
Building inventory of foreign language 
materials in a cost-effective manner
Select wisely, pool resources, and make sure you are on target

Written materials are common teaching tools used to reinforce ver-
bal instruction . . . in English. Foreign language materials aren’t 
as abundant. One reason for the smaller inventory is the cost of 

translation.
“We have several thousand documents in our English patient education 

inventory. No health system can afford to make those resources available 
in multiple languages,” says Diane Moyer, BSN, MS, RN, program direc-
tor of patient education at The Ohio State University Medical Center in 
Columbus.

Due to cost, Mount Carmel East is not able to translate its entire inven-
tory either, according to Karen Guthrie, MS, RN, manager of community 
and patient education at this health care facility located in Columbus, OH. 
“We have translated many topics that are high-volume topics and especially 
those related to safety and those that have long-term health impact,” says 
Guthrie.

These topics would include information on high blood pressure, manag-
ing risk factors for heart disease, and various nutrition topics, such as limit-
ing sodium.

IN THIS ISSUEIN THIS ISSUE

Financial Disclosure: 
Editor Susan Cort Johnson, Associate 
Publisher Russ Underwood, 
Managing Editor Karen Young, 
and Consulting Editor Magdalyn 
Covitz Patyk report no consultant, 
stockholder, speaker’s bureau, 
research, or other financial 
relationships with companies having 
ties to this field of study. 

NOW AVAILABLE ONLINE! Go to www.ahcmedia.com/online.html.NOW AVAILABLE ONLINE! Go to www.ahcmedia.com/online.html.
 Call (800) 688-2421 for details. Call (800) 688-2421 for details.

 ■ Building foreign language 
materials in a cost-effective 
manner .  .  .  .  .  .  .  .  .  .  .  .  .cover

■ Teaching sheets for non-
English speaking patients can be 
cost-effective .  .  .  .  .  .  .  .  .  .  .41

■ Clinic creates behavioral 
strategies for better adherence 41

■ Educate on health and fitness 
by example  .  .  .  .  .  .  .  .  .  .  .   42

■ Plan targets cardio-metabolic 
syndrome  .  .  .  .  .  .  .  .  .  .  .  .  .44

■ Tailoring DM to patient 
improves outcomes .  .  .  .  .  .  .45

■ Research provides clues to 
adherence strategies  .  .  .  .  .  .47

Readers of Patient Education 

Management will notice that we 

have redesigned the look of the 

newsletter with this month’s issue. 

We hope you enjoy this new design.

In addition to providing interpreters for verbal education of foreign language 
speaking patients, health care institutions try to keep an inventory of teaching sheets 
to reinforce education. Yet this endeavor can be costly. Prices are usually based on 
the number of translated words, the complexity of the document, and availability of 
qualified translators for a language. 
 In this issue of Patient Education Management, we discuss the process of building an 
inventory of foreign language materials in spite of the cost. 
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Due to the cost of translation and the large 
variety of languages patients speak, most health 
care facilities struggle to build an appropriate 
foreign language inventory, says B.J. Wingert, 
RN, BSN, MS, a patient education specialist at 
OhioHealth in Columbus. “Health care budgets 
have only gotten tighter over the last few years,” 
she adds.

However, there are ways to build a foreign 
language inventory. These three health care 
professionals have formed a partnership along 
with a fourth institution, Nationwide Children’s 
Hospital, to translate materials. They meet to 
select materials, then work to make them generic 

and more culturally appropriate before having 
them translated. The teaching materials are posted 
on a web site — www.healthinfotranslations.org.

“Our community has benefited from the part-
nership we have to develop a collection of trans-
lated documents,” says Moyer.

With the partnership, her institution went from 
an inventory of 20-30 titles in Spanish to having 
access to the 3,000 titles in 18 languages through 
HealthInfoTranslations.org. She encourages oth-
ers to share translated documents across health 
systems, so clinicians have the tools they need to 
provide more appropriate education to immigrant 
patients receiving care.

In addition to the combined effort, each of the 
institutions has strategies for building an in-house 
inventory.

Moyer says to keep costs in check, it is impor-
tant that requests for translation of documents 
come through channels  through which agreement 
has been reached on the priority needs and how 
the funds will be allocated. At OSUMC, requests 
are to be made through customer services or the 
patient education office. Interpreter services staff 
know that if a request to translate a document 
is made to their office, it must be referred to the 
proper departments.

Another cost-saving strategy is to make sure 
documents are in a patient-friendly format and 
style before translation, so the copy is understand-
able. Also, it is important to be sure that patients 
speaking a particular language have skills in read-
ing, because print documents aren’t helpful to 
patients who are not literate in their primary lan-
guage.

Evaluate populations

Make sure the population has some interest in 
the topic or health condition, and that there is a 
volume of patients who might use the translated 
document, advises Wingert.

Conditions and diseases that affected immi-
grants in their homeland may decrease in the 
United States, and they may begin to adopt some 
American lifestyle practices that contribute to 
other diseases. Health care needs can be a moving 
target, explains Wingert.

Guthrie says prioritizing topics for translation 
helps to keep costs under control. She prioritizes 
according to safety, which covers many topics 
addressed by National Patient Safety Goals and 
high-volume/high-use topics such as pregnancy 
and heart disease.
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Items required to meet regulatory requirements 
need to be translated despite the cost; however, 
these are generally items related to safety that 
would be translated regardless of the requirements, 
such as preventing falls and preventing infections, 
says Guthrie.

“As new topics are added in English, we evalu-
ate the need for translation into other languages. 
We also translate items in the current inventory 
as they become used more frequently,” explains 
Guthrie.

At Mount Carmel, in-house translators are 
used for the three main languages needed: 
Spanish, Somali, and Russian. In addition, the 
vast resources on healthinfotranslations.org 
are accessed. Guthrie says she has an appro-
priate inventory of foreign language materials 
between Mount Carmel materials and the web 
site.

Purchasing materials from a vendor can be 
more cost-effective than producing them with 
either in-house translators or a local translation 
company, if a vendor can be found that addresses 
an institution’s high-need languages, says Moyer. 
Most often, commercial vendors are only address-
ing those topics and languages that target the 
larger percentage of their client base. “For the 
most part, items are available in Spanish from 
more of the commercial suppliers, but the topics 
in other languages are few outside of high-risk 
issues,” she says.

Language and topic needs can be all over the 
place, says Moyer. One day she might get a call 
from a clinician for something about heart fail-
ure in Russian, and the next day field a question 
related to fasting in Arabic for a patient with dia-
betes. The next week the request might be for a 
teaching sheet on crutch walking in Italian.

If a clinician requests a topic in a foreign lan-
guage and only one patient needs the material, 
Moyer will do an online search with the help 
of the librarian at the medical center. Also, she 
contacts patient education coordinators at other 
institutions to see if they might have a translated 
document they would let Moyer use. She has web 
sites bookmarked for certain language topics, 
such as Medline Plus and Healthy Roads Media.

To create a greater inventory, the four patient 
education coordinators in Columbus who work 
together on teaching materials seek funding from 
foundations and other grants, but this money can 
be elusive.

The political climate related to immigration has 
put a wall up for some funders, in addition to the 

tough economy of the past couple years, explains 
Moyer.

“It takes a lot of time and energy to write a 
grant, and then you have no guarantee that you 
are going to get any funds,” she adds.

Those giving grant money have a difficult 
time understanding why the process of transla-
tion is so expensive, and why faculty and students 
who speak the language can’t translate materials 
instead of medical translators.

Yet proper translation is very important in 
patient education, says Moyer. Crackers may 
mean cookies in one language and saltines in 
another, which could be a problem for the patient 
who needs to limit sugar or salt intake. Translators 
also need to be cautious about phrasing.

“Translations are very complex, and each lan-
guage group brings its set of issues that must be 
addressed. It is more than just taking the English 
version and running it through a conversion on 
the computer, and it is an expensive sell,” explains 
Moyer.

Wingert adds that funding sources want data or 
research showing how the money/project affected 
patients. While the group has a lot of anecdotal 
examples of how clinicians used the materials 
translated for healthinfotranslations.org, it doesn’t 
have actual data on improved patient outcomes.

Regardless of the difficulties or cost, it is very 
important to have materials available to patients 
in the language they are comfortable reading and 
speaking, says Guthrie.

“Retention of verbal instructions — even with 
an interpreter — is difficult when we add in the 
various learning barriers and challenges that 
are inherent in a health care setting. Therefore, 
whenever possible, we need to offer our foreign 
language-speaking patients the same standard of 
care that we do for our English-speaking patients, 
providing written health education materials,” 
explains Guthrie.  ■

SOURCES 
For more information about building a foreign language patient 
education inventory, contact:
• Karen Guthrie, MS, RN, Manager, Community and Patient 

Education, Mount Carmel East, 5975 East Broad St., Columbus, 
OH 43213. Telephone: (614) 234-6062. E-mail: kguthrie@mchs.
com. 
• Diane Moyer, BSN, MS, RN, Program Director, Patient 
Education, The Ohio State University Medical Center, 660 

Ackerman Road, Room 667, P.O. Box 183110, Columbus, OH 
43218-3110. Telephone:  614-293-3191. E-mail: Diane.Moyer@
osumc.edu. 

• BJ Wingert, RN, BSN, MS, Patient Education Specialist, 
OhioHealth, 550 Thomas Lane, Columbus, OH. Telephone: (614) 
566-5613. E-mail: bwingert@ohiohealth.com. 
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Behavioral strategies 
for better adherence
Interviews with families help identify problem areas

 

Families were not putting into practice strate-
gies for weight loss given by clinicians at the 

University of Wisconsin Hospital and Clinics in 
Madison to help overweight teens.

Therefore, Susan K. Riesch, PhD, RN, FAAN, a 
professor at the University of Wisconsin-Madison 
School of Nursing, was asked if her team of 
researchers would develop some behavioral strate-
gies to help parents follow through on clinic rec-
ommendations.

According to Riesch, the staff at the pediatric 
primary care clinic provides all kinds of ideas, 
such as eating together as a family or not allowing 
second helpings at meals, but parents find it diffi-
cult to follow through.

The team is focusing on a parenting model 
known as balanced parenting, or authoritative 
parenting. This model is a child-centered approach 
that encourages children to be independent but 
still places limits on their actions. A child’s input is 
valued.

“With this style, parents balance their warmth 
and acceptance with their strictness and control,” 
explains Riesch.

There are three parenting styles, says Riesch. In 
addition to the authoritative parent, there is the 
authoritarian parent who is not very warm and is 
very strict and controlling. Also, there is the per-
missive parent who is not very good at keeping 
rules, which provide structure by setting clear lim-
its and consequences for infractions.

Although the behavioral strategies are a work 
in progress, Riesch and her team have come up 
with a three-pronged approach.

First, the team developed scenarios to show 
how situations other than weight loss are handled 
by an authoritarian parent, a permissive parent, 
and a parent with an authoritative style, so par-
ents at the clinic will better understand the various 
parenting styles. For example, scenarios show how 
a parent reacts to a failing grade on a test or miss-
ing a curfew according to the different parenting 
styles.

“We want to provide scenarios so that parents 
can be aware or observe approaches,” says Riesch. 
Hearing the different ways that parents can handle 
situations might help them get to a point where   

they could apply better strategies to weight loss 
problems, she explains.

To help parents develop the confidence to fol-
low through, to not only demonstrate warmth and 
acceptance toward their child, but also an expecta-
tion of mature behavior, a booklet was developed 
to provide inspiration through short daily readings.

Finally, curriculum titled “Parenting Through 
Change” was developed to give parents the skills 
to be demanding, to impose consequences, and to 
enforce rules that are developed in collaboration 
with the youth.

“We hope to provide the empirically supported 
‘Parenting Through Change’ curriculum elec-
tronically with copious support to parents as part 
of their treatment protocol in primary care. Of 
course, this will require considerable commitment 
and follow-through from parents, but it should 
provide them the skills to structure the family for 
better psychosocial outcomes,” says Riesch.

She adds that the steps given in this approach 
are referred to as the behavioral prescription. 
Families are given a prescribed diet plan and exer-
cise regime, and they will also be prescribed steps 
on behavioral changes for improved parenting.

The first step will ask parents to identify things 
that are going on in their home they really like by 
having them focus on the positive.

The second step will be to identify the number-
one behavior they would like to change. This 
might be something as simple as getting the chil-
dren to hang up their coats when they come home 
from school.

“Parents will observe the behavior for one 
week, tracking how many times the children hang 
up their coats when they come home from school 
without giving any direction. Then they will move 
to making the request and giving rewards,” says 
Riesch.

Parents will have worksheets to complete and 
show to clinic staff as they work through the cur-
riculum, and they will need to either check in 
at the clinic or complete the homework online. 
Riesch said clinic staff will be available weekly to 
provide guidance. The curriculum is expected to 
help them make necessary changes in their parent-

EXECUTIVE SUMMARY 
To improve outcomes at the pediatric primary care 

clinic at the University of Wisconsin Hospital and 

Clinics in Madison, curriculum is in the process of being 

refined that will help parents better implement strate-

gies for their child’s weight loss. Learn what is being set 

in place. 
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ing style and improve their communication.

Plan developed with family input

To gather information to put a plan in place, 
Riesch and her team first surveyed parents and 
their overweight teens to get an idea of their par-
enting style. The survey was followed up with 
focus groups.

“In the survey, most parents perceived them-
selves as firm or strict, whereas, moderate is the 
desired level of control,” explains Riesch. “The 
focus groups gave us an entirely different view, 
showing parents were struggling to follow through 
with the recommendations of the primary care 
clinics.”

Results from focus-group research with chil-
dren and their parents in the study suggest four 
key areas on which Riesch believes families 
should focus. They are mixed messages, food and 
exercise as battlegrounds, problem-solving, and 
social support.

In the parental mixed messages category, behav-
ior often contradicted the instruction from the 
clinic. For example, youth and parents knew the 
clinic recommended they eat together as a family 
as often as possible, yet the parents would confess 
the dining room table was always piled high with 
things, making it difficult to use for meals.

Battles over food choices might occur when a 
parent put a healthy breakfast on the table, only 
to be told the teen wasn’t hungry or didn’t have 
time to eat. Then on the way to school, the teen 
would ask the parent to stop for fast food, “just 
this once.”

“The teens knew they could coerce the parent 
into breaking down whatever new rule had been 
made,” said Riesch.

In the area of problem-solving, Riesch and her 
team found some parents were beginning to figure 
out how to work with their overweight child to eat 
better and be more active. For example, one father 
walked daily with his son, taking notes about the 
animals or plants they saw. Each day they added 
20 seconds to the walk and were up to 30 minutes.

Also, youth appreciated it when parents 
replaced unhealthy snacks with healthy ones, said 
Riesch.

Social support was something children needed 
for better weight-loss efforts. Also, parents often 
experienced frustrations trying to implement the 
health care provider’s recommendations, and they 
appreciated discussing ideas with other parents. 

Riesch says the research team is not sure how 
to address this, but support groups of some sort 
might be beneficial.

“There are a number of key factors that can 
help teens make lifestyle changes, both at home and 
when they’re at school or out in the community. 
While there are no simple fixes, these four focus 
areas are a good starting place,” says Riesch.  ■

SOURCE 
For additional information on the program being set in place to 
assist clinicians working with overweight teens, contact:
• Susan K. Riesch, PhD, RN, FAAN, Professor, University of 
Wisconsin-Madison School of Nursing, 600 Highland Ave CSC 
H6/238, Madison, WI 53792. Telephone: (608) 263-5169. E-mail: 
skriesch@wisc.edu.  

EXECUTIVE SUMMARY  
Encouraging community members to get involved in 

health and fitness activities, such as cycling, can be 

a good way to help them develop a healthy lifestyle. 

Group Health Cooperative in Seattle uses cycling 

events to market its organization, to enhance commu-

nity relations, and to educate people about developing 

a healthy lifestyle.

Educate on health 
and fitness by example

 
Partner with organizations for best use of funds

Every year across the United States, hundreds of 
sporting events invite people to cycle a century, 

run a 10K or marathon, compete in an open-water 
swim, or paddle a waterway. Such events can set 
an example for health and fitness.

As a preventive care organization, with a 
goal to keep its members healthy, Group Health 
Cooperative, headquartered in Seattle, has focused 
on cycling.

People can cycle their entire life from early 
childhood into their senior years. Cycling can be a 
healthy lifestyle activity for the entire family, says 
Damien King, community relations manager for 
Group Health.

On its web site, the company explains that it 
sponsors cycling events and programs to raise pub-
lic awareness about the health benefits of an active 
lifestyle. It provides details of some of those ben-
efits as well, such as promoting heart health and 
decreasing the risk of acquiring Type 2 diabetes.
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To determine its health and fitness focus, Group 
Health did some community research and found a 
good opportunity in cycling. The web site states: 
“One out of three residents in Washington State 
owns a bicycle, so cycling is a way for many of us 
to have an active, healthy lifestyle.”

King explains that cycling allows the health care 
organization to use its marketing and community 
relations dollars more effectively. Cycling not only 
provides focus for funding, but also for activities. 
In this way money, time, and staff are not spread 
out over a variety of events.

There are several benefits, according to King. 
Cycling is a health and wellness event that helps 
people develop an active lifestyle or provides a 
hands-on educational opportunity.

“As a health care company health, wellness, and 
being active is our number one goal,” explains King.

Cycling helps Group Health showcase its physi-
cians. Wearing special cycling jerseys and carrying 
first aid kits, the physicians participate in events as 
medical riders. Also they go out into the community 
to speak about cycling and health and wellness.

Almost everyone can participate in cycling, so 
it is a good health and wellness outreach. King 
says most people can remember learning to ride a 
bike, it’s an activity they are familiar with, and it is 
fairly accessible.

The cycling events provide opportunities 
for employee health and fitness, and they are 
encouraged to get involved. Also, cycling initially 
provided a way to gain high visibility that was 
affordable or allowed the company to use its mar-
keting dollars wisely.

To gain credibility among the cycling com-
munity, Group Health spent the first couple of 
years focused on the “hardcore” riders, or those 
that knew cycling. It partnered with the Cascade 
Bicycle Club and sponsored its double century ride 
from Seattle to Portland, OR. The Group Health 
Seattle to Portland ride has about 10,000 riders.

Also, it sponsored a women’s cycling team, 
called Team Group Health, and built a velodrome, 
or cycling track, in King County called Group 
Health Velodrome.

“The reason we did these things is to show the 
community we are serious about cycling. We had 
to build credibility by going where the cyclists 
were,” says King.

Making cycling available to all

With credibility established, Group Health 

began to explore ways to help people see cycling as 
a good avenue to health and fitness. Therefore, it 
sponsored an event with the City of Seattle called 
“Bicycle Saturday/Sunday.” In this event, the city 
closed a main roadway next to the waterfront, so 
families could safely cycle on the weekends.

Members of Group Health are encouraged to 
get involved in cycling events. They are alerted to 
cycling activities through postings at the medical 
centers, and events are listed in the member maga-
zine.

Group Health also partnered with Cascade 
Bicycle Club to teach bicycle safety in schools. Part 
of the program included a bicycle giveaway.

In addition, the health care organization 
became more proactive about promoting commut-
ing to work via bicycle. This is done by getting the 
word out about the health benefits of cycling to 
and from work, fitting a good workout into the 
day. People are also given information about the 
environmental benefits of cycling to work vs. driv-
ing a vehicle.

One reason people don’t want to commute to 
work on a bicycle is fear for their safety; therefore, 
Group Health worked with Cascade Bicycle Club 
on a campaign to educate motorists on sharing the 
road, says King. It promoted the message “give 
cyclists three feet” on billboards and signage on 
the side of buses.

A web site (cyclingforhealth.org) provides 
some education about health and safety. Booths at 
events provide an opportunity to hand out litera-
ture.

In addition to presentations about the health 
benefits of cycling provided by Group Health phy-
sicians, physical therapists attend cycling events to 
show people how to adjust their bicycle for a good 
fit.

“It is important for people who choose cycling 
as a healthy lifestyle activity, and ride more than 
a couple of miles on the weekend, to have a bike 
that fits correctly. Our physical therapists do this 
for our members and go to community events,” 
explains King.

He adds that leadership, including the company 
CEO, participates in community cycling events 
with employees wearing a Group Health jersey. In 
this way, they lead by example.

“Practicing what you preach is a form of educa-
tion,” says King.

It is important to note that Group Health does 
not create cycling events, programs, or forums. It 
finds organizations that do these things and sup-
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ports their efforts, says King.
While Group Health uses all its tools and 

resources to promote cycling as a healthy life-
style activity, the company has found that it is 
more cost-effective to partner with organizations 
than try to develop tools and resources it does 
not already possess. For example, at one time, it 
offered a program where people could purchase 
low-cost helmets and have them properly fitted. 
However, the Cascade Bicycle Foundation had 
a similar program, so Group Health now refers 
people to this organization rather than trying to 
move a large inventory of helmets around and set 
up special helmet fitting events. “There are others 
that do it better,” says King.

In 2010, Group Health will have been sponsor-
ing cycling events for seven years. Therefore, it will 
evaluate the program to determine what direction 
to take. It has changed over the years and will con-
tinue to evolve.  ■

SOURCE
For more information about using sporting events for commu-
nity outreach, contact:
• Damien King, Community Relations Manager, Group health 
Cooperative, 320 Westlake Ave. N, Seattle, WA 98109-5233. 
Telephone: (206) 448-6143. E-mail: king.df@ghc.org. 

Plan targets cardio-
metabolic syndrome
Aim to get members on the path to healthier lifestyles

As part of its focus on prevention as a success-
ful strategy to improve the quality and lower 

the cost of health care, Independence Blue Cross 
has launched a program targeting members who 
are at risk for cardiometabolic syndrome, a condi-
tion that may increase a person’s chance of devel-
oping heart disease and diabetes. 

The cardiometabolic risk management program 
is part of Independence Blue Cross’ Connections 
Health Management Program. 

“Chronic conditions, such as heart disease and 
diabetes, are very costly, not only to those who 
have them, but to all of us. These diseases may be 
preventable and are treatable. We strive to help 
our members get on the path to healthier life-
styles now, in the hopes that they will lessen their 
chances of developing, or worsening, serious and 
costly health conditions,” says Esther Nash, MD, 

senior medical director for Independence Blue 
Cross.

The American Heart Association estimates that 
more than 50 million Americans have cardiometa-
bolic syndrome. 

“Cardiometabolic syndrome is not necessar-
ily a disease or a condition but a constellation of 
risk factors that put people at risk for developing 
heart disease and Type 2 diabetes,” says Kimberly 
Siejak, manager of population health and wellness 
for the Philadelphia-based health plan.

Risk factors that increase a person’s overall 
chance of developing heart disease and diabetes 
include tobacco use, high body mass index, obe-
sity, hypertension, high cholesterol, high levels of 
triglycerides, and elevated blood sugar levels, she 
adds.

“This program is different from a lot of dis-
ease management and health coaching programs 
because our goal is to prevent members from 
developing a disease. The program identifies peo-
ple who may not have received a diagnosis of the 
disease, but they are heading that way because of 
their lifestyle habits,” she says.

The program provides education that is 
designed to help members avoid developing heart 
disease and diabetes.

The program identifies members at risk through 
medical and pharmacy claims data as well as the 
results of the health plan’s health risk assessment.

The health plan uses a series of proprietary 
algorithms to stratify members and to identify 
those who are at highest risk. 

For instance, to identify members with hyper-
tension who are at risk, the health plan uses a 
combination of factors including hospital and 
emergency department visits and whether the 
member has filled his or her prescriptions. 

The purpose of the program is to educate mem-
bers about the symptoms of heart disease and dia-
betes and the behavior and lifestyle changes that 
may help prevent the diseases, Siejak says. 

The program is staffed by health coaches who 
have an average of 10 to 15 years of clinical expe-
rience and are trained to help people manage their 
chronic conditions and assess readiness to change.

Low-risk members receive automated outreach 
calls that give them the option of contacting a 
health coach and enrolling in the program.

High-risk members receive telephone calls from 
health coaches who describe the program and 
invite them to participate. 

The health coaches assess the members’ readi-
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ness to change and work with them to develop 
strategies to modify their lifestyle.

Since many of the people who are at risk for 
developing metabolic syndrome lead sedentary 
lives, the coaches work with them to increase their 
physical activity.

They coach members to adopt healthy eating 
habits and to reduce their intake of fat.

 “Once members engage with the health coach, 
they are invited to participate in behavioral change 
programs, depending on their type of risk. We 
have a program for tobacco cessation and an inten-
sive weight management program,” Siejak says.

The coaches help the members make lifestyle 
changes that can lower their risk. For instance, 
they may work with people with hypertension on 
cutting down on the salt in their diets and educate 
them on which foods to avoid. 

Members who are working with the health 
coaches receive tool kits of exercises they need to 
complete between the health coach sessions.

For instance, in one exercise that is part of the 
smoking cessation program, the member keeps a 
log of triggers for smoking and in another is asked 
to tally the number of times he or she has tried to 
quit smoking in the past.

“The health coaches make follow-up calls and 
discuss the exercises with the member. This coordi-
nated learning experience that combines what they 
are doing with the tool kit and the session with the 
health coach enables members to get a better 
handle on what motivates them to smoke and 
work with the coach to come up with a plan to 
change their behavior,” she says.  ■

Tailoring DM to patient 
improves outcomes
Study shows reduced hospitalizations, ED visits 

People with chronic conditions who received tel-
ephonic disease management coaching based on 

their level of health activation had fewer visits to 
the hospital and emergency department than peo-
ple coached in the usual way, a study has shown.

The study, conducted by Judith Hibbard, PhD, 
and her colleagues at the University of Oregon, 
compared the behavior of individuals receiving 
standard telephonic disease management coach-
ing with that of those who received more tailored 

coaching based on their “activation level.” The 
study was funded by the Health Industry Forum at 
Brandeis University.

Hibbard is a professor of health policy in the 
department of planning, public policy, and man-
agement at the University of Oregon and a clini-
cal professor in the department of public health 
and preventative medicine at Oregon Health and 
Sciences University.

A patient’s activation level is determined based 
on his or her responses to the Patient Activation 
Measure (PAM), a tool developed by Hibbard and 
her colleagues, which measures a person’s knowl-
edge, skills, and confidence in playing a role in his 
or her own health care. 

Participants in the study who received the tai-
lored coaching showed a 33% decline in hospital 
admissions compared to the control group, result-
ing in an average savings of $145 per person per 
month. 

The group receiving the tailored intervention 
also had a 22% decline in emergency depart-
ment visits compared with the control group, for 
an average savings of $11 per person per month. 
Among participants in the control group, hospital 
admissions remained flat for patients in the control 
group. Emergency department visits for the control 
group increased by 20%. 

The group that received tailored coaching expe-
rienced significant improvements in diastolic blood 
pressure and LDL cholesterol levels compared to 
the control group and increased their adherence to 
recommended immunization and drug regimens.

The study was conducted at two call centers 
staffed by RN health coaches.

The call centers were selected based on the 
similarity of the nurse coaches’ tenure and years of 
experience.

The nurse coaches were trained on coaching 
skills and how to administer the PAM tool. 

At one of the centers, the researchers trained 
the coaches on how to use the tool to tailor their 
coaching to each individual. The nurses at the 
other center, who worked with the control group, 
were just told to administer the PAM tool at least 
twice during the six months of the study period.

The team analyzed the gains in the PAM score, 
adherence to the treatment plan, clinical indicators 
such as LDL cholesterol and blood pressure, and 
utilization.

“The results showed that coaching to the 
patient’s activation level was more effective in 
every measured considered, whether it was clini-
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cal indicators, clinical outcomes, cost, or utiliza-
tion,” says Mary Jane Osmick, MD, vice president 
and medical director for LifeMasters Supported 
SelfCare Inc., an Irvine, CA-based provider of 
health improvement and condition management 
programs and services, which operates the call cen-
ters.

The Patient Activation Measure includes a series 
of questions that focus on the role the person plays 
in his or her own health care. Patients answer the 
questions on a scale that ranges from “strongly 
disagree” to “strongly agree.”

One question asks if the patients know what 
medication they are on and how to take them. 
Another asks if they know how to take care of 
themselves when they get sick.

“Each question focuses on a specific area where 
people fall down or are very good at being an 
advocate for themselves,” Osmick says.

Based on responses to the questions, each per-
son is assigned an “activation score” ranging from 
one to 100, with most people falling in the 35 to 
85 range, Hibbard says.

“Research suggests that people pass through 
four different levels of activation on their way to 
becoming effective self-managers,” Hibbard says.

Patients on Level 1 tend to be overwhelmed 
and unprepared to play an active role in their own 
health. Patients on Level 2 lack the knowledge and 
confidence for self-management. Patients begin to 
take action on Level 3 but may not have the confi-
dence or skill to support their behaviors. At Level 
4, patients have adopted behaviors to support their 
health but may not be able to maintain them in the 
face of life stressors, she says.

Patients with low activation feel overwhelmed 
by the task of managing their health.

“They don’t have good problem-solving skills; 
they have experienced failure, and are discouraged. 
They aren’t focusing on their health because it is a 
difficult topic for them,” Hibbard says.

Individuals whose score indicates that they are 
highly activated are more likely to have health 
screenings, immunization, and other preventive 
care and to exhibit healthful behaviors such as 
maintaining a healthy diet, exercising, monitoring 
their condition, adhering to treatment, and seeking 
information about their condition and their health, 
Hibbard adds.

“People fall at different points ranging from low 
activation to high activation. If disease managers 
understand where people are and support them in 
understanding their barriers and issues, they can 

help them become more activated and, in doing so, 
learn to take better care of themselves,” Hibbard 
says.

Clinicians are trained to educate people about 
their health conditions, give them directions, and 
expect them to follow them, Osmick says. 

“In disease management, we sometimes unwit-
tingly ask people to do more than they are capable 
of doing. That doesn’t work. It often turns people 
off and drives them more deeply into becoming 
less activated in their own health care. When we 
talk to someone at Level 1 about goals and action 
plans, monitoring blood pressure and blood sugar, 
it can be overwhelming,” she says.

Patients on Level 1 of the activation scale feel 
they can make no impact on their own health, and 
asking them to monitor their blood pressure or 
weigh themselves may be a waste of time. Instead, 
the nurses help them understand how what they 
experience can be related to their health. Coaches 
work with them specifically to support them 
achieving a higher level of activiation, Osmick 
adds.

“We use this tool to help us throttle back 
and find out where someone is, then carry them 
forward by working with them to increase their 
knowledge, skills, and confidence,” she says.

For instance, during the study, the nurse 
coaches worked with patients at Level 1 to build 
self-awareness and understanding of their behavior 
patterns. They worked to build a foundation to 
enable the patients to go on to the next challenge.

When patients were on Level 2, the nurses 
worked with them on making small changes in 
their behaviors, such as eating smaller portions, 
taking the stairs instead of the elevator, and read-
ing food labels at the grocery store. 

The nurse coaches took small steps and worked 
on one issue at a time, rather than overwhelming 
the patient with a whole list of goals, Hibbard 
says.

“The coaches work on one thing that the 
patient wants to do and focus on building con-
fidence by taking small steps. Instead of asking 
them to go the gym five days a week, the coaches 
ask them to take smaller steps, like walking to 
the corner and back. As they experience success, 
the patients start to feel more confident, and that 
builds motivation to start managing their own 
health,” she says.

The coaches work with the patients who are 
low on the activation scale to build a foundation 
to go on to the next challenge.
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LifeMasters has adapted the tool as part of its 
disease management model and uses the tool for 
every client who willing and capable of answering 
the questions, Osmick says.

“Using this tool is like taking a patient’s vital 
signs. It helps us begin to identify the person’s 
needs and to coach to the level that will be most 
effective. When we know the participant’s level of 
activation, we can specifically coach to that level 
and avoid overwhelming the program partici-
pants,” she says.

LifeMasters’ overarching goal is to improve the acti-
vation among the population it serves, Osmick says.

“We know this leads to lower cost, higher 
adherence, improved clinical measures, and bet-
ter outcomes. It is heartening to see the progress 
we made when we used the PAM tool. Effective 
coaching is about helping people develop the 
information, skills and motivation to do the right 
thing for their health. That is a challenge we must 
respond to,” she says.

(For more information on the PAM tool, see 
www.insigniahealth.com.).  ■

Research provides clues 
to adherence strategies
Study looks at its impact

HIV clinicians often work with patients who 
have such an overwhelming number of bar-

riers to optimal treatment adherence that it’s dif-
ficult to know where an adherence intervention 
should begin.

There are issues of homelessness, substance 
use, mental illness, stigma, drug side effects, etc. 
Primary care physicians will see the chief problem 
as being one particular barrier, while specialists 
and case managers might think a different problem 
should be targeted.

Now at least one researcher who approaches 
treatment adherence from the perspective of a 
nurse believes the best possible intervention will 
incorporate a variety of disciplines and approaches 
in one package.

“I remember having a few conversations with 
the medical director, saying, ‘What you need 
in a program like this is a theoretical approach 
that different disciplines can agree on and to 
approach care from this perspective,’” says Donald 

Gardenier, DNP, FNP-BC, a nurse practitioner, 
assistant professor, and clinical program direc-
tor in the division of general internal medicine at 
Mount Sinai School of Medicine in New York, 
NY.

“That’s not an unusual approach for a nurse; 
but the medical director being a physician was 
intrigued and unfamiliar with this,” Gardenier 
recalls. “So I dove into this a little bit further and 
came up with a social support theory as a way to 
contextualize care in this setting.”

Gardenier’s work has led to research into an 
adherence intervention approach for HIV-infected 
patients who qualify for enhanced services based 
on one or more threats to optimal adherence or 
health outcomes in terms of their HIV disease.

“These can be multiple medical problems, 
decreased social support based on family systems, 
homelessness, incarceration, and almost all of 
them have at least one psychiatric diagnoses and 
substance use issues — either currently or in the 
past,” Gardenier says.

The patients attend an AIDS day health care 
(ADHC) program to which they are referred by 
providers based on their need for psychiatric 

services.
“The services are based on the statistical or evi-

dence-driven needs of people with HIV, including 
housing services and nutrition services,” Gardenier 
says. “These are in addition to being basically a 
psychiatric day treatment program with onsite pri-
mary care.”

Gardenier first studied the ADHC’s population, 
comparing patients’ participation and reported 
adherence and measured social support.1

“I used the Social Provisions Scale [Cutrona & 
Russell, 1987], which was uniquely suited to this 
population,” Gardenier says. “So it seemed to me 
in looking at it as a nurse that different disciplines 
could look at different aspects of social support 
and design different interventions around them.”

It’s not as useful to ask clients if they have 
social support because clients might list having a 
spouse, although their mate is not socially sup-
portive or they might not think to mention the 
social support they receive from peers in the day 
program, he explains.

“Some studies say it doesn’t matter where you 
get social support so long as you’re getting it,” 
Gardenier adds.

In the Social Provisions Scale, social support 
is measured with 24 items, divided between six 
subscales, including: reliable alliance, attachment, 
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guidance, nurturance, social integration, and reas-
surance of worth. 

Reliable alliance and guidance are the types 
of support an HIV patient might receive from 
the medical professionals who help him or her, 
Gardenier says.

The more emotional support provisions involve 
attachment, nurturance, social integration, and 
reassurance of worth, he adds.

“Attachment is the closeness and intimacy that 
fosters a sense of security,” Gardenier says. “Social 
integration is a sense of belonging to a group with 
similar interests and concerns.”

HIV patients who experience reassurance of 

worth are given recognition of their abilities and 
competence, and nurturance is the feeling that one 
is needed by others, he adds.

When Gardenier measured social support 
among the ADHC population, he found that the 
highest social support scores were among the 
instrumental provisions of reliable alliance and 
guidance.

“This was not a surprise because people are in 
this intensive program, receiving guidance,” he 
says. “And among the emotional provisions, the 
highest scores were in social integration, which is 
belonging in a group and also was not a surprise.”

The HIV clients reported the lowest social sup-
port in the area of nurturance, suggesting they did 
not feel needed, he says.

“If you think about how someone experiences 
life during and after substance use, I think it’s 
fairly common in the pathology of substance use 
to find that people who otherwise rely on you 
learn not to,” Gardenier says. “So even when you 
go through a recovery period, you lack this social 
support.”
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CNE QUESTIONS

13. Due to the high cost of translating health care 
materials into foreign languages, strategies for 
topic selection might include:
 A. Know literacy of patient population.
B. Target high volume/high use.
C. Make sure English copy is user friendly.
D. All of the above. 

 14. One barrier for obtaining grants to fund 
translation projects is that funding sources want 
data on patient outcomes, which is difficult to 
collect.
A. True 
B. False

15. Using focus groups, researchers at the 
University of Wisconsin Hospital and Clinics in 
Madison have uncovered several barriers that 
prevent families from putting weight loss strategies 
into practice. These barriers include which of the 
following?
A. Mixed messages.
B. Food and exercise become a battleground.
C. Families not really invested in weight loss.
D. A&B 

 16. Group Health Cooperative in Seattle chose 
cycling as a way to promote health and fitness for 
which of the following reasons?
A. It is an inexpensive sport.
B. Many people can participate. 
C. No reason, just a random selection.
D. Administrators wanted to try sporting event 
planning.

Answers: 13. D; 14. A; 15. D; 16. B. 
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HIV patients struggle with the feelings that 
they’re unneeded, but this also is a social support 
that a comprehensive HIV/AIDS program can fos-
ter, he notes.

“We had one man in the program that really 
had his life together, and he came to the day pro-
gram every day for years, participating in all the 
groups,” Gardenier recalls. “He had a key spot in 
social integration in the place, and you had to ask 
what he was doing there because he had his life 
together.”

The answer was that the man showed up each 
day because he felt needed, and so his attendance 

fostered the experience of nurturance, he adds.
“Once I saw the limitations of what I could 

do in correlating social support and adherence in 
using this instrument, there was more than enough 
material to use and apply toward the design of an 
intervention,” Gardenier says.

There’s considerable potential for such an 
adherence intervention, he notes.

“I can see how a case manager would look 
at this and see how to teach services to clients, 
who could then provide services for each other,” 
Gardenier explains. “For example, a peer could 
lead an HIV group, and then you’d re-measure 
adherence and see how that has changed with the 
peer.”
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