
beneficiaries who have end-stage renal disease
and are receiving dialysis in a DaVita clinic,
Walter says.

The case managers work from their homes and
cover a centralized area. They can go into any of
the clinics, log on to the health plan’s medical
management system, and document on their lap-
top.They have an average caseload of about 40
patients.

“In my mind, you can’t provide the kind of
intensive case management these patients need
with a larger caseload. This is such a totally dif-
ferent aspect of case management than telephonic

case management. Telephonic case management
has its role, but these patients benefit most from a
personalized one-on-one visit,” Walter says.

The case management program targets patients
who are most at risk for hospitalization and who
need assistance in adhering to their treatment
plan, Walter says. Case managers see the patients
face to face at least once a month in the clinic and
make home visits.

“We have a huge subset of patients who are
not case-managed. These patients take their
medication and follow their dietary plans,” she
adds.

Once dialysis patients enroll in the plan, the
case manager schedules a time to meet face-to-
face with the new member. The initial assess-
ment takes between one and two hours and
usually is conducted during a dialysis treat-
ment, says Terri Whitley, RN, BNS, CNN, case
manager.

“During that time, I try to get to know the
member and find out their lifestyle and what
kind of family support is available. I complete a
health history and a depression screening and
review medication with them. After that, we talk
about their needs and what they feel I can help
them achieve,” she says. 

The case managers receive training on motiva-
tional interviewing and willingness to change.
They work with the member, his or her nephrolo-
gist, and other members of the treatment team to
create a specialized care plan.

“I explain my role and help them come up
with goals. I try to use motivational interviewing
techniques to encourage members to take action
on their own. Some have a goal of being able to
walk to the mailbox. Others want to get to the
place where they can have a transplant. Others
just want to be able to get medication assistance,”
Whitley says.

Patients with end-stage renal disease present a
challenge to case managers, because their needs
are so intense, Walter says.

“This is a hard population to case manage.
Medication adherence and dietary issues are
huge problems for this population. They need
very intensive one-on-one support to comply
with their medication regimen and stay on their
diet. Their general health problems combined
with medication and dietary issues can often
cause them to go into the hospital,” she says.

Many of the patients have multiple co-mor-
bidities, such as hypertension, diabetes, or con-
gestive heart failure. The average patient in the
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special needs plan has six co-morbidities and
may be taking as many as 16 different medica-
tions. They are on low-salt, low-sugar diets, and
need to restrict their fluids, Walter says.

Emphasizing treatment adherence

The case managers try to help the patients
understand their treatment regimen and the
importance of following it, she adds. 

“Some members have a hard time with treat-
ment adherence. Most treatments are scheduled
three times a week for four hours. Sometimes
members miss treatments in an effort to normal-
ize their lifestyle or because of transportation
problems. Others may skip their medications
because of side effects, inconvenience, or because
they cannot afford them. The renal diet also
requires a huge commitment on the part of the
patient and the family,” she says.

Whitley makes regularly scheduled visits with
her patients in the dialysis clinic once a month
and often visits them informally to check on how
things are going. She calls them at intervals,
depending on the patients’ needs and gives them
a phone number they can call 24-7 if they have
questions or concerns. 

“When I’m in the clinic, I stop by and say hello.
Often they’ll bring up an issue and I’ll sit down
and talk to them about it,” Whitley says. 

She participates in the monthly quality assur-
ance meetings with the treatment team at the
clinic and collaborates with her patients’ nephrol-
ogists to coordinate care.

“If a patient has an issue between visits, I call
the physician and let him or her know. Sometimes
it’s as simple as increasing the dose of an antide-
pressant. I have access to the patients’ lab tests,
and if I see a problem, I can discuss it with the
team at the clinic and call the patients to discuss
it,” she says.

The case managers take a proactive approach
to any problems the patients have to help them
avoid hospitalizations. 

For instance, dialysis patients frequently have
problems with their grafts or fistulas clotting.
The graft or fistula is a vessel that provides
access to the patient’s blood for the dialysis
treatment. If it clots, dialysis treatment cannot
be done, she says.

“If a case manager gets a call over the week-
end, she’s able to get the patient into the outpa-
tient access center on Monday morning so the
procedure can be performed and the patient can

receive dialysis that afternoon. If the patient didn’t
have a case manager, he or she would likely end
up in the hospital,” she says.

Having a case manager arrange for a visit to
the access center is more cost-effective than hav-
ing the same procedure performed in the hospital
where the patient could be exposed to disease,
she adds.

“Having a case manager coordinating the care
saves money and assures them of a better out-
come,” she says.

DaVita operates more than 4,000 dialysis clin-
ics in 43 states. DaVita VillageHealth launched
the Special Needs Plan in January in Alabama
and Ohio and in Washington, DC, Georgia, and
Virginia in March. Plans are under way to expand
it into other areas. 

Another branch of DaVita offers disease man-
agement for patients who have chronic kidney
disease in the earlier stages.

Those case managers work from their homes
and cover a centralized area. They contact mem-
bers by phone and use motivational interviewing
techniques to encourage the patients to follow
their treatment plan and delay the progression of
their disease as long as possible.

End-stage dialysis patients who have commer-
cial insurance are covered by another branch of
VillageHealth. The case managers for that group
visit members during their dialysis and function
much like the case managers in the Medicare 
program.  ■

Getting board members 
on board with education
State requirements for trustees changing

Several states are re-energizing hospital board
member education efforts with moves to cer-

tify and mandate educational requirements.
Minnesota has started a voluntary certification
program, and New Jersey has passed laws to
require education. 

“I think we’re going to see, especially if the new
law from New Jersey goes over well, more of a
push to have some kind of certification [for hospi-
tal trustees],” says Peggy Westby, vice president of
the Minnesota Hospital Association (MHA). 

Though the MHA’s trustee council had been
working on getting a certification program going
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for three years, the program launched in January,
and Westby says 80 trustees are already going
through the process. The association has two
annual events each year for board members — a
winter conference and a summer one, which
they’ve been doing for about 22 years.

MHA’s trustee council spent a lot of time nar-
rowing down what educational components
would be a part of the program, beyond the gen-
eral governance practices. Components include:

• principles of governance — knowing their
mission and vision, the basic role of a trustee,
conflict of interest concepts, and ethics;

• strategic planning and positioning — setting
goals, comprehending trends, developing policies
for the overall operations, and working with
physicians;

• the role of the board member in quality
improvement and patient safety, which Westby
says they are really pushing and include some-
thing on this at “every single conference we
have”;

• fiduciary responsibilities;
• board development and self-assessment.
In order to be certified in Minnesota, board

members must get 36 credits and send to MHA
where they got the credits, the program descrip-
tion, and the program content. Twelve units must
be taken in principles of effective governance and
the others in prescribed categories, which MHA
includes in its program descriptions for partici-
pants to easily identify and track. 

Westby says the winter conference used to
have about 80 participants, but this year enrolled
210 people. The summer conference usually had
about 135 enrollees and this year saw 190 partici-
pants so trustees are taking advantage of the new
certification option.

“They’re probably the most dedicated people
I’ve seen,” she says, “because in Minnesota the
board members are all voluntary, they don’t get
paid. They do it for many different reasons.”
Hospitals in the state are usually in smaller areas
and are the largest employers in those areas so
trustees, she says, see it as a way to give back to
their communities.

Conferences are always held on the weekends,
starting on Friday and ending on Sunday so peo-
ple with full-time jobs can attend. And the MHA
often includes North Dakota and South Dakota
trustees in their educational events.

One area of confusion for Minnesota members,
Westby says, is the concept of the states’ new
adverse events law, for which the state must “lit-

erally publicize all of our mistakes.” Trustees
“sometimes don’t see the value of telling every-
one your mistakes, but they’re getting to that
point where they see that transparency is only a
good thing,” she says.

Mandating education

While the program in Minnesota offers volun-
tary certification, New Jersey is now mandating
board members receive education. The legislation
came in response to recommendations from the
New Jersey Governor’s Commission on
Rationalizing Health Care, known statewide as
the Reinhardt Report.

The New Jersey Hospital Association (NJHA)
had no objection and testified for the law to be
passed. Currently, all hospital trustees from gen-
eral hospitals must receive seven hours of educa-
tion. Sally Roslow, vice president of development
and trustee relations at the NJHA, says the educa-
tion is crucial in giving board members “a com-
mon foundation” to work from.

The NJHA, like the MHA, offers two annual
conferences, in the fall during the evening and in
the summer during the day but with the new
laws in place will probably expand on that. She
says in her tenure at the association, the focus on
governance is no longer ancillary but has become
pivotal. 

Educational components mirror those in
Minnesota:

• ethical and fiduciary responsibilities of a
member of a hospital governing body;

• role of the governing body in improving the
quality of health care and mechanisms for achiev-
ing that;

• hospital financial management and under-
standing reimbursement and financial payment
systems;

• hospital leadership and governance;
• legal and regulatory compliance issues.
As to quality, Roslow, says “you can’t have

quality if the board doesn’t endorse that. They’re
the last line.” Trustees are more a part of that than
ever before, she says. 

“Now they’re getting quality reports. They’re
looking at compliance. They’re talking to compli-
ance officers,” she says.

While boards work on compliance and quality
issues on a strategic level, not on a day-to-day
level, it is important for them to be the stewards
of those things, Roslow says. They might not be
creating the checklists, but they can suggest the
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hospital have discussions about creating one.
Roslow says the NJHA has been receiving 

lots of calls from other states “looking to create
similar programs. For us it wasn’t a difficult pro-
cess,” she says. But they started because, she
says, it was the right thing to do.  ■

Initiative emphasizes inter-
disciplinary collaboration
Systemwide staff can earn bonuses if goals are met

As the result of an initiative in which the entire
hospital staff collaborate to improve length 

of stay, Spartanburg (SC) Regional Healthcare
System’s average severity-adjusted length of stay
has dropped from an average of 5.40 days in 2007
to an average of 5.18 days so far in 2008.

In May, the severity-adjusted length of stay at
the 588-bed tertiary care hospital was 4.85 days.

The hospital system includes a heart center, a
cancer center, a long-term acute care hospital
(LTACH), a 25-bed skilled nursing facility, and a
regional physician network. The system is open-
ing a second hospital 30 miles away in October.

“Our health care system’s strategic goals for
the past two years have included a length of stay
goal. Length of stay was already a focus of case
management, so we have worked very hard to
continue to improve length of stay beyond just
what case management can impact alone,” says
Angie Roberson, RN, BSN, CPUM, director of
case management for Spartanburg Regional.

Among the length of stay initiatives are morn-
ing huddles each day between the case manage-
ment and nursing staff, weekly rounds, and a
length of stay meeting during which nursing and
case managers discuss long-stay patients.

In addition, a series of Lean Six Sigma projects
targeted improving patient throughput on indi-
vidual units.

Roberson attributes the success of the initiative
to developing a close relationship between nurs-
ing and case management, and creating a culture
change within the hospital.

“Everybody in the hospital had a hand in our
success. By working together we have been able to
accomplish far more than we could have if we
were working individually. We’re seeing culture
change, and that’s why it’s taken two years for this
to happen. It’s all about changing the culture and

not just telling people they have to do something,”
she says.

The initiative’s beginnings

The initiative started two years ago when the
hospital system created systemwide goals and
tied them to its regional gainsharing program
that began in 2001. If the hospital system meets
certain goals set by the board, employees are eli-
gible for a bonus of up to 5% of their salary. 

Once the hospital system meets its financial
indicators, the whole system has to meet the
gainsharing goals for employees to qualify for
bonuses.

“The whole goal of the gainsharing program is
to increase awareness of the financial side and for
employees to feel like they have a vested interest 
in the financial stability of the hospital,” Roberson
says.

In the first years of the gainsharing program,
goals included successful scores on The Joint
Commission survey or meeting patient satisfac-
tion goals. 

Now the initiative’s goals include the sever-
ity-adjusted length of stay, the mortality index,
and patient safety goals. The goals are publi-
cized every month to employees through the
health system intranet and are discussed at staff
meetings.

The hospital always has had a length-of-stay
goal, but it was not until the goal was tied to the
gainshare bonus that the entire hospital staff
understood that everyone in the hospital, not just
the case managers, plays a role in reducing length
of stay, Roberson says.

“Essentially, in the beginning, I was the cheer-
leader for length of stay. I spent a lot of time
explaining what the severity-adjusted length of
stay means, what is included, how it is bench-
marked, and how everybody from the clinical staff
to the ancillary departments to transportation and
housekeeping have a hand in it,” she says.

One of Roberson’s initial goals was to help the
staff understand that reducing length of stay is
good for the patients as well as for the hospital.

“A lot of people think reducing length of stay
is only about the hospital bottom line, but the
quicker we can get these people in and out, the
better off they are. I had to educate the staff that
length of stay isn’t about kicking people out the
door. It’s about ensuring that patients get appro-
priate care at the appropriate time and then move
to a more appropriate level of care,” she says.
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In June 2007, the case management department
began an initiative to develop a working relation-
ship between the case managers and the nursing
staff so the two disciplines would work as a team,
rather than individually.

The effort began with a kickoff celebration in
the hospital auditorium, complete with music
and a big road map on the wall, signifying that
the disciplines were embarking on a journey
together.

The celebration was attended by the nursing
director, the nurse manager, the clinical nurse
educators on the nursing unit, and the charge
nurses on each unit if they could get away.

The clinical nurse educators work in coordina-
tion with the nurse managers on the unit. They
are responsible for unit education for staff and
are involved in performance improvement initia-
tives. They dress in uniform and can step in and
do patient care when needed.

The upbeat occasion included refreshments,
games, and a chance for the disciplines to get to
know each other.

The vice president for case management and
the vice president for nursing kicked off the
meeting.

“It was critical to demonstrate that people on
the vice president level believed in what we were
doing and supported it,” she says.

Roberson discussed how the disciplines could
work together to share information and improve
patient care.

“We shared with nursing what case manage-
ment had been doing and how we needed to be
friends and partners with them. We told them we
were being challenged as a system to meet goals
that we couldn’t accomplish if we worked inde-
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experts to shape
programs

■ Using technology 
to improve patient
teaching

■ Making good staff
selections when hiring

■ Best practices for
selecting vendors

■ The role of
education in demand
management
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care providers commonly encounter in their
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• develop patient education programs based
on existing programs from other facilities. ■
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pendently,” Roberson says. 
One initiative was for every unit to have an early

morning, 15-minute huddle between nursing and
case management.

“This isn’t easy to accomplish, because they see
it as a major interruption in their work day. But
once they got it going, they realized what a benefit
it is,” she says.

Roberson took the opportunity to discuss the
new requirements for issuing the Important
Message from Medicare that was about to be put
into effect.

She asked the nurses to work with the case
managers to identify as soon as possible when
patients are close to being discharged and to put a

pink sticker on the front of the chart identifying the
discharge date.

“The meeting also was an opportunity to tout
the benefits of the multidisciplinary rounds and of
having both nursing, case management, and the
other disciplines collaborate on what the patient
needs,” she says.

During the rounds, the team looks at issues that
could affect a patient’s readiness to be discharged,
such as if they are eating, eliminating, if they have
wounds, need IV medications, or they have sup-
port at home. They look at whether the patient’s
needs could be taken care of at home or in a skilled
nursing facility, she says.

“The meeting marked the beginning of building
the relationship to work collaboratively and the
expectation of sharing data,” she says.

(For more information, contact: Angie Roberson,
RN, BSN, CPUM, director of case management for
Spartanburg Regional, e-mail: aroberson@srhs.com.) ■
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CNE Questions

13. An easy to read patient handout might include
which of the following qualities?
A. Lots of white space.
B. Information in sections.
C. Font size 12 points or larger.
D. All of the above.

14. Plain language avoids jargon and uses 
common words. Some jargon often used 
in patient handouts that might need to be
avoided includes such words as acute and
chronic.
A. True
B. False

15. To field test a handout to see if it can be
understood by the target audience ask 
questions about which of the following?
A. The most attractive color for the piece.
B. The clarity of the content.
C. The best way to distribute the piece.
D. All of the above.

16. Medical terms skew the results of readability
formulas making the reading level higher than
it actually is.
A. True
B. False

Answers: 13. D; 14. A; 15. B; 16. B. 
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Community outreach
during cataract awareness month,

JUL:77
during skin cancer awareness month,

APR:40
during STD awareness month,MAR:29
ED referral program to primary care,

JAN:8
for all aspects of SIDS prevention,

SEP:98 
for stroke prevention education, JUN:65
teaching prevention of heart disease,

JAN:1

Cost Reduction
steering ED patients to primary care,

JUL:82
using education to reduce ED visits,

JUN:67
with patient-family-centered care,

AUG:92

Cultural diversity
teach with photonovela educational

tool, OCT:109

Discharge planning
improving with online versus hardcopy

handouts, APR:44 

Disease management
for avoiding asthma attacks, MAY:55
improved standards for cardiac rehab

programs, NOV:124
of bipolar disorder, OCT:118
replacing disease management with

health management, OCT:116
teaching prevention of heart disease,

JAN:1
with comprehensive cardiac rehab,

NOV:122
with weight loss management program,

JUN:70

Disease specific programs
teaching stroke symptoms and

management, JUN:65

Education materials
reach low literacy readers with

photonovela, OCT:110
writing at appropriate grade level,

MAY:52

Family centered care
by implementing the Planetree model,

SEP:102
creating a patient partnership culture,

JAN:3
creating patient pathways, AUG:85
patient advice for patient-friendly

facilities, AUG:94
reasons for patient-centered care,

SEP:104
reducing costs with patient-centered

care, AUG:92
with medical home model, NOV:127
tailoring teaching tools to patient

partnerships, JAN:5
with spa-like environment, SEP:105

Health literacy
clues for patient comprehension,

MAR:30
economic impact of low health literacy,

MAR:25
improved navigation of health care

system, APR:40
resources to improve teaching for

patients, APR:39
teach staff about low health literacy

patients, APR:37
teaching with photonovela, OCT:109
writing to appropriate grade level,

MAY:52

Home health

for behavioral health patients, NOV:129
pros and cons of online personal health

record, OCT:115
teaching signs of bacteria-resistant

infections, JAN:7

Improved communication
clues for patient comprehension,

MAR:30

Improved teaching
by teaching meaning behind cholesterol

numbers, AUG:88
by teaching family-by-family home

care, SEP:101
clues for patient comprehension,

MAR:30
of pain management, JUN:64
with learning needs assessment, JUN:62
with patient pathways, AUG:85
with resources for low health literacy

patients, APR:39

Job improvement
juggling responsibilities, MAR: 27

Joint Commission
action plan for survey preparedness,

FEB:16
constant preparedness for

unannounced surveys, FEB:15
education standards most often in need

of improvement, FEB:13
meeting standards with learning needs

assessment, JUN:62
safety compliance with patient

involvement, JAN:10
steps for survey readiness, FEB:17
use of e-mail for Joint Commission

updates, FEB:18

Outcome improvement
by identifying fragile patients for
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medical home model, NOV:129
by teaching signs and symptoms for

infection, MAY:54
for low health literacy patients, APR:37
improved standards for cardiac rehab

programs, NOV:124
through care coordination program,

FEB:19
with comprehensive cardiac

rehabilitation, NOV:122
with systematic referral to cardiac

rehab, NOV:123

Pain management
by combining assessment with patient

education, JUN:64
of arthritis with partial knee

replacement, APR:46

Patient empowerment
creating a patient partnership culture,

JAN:3
improved navigation of health care

system, APR:40
tailoring teaching tools to patient

partnerships, JAN:5
through creation of photonovela,

OCT:112
through multidisciplinary case

management program, FEB:21
through weight management

education, JUN:70

Patient safety
by increasing patient, family

involvement, JAN:10
caution on automatic medication

dispensing cabinets, AUG:94
creating procedures for fall prevention,

JUN:69
increase with falls prevention toolkit,

AUG:90

improve awareness through national
observation, FEB:18

patient pathways for safe discharge,
AUG:97

tips to protect patients from falling,
JUN:69

Patient satisfaction
improved through case management

program, FEB:21
increasing with spa-like care, SEP:105

Population specific
care coordination program for high-cost

patients, FEB:19
continuum of care of catastrophically

injured, JUL:81
details of end-of-life education, SEP:100
educating the underserved, MAY:49
helping high-risk patients avoid

hospitalization, MAY:57
managing care of catastrophically

injured patients, JUL:78
reaching the medically underserved,

MAR:31
targeting teen pregnancy, APR:42
training on equipment for premature

babies, AUG:89

Performance improvement
focused on dyspnea, MAY:59
monitoring acuity for cancer patients,

NOV:126
with tool to track cancer patient acuity,

NOV:125

Prevention
creating procedures for fall prevention,

JUN:69
of falls with toolkit, AUG:91
of child sexual abuse by adult training,

JUL:76

of sexually transmitted diseases,
MAR:29

of SIDS by teaching all aspects, SEP:98
of strokes, JUN:65
of teen pregnancy, APR:42
of worker burnout, MAR:33

Process improvement
across the continuum of care, MAR:35
improved navigation of health care

system, APR:40
managing care of catastrophically

injured patients, JUL:78
of discharge planning with online

documents, APR:44
using pathfinders for improved patient

research, JUL:73

Resource Centers
using pathfinders for improved patient

research, JUL:73

Staff education
creating a patient partnership culture,

JAN:3
on educating patients with low health

literacy, APR:37

Technology
online discharge planning documents,

APR:44
web sites with teaching sheets, JAN:6

Topic specific
educating on diabetes with

photonovela, OCT:113
educating on nutrition with

photonovela, OCT:112
teaching meaning behind cholesterol

numbers, AUG:88
teaching proper use of physical therapy,

OCT:114
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