
Speak Up program effective tool 
for educating patients  
Institutions must have culture of openness, teamwork

The Speak Up program, sponsored by The Joint Commission (TJC), 
based in Oakbrook Terrace, IL, is designed to improve patient safety 
by teaching patients how to become involved in their health care, 

thus reducing medical errors.
It was launched in March 2002, in conjunction with the Centers for 

Medicare & Medicaid Services, with the “Speak Up” brochure “Help 
Prevent Errors in Your Care.” New topics are addressed periodically, with 
the most recent title, “Tips for Your Doctor’s Visit,” released in December 
2009.

According to Ken Powers, a spokesman at TJC, topics are selected fol-
lowing discussions with people in the health care field who identify chal-
lenging issues and areas where patients might become involved.

“Going into a given year, we usually have a number of topics we would 
like to get out in a timely way,” says Powers. 

All the topics are about risk points where a patient or family and the 
health care system meet, and if the interaction is not completed correctly, 
there is potential risk to the patient, explains Robert Wise, MD, vice presi-
dent of TJC’s standards and survey methods division. 

He adds that there are certain junctures in health care encounters where 
patients are most likely to benefit by acting as their own advocate. The bro-
chures target these areas. 
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They include: “Help Prevent Errors in Your 
Care,” “Help Avoid Mistakes in Your Surgery,” 
“Information for Living Organ Donors,” “Five 
Things You Can do to Prevent Infection,” “Help 
Avoid Mistakes With Your Medicines,” “What 
You Should Know About Research Studies,” 
“Planning Your Follow-up Care,” “Help Prevent 
Medical Test Mistakes,” “Know Your Rights,” 
“Understanding Your Doctors and Other 
Caregivers,” “What You Should Know About Pain 
Management,” “Prevent Errors in Your Child’s 
Care,” and “Tips for Your Doctor’s Visit.” 

The brochures are not copyrighted and can 
be downloaded for free from TJC’s web site. 

According to TJC, the most popular topics are 
preventing medical errors, preventing infections, 
avoiding medication mistakes, and patient rights. 

Wise says Speak Up was designed to help 
patients and family members become active partici-
pants in their own care. Therefore, the information 
needs to get to the patients. He says the brochures 
work best as part of an active campaign or just-in-
time education.

He has observed hand-washing campaigns 
at hospitals that included signs telling patients 
to remind health care staff to wash their hands. 
Institutions actively tell patients they will get the 
best care, but because the health care process is 
complex, it’s good for the patient to be his or her 
own advocate. However, patients and their family 
members need to be told the junctures where they 
are likely to be the most effective, such as hand-
washing for infection control, says Wise. 

Just-in-time education occurs when the patient 
is thinking about a health issue. Therefore, the 
physician might have signs in the waiting room 
about discussing issues of pain during an office 
visit and use the pain management brochure to 
explain how to speak up, says Wise. 

“The most important piece of education is 
about speaking up. The reason the program is 
called ‘Speak Up’ is it is exactly the problem that 
patients have. Many of the points in the brochures 
patients know, but there is no one really giving 
them permission to get over what often feels like 
an intimidating encounter,” adds Wise.

There are many reasons a person may not speak 
up, whether it is feeling rushed, a lack of understand-
ing, or not wanting to seem stupid, he says. So, it’s 
not just giving information but the actual permission 
that is explicit from the health care organization — 
“we want you to speak up,” explains Wise.  

Creating site-specific materials

When preparing for Patient Safety Awareness 
Week in 2002, staff in the patient education office 
at The University of Texas M.D. Anderson Cancer 
Center in Houston came across the new Speak Up 
program on preventing health care errors. They 
took the material from the brochure and personal-
ized it by making it institution-specific. 

“Instead of using The Joint Commission bro-
chure verbatim, we created one and adapted the 
information, so it would be more specific to M.D. 
Anderson,” says Karen A. Stepan, MPH, RN, 
CHES, a senior health education specialist. 

For example, one of the points is to “ask a 

50 PATIENT EDUCATION MANAGEMENT™ / MAY 2010

Patient Education Management™ (ISSN 1087-0296) is published 
monthly by AHC Media LLC, 3525 Piedmont Road N.E., Building Six, 
Suite 400, Atlanta, GA 30305. Telephone: (404) 262-7436. Periodicals 
Postage Paid at Atlanta, GA 30304 and at additional mailing offices. 

POSTMASTER: Send address changes to Patient 
Education Management™, P.O. Box 740059, Atlanta, 
GA 30374.

AHC Media LLC is accredited as a provider of continuing nursing 
education by the American Nurses 
Credentialing Center’s Commission 
on Accreditation. 

This activity has been approved 
for 15 nursing contact hours using a 
60-minute contact hour.

Provider approved by the 
California Board of Registered 
Nursing, Provider # 14749, for 15 
Contact Hours.

This activity is intended for nurse 
mana gers, education directors, case managers, discharge planners, 
hospital clinicians, management, and other health care professionals 
involved in designing and/or using patient education/staff education 
programs. It is in effect for 24 months from the date of publication.

Opinions expressed are not necessarily those of this publication. 
Mention of products or services does not constitute endorsement. 
Clinical, legal, tax, and other comments are offered for general 
guidance only; professional counsel should be sought for specific 
situations. 

Editor: Susan Cort Johnson, (530) 256-2749. 
Associate Publisher: Russ Underwood, (404) 262-5521,  

(russ.underwood@ ahcmedia.com). 
Managing Editor: Karen Young, (404) 262-5423,  

(karen.young@ahcmedia.com).
Production Editor: Ami Sutaria. 

Copyright © 2010 by AHC Media LLC. Patient Education Management™ 
is a trade mark of AHC Media LLC. The trade mark Patient Education 
Management™ is used herein under license. All rights reserved.

EDITORIAL 
QUESTIONS

For questions or com-
ments, call Susan Cort 

Johnson at  
(530) 256-2749.

SUBSCRIBER INFORMATION
Customer Service: (800) 688-2421 or fax (800) 284-3291. 
Hours of operation: 8:30 a.m.-6:00 p.m. Monday-Thursday; 
8:30 a.m.-4:30 p.m. Friday EST. E-mail: customerservice@ahc-
media.com. World Wide Web: www.ahcmedia.com. 
Subscription rates: U.S.A., one year (12 issues), $499. Add $17.95 for 
shipping & handling. Outside U.S., add $30 per year, total prepaid in 
U.S. funds. Discounts are available for group subscriptions, multiple 
copies, site-licenses or electronic distribution. For pricing information, 
call Tria Kreutzer at 404-262-5482. Missing issues will be fulfilled by 
customer service free of charge when contacted within one month of the 
missing issue date. Back issues, when available, are $82 each. (GST regis-
tration number R128870672.)
Photocopying: No part of this newsletter may be reproduced in any 
form or incorporated into any information retrieval system without 
the written permission of the copyright owner. For reprint permission, 
please contact AHC Media LLC. Address: P.O. Box 740056, Atlanta, 
GA 30374. Telephone: (800) 688-2421 or (404) 262-5491.



trusted family member or friend to be your advo-
cate (advisor or supporter).” M.D. Anderson’s 
version includes information about its patient 
advocacy department. When a patient is admitted 
to the cancer center, he or she is assigned a patient 
advocate. If there is a question or concern the 
patient and family do not feel is being addressed 
appropriately, they can contact the patient advo-
cate. This person serves as a liaison between the 
patient and family and the institution. 

The original safety brochure addresses seven 
points. In addition to soliciting the help of an 
advocate, points include:

• Speak up if you have questions or concerns. If 
you still don’t understand, ask again. 

• Pay attention to the care you get. Always 
make sure you’re getting the right treatments and 
medicines by the right health care professionals. 
Don’t assume anything.

• Educate yourself about your illness. Learn 
about the medical tests you get and your treatment 
plan.

• Know what medicines you take and why you 
take them. Medication errors are the most com-
mon health care mistakes.

• Use a hospital, clinic, surgery center, or other 
type of health care organization that has been 
carefully checked out. 

• Participate in all decisions about your treat-
ment. You are the center of the health care team.

The education department at M.D. Anderson 
reviewed all the points, adding in site-specific 
information when appropriate, such as informa-
tion about Texas law regarding advance directives, 
and details about how best to obtain information 
in certain departments, such as the intensive care 
unit. 

“We made it a little more specific to M.D. 
Anderson without taking away from the integ-
rity of what The Joint Commission wanted to get 
across,” says Stepan. 

Although initiated during Patient Safety 
Awareness Week, the brochure is still used, with 
new information added when TJC introduces new 
topics. Several different venues are used to get the 
message of speaking up for safety to patients, says 
Stepan. 

It’s distributed in literature racks throughout 
the institution, within the three learning centers as 
a handout, and used during a new patient-family 
orientation class.

The University of Michigan Health System in 
Ann Arbor displays the full Speak Up series at 
the Cardiovascular Center Mardigian Wellness 

Resource Center. A few are also distributed 
at the patient education resource center at the 
Comprehensive Cancer Center. 

“We decided to use these materials because 
of our emphasis on patient safety and because 
The Joint Commission is the most authoritative 
source,” says Ruti Volk, MSI, AHIP, the librarian 
for these patient education resource centers. 

The medications listed in the brochure on avoid-
ing medication errors are printed separately and 
placed in plastic holders within exam rooms, along 
with pencils. “The medicine lists and pencils are 
very popular,” says Volk. 

In order for the brochures to be effective, the 
culture within the organization must support the 
Speak Up philosophy, says Wise. It must be appar-
ent that all employees — all the way to top leader-
ship — are interested in the patient becoming an 
active member of his or her own treatment, he 
explains. The brochures don’t create that kind of 
culture; they support it, he adds.

Volk says she thinks the brochures help establish 
the culture. At the University of Michigan Health 
System, there are many messages to patients about 
hand-washing and other safety issues.

In 2008-2009, M.D. Anderson conducted a 
hand hygiene pilot using its Speak Up brochure 
and other tools to educate patients and staff on the 
importance of having patients ask their health care 
provider if his or her hands were washed. A survey 
taken pre- and post-education showed the educa-
tion did have positive results. Education increased 
a patient’s comfort level when asking about hand 
hygiene. 

“A hospital that uses the Speak Up materials in 
a very thoughtful, useful way is doing a whole lot 
more than just giving out materials. That culture of 
safety and concern permeates a lot of what is done,” 
says Wise. 

SOURCES

For more information about using the Speak Up program, 
contact:
• Karen A. Stepan, MPH, RN, CHES, Sr. Health Education 
Specialist, Patient Education Office, The University of 
Texas M.D. Anderson Cancer Center, 1515 Holcombe 
Blvd., Unit 21, Houston, TX 77030. Telephone: (713) 563-
8187. E-mail: kstepan@mdanderson.org. 
• Ruti Volk, MSI, AHIP, Librarian, Patient Education 
Resource Center, Comprehensive Cancer Center and 
Mardigian Wellness Resource Center, Cardiovascular 
Center University of Michigan Health System, Ann Arbor, 
MI. Telephone: (734) 936-9947 or (734) 232-4122. E-mail: 
rvolk@med.umich.edu. 
• The Joint Commission, One Renaissance Blvd., 
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Oakbrook Terrace, IL 60181. Telephone: (630) 792-5000. 
Web site: www.jointcommission.org.  ■

Guide offers ideas to 
improve health literacy
Focuses on partnerships 

A project in British Columbia has resulted in a 
list of strategies that can be used in a primary 

care physician office and an adult literacy program 
to improve health literacy among patients. 

The strategies include actions for health care 
professionals, patients, and community agen-
cies. They are available on the British Columbia 
Patients as Partners web site, so the materials are 
accessible to everyone. (http://www.impactbc.ca/
PatientsasPartners/resourcesforregionalteams)

The ideas were developed as part of a col-
laborative community effort on health literacy. 
It included four teams from urban and rural 
communities. Teams consisted of a family physi-
cian’s office, both physician and office assistant, 
as well as representatives from an adult literacy 
program that included instructors and students. 
Teams were given support from the regional 
health authority. 

The purpose of the project was to show how 
health care can be improved and to initiate effec-
tive ways to improve patient-doctor communica-
tion from the perspective of both doctors and 
patients, explains Susan Cathcart, FFC, CPC, 
the community literacy outreach coordinator for 
Burnaby in British Columbia, who served on the 
team. Also, the collaboration was designed to 
improve patients’ health outcomes by increasing 
their understanding and motivation for self-man-
agement of their medical conditions, she adds.

According to Connie Davis, MN, RN, senior 
faculty, Patients as Partners Impact BC and co-
director of the project, the teams met three times 
for presentations on health literacy, to learn meth-
ods for making improvements, and to become 
more familiar with varying points of view. They 
also had one final meeting.

During discussions, health literacy program 
coordinators said most of their curriculum 
focused on work preparedness, such as creat-
ing budgets, filling out job applications, and 
interviewing skills. Yet students were bring-
ing prescriptions to class, because they did not 
understand them, or they were going to have a 

medical test and did not know how to prepare, 
says Davis. Therefore, the teachers in these 
programs were beginning to see that there were 
things they could do to improve health literacy. 

Between meetings, the participants worked on 
projects that might improve health literacy. For 
example, materials on helping people prepare for 
physician visits were distributed to libraries and 
seniors groups to teach community members. 

Physicians’ offices were introduced to “Teach 
Back” as a way to confirm understanding of what 
was taught. With this method the physician or 
nurse would ask “Could you tell me what you are 
going to do based on what we talked about so I 
know if I was clear?” rather than simply asking 
“Do you understand?” 

Teachers in literacy programs tested materials 
in their classrooms. For example, they presented 
information on H1N1 and evaluated the students 
on their understanding. They found that the 
majority understood most of the information, but 
not completely. Therefore, they saw the impor-
tance of determining what was not clear and going 
back over that information, says Cathcart. 

Ideas from which to work

Following literature review, discussions, and 
trying various methods to improve health literacy, 
the group created a document titled “Improving 
Health Literacy in Communities, Guide to Ideas.” 
There are three strategies — relationships, under-
standing, and partnering — with key elements for 
making improvements in those areas. Each element 
has advice for health care professionals, patients 
and families, and community groups. 

The collaborative identified two key changes needed 
to build relationships between health care providers and 
patients. One was to understand and consider values 
and preferences. There were several recommendations 
made under this category. 

Health care professionals were advised to match 
teaching approaches to learning styles, such as 
using pictures for visual learners, and to try to 
understand the environment in which people live 
by asking about their work and day. (For a com-

EXECUTIVE SUMMARY

A guide to ideas for improving health literacy was 
released by Patients as Partners in British Columbia, 

Canada, in January 2010. Many of the recommended 

changes could be implemented at your health care 

facility.
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plete list of the key changes and recommendations 
on all categories, see the guide.)

Patients and families were advised to know if 
they prefer to learn by reading, hearing, or seeing 
and to tell health care professionals how their life 
influences their health. 

Community groups were advised to provide 
training to patients about how to communicate 
with the doctor and to understand the doctor’s 
practice, such as time restrictions. 

The second strategy, understanding, focuses on 
accurately sharing and processing information in 
an interaction between the health care provider 
and patient. Five key changes were identified to 
improve understanding. 

One was follow-up after a new diagnosis or 
medication. Recommendations for health care 
professionals included the creation of an informa-
tion system for follow-up, such as a tickler file or 
electronic record. It was suggested that patients 
and families  use a log to monitor how a new treat-
ment was working and to bring it to visits, and to 
use medication schedules or aids, such as pillboxes. 
Community groups were encouraged to provide 
opportunities to discuss how to follow up with 
health care professionals about previous visits.

The third strategy discusses partnering for better 
health care. In this category, there were three key 
changes. One, for example, was to use accessible, 
supportive community resources.

Health care professionals were told that one 
way to do this was to assess patients’ needs for 
resources, such as transportation or finding a per-
sonal doctor. Patients and families were advised to 
let health care professionals or community groups 
know if help was needed. Community groups were 
told to help identify trustworthy sources of health 
information. 

To help set areas of the plan in place, health 
care professionals should talk to various agencies 
within the community that might educate patients 
on the components for change. And these agencies 
could implement some of the areas of change, says 
Cathcart.

Davis says one way to find groups willing to 
participate in ideas for change would be the places 
where people gather, such as local churches, food 
banks, and senior groups. 

She says that more and more people are talking 
about universal precautions to health literacy. In 
other words, this approach assumes that everyone 
at some point in time will find something they 
don’t understand. The ideas in the guide would 

prepare people and health care facilities for suc-
cessful encounters in advance.

SOURCE

To find out more about implementing changes within this 
guide, contact:
• Connie Davis, MN, RN, Senior Faculty, Patients as 
Partners Impact BC, 450-1385 West 8th Ave., Vancouver, 
BC V6H 3V9. Telephone: (604) 742-1772. E-mail: cdavis@
impactbc.ca.   ■

Headache education
in awareness week
Patients must take active role in diagnosis

To manage chronic headaches, the sufferer must 
play a key role. 

“Self-education is an important part. It is going 
to be difficult for your doctor, nurse, or nurse 
practitioner to put enough time in to teach you 
everything you need to know about managing a 
headache,” says Robert Dalton, executive director 
of the National Headache Foundation in Chicago. 

Knowing which web sites provide reliable infor-
mation, as well as the right books and periodicals 
to read, are important, he says. Not only will 
personal research help people uncover methods 
for managing their headaches, but it will also help 
patients form pointed and direct questions to ask 
their physician about issues of managing head-
aches , he adds.

The message of self-education is an impor-
tant one to deliver during National Headache 
Awareness Week, June 6-12. Also stress the 
importance of a proper diagnosis, says Dalton. 
Headache problems need to be properly diag-
nosed, and one reason is that chronic headaches 
could be a biological disorder. 

Persistent or severe headache is often a biologi-

EXECUTIVE SUMMARY

A guide to ideas for improving health literacy was 

released by Patients as Partners in British Columbia, 
Canada, in January 2010. Many of the recommended 

changes could be implemented at your health care 

facility.
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cal disorder and needs proper treatment. That may 
seem obvious, but the reality is that many people 
ignore it, thinking it is just a symptom rather than 
a core problem in and of itself, says Dalton.

Frequently, people go to a physician that does 
not have extensive experience treating complex 
headaches. Therefore, after trying one or two com-
mon treatment regimens, they come to the conclu-
sion that the headaches really are caused by stress 
or some other health issue and never find the right 
treatment, he explains. People with chronic head-
aches usually need to see a physician with expertise 
in treating complex headaches.

Treatments for serious headaches are not the same 
for each person. The right mix of medications must 
be determined, as well as what types of non-medical 
treatments might be helpful. Dietary issues also are 
part of the management plan. 

Patients not only play an active role in the diag-
nosis, but also in the treatment regimen, which is 
an ongoing process. Dalton says that people may 
find a medication that keeps them headache-free 
for a long period of time, but sometimes the body’s 
reaction to the medication changes and a new 
treatment plan is needed. 

The role of the patient

It is a good idea for people to keep a headache 
log, says Dalton. This would track such informa-
tion as the frequency of attacks, what was happen-
ing at the time the headache was triggered, possible 
triggers, types of medication taken, whether treat-
ment steps provided complete, moderate, or no 
relief, and the duration of the headache. 

Headaches can have a multitude of triggers, 
says Dalton. These include food, fragrance, noise, 
changes in weather, exertion such as hard physical 
labor, and failure to keep hydrated. 

A log or diary helps physicians figure out the right 
regimen, he says. Log sheets for tracking headaches, 
as well as a series of questions to answer when keep-
ing a log, are available at the National Headache 
Foundation web site (www.headaches.org). Also avail-
able are a series of quizzes that will provide informa-
tion that helps with the initial diagnosis, says Dalton. 

A new service found on the web site is an educa-
tion portal called “Headache U: It’s all about 
YOU.” It is a headache education program 
designed to help people with headache take steps 
toward getting relief. It covers three key compo-
nents of headache care: the personal nature of 
headache; the importance of understanding per-

sonal headache patterns; and the link between 
charting headaches and getting relief. 

Increasing awareness about headaches and 
proper treatment is vital, because millions suf-
fer, says Dalton. It is estimated that 29.5 million 
Americans have migraines and 10 million have 
other types of severe headaches, such as cluster 
headaches. These headaches cause excruciating 
pain in the vicinity of the eye and occur daily for 
weeks or months and then disappear for a time. 

There are a multitude of headache types and 
causes. Some headaches are not chronic but caused 
by such factors as drinking too much alcohol 
or withdrawing from the use of caffeine. Other 
headaches are caused by illness, such as those that 
develop with fever. Sometimes headaches are a 
symptom of another medical problem, such as a 
tumor or aneurysm. 

However, certain benign headaches are biologi-
cal disorders that need to be diagnosed and treated 
properly. National Headache Awareness Week is 
an opportunity to help community members sort 
out the various types and causes and perhaps find 
relief after years of suffering.

Dalton says chronic headache tends to influence 
the personalities of the people who get them, often 
resulting in depression or causing people to be 
withdrawn. Therefore, it is also important to help 
people address the emotional side of headaches by 
directing them to support groups or blogs where 
they can interact with other people who under-
stand their issues. 

SOURCE

For more information about participating in National 
Headache Awareness Week, contact:
• Robert Dalton, Executive Director, National Headache 
Foundation, 820 N. Orleans, Chicago, IL 60610-3132. 
Telephone: (312) 274-2652. E-mail: rdalton@headaches.
org.   ■

Communication ensures 
safety post-discharge
Provide timely information to next level of care 

Whether patients are being discharged from 
the hospital to home, another level of care, 

or transferred to the care of another health care 
provider, communication is crucial to ensure a 
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safe discharge or transition, says Hussein Tahan, 
DNSc, MSN, RN, CNA, executive director, inter-
national health services at New York-Presbyterian 
Hospital in New York City.

“Good communication among all the parties 
involved in patient care within and outside of the hos-
pital is a key component to ensuring a smooth and 
safe transition of care. Case managers need to make 
sure that communication is effective, whether it’s 
between members of the treatment team, the patient 
and family or caregiver, the payer, or anyone else 
who is involved directly or indirectly in the care of the 
patient,” he says.

Any communications between the hospital and cli-
nicians or caregivers at other levels of care also should 
be documented in the medical record, Tahan says.

Tahan, a member of the National Transitions of 
Care Coalition convened by the Case Management 
Society of America, helped come up with a model 
for communication during transitions of care as 
patients move through the health care continuum. 

Successful communication means that an 
accountable clinician transmits accurate and com-
plete information in an easy-to-understand form in 
a timely manner to the proper person at the next 
level of care, and ensures that the person receives 
the information and understands it, he says. 

Key information must include a summary of 
what happened at the hospital and what needs 
to happen post-discharge as well as medications, 
treatment regimens, results of tests, allergies, per-
sonal preferences, status of advance directives, and 
insurance benefits, Tahan adds.

This means that the person who assumes care of 
the patient after discharge from the hospital has all 
the information he or she needs to maintain conti-
nuity and consistency in care and to make sure that 
nothing falls through the cracks, he notes. 

“The information should be put together in a 
clear and concise way that is direct and to the point 
to allow the clinician at the next level of care to 
understand why it is being shared and what to do 
with it, especially as the patient’s care transitions to 
those at the next level of care. Such communication 
enhances continuity of care and prevents unneces-
sary readmissions to the hospital,” he says.

For instance, the post-acute facility, the home 
health agency, or the family member caring for the 
patient needs to know about follow-up appoint-
ments and if there are tests or procedures that 
weren’t appropriate in the hospital setting that 
need to be completed after discharge, he adds.

In the hospital setting, the clinician responsible 

for communicating with the next level of care is 
likely to be the case manager. 

“In fact, the case manager is the best person 
suited to assume such a role. As they work with the 
treatment team and manage patient care activities, 
case managers almost always are involved in tran-
sition-of-care activities. This means they are a stra-
tegic player in preventing medical errors and other 
problems that can occur with the handoffs of care 
between care settings and when providers are not 
managed effectively or properly,” Tahan explains.

The person receiving the care-related information 
may be a case manager at another facility, a physi-
cian in the community, a home care nurse, or the 
patient’s caregiver in the home setting, he adds.

Case managers must ensure that the information 
necessary for effective patient care goes to a specific 
accountable person at the next level of care who 
can communicate the information to the rest of the 
care team, Tahan says.

“In the past, the case manager might have faxed 
whole or parts of the medical record to the skilled 
nursing facility but didn’t necessarily follow up to 
make sure the right person got the information or 
that he or she received it in a timely manner and 
was aware of how to use such information. Today, 
direct communication between providers of care at 
transferring and receiving facilities is a necessity to 
ensure safe and effective transitions and care out-
comes,” he says.

CMs, social workers liaisons

At North Hills Hospital, the case managers and 
social workers are responsible for communicating 
with the liaison at the next level of care and mak-
ing sure that pertinent pieces of the medical record 
accompany patients to the next level of care, says 
Cynthia Lawson, RN-BC, MBA, CPHQ, director of 
case management at North Hills (TX) Hospital.

If the patient is going to a skilled nursing facil-
ity, long-term acute care hospital, or another insti-
tution, the staff make sure that the most recent 
progress notes, the orders, and any reports from a 
consultant also accompany the patient to the receiv-
ing facility. 

“The receiving facility should have a complete 
picture of patients’ conditions when they arrived 
at the hospital, as well as what happened imme-
diately prior to them being transferred,” Lawson 
says.

In addition, the primary care nurses communi-
cate with their counterparts at the post-acute facility 
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just as if it were a shift handoff, she says.
“Most of the post-acute providers who work 

with us have liaisons who come to the facility to 
assess the patients and collect their own informa-
tion, but that doesn’t eliminate the need for the 
nurse-to-nurse report,” she says.

If patients are going home with home care, the 
case managers make sure the home care agency has 
the history and physical and a reconciled medication 
list, as well as the doctor’s orders, she says.

“Many patients are cared for by hospitalists 
instead of their community-based physician dur-
ing their hospital stay. This means the community 
physician often has no idea what happened during 
the hospital stay or what kind of follow-up care the 
patient needs,” Tahan says.

Hospitals need to develop ways to communicate 
with primary care physicians after their patients are 
hospitalized to inform them about what follow-up 
needs to be done after discharge, he adds.

Make sure that the patient’s primary care physi-
cian gets a discharge summary quickly so he or she 
will be prepared when the patient comes in for a fol-
low-up visit, suggests Beverly Cunningham, RN, MS, 
vice president, clinical performance improvement, 
Medical City Dallas Hospital and health care con-
sultant and partner in Case Management Concepts 
LLC.

“In addition, the primary care physician needs to 
know what was prescribed (medication, tests, treat-
ments) for the patient in the hospital, so he or she 
won’t end up repeating the same or be unaware of 
certain important nuances in the care of the patient 
to maintain safety and prevent deterioration of the 
patient’s condition,” Tahan says.

Information may be faxed, mailed, or sent elec-
tronically to the community physician, but someone 
on the team must be accountable for seeing that it is 
communicated to the proper person at the physician 
practice and that it is clear and understood, he says.

Case managers should communicate with the 
patient and family and encourage them to actively 
participate in the decisions about the next level of 
care, Tahan says. 

“Patients need to know where they are going, 
and when, what is going to happen at the next 
level of care, and they must be in agreement for 
the discharge to succeed,” he says.

Patients are in the hospital such a short period 
of time, and it’s often hard to catch up with the 
family, Cunningham points out. 

“We have to look for windows of opportunity 
and adjust the way we communicate, such as e-mail-

ing the family members,” she says.
Let your patients know what to expect when they 

get home and what symptoms to watch for that indi-
cate they should call the doctor, says Cunningham.

Make them aware that they need to follow up 
with their primary care physician within a week or 
so and, if possible, help them make an appointment 
before they are discharged.  At North Hills Hospital, 
if the patient is going home with home health ser-
vices, the home health liaison visits the patient’s 
room, explains the services, and how things are 
going to work. 

“It’s also a benefit to the patients to help them 
understand what is coming next and minimizes their 
apprehension about post-acute care,” Lawson says. 

Educate your physicians on the need for patients 
who go home without services to have referral for 
home care, so a nurse can reinforce the discharge 
planning and make sure the patient can manage at 
home, Cunningham adds.

Medication reconciliation is an important 
part of ensuring that patients safely transition to 
another level of care, Tahan adds.

Case managers need to make sure that patients 
understand how and when to take their medi-
cation. They need to be aware of whether they 
should keep taking the medication they were tak-
ing before they were hospitalized or substitute 
another medication prescribed during their hospi-
tal stay, he adds.

(For more information, contact: Beverly 
Cunningham, RN, MS, vice president, clinical perfor-
mance improvement, Medical City Dallas Hospital, 
e-mail: Beverly.Cunningham@hcahealth care.com; 
Cynthia Lawson, RN-BC, MBA, CPHQ, director 
of case management, North Hills Hospital, e-mail: 
Cynthia.Lawson@hcahealthcare.com; Hussein 
Tahan, DNSc, MS, RN, CNA, executive director, 
international health services, New York Presbyterian 
Hospital, e-mail: hut9001@nyp.org.)  ■

Nonadherent patients 
may not understand 
Keep your message easy to comprehend

When patients don’t follow their discharge 
instructions and end up back in the hospital, 

it may be that they simply don’t understand what 
they were supposed to do at home.
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“Today’s health care professionals are busy and 
give the discharge information quickly without 
making sure that the patient gets it. Patients want 
to do what they need to do to get better. When 
they are noncompliant, it may be that they just 
don’t understand,” says Gloria Mayer, RN, EdD, 
CEO for the Institute for Healthcare Advancement 
based in LaHabra, CA.

People who are discharged from the hospi-
tal are still really sick and have a difficult time 
learning and remembering a lot of material, adds 
Helen Osborne, MEd, OTR/L, president of Health 
Literacy Consulting, a Natick, MA, firm. 

“That’s why case managers must make sure that 
patients and family members understand what they 
should do after discharge and why it’s important,” 
she adds.

Keep jargon to minimum

Medical professionals tend to use medical jargon 
when they speak to patients, which creates a tre-
mendous health care literacy problem, Mayer says.

“When patients aren’t familiar with the termi-
nology the case manager uses, they miss the mes-
sage, and they don’t understand what they need to 
do; so that translates into nonadherence,” she says.

For instance, people who are told they have 
“hypertension” sometimes think that means they 
are hyperactive, but they may understand the term 
“high blood pressure.”

Instead of using terms such as “myocardial 
infarction,” use “heart attack” and say “X-ray” 
instead of “radiology,” Mayer suggests.

When you talk to patients, avoid medical jar-
gon and technical terms you don’t need to use, 
Osborne suggests.

“On the other hand, case managers have a 
responsibility to use the correct word when it’s 
needed and explain it clearly,” she says.

For instance, words such as “chemotherapy” 
or “dialysis” are complicated words, but there are 
times when people need to know what they mean, 
Osborne adds.

Remember that idiomatic terms such as “draw 
your blood” may not be understood by people 
who are new to the language.

Confirming understanding is an essential step 
in communication and one that often gets left out, 
Osborne says. 

Teach patients as clearly and simply as you can, 
and ask open-ended questions on key points to 
make sure that they understand, she says.

Using the teach-back technique is key in ensur-
ing that your patients understand what they 
should do when they leave the hospital, Osborne 
says.

“We as health professionals do our best to use 
plain language, but doing that alone is not suffi-
cient. We need to make sure our message is under-
stood,” she says.

When you talk to your patients and their fam-
ily members, create a feeling of partnership. Use 
phrases such as, “I want to make sure we’re on the 
same page,” or “Let’s work together to make sure 
you do everything you need to do after discharge.”

Assess your patients’ comprehension after you 
give them key points or new information.

Always ask open-ended questions, putting the 
responsibility for comprehension on you. 

Say, “I want to make sure I’ve given you the 
right information.” 
Don’t say, “Do you understand?” because the 

only answer is yes.
Narrow your focus when you ask questions, 

Osborne suggests. For instance, say, “The doc-
tor said you need to be on a high-fiber diet. When 
you go grocery shopping, which cereals would you 
buy?”

After the patient and family members repeat 
what you’ve told them, reinforce that they have 
the information correct, or correct it if their 
answer indicates that they don’t understand, 
Osborne says.

Try different strategies and ways of learning, 
such as bringing in pictures or giving examples, 
she says.

“If you find the person really does not under-
stand, try to determine why they are having so 
much trouble. Is the issue hearing, language, anxi-
ety, or learning skills? Think of alternate ways to 
teach the patient. Make another appointment and 
invite the family members to participate or arrange 
for a few visits from a home care nurse who can 
reinforce the teaching,” she says.

Keep it short on topics

Remember that patients can absorb only two or 
three things at a time. If multiple items need to be 
covered, break them into small portions, Mayer 
suggests.

“If people are sick, they are even less likely to 
understand everything you are telling them,” she 
adds.

Limit your teaching to three concepts at a time 
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and include the family whenever possible, Mayer 
suggests.

“If medication is the most important thing, 
teach them about medication. If they need a 
follow-up appointment, write down the name and 
telephone number of the doctor and be very spe-
cific. Tell them to call Monday and see the doctor 
within a week,” Mayer says.

Be specific with your instructions, she says.
For instance, with congestive heart failure 

patients, go beyond saying, “Weigh yourself every 
day,” because weight can vary depending on the 
time of day and what the patient is wearing.

Say, “Weigh yourself when you get up in the 
morning before you put on your clothes.”

Make sure that your written instructions are 
simple and legible. Keep in mind that people who 
are just learning to read English may not recognize 
script and print the instructions, Mayer suggests.

Most health education materials are written 
between the eighth grade and college level, and 
about 90 million Americans read at the fifth-grade 
level or below, Mayer says.

Don’t use pharmaceutical company handouts. 
They tend to be far too complicated for the aver-
age person to understand, she adds.

Mayer suggests that hospital case managers 
review the materials they are handing out and 
make sure they are simple and to the point, so 
every client can understand them. 

“Some people argue that college-educated 
patients would be insulted by easy-to-read materi-
als, but in fact, nobody ever complains that some-
thing is too easy to understand,” she says.  ■

work for many years, and I know that all hospi-
tals work very hard at making things go smoothly 
when we discharge patients, but the truth is, we 
don’t know what happens after patients leave 
the hospital setting,” says Lynda Collins, MSSW, 
LCSW, director of continuity of care at the 900-
bed hospital.

Sometimes patients and post-acute agencies 
have the perception that hospitals are just dump-
ing their patients, she says. 

“I know this is wrong, but it seems to patients 
and community agencies that we just discharge 
patients with no help. I felt that we needed to 
make formal connections to those places where we 
discharge the patients,” she says.

The department was organized partly in 
response to a throughput problem, which often led 
to patients being held in the emergency department 
or the post-acute anesthesia care unit when there 
were no acute care beds available.

“We had patients who were ready to move to 
the next level of care but were still in the hos-
pital. We know that patients in the emergency 
department or the PACU are definitely sicker than 
patients at the end of their stay. We needed to find 
out why the patients were staying when they were 
ready to be discharged,” she says.

The hospital created an advisory council that 
includes Collins, a geriatrician, a PhD nurse with 
many years of experience in the long-term care 
arena, two managers from the case management 
department, and an operational vice president of 
nursing.

SNF horror stories

Collins and her team analyzed the throughput 
issue to determine the reason that patients were 
staying when they were ready to be discharged.

With almost 90 skilled nursing facilities in the 
area, the team knew that the problem was not a 
capacity issue.

“What we found was a hesitation on the part of 
the physicians to refer patients to a skilled nursing 
facility and a lot of reluctance among patients and 
family members to leave the hospital for a skilled 
nursing facility. They had heard a lot of SNF hor-
ror stories,” she says.

The team looked for ways to address concerns 
about quality and to address the fact that some 
patients are harder to place than others. They 
wanted a way to educate the physicians and fami-
lies that skilled nursing facilities can provide the 

Hospital, skilled nursing 
facilities collaborate 
Continuity-of-care department spearheads effort 

By working closely with a carefully chosen 
network of skilled nursing facilities, The 

Methodist Hospital in Houston has smoothed the 
transitions in care for patients being discharged to 
the facilities.

The hospital created a continuity of care depart-
ment two years ago with the mission of improving 
the quality and safety of transitional care.

“I was a director of case management and social 
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CNE instructions/objectives

Nurses and other patient education professionals 
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 activ-
ity each semester, you must complete the evaluation 
form provided and return it in the reply envelope pro-
vided in order to receive a credit letter. When your eval-
uation is received, a credit letter will be mailed to you.

Upon completion of this educational activity, partici-
pants 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 activi-
ties

•  develop patient education programs based on 
existing programs.  

To reproduce any part of this newsletter for  promotional 
purposes, please contact:
Stephen Vance
Phone:  (800) 688-2421, ext. 5511
Fax:  (800) 284-3291
Email:  stephen.vance@ahcmedia.com

To obtain information and pricing on group  discounts, 
multiple copies, site-licenses, or electronic distribution 
please contact:
Tria Kreutzer
Phone:  (800) 688-2421, ext. 5482 
Fax:  (800) 284-3291
Email:  tria.kreutzer@ahcmedia.com

Address: AHC Media LLC
 3525 Piedmont Road, Bldg. 6, Ste. 400
 Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for educational 
purposes, please contact:
The Copyright Clearance Center for permission
Email:  info@copyright.com
Website:  www.copyright.com
Phone:  (978) 750-8400
Fax:  (978) 646-8600

Address: Copyright Clearance Center
 222 Rosewood Drive
 Danvers, MA 01923 USA

COMING IN FUTURE MONTHS

■ Creating a culture of 
teamwork

■ Better teaching 
strategies for the elderly

■ Scripting follow-up 
calls for better 
education

■ Incorporating 
pictures in lessons for 
visual learners

■ Addressing the 
impact of cultural issues

kind of care that some patients need. 
The hospital invited about 150 skilled nursing 

facilities in Harris County and the surrounding 
counties to come to a meeting.

“We let them know that we were going to affili-
ate with a small number of skilled nursing facilities 
that were interested in working closely with us to 
make sure the transition was smooth and safe, that 
the patients received high-quality care and didn’t 
bounce back to the hospital,” she says. 

A combination of two or more members of the 
advisory council visited every skilled nursing facil-
ity before they were accepted into the network and 

researched quality data and other information 
about the facilities before signing them up.

SNF network created

The hospital ultimately signed an affiliation 
agreement with 26 skilled nursing facilities, 
creating the Methodist Skilled Nursing Facility 
Network. 

“We got a lot of feedback from the skilled nurs-
ing facility representatives, and we learned a lot 
about some things we could do better on our end. 
The SNFs agreed to take patients six days a week 
and for longer hours. We offered clinical educa-
tion for the staff at each facility and, because of 
the size of the hospital, they knew they would get 
a high volume of patients,” she says.

At the outset, the team worked with repre-
sentatives from the skilled nursing facilities to 
determine what kind of information the receiving 
facilities want when a patient is transferred.
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CNE QUESTIONS

17. The Joint Commission Speak Up brochures 

address health care encounters where patients 

are most likely to benefit by acting as their own 

advocate.

A. True

B. False

18. The information in the Speak Up brochures 

published by The Joint Commission can be used 

in many ways. Some institutions have done 

which of the following? 

A. Distributed in resource centers.

B. Placed medication lists in exam rooms.

C. Added site specific services.

D. All of the above.

19. Patients might do which of the following 

to increase their ability to help manage their 

health care?

A. Identify their preferred method of learning.

B. Monitor new treatments by keeping a log.

C. Keep quiet about lifestyle issues.

D. Answer A&B.

20. It is not wise for headache sufferers to partic-

ipate in their own education by doing research, 

according to Robert Dalton, executive director 

of the National Headache Foundation.

A. True

B. False

Answers: 17. A; 18. D; 19. D; 20. B. 
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They developed a new easy-to-read transfer 
form based on the information the facilities said 
they needed. 

“When we talked with representatives from the 
SNFs, they talked about the problems they face 
such as what happens if a patient comes late in the 
day or if the facility doesn’t have complete clinical 
information. We learned a lot about the impact on 
the patient’s transition if we don’t do everything 
on our end to give them the information they 

need,” she says.
The facilities in the network have assigned a 

clinical liaison so that staff have one person to 
work with when patients are transferred. Many 
of the facilities send the liaison to the hospital to 
assess.

For instance, in the past, the staff would fax 
over clinical information and lab values, but some-
times patients developed other symptoms before 
they arrived at the SNF or the lab values changed.

Now, the SNFs have contact information for 
the patients’ nursing unit and Collins so they can 
work through the issues without bringing the 
patient back.

The hospital has created a web-based map with 
the locations of all 26 facilities. 

“The feedback from our patients and the SNFs 
has been very positive. This program has benefited 
everyone,” she says.  ■



Patient Education Management
2010 Reader Survey

In an effort to learn more about the professionals who read PEM, we are conducting this reader survey. The
results will be used to enhance the content and format of PEM.

Instructions: Fill in the appropriate answers. Please write in answers to the open-ended questions in the space
provided. Return the questionnaire in the enclosed postage-paid envelope by July 1, 2010.

18. How would you rate your overall
satisfaction with your job?

A. very satisfied
B. somewhat satisfied
C. somewhat dissatisfied
D. very dissatisfied

In future issues of PEM, would you like to see more or
less coverage of the following topics?

1. Joint Commission surveys

A. more coverage  B. less coverage  C. about the same amount

A B C
A B C
A B C
A B C
A B C
A B C
A B C
A B C

2. alternative therapies
3. staff education
4. outcomes measurement
5. time management
6. non-English education programs
7. building a resource library
8. cross-continuum education
    programs

Please rate your level of satisfaction with the following items.

11. quality of newsletter A B C D
A B C D
A B C D
A B C D
A B C D
A B C D

12. article selections
13. timeliness
14. length of newsletter
15. overall value
16. customer service

A. excellent  B. good  C. fair  D. poor

19. How would you describe your
satisfaction with your subscription to PEM?

A. very satisfied
B. somewhat satisfied
C. somewhat dissatisfied
D. very dissatisfied

17. On average, how many people
read your copy of PEM?

A. 1-3
B. 4-6
C. 7-9
D. 10-15

E. 16 or more

23. Do you plan to renew your subscription to PEM?
A. yes
B. no If no, why not?

9. wellness centers
10. patient survey implementation

A B C
A B C

20. What is your title?

A. health care education/manager/coordinator
B. patient education nurse
C. director
D. librarian

E. other

21. How large is your hospital?

A. fewer than 100 beds
B. 100-200 beds
C. 201-300 beds
D. 301-500 beds

E. more than 500 beds

22. Patient Education Management has been approved for 15 nursing contact hours using a 60-minute
contact hour by the American Nurses Credentialing Center's Commission on Accreditation. If you
participate in this CNE activity, how many hours do you spend in the activity each year?



31. To what other publications or information sources about patient education do you subscribe?

32. Including PEM, which publication or information source do you find most useful, and why?

30. What is the highest degree that you hold?

A. ADN (2-year)
B. diploma (3-year)
C. bachelor's degree
D. master's degree

E. other

34. Please list the top three challenges you face in your job today.

35. What do you like most about PEM?

36. What do you like least about PEM?

37. What are the top three things you would add to PEM to make it more valuable for your money?

Contact information

Please indicate yes or no for all of the areas for which you
are responsible for patient education in your facility or
system.
24. library or resource center
25. infection control
26. ambulatory/same-day surgery
27. quality assurance
28. staff education
29. other (please specify)

A. yes B. no
A. yes B. no
A. yes B. no
A. yes B. no
A. yes B. no

33. Which web site related to your position do you use most often?


