
Knowledge of health literacy vital for
role of patient education manager 
It impacts almost every task required in job description 

How important is knowing and understanding the issues of health
literacy for the patient education manager/coordinator? 
Extremely important, according to Sandra Cornett, RN, PhD,

director AHEC Clear Health Communication Program Office of Outreach
& Engagement, The Ohio State University College of Medicine in
Columbus, OH.  

If a patient education manager is not well-versed in health literacy, he
or she will not be able to comprehensively fulfill the roles and responsibil-
ities of the job, she explains. 

For example, most edit patient education materials that are made by
the institution; therefore, they must understand the principles of plain
language and how to make documents easier to read. 

Also, they should implement organizational strategies to meet the chal-
lenges the system has in caring for those who may have low health liter-
acy, which could be most of the patients and families, says Cornett. 
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Health literacy is not only a key issue in health care for patients, it also is an
important focus of patient education. The manager or coordinator of patient
education needs to be knowledgeable on the topic and often takes a lead
role in developing educational strategies, policies, and staff development in
this area. 
In the March issue of Patient Education Management, we explore how
health literacy impacts the tasks that are a part of the job description of the
patient education manager/coordinator. 
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“Research has shown that even well-educated
people struggle with health information and may
have low health literacy,” she explains. 

Organizational strategies focus on increasing
awareness that health literacy is a problem by
assessing the organization’s current health com-
munications and raising awareness to enlist man-
agement support. (For information on how to
assess current health communications and
strategies for raising awareness, see article on
p.28.)

Health communications are all forms of com-
municating with patients, families, and clients to
help them understand their health problem or
navigate the health care environment/system,

says Cornett. They not only include the written
word, but also oral communications, the Internet,
and bills. 

When an organizational audit for health liter-
acy is done, one looks at the following areas:

• Navigation (the telephone system, entrance,
lobby, staff assistance, maps, signs, and symbols).

• Print communications, including illustrations
and photos.

• Verbal communications.
• Technology (TV, computers, telephones, and

kiosks).
• Policies and procedures for use of print, oral

communications, and staff orientation/skill
building.

Focus on health communications

“I think the focus needs to be on ‘health com-
munications,’ which is a bit more than health lit-
eracy,” says Cornett. She explains that clear
health communications goes beyond the ability to
read or understand the spoken word (literacy) to
looking at health systems and how the environ-
ment impacts patients’ ability to understand and
navigate the health care system. 

“The PEM is at the forefront in these initiatives
by virtue of [his or] her roles within the organiza-
tion,” says Cornett. 

Health literacy impacts nearly all elements of
the job of patient education manager, agrees
Susan Kanack, BSN, RN, community outreach
coordinator at ProHealth Care in Waukesha, WI.
One element is the coaching of health care profes-
sionals in the best methods for educating
patients, taking into account health literacy
issues, she says. 

“We cannot assume our learners understand
everything we tell them,” adds Fran London, MS,
RN, a health education specialist at The Emily
Center Phoenix (AZ) Children’s Hospital.
Therefore, patient education managers must
make sure staff members have the skills to iden-
tify and teach patients with poor health literacy
skills.

One way to identify patients with poor health
literacy skills is to observe them, says London.
Look to see if they have trouble filling out admit-
ting forms or if they avoid reading by saying
things such as “I left my glasses at home.” 

One way to teach patients with low health lit-
eracy is to ask them what would help, says
London. Explain what skills they need to acquire
for self-care, such as taking pills, and ask what
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would help them remember when to take them,
and how to take them.  

All educators must learn to evaluate under-
standing through teach-back and return demon-
stration. If patients cannot teach the information
back, it means the educator needs to individual-
ize the presentation of the content in a way the
learner can understand, explains London.

This would entail modifying the information,
or how it was taught, based on the learner’s
problem or issue. For example, the learner may
misunderstand a term used or a concept. They
may think “taking a blood pressure” is taking it
away, so medication would not be needed. If so,
the educator would need to find another way to
explain the concept, such as “measuring blood
pressure,” says London. 

Patient education managers also must develop
policies and procedures that enhance health liter-
acy, says Cornett. For example, a policy may
require that health communications are tested
with target audiences for comprehension. 

Staff development initiatives would be another
part of their job, says Cornett. For example, staff
who create health materials can be taught to
develop easy-to-read print copy. 

Also, patient education managers would need
to build health communication resources, says
Cornett. This might include creating a collection
of revised teaching sheets that are easy-to-read; a
collection of culturally appropriate graphics; ade-
quate interpreting and translation services; and
advocating for a patient learning center if the
institution did not have one. 

“Ignoring the issues of health literacy would
show in the lack of efficacy in your programs,”
warns London. “The extent and impact of poor
health literacy is a factor in every socioeconomic
group, not just the poor and uneducated.”

Gaining insight & knowledge

If knowledge is imperative, what type of infor-
mation does the patient education manager need,
and how is it obtained? 

Training is essential, says Cornett. Patient edu-
cation managers should learn the implications of
health literacy, national and local statistics, popu-
lations at risk for low health literacy, and factors
that affect health literacy, such as culture, lan-
guage, and age. (To learn what Cornett considers
to be essential staff competencies in health liter-
acy see article, p. 29.)

London says patient education managers need

to be aware of the extent and impact of health lit-
eracy on health outcomes. Also, they need to
know strategies for effectively teaching patients
and families with poor health literacy skills.
These strategies would include teaching only
essential skills in order not to overwhelm the
patient; highlighting key information in clearly
written handouts; and making sure patients
know who to call with questions and concerns. 

Most individuals learn information on health
literacy informally by reading resources on the
Internet or going to conferences, says Cornett.
Now, more formal opportunities to learn exist
through courses offered by colleges and 
universities. 

Kanack says she first became aware of the
issue of health literacy years ago when a physi-
cian mentioned the “Ask Me 3” campaign. This
patient education program was designed to pro-
mote communication between health care
providers and patients in order to improve out-
comes. (For more information visit this web site:
http://www.npsf.org/askme3/ — National
Patient Safety Foundation.)

That prompted her research on the topic of
health literacy, and she soon realized how far-
reaching it was by the fact it had a financial
impact on health care, as well as an influence on
patient safety. 

She contacted colleagues in the field of patient
education to share information and also watched
for organizations, such as The Joint Commission,
to address the issue. Also, she uncovered infor-
mation on health literacy through state and local
councils and library research. 

It is much easier to find information today,
says Kanack. Now patient education managers
can perform an Internet search for health literacy
and find a wealth of information, she says. 

Three web sites were instrumental in helping
London learn about health literacy. They
included: http://www.hrsa.gov/healthliteracy/
(Health Resources & Services Administration, US
Department of Health & Human Resources);
http:nnlm.gov/outreach/consumer/hlthlit.html
(National Network of Libraries of Medicine);
http://www.nlm.nih.gov/medlineplus/health-
literacy.html (Medline Plus — US National
Library of Medicine and National Institutes of
Health).

Now, London stays abreast of current research
and posts it on her web site — www.notime-
toteach.com. She says it is important to keep up
on this research, because currently, it is focusing
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on how to most effectively and efficiently teach
patients with poor health literacy skills.  ■

Create questionnaires to
assess communications
Take every opportunity to raise awareness

Questionnaires for staff and patients are one
way to assess an organization’s health com-

munications, according to Sandra Cornett, 
RN, PhD, director AHEC Clear Health
Communication Program Office of Outreach &
Engagement, The Ohio State University College
of Medicine in Columbus, OH.

A questionnaire Cornett created for staff cov-
ered the institution’s promotion and publicity;
telephone communication; printed materials; ver-
bal communication; and awareness of literacy
issues.

Staff were presented with statements and
allowed to assess the organization’s status on
each by choosing one of four responses: “We are
not doing this’; “we are doing this, but could

improve”; “we are doing this well”; “does not
apply to our hospital.” 

In the promotion and publicity category 
statements included: 

• When we give directions for finding the hos-
pital, we refer to familiar landmarks.

• Clear signs and symbols direct people from
the front door of the building to the department
they need. 

• We promote the hospital in ways that adults
with low literacy skills can use to learn about our
programs/services.

Statements pertaining to telephone communi-
cation included:

• If there is an automated phone system, it offers
the option of repeating parts of the message.

• Callers can receive information in a language
other than English if needed.

To assess print materials, statements included: 
• Our print materials are written in simple and

clear language.
• Technical jargon or scientific terms are

avoided in materials we write for the general
public. 

• We consult with people who are outside of
the hospital for feedback on written materials we
prepare.

In the verbal communication category, 
statements included: 

• We have audio or videotapes to help patients
review and remember information we give them.

• We talk to patients in ways that are adapted
to their needs.

• We continually check that our patients have
understood information we give to them.

To assess awareness of literacy issues, 
statements included: 

• We ask all patients whether they want help
filling out forms.

• We make it easy for our patients who want to
bring a friend or family member. 

Once an assessment is done, the information
should be used to raise awareness and enlist
management support. 

There are other ways to raise awareness on
health literacy issues. Patient education managers
might educate decision-makers about the impact
of low health literacy on health outcomes. They
also can evaluate the reading level of materials
used within an organization and compare it to
the populations served. Obtaining data on patient
satisfaction with health communications also can
show a need for improvement within an organi-
zation and raise awareness. ■
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For more information about health literacy and its
impact on the role of patient education management,
contact:

• Sandra Cornett, RN, PhD, Director, AHEC Clear
Health Communication Program, Office of Outreach &
Engagement, The Ohio State University College of
Medicine, 052 Meiling Hall, 370 W. 9th Avenue,
Columbus, OH 43210. Telephone: 614/ 688-3327
(Tues/Thurs) E-mail: sandy.cornett@osumc.edu.
Websites: http://medicine.osu.edu/orgs/ahec/CHCP 
http://healthliteracy.osu.edu.
• Susan Kanack, BSN, RN, Community Outreach
Coordinator, ProHealth Care, Waukesha, WI.
Telephone: (262) 928-2907. E-mail: susan.
kanack@phci.org.
• Fran London, MS, RN, Health Education Specialist,
The Emily Center, Phoenix Children’s Hospital, 1919
East Thomas Road, Phoenix, AZ 85016-7710.
Telephone: (602) 546-1408. E-mail: flondon@
phoenixchildrens.com.
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Health literacy competencies
staff should have

The following is a list of health literacy compe-
tencies for staff created by Sandra Cornett, 

RN, PhD, director AHEC Clear Health
Communication Program Office of Outreach &
Engagement, The Ohio State University College
of Medicine in Columbus, OH. 

A. Creating a Shame-Free, Patient-Centered
Environment

• Be helpful, respectful, caring, and sensitive to
a person’s feelings. 

• Help prepare the person for the appointment
or hospital stay by offering suggestions on how
to be an active partner in his or her care.

• Pay attention to a person’s non-verbal 
behaviors and your body language when 
communicating.

• Offer help, in a confidential manner, to com-
plete forms, make referral appointments, and
provide directions.

• Protect the person from embarrassment by
providing privacy when giving information

• Be non-judgmental and empathetic.
• Actively listen and encourage questions

and/or address concerns.
B. Assessing for Low Health Literacy Skills
• Assess patients’ level of health literacy by

observing behaviors/characteristics for clues and
asking appropriate questions to help determine if
low health literacy skills are an issue.

C. Planning for Giving Health Information
• Create an environment for learning.
• Note any special needs, such as difficulty

hearing or seeing, and plan to adapt teaching
methods to meet these needs.

• Set priorities for health teaching – do not
overwhelm by giving too much information at
one time.

• Determine what key points in the health
message to give.

• Select appropriate methods to use in giving
instructions/health education.

• Select appropriate teaching tools and materi-
als to supplement verbal instruction.

• Organize instruction by framing the mes-
sage.

D. Implementing Clear Health Communication
Skills

• Sit rather than stand.
• Speak slowly, in normal tones, and articulate

clearly.
• Use everyday language with no medical jar-

gon; explain health terms.
• Choose words carefully and be consistent in

use of terms.
• Focus on person’s actions or behaviors for

desired outcome.
• Teach practical information and give specific

instructions; use examples and analogies relevant
to person.

• Provide easy-to-read written materials in
plain language at or below 8th grade reading
level to reinforce the information; show pictures.

• Include an interaction for each key point.
• Give feedback at intervals to assist in reten-

tion of information.
E. Evaluating Patients’ Understanding 
• Use teach-back or show-me method to verify

understanding.
• Ask specific, open-ended questions to see if

person can apply the information to “real-world”
examples.

• If a skill is taught, ask person to return and
demonstrate, and how to solve or trouble shoot
any problems. ■

Make CPR training part of
family safety measures
Learned skills can be refreshed in case of emergency

Training in cardiopulmonary resuscitation is
the ultimate “homeland security,” says

Vinay Nadkarni, MD, a spokesperson for the
American Heart Association (AHA) and medical
director of the Center for Simulation, Advanced
Education and Innovation at Children’s Hospital
of Philadelphia. 

People tend to think of homeland security in
terms of terrorist attacks, yet the most likely
catastrophe is sudden cardiac arrest. “People can
be prepared for this with the ultimate homeland
security — and that is CPR training,” says
Nadkarni. 

While knowledge of the steps for CPR is
important for all people to learn, the skill is espe-
cially important for parents, because breathing
cessation, difficulty breathing, or blocked breath-
ing is the primary cause of cardiac arrest in
young children and infants, adds Nadkarni.

There are two important elements of preparing
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for an emergency that would require CPR,
according to Nadkarni. The first is the initial
training, and the second is practice. Families
often do fire drills once or twice a year to plan an
escape route and make sure fire extinguishers
and smoke detectors are working. Steps for
responding to a medical emergency could be
incorporated in their fire safety drills, says
Nadkarni. This would cover what to do if one of
their children choked or collapsed and wasn’t
breathing.

It is especially important for parents with chil-
dren, who are at a higher risk for emergencies
requiring CPR, to be prepared, says Nadkarni. 

That’s why classes are offered on the neonatal
intensive care unit at the Fairview Riverside
Campus in Minneapolis at 10 a.m. on Tuesdays
and Thursdays and at 9 a.m. on Saturdays.
Additional classes are added if needed, including
special classes for non-English speaking families
who need an interpreter. The instruction is given
by nurses from the Patient Learning Center, all of
whom have advanced CPR training. The instruc-
tors follow the American Heart Association
guidelines and use manikins to practice the skills.

Along with CPR, nurses cover what to do for
choking and give lots of very practical examples
of what to do for various emergency scenarios.

“The purpose of our class is to promote a safe
discharge at a time of tremendous stress for these
families. Finding the time to seek out a commu-
nity class after discharge may be too overwhelm-
ing. That is why we offer this class before they go
home. We want to be sure they know what to do
in an emergency and that they have spent some
time thinking through various scenarios,”
explains Nancy Goldstein, MPH, FAHCEP,
patient education program manager, University
of Minnesota Medical Center, Fairview and
University of Minnesota Children’s Hospital,
Fairview, Minneapolis.

Family CPR instruction also is part of a pedi-
atric cardiology discharge class. Instruction is

given at the Patient Learning Center on the uni-
versity campus, which is near the patient care
units. Classes are held on Tuesdays and
Thursdays at 1 p.m., but individual instruction
can be scheduled if needed. The discharge care
coordinators are instrumental in getting families
and caregivers to the class, says Goldstein. 

Families with infants in the NICU at
Providence Sacred Heart Children’s Hospital
must complete a CPR class before their infant is
discharged. It is offered every Friday at 2:30 p.m.
and 4 p.m. through Community Health
Education and Resources (CHER), a service of
Inland Northwest Health Services, a non-profit
corporation in Spokane, WA, that works with its
member hospitals. 

Flexibility good for numbers

“We try to give parents plenty of opportunity
to take a class before their baby goes home and to
provide a set schedule for the nursing staff and
the case managers in the NICU,” says Emily
Fleury, the health education manager at CHER. 

She adds that CHER is very flexible and pro-
vides additional classes to accommodate a family
who cannot attend the regularly scheduled
classes. Also, interpreters join a class if parents do
not speak English. 

“The parents that are not in the NICU are also
encouraged to attend a class by both the nurse in
the hospital and the CHER educator who teaches
them prepared childbirth,” says Fleury. Also, lit-
erature about CPR classes is distributed at physi-
cian offices and at the hospital. 

The inpatient classes on Fridays are mainly for
parents with babies in the NICU. While other
parents can attend, if it is inconvenient, they can
enroll in a community class offered by CHER at a
central location once a month. Monthly instruc-
tion includes “Friends and Family” pediatric
CPR, “Heartsaver First Aid,” and health care
provider and renewal CPR classes. 

In 2009, CHER taught 1,560 people in the
Spokane area the skill of CPR. According to
Fleury, courses approved by the American Heart
Association are best for several reasons. The
AHA has done studies to determine the most
effective type of CPR and performs most of the
research in this area. Also, she says, the organiza-
tion sets rules for their instructors, such as the
amount of practice time required in class, and has
a system to monitor class quality, including how
many people can be in a class. In addition,
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Families often plan for emergencies, whether a
home fire, power outage, or national disaster. The
Dallas-based American Heart Association encour-
ages parents to add CPR training to their emer-
gency preparedness. 
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instructors are certified every two years, so they are
up to date on the latest guidelines, says Fleury. 

While CPR training is important, people
should know that research shows skills drop in
three to six months following training, says
Nadkarni. “But their skills are rapidly refreshed
by talking to a 911 emergency operator who
walks them through it, or spending a few seconds
seeing someone do CPR on an iPhone app, or
looking at a poster. If they have never taken a
course or been exposed to CPR, they don’t feel
confident,” he adds. 

People remember very little of the specifics of
CPR, but the skill can be brought back very
quickly once they have learned it, says Nadkarni. 

What is important is for people to recognize a
life-threatening emergency, know how to activate
the emergency response system, and start CPR,
he adds. A 911 operator should be able to call up
the steps for CPR on a computer screen and talk
people through it. 

While posters, pamphlets, and smart phone
applications are all good training tools, they tend
to be difficult to follow in an emergency. It is diffi-
cult for people to read a poster and follow the
directions when someone is dying in front of them,
says Nadkarni. That is why it is good to prepare for
an emergency in advance and use such tools as a
way to refresh ones’ memory, he adds. 

In Seattle, a great push for CPR training has
been made in recent years, according to
Nadkarni. Therefore, if someone were to collapse
in Seattle, there is a 60% chance that someone
trained in CPR would be nearby. 

“We don’t want people to think everyone will
survive with CPR, because that is not the case,
but they can double and quadruple the chances
for survival for their child if they know CPR,”
says Nadkarni.  ■

Managers can take a role in
fighting obesity epidemic
Education should target the entire family

Pick up any newspaper or magazine or turn on
the news and you’re likely to hear somebody

talking about this country’s obesity epidemic.
There’s a lot of emphasis these days on obesity

and helping people keep their weight down and
avoid chronic disease. Health care workers have
always known that obesity contributes to and
exacerbates chronic conditions. With today’s
sedentary lifestyles and dependence on fast food,
obesity is become a bigger and bigger concern,
says Connie Commander, RN-BC, BS, CCM,
ABDA, CPUR, president of Commander’s
Premier Consulting Corp.

Consider these recent reports: 
Obesity-related medical costs reached $147 bil-

lion in 2008, or about 10% of U.S. medical spend-
ing, according to a report by the Centers for
Disease Control and Prevention. As of 2006, the
number of obese adults had more than doubled
in 25 years to 72 million people, or 35% of adults,
the CDC reports.

A study released in November 2009, shows
that rising obesity rates will be an increasing bur-
den on the health care system over the next
decade, and if current trends continue, 43% of
Americans will be obese and obesity spending
will quadruple to reach $344 billion by 2018.

The study, “The Future Cost of Obesity:
National and State Estimates of the Impact of
Obesity on Direct Health Care Expenses,” was
based on research by Emory University health
care economist Ken Thorpe, PhD, executive
director of the Partnership to Fight Chronic
Disease. The study was commissioned by
UnitedHealth Foundation, Partnership for
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For more information about implementing CPR 
instruction within your health care institution, contact:

• Emily Fleury, Health Education Manager, Community
Health Education and Resources (CHER), Inland
Northwest Health Services, P.O. Box 469, Spokane,
WA 99210. Telephone: (509) 232-8138. E-mail:
FleuryE@cherspokane.org.
• Nancy Goldstein, MPH, FAHCEP, Patient Education
Program Manager, University of Minnesota medical
Center, Fairview and University of Minnesota Children’s
Hospital, Fairview, Minneapolis, MN. Telephone: (612)
273-6356. E-mail: ngoldst1@fairview.org.
• Kate Lino, Communications Manager, Emergency
Cardiovascular Care Programs, American Heart
Association, 7272 Greenville Ave., Dallas, TX 75231.
Telephone: (214) 706-1325. E-mail: kate.lino@heart.
org.
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Prevention, and American Public Health
Association.

As she worked with a hospital in California
late last year, Commander drove nine miles to
work each day and passed literally dozens of out-
patient dialysis centers. 

“There is a huge population of people with
end-stage renal disease, and we know that obe-
sity is one factor in contributing to such chronic
conditions for certain individuals,” she says.

“When people are overweight, they are subject
to diabetes and cardiac issues, which are very
expensive to treat. Obesity is the No. 1 driver of
our future medical costs,” says Laurie Gondek,
vice president of health advocacy products, who
oversees CIGNA’s lifestyle coaching and disease
management programs.

Society frowns on people who are overweight,
and since many people reach for food when they
feel uncomfortable or unhappy, it creates a
vicious cycle, adds Cathy Campbell, BSN, MBA,
CHC, FACHE, director of case management at
Mesquite Specialty Hospital in Dallas.

“As a registered nurse, I know that many dis-
eases are attributable to obesity. People’s bodies
are in a compromised condition when they are
obese. The reality is that obesity is an illness, and
people often need psychological treatment to
overcome it,” Campbell says.

Many obese people suffer from depression,
which drives them to eat more in an attempt to
feel happier, she points out.

Weight loss is important to any person in the
continuum of care, whether it’s a member with
risk factors, someone with a chronic disease, or a
relatively healthy person who has a few pounds
to lose, says Linley Thomson-Siag, MPH, MPA,
health educator in health promotion and wellness
department at CDPHP, an Albany, NY-based
health plan. 

“Research says that if people lose just 5% to 7%
of their body weight, they can prevent chronic
diseases. Just that 5% can be critical to an overall
health goal,” she says.

Health care professionals tend to tip-toe
around weight problems, even though they know
that being overweight is a comorbid factor in
every disease, Commander says. 

“We in the health care field need to be account-
able at different levels to the population we serve.
Case managers need to look beyond the person
right in front of their face. We have an opportu-
nity to encourage everybody we touch to live a
more healthy lifestyle,” she says.

Case managers need to do their part in pre-
venting obesity and helping people lose weight,
Commander adds. 

“We know that obesity leads to diabetes and
potentially to other conditions such as coronary
vascular disease and renal insufficiency. Obese
people are likely to have higher rates of hyperten-
sion and cardiovascular disease. Chances are that
an obese person is going to develop one or more
of these conditions. We need to encourage people
to do healthy things before they develop a
chronic disease,” Commander says.

Commander recommends that case managers
do everything they can to help clients live a
healthy lifestyle, regardless of the condition or
episode of care you are helping them learn to
manage. 

“Weight, diet, and an exercise regimen should
be included as part of the plan of care as we work
with our individual clients in managing their
chronic conditions and staying healthy. Even if
obesity is not the primary reason someone was
hospitalized or has a chronic condition, it is a
comorbid factor,” she says.

Build weight management, healthy eating, and
exercise into the care plan for all of your patients
and work with them to identify little things they
can do in their daily life to stay healthy,
Commander suggests.

“Hospital case managers can include tips
about eating healthier or taking the stairs instead
of the elevator in their education for patients,
even if the hospitalization isn’t related to obe-
sity,” she says.

As you work with your clients on managing
their chronic conditions, include family members
and caregivers in the mix, Commander says.
Encourage family members to set an example and
entice them to get healthier as they support the
patient, she adds.

People have to want to lose weight and exer-
cise, and they need support to do so, she says.

“The Case Management Adherence Guidelines
speak of knowledge, self-motivation, and willing-
ness to change, and we know that people are not
going to change unless we set up support for
them. That’s why it’s always a good idea to have
others in the family participate in healthy lifestyle
changes,” she suggests.

The guidelines developed by the Case
Management Society of America (CMSA) are
designed specifically to help case managers work
with their patients on medication adherence and
behavioral changes, Commander says.
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“It’s important for case managers to work with
the individual patients; but they also should fol-
low up with a program that makes sense to the
family, so they want to participate,” she says.

For instance, if the patient needs to follow a
low-fat or low-salt diet, encourage the family
members to follow the diet and become healthier
as well. This gives the cook in the family an
opportunity to learn new methods of cooking or
experiment with seasonings to provide food that
tastes good and is healthy as well, she says.

“Don’t just tell people they need to exercise or
lose weight. Encourage them to diet or exercise in
an effort to support the patient in maintaining a
healthy lifestyle. Build around what the patient
needs to do and include family members and
friends who can support the patient,” she says.

For instance, if grandfather needs to start a
walking program, suggest that he walk with the
grandchildren, which will get them on an exer-
cise program. 

Tell family members that their dad needs to
exercise, but it’s hard for one person to do it
himself. Suggest that they come up with a
buddy system. 

Mention that it’s hard for one person to follow
a diet when other people are eating other things.

A critical intervention is to provide resources
for the family and caregiver, she says. 

“Healthy eating and weight loss is part of the
patient education that case managers are respon-
sible for. Sometimes we let it slip a little because
we have such busy schedules, but teaching pre-
ventive care is as important as helping people
learning about their medication,” Campbell says.

Approach weight loss gingerly, Campbell rec-
ommends.

“We don’t want to offend anyone, but it’s very
important to be open and honest in letting
patients know that they are endangering their
lives,” she says.

Campbell advocates bariatric surgery for
patients who are obese as long as they receive an
extensive psychological work-up and understand
that the surgery isn’t a cure but a tool.

“I have a gastric band and I know several peo-
ple who have had gastric bypass. I have been able
to reach out to people because I have been there,”
she says. 

Campbell advocates therapeutic communica-
tion with your patients.

“One technique might be to approach someone
and comment that they seem unhappy. This can
elicit a conversation and provide them with an

outlet. So many times, we are busy and just keep
moving along,” she says.

When you visit patients in the hospital, sit in a
chair so you will be on their level and try to get
them to talk, Campbell suggests.

“If you keep standing, they’ll think you are in a
hurry. Allow them to vent their feelings and frus-
trations and get around to what is making them
unhappy, which may very well be that they don’t
feel good about themselves because of their
weight. Just one visit may not do it, but if people
know you really care, you can help them,” she
says.

Health plans are taking a proactive approach to
helping members lose weight and stay healthier.

CDPHP’s Weigh 2 Be program is a six-week
classroom program offered at various locations in
the community. The classes are open to any mem-
ber who is interested. Topics include interactive
sessions taught by experts on healthy eating,
physical activity, and stress management.

The health plan is piloting the program at the
offices of large physician groups.

“We’ve found out through the case manage-
ment program that the best referrals come from
physicians who know the issues of individual
members,” says Melissa Marcelli, health educa-
tor in the insurer’s health promotion and well-
ness department.

In addition to the physician-centered approach,
the health plan is offering the program to
employer groups during lunch time.

“The unique feature is that people don’t need
to have to lose weight to be in the program. We
focus on proper nutrition and healthy eating.
Many of the people who participate just want to
learn to eat healthier,” adds Thomson-Siag.

For instance, the program includes a session on
sodium and how reducing sodium in the diet can
help people lose weight and keep blood pressure
under control, Marcelli says.

Other components include sessions on how
stress can affect eating habits and weight and
ways to manage it, as well as exercises that peo-
ple can do at home or at their desks.

CIGNA’s Healthy Steps to Weight Loss weight
management program offers people a non-diet
approach to weight loss and long-term lifestyle
changes. The program is available online and
telephonically. The program has received an
overall satisfaction rating of 96.3%.

In additional to helping people with weight
management, the program includes a lifestyle
assessment that helps individuals and disease
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management nurses work together to create a per-
sonalized program.

The tool takes a practical approach to weight
management. For instance, if the individual reports
that he doesn’t like to cook for himself, the nurse
suggests healthier choices for fast-food meals. If the
person eats when stressed, the program offers
stress management techniques.

“We look at the person holistically and assess his
readiness to change. We focus on behavior, not diet.
The purpose is to motivate people to make the
behavioral changes they need to stay healthy,”
Gondek says.

The program is open to anyone who wants to
enroll through employers who have purchased
the suite of lifestyle management programs.

The program meets CIGNA’s requirements for
preparing patients for gastric surgery.

People can go to CIGNA’s web site, fill out the
profile information, and take a personal lifestyle
assessment. They can follow the program at their
own pace and receive content by e-mail depend-
ing on their personal preferences.

The telephonic program includes 12 modules
that many participants complete in six weeks
while working with an individual coach.

“The secret to the success of the program is meet-
ing the person where they are. The coaches spend a
lot of time listening to the people and finding what
motivates them, then empowering them to set goals
that they think are attainable,” she says. ■

Program focuses on 
proactive interventions
Nurses work at sites to case-manage disease

At ProHealth Care in Waukesha, WI, commu-
nity outreach is more than the hosting of an

educational event from time to time. 
A team of 23 nurses is strategically placed at 50

community sites, including churches, schools,
low-income housing projects, homeless shelters,
food pantries, and health resource centers. Their
role encompasses health promotion, disease pre-
vention, early detection, and disease manage-
ment, says Deborah Ziebarth, RN, MSN,
manager, Community Benefit for ProHealth Care,
a health care system that consists of two hospitals
and several clinics. 

“We are a continuum of care for our health care

organization,” explains Ziebarth. 
She says health care is not only providing

treatment in clinics and hospitals. A certain per-
centage of the population needs assistance with
accessing the health care system, using it effec-
tively, and knowing when to access it. Also, there
is the education component that helps with dis-
ease prevention and early detection.

Most of the outreach efforts are funded
through the nonprofit health care organization’s
community benefit dollars, as well as partner-
ships with churches and other organizations. 

For example, nurses that work with churches,
as part of Parish Nursing, have 50% of their
salary and benefits covered by that congregation
and the other half by ProHealth Care. That is also
the case with most community outreach nurses as
well, although ProHealth pays 100% of the bene-
fits and salaries of the nurses that work in eight
elementary schools. 

Ziebarth says the Community Benefit program
includes unique partnerships. One church helps
support a nurse that not only works within the
congregation, but also at three homeless shelters
as part of the church’s mission outreach. Another
church helps support a nurse at a food pantry as
part of its mission outreach. Two churches have
pooled their resources, each providing 25% of the
salary and benefits, in order for the nurse to work
at a low-income mill site providing health care
access to an underserved population. 

Nurses tailor activities to the population they
serve. For example, one Parish Nurse initiated a
walking program to aid in disease prevention
called “Walking to Jerusalem.” Participants
tracked their steps and mileage along a map on
the wall to determine how close they were to
reaching their destination.  

Nurses also advocate for patients. For example,
a patient may have a chronic disease and need a
certain type of medication that he or she cannot
afford. The nurse may then intercede on behalf of
the patient, asking the physician to write a pre-
scription for a less expensive medication. 

“The role of the nurse is to decrease barriers of
access for the individual and to improve the
health of the community we are serving,”
explains Ziebarth. 

Assessing community needs

To help determine the needs of the population
a nurse serves, members of a congregation or a
community are incorporated into the program.
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For example, Parish Nurses will work with a
health ministry group or leader at the church to
gain insight into the needs of the congregation,
says Ziebarth. Also, these leaders provide needed
assistance at health fairs and other events. A
Parish Nurse will survey the congregation as well
to determine how to meet the health needs of the
population. 

At the Hispanic Health Resource Center, where
three outreach nurses work, an advisory group
meets with the nurse quarterly to give direction.
The group is always given information about the
outcomes of its advice, so it recognizes its owner-
ship in what takes place for the health of the com-
munity, says Ziebarth. 

In addition, respected individuals within the
community who are bicultural and bilingual are
trained to assist in health promotion and disease
prevention. They will often do car seat training or
organize walking groups, so the nurses can concen-

trate on specific education and case management. 
Ziebarth says ProHealth Care can be very cre-

ative in how to meet the health needs of commu-
nities. For example, one nurse, whose work is
funded in partnership with a church, splits time
between a free clinic in downtown Waukesha and
a storefront shelter for the homeless in the down-
town area. Volunteers from the church assist the
nurse at the storefront by doing such tasks as
accessing pharmaceutical programs that help the
homeless obtain medications. 

“Her community is the underserved population
of downtown Waukesha, and she spends some
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■ Teaching parents to
prevent obesity in their
children

■ Better teaching
strategies for the
elderly

■ Ways to promote
healthy lifestyles to
patients

■ Providing written
materials to LEP
patients

■ Addressing the
impact of cultural
issues.

COMING IN FUTURE MONTHS

CNE instructions/objectives

Nurses and other patient education profession-
als participate in this continuing education

program by reading the issue, using the provided
references for further research, and studying the
questions at the end of the issue. 

Participants should select what they believe to be
the correct answers, then refer to the list of correct
answers to test their knowledge. To clarify confusion
surrounding any questions answered incorrectly,
please consult the source material. After completing
this activity each semester, you must complete the
evaluation form provided and return it in the reply
envelope provided in order to receive a credit letter.
When your evaluation is received, a credit letter will
be mailed to you.

Upon completion of this educational activity,
participants should be able to:
• identify the management, clinical, educational

and financial issues relevant to patient 
education

• explain the impact of the management, clinical,
educational and financial issues relevant to
patient education on health care educators and
patients

• describe practical solutions to problems health
care educators commonly encounter in their
daily activities

• develop patient education programs based on
existing programs. ■
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time at the free clinic, so there is a referral to and
from the clinic. It is a great model,” says Ziebarth. 

One important element of the program is com-
puterized client documentation that allows
nurses in the program to share information.
Everyone who comes in contact with the client,
which may be at a homeless shelter, public
school, or food pantry, knows what care and edu-
cation he or she has received. 

“We have complete continuum of care, for we
know what others are doing in caring for this

person,” says Ziebarth. 
In addition, the nurses might flag physicians at

a clinic when there is something they should
know to improve the patient’s care. In this way,
each patient has the best outcomes, she adds.

This record keeping helps ProHealth Care
track patient outcomes. Also, nurses keep diaries
on patients by writing their clients’ stories in
order to track outcomes, says Ziebarth. 

When choosing how best to spend community
dollars, Ziebarth says her department looks for
an entry point to a particular population and an
environment that will support a nurse and take
some ownership. To reach its goals, the organiza-
tion developed a strategy in 2007. 

The strategy has a list of target populations
that include: non-English-speaking populations;
poor children and family units; frail and/or iso-
lated elderly; indigent (uninsured) and working
poor (underinsured); homeless; mentally dis-
abled; and victims of violence.  

Also identified are key areas of community
health need including access to primary care 
services and a medical home.  ■
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CNE Questions

9. There are several reasons why it is important
for patient education managers to be edu-
cated about low health literacy and how to
address it. These reasons include which of
the following?

A. To create easy-to-read materials.

B. To assess organizational health 
communications.

C. To help with staff development.

D. All of the above.

10. An organizational audit for good health com-
munications should assess navigation, print
communications, oral exchange, technology,
and policies and procedures. 

A. True

B. False

11. It is not important for staff to be skilled at
teaching patients with low health literacy.

A. True

B. False

12. According to Vinay Nadkarni, MD, a spokesper-
son for the American Heart Association, it is
important for people to know which of the fol-
lowing in the case of a medical emergency?

A. How to recognize a life threatening emer-
gency.

B. How to activate the emergency response
system.

C. How to start CPR.

D. All of the above.

Answers: 9. D; 10. A; 11. B; 12. D. 
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