
Employers offer wellness, prevention 
to improve employee health
Results include better productivity, lower health care costs

As emphasis increases on wellness and prevention, more and more 
employers are looking for ways to help their employees stay 
healthy, and health plans are following suit by offering a wide 

range of health and wellness programs in the workplace.
“Employers are interested in finding ways to control claims expendi-

tures, and one way to do it is to offer wellness programs to their employ-
ees to help them make healthy choices and reduce their risk factors. 
When employees are healthy, productivity goes up and so does morale,” 
says Justin Branco, wellness program consultant for Regence BlueCross 
BlueShield of Oregon.

Employer-supported wellness programs help decrease the health risks 
of employees and reduce health care costs, but they do far more than 
that, adds Sarah Susalla, RN, BS, CCM, manager of health promotion 
and wellness for Medical Mutual of Ohio.

“There are a lot of promising outcomes from a productivity standpoint 
in addition to lowering health care costs by improving the health and 
well-being of employees. Employers invest tremendous resources in re-
training when employees are out on medical leave. When people come to 
work and don’t feel good, their productivity lags,” she says. 

Employers want to curb and control chronic diseases among their 
employees and at the same time reduce health care costs, says Nicoletta 
(Nicki) Morin, CEBS, director of onsite health promotion for CIGNA.

“With today’s economy, employers want to keep their employees 
healthy and productive. They recognize that some employees may have 
health issues and that if they bring health care professionals to the work-
site, they can ensure that employees get the care they need and reduce the 
time the employees are away from work,” Morin says.

“We believe that our health promotion programs will help us increase 
the health of an employer’s population while increasing productivity and 
decreasing absenteeism,” Morin says.

Worksite wellness activities give insurers a chance to provide a holistic 
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approach to managing the care of members by iden-
tifying early on conditions and lifestyle activities 
that could put workers at risk for future health care 
expenditures, adds Sharlene Kahn, director of case/
disease management for Medical Mutual of Ohio.

The case managers at Medical Mutual look at 
members holistically and from a clinical stand-
point to help them achieve a goal of better lifestyle 
choices, especially if they have a chronic disease, 
Kahn says.

“We work with members to identify their needs 
and come up with an individual plan and take an inte-
grated approach to care. We often collaborate with 
the staff in the wellness program and share informa-

tion that may benefit the member. The case manag-
ers can make referrals into the wellness program for 
members who can benefit from activities like smoking 
cessation or weight loss programs. Using our informa-
tion technician system, the case managers can see all 
the points of care rendered to the members from all of 
Medical Mutual’s programs and use the information 
as they coordinate care,” she adds.

CIGNA uses an integrated model that allows the 
health promotion staff to collaborate with their coun-
terparts in case management, disease management, 
behavioral health, or other programs to ensure that the 
employee gets the care he or she needs, Morin says.

“The staff in the wellness program are very 
familiar with other programs that CIGNA offers 
and refer members to the appropriate programs 
when they believe someone can benefit,” she says.

CIGNA has begun offering large employers the 
opportunity to have a full health care clinic, staffed 
by CIGNA employees at the worksite. Employers 
that take advantage of the program typically have 
1,000 or more employees at the site, Morin says.

The on-site clinics are staffed with nurse prac-
titioners, primary care physicians, and/or medical 
assistants, depending on the needs and wishes of 
the employers.

Depending on how the clinics are staffed, 
employees can visit them for tests and procedures, 
screenings, or when they have an acute condition 
that needs professional care.

“Some employees may visit the on-site clinic to 
have their blood pressure or blood glucose levels 
checked, or, if there is a physician on the staff, may 
use the clinic as their primary care provider,” Morin 
says.

The insurer is offering more and more worksite 
wellness programs to augment its online and tel-
ephonic support to members, she adds.

For smaller employers, CIGNA offers the 
opportunity to have a health coach or health pro-
motions coordinator full-time at their worksite. 

The health coaches provide one-on-one coach-
ing to help employees manage their chronic condi-
tion, lose weight, stop smoking, or adopt other 
healthy behaviors.

The health promotion coordinator educates 
employees about wellness programs already avail-
able at the worksite, sets up lunch-and-learn pro-
grams, and coordinates health promotion activities.

Employers who choose to have a dedicated 
health coach on site typically have 500 or more 
employees, she says.

The health coaches all have education and training in 
working with clients on health management programs. 
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The health coaches can help employees connect 
to other resources offered by CIGNA, such as dis-
ease management, case management, and behav-
ioral health programs, she adds. 

CIGNA offers employers help in developing a 
health promotion strategy that fits with the health 
of the employees and the company’s culture.

“We offer programs at the worksite that range from 
a flu shot event or biometric screening event to lifestyle 
management programs at the worksite,” she says.

Lifestyle management programs have both a tel-
ephonic and online component and include weight 
management, stress management, and smoking 
cessation as well as preventive programs such as 
pre-diabetes and metabolic syndrome. In addition, 
CIGNA provides lifestyle coaches who go to the 
worksite and conduct the classes.

Medical Mutual of Ohio offers customers a 
core set of programs including reimbursements for 
Weight Watchers membership, fitness program dis-
counts, telephone smoking cessation programs, and 
one-on-one coaching by a lifestyle coach. The coach 
may be a dietician, an exercise physiologist, or a 
health promotion professional, depending on the 
skill sets the member needs.

“Aside from the lifestyle coach benefit, which 
employers may choose as part of their health plan 
package, the other programs are open to all mem-
bers, even those with individual products,” she says.

The company identifies employees who are eli-
gible for its lifestyle coaching program through a 
health risk assessment administered to all mem-
bers, through on-site screenings at the workplace, 
and by mining claims data, Susalla says.

“All members are assessed when they enroll in 
the program to see where their true health risks 
lie. We encourage them to fill out the health risk 
assessment every year. It helps us identify issues 
that might not show up on claims data,” she says.

The wellness department also gets referrals for 
the lifestyle coaching program through referrals 
from case management, she adds.

“When the case managers are working with 
members on chronic or acute health issues and 
determine that they are smokers or overweight or 
could benefit from other wellness programs, they 
give us a referral and we contact the member and 
offer our services,” Susalla says.

A wellness team at Medical Mutual goes out to 
employee groups and helps customize programs 
based on the health risk of their employees and the 
work place design.

Regence offers a wellness package called Vitality 
to organizations that purchase a medical plan. If a 

company signs up for Vitality, a Regence wellness 
consultant partners with the employer to develop 
a customized wellness strategy.

The Vitality program includes personalized cer-
tified health coaches who work with employees 
over the telephone to set goals to improve their 
health and to support them in meeting their goals.

“Health coaching helps members who want to 
exercise more, improve their nutrition, manage 
stress, or stop using tobacco and need one-on-one 
support to meet their goals,” Branco says.

The company also offers a 24-hour nurse line 
that enables employees to speak to a registered 
nurse when they are sick, hurt, or need health care 
advice. The nurses help the employees decide if 
they need to see a doctor or if they can self-man-
age their problem.  n

Health plans moving 
employees to low-risk
Companies promote wellness

Health care insurance companies want their 
members to be healthy, and what better place 

to start than with their own employees?
“We are a health care company, so we believe 

in the well-being of our members. It was a natural 
evolution for our company to be engaged with 
wellness for employees,” says Amy Walloch, 
manager of the wellness programs for Regence 
BlueCross BlueShield of Portland.

About 61% of Regence employees participate in 
Building a Healthy Future, a holistic program that 
focuses on stress relief and work-life balance as 
well as nutrition, diet, and physical activities.

Medical Mutual of Ohio’s Wellness for Life 
program has paid off for the health insurer in 
many ways, says Sarah Susalla, RN, BS, CCM, 
manager of health promotion and wellness. 

The Cleveland-based company’s Wellness 
for Life program received the C. Everett Koop 
National Health Award for its comprehensive 
health improvement program for employees.

In addition, the program’s outcomes demonstrate 
that employee health is improving, Susalla says.

“In 2008, our health care costs did not increase 
significantly, which is an important medical trend. 
In addition, we’ve had success in moving people to 
a lower-risk category,” she says. 

Medical Mutual’s employee health assessments 
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stratify employees into risk categories, based on their 
responses in 14 areas ranging from tobacco and alco-
hol use to seat belt use and stress in the workplace.

The health plan has increased the number of 
employers in the low-risk group by 5% and the 
moderate risk group by 2.5%.

Regence employees can earn up to four $50 
gift cards a year by participating in the company’s 
wellness programs. 

“We have a tiered program so people can par-
ticipate wherever they are. They don’t have to be 
athletes to earn points. People set their own bench-
marks and get points when they reach them,” 
Walloch says.

One of the most popular programs is the Regence 
Summer Games, a six-week pedometer challenge in 
which teams of 10 choose a team name and walk 
individually to reach a “destination.” Each year’s 
challenge has a theme such “Journey to the Land of 
Oz” or “To Infinity and Beyond.”

“They can do it at lunch or at home on the 
weekend, keep track of their steps and walk back. 
Team members can monitor their progress on a 
database. There’s a blog where teams post pic-
tures, and talk about their experience,” she says.

In 2009, the company began offering a combi-
nation nutrition and physical activity program led 
by one of the personal coaches at the company’s 
on-site exercise facilities. 

Participants attend weekly meetings to talk 
about exercise and nutrition and work one-on-one 
with their personal coach.

The company works with its food service ven-
dor to offer healthy entrees at its company cafes. 
Employees get a 35% discount if they choose a 
healthy option.

Last year, the employees voted to have all the 
deep fat fryers removed from the cafes.

In addition, the company offers employees a 
stress relief program led by a member of the well-
ness staff.

The six-week program, designed by a certified 
stress educator who trained the company’s facilita-
tors, features webinars and web-based tools that 
employees can use to interact during the program. 
The webinars are held several times a day for six 
weeks twice a year.

“As an added element for people who can’t do 
it during work hours, we offer a self-guided stress 
relief program that people can do at their own 
pace,” Walloch says.

In addition to Walloch, the company has four 
full-time staff members who manage the wellness 
program and the on-site fitness centers and two 

part-time ergonomic specialists who consult with 
employees on ergonomic issues.

“We are continuing the research on return on 
investment as our programs change and evolve. We 
use the data we gather each year and input from 
employees to plan updates every year,” she says.

Medical Mutual of Ohio typically implements 
its wellness programs for employees before offer-
ing them to their customers.

“We have a great group of employees who give 
us a lot of feedback on the programs. We use the 
information they give us to make improvements in 
our programs before rolling them out to employer 
groups,” Susalla says.

The program started in 2003 on a small scale 
with a walking club, and over the years has added 
additional programs and features, she adds.

About 87% of employees participated in 
Medical Mutual of Ohio’s Wellness for Life pro-
gram in 2008. 

“We take a multiple modality approach and try 
to offer a variety of activities and programs to meet 
the needs of any employees. Some prefer online 
content, some attend classes, and others want to 
participate in an organized program. We try to 
offer a large number of options so everyone can 
find a program that works for them,” she says.

The program starts with a health assessment, 
which employees must complete every year.

“By having employees complete a health assess-
ment, we can do a comprehensive analysis of 
where employees are at the beginning of the year 
and identify outcomes more easily,” she says.

Employees can accumulate points throughout 
the year by completing various activities. 

Incentives for employees who are insured 
by Medical Mutual are premium reductions or 
increases in their health savings accounts.

Employees who have coverage through a 
spouse can receive gift cards in varying amounts, 
depending on their performance.  n

Medication reconciliation 
pilot pays dividends
CM interventions help reduce readmission rates 

Following a successful pilot project that included 
interventions by an RN case manager, Capital 

BlueCross is exploring ways to roll out its medication 
reconciliation initiative throughout the health plan.

In the pilot, the participating Medicare 
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She faxed the information to the health plan for 
review by a pharmacist. 

The health plan’s pharmacist examined the 
medication list, looking for dosage issues, incom-
plete medication sheets, missing medications for 
the targeted disease state, medications that didn’t 
match the stated diagnosis, and diagnoses with no 
medication or medications with no corresponding 
diagnosis, as well as potential drug-drug interac-
tions, Chambers says.

“The pharmacist also looked for any oppor-
tunity to benefit the member by lowering the 
medication costs, thereby improving compliance,” 
Chambers says.

For instance, in some cases, the pharmacist might 
suggest a drug that combines an ACE inhibitor and 
a diuretic, saving the member money on copays.

The pharmacist forwarded the information to 
the discharge outreach nurse case manager who 
called the member and talked with him or her 
about the medication regimen.

“We found that the biggest issues revolved 
around incomplete or inaccurate information 
about medications the patient was taken when he 
or she was admitted to the hospital. Often patients 
don’t know the name of their medication or they 
forget they are taking it. When the hospital doesn’t 
have a good list to begin with, it’s difficult to rec-
oncile medications at discharge,” she says.

During the phone call, the case manager asked 
the patients to get their prescription bottles out 
and read the names and dosages of the medication.

“Often members have drugs at home that they 
haven’t discarded or they don’t understand that 
they shouldn’t still be taking a particular medica-
tion. In these cases, the case manager went over 
the medication with the members, told them it may 
be a problem medication, and urged them to take 
the medication with them when they visit their pri-
mary care physician,” Chambers says.

If needed, the case manager facilitated the 
appointment with the doctor. 

“In the pilot, we didn’t encounter any life-
threatening combination of medications or other 
issues. If we had, the case manager would have 
called the physician immediately,” she says.

“Like all insurers, we have issues with medica-
tion reconciliation not being accurate and members 
being readmitted to the hospital as a result of it. We 
are looking at ways to address the problem and to 
tailor a solution to our membership,” she says.

The health plan is analyzing data from the pilot 
and other research to identify particular patient 
populations that could best benefit from a medica-

Advantage members who were patients at one 
not-for-profit hospital in the insurer’s network 
experienced a 30-day readmission rate of 8.6% 
compared with 15.5% for those who did not 
receive the interventions.

“We obtained those statistics by analyzing 
readmissions for all Medicare Advantage patients 
and did not target a specific diagnosis. All of our 
Medicare members who are hospitalized tend to 
have the same top chronic diseases,” says Jennifer 
Chambers, MD, one of the Harrisburg, PA-based 
health plan’s medical directors.

Members who were included in the pilot project 
were contacted telephonically by an RN case man-
ager who compared medications they were taking 
before hospitalization to those they were taking 
after discharge, discussed their medication regi-
men, and empowered them to discuss any medica-
tion issues with their doctor.

Using the information it gained in the pilot, the 
health plan is working on plans to roll out a medica-
tion reconciliation program as part of a transition 
care initiative to hospitals and Medicare Advantage 
members throughout the 21-county area it covers.

“The pilot was very labor-intensive, and we 
knew from the get-go that the pilot is not some-
thing we can duplicate across the network, but 
we are applying the lessons learned from the pilot 
to work on solutions for the entire Medicare 
Advantage population,” Chambers says.

In the pilot project, the case manager performed 
outreach calls in which she compared medications 
prescribed before and after discharge and educated 
the member on his or her medication regimen.

“Although it was more time-consuming than a 
typical outreach call, we recognized the value of the 
additional work and the benefits to the member. 
We are looking at ways to streamline the process 
and still get similar outcomes,” Chambers says.

In addition to producing positive outcomes, 
the program generated referrals into Capital Blue 
Cross’ case management and disease management 
programs.

Among the 70 patients who completed the rec-
onciliation program in the pilot, 18 were referred 
for case management, social work, disease man-
agement, or depression management programs.

Here’s how the program worked during the 
pilot project:

The health plan’s concurrent review nurse who 
works on-site at the hospital collaborated with the 
hospital discharge planners and obtained the dis-
charge orders, discharge instructions, admissions 
medication list, and list of discharge medications. 
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tion reconciliation project.
“We know that patients with some conditions 

are more in need of this program than the entire 
Medicare population. At this point, it is unclear if 
we should be narrowing our focus to certain diag-
noses within the Medicare population. As we gain 
more experience, we may be able to answer this 
question more accurately,” Chambers says.

Although there is literature to support targeting 
certain diagnoses and age groups, the discharge 
transition is a problem for many patients, includ-
ing Medicare and the commercial population, 
Chambers says.

Issues in transitions in care do not include medi-
cation reconciliation alone. The ability of patients 
to manage their health care issues and know where 
their resources are is a problem across the board, 
Chambers says.

“We are looking at where we can play a role in 
the process to discharge patients safely and reduce 
readmission rates. Medication reconciliation 
doesn’t occur in isolation. It is part of a complex 
discharge planning process that includes ensuring 
that patients have follow-up appointments, that 
they understand what tests and procedures they 
have after discharge, and communicating the infor-
mation to the primary care physician,” she says.

“In the final analysis, when you look at whose 
job it is to ensure that medication is reconciled, it’s 
the hospital’s job and the primary care physician’s 
job, but there is still a role for a clinical manage-
ment program in an insurance company to play a 
role in discharge for the patient,” she adds.

When patients have a successful discharge, 
receive follow-up care, fill their prescriptions for 
appropriate medicines, and follow their treatment 
regimen, it’s a win-win situation for everyone, 
Chambers points out.  n

When should injured 
worker return to duty?
It’s a delicate balance

It’s one of the toughest spots for an occupa-
tional health professional to be in. You know 

an injured worker needs more time to recover, but 
you’re getting pressured from higher-ups to get 
that person back ASAP. What do you do?

“In some cases, there is a temptation to just bring 
the employee back to work so they don’t have lost 
time. But that doesn’t do anyone any good unless 

it’s consistent with the employee’s recovery,” 
says Thomas Slavin, safety and health director at 
Navistar International, a Warrenville, IL-based 
manufacturer of trucks and diesel engines. 

Slavin says that occupational health performs 
a valuable service by finding alternate work for 
injured employees that doesn’t put them at risk. 
“People do recover faster when they are working 
as opposed to when they’re off,” he says. 

You may encounter resistance from supervisors 
because they don’t want someone who is “less 
than 100%.” “Other employees may say, ‘Why 
does that person get to do an easy job?’ It is an 
art to work through those things,” says Slavin. 
“Develop a reputation for finding meaningful 
work that is consistent with recovery.”

Occupational health is “a great resource 
for matching returning employees to a tem-
porary modified duty position for quicker 
return to work,” says Peggy Ann Berry, MSN, 
RN, COHN-S, SPHR, president of the Ohio 
Association of Occupational Health Nurses.

Here are some good approaches:
• Get a firsthand look at the job, to be sure the 

worker can do it consistently. 
“It’s very hard to deal with a five pound weight 

restriction, or no bending or twisting on a doctor’s 
restriction note, unless you actually look at the 
job,” says Slavin. “See if the person is comfortable 
performing those tasks.”

You need to know what is available as a tem-
porary modified job, and know the employee’s 
ability to do the job. “Making sure the two are in 
sync can be a challenge,” says Berry. “Knowing 
the jobs, knowing the employees, and getting out 
on the floor makes that happen.” 

• Avoid the appearance of abuse.
A return to work assignment really shouldn’t 

last for more than 30 days unless there is addi-
tional medical review to determine whether there 
is recovery or not, says Slavin. 

“It can be extended, or a different job found 
depending on the injury, but it really has to be 
seen as not being abused,” says Slavin. “It takes 
some work and negotiating and people skills to get 
it done. But it can become pretty smooth after you 
establish a couple of good cases.”

• Make sure the physical therapist and physi-
cian have a current, accurate job description. 

Facilitate an employee’s return to work by keep-
ing the lines of communication open between the 
employee, the employer, the workers’ compensa-
tion administrator, and the physician. 

“Knowing what the job is, and what the physi-
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cal and mental requirements are, will ensure safe 
placement within the employee’s physical and 
mental capacities,” says Berry. “There are times 
there is a disconnect between what the employee 
thinks they can do and what they can do.”

• Rely on evidence-based practices. 
What if you are pressured to return the 

employee to work sooner than is appropriate? 
“I firmly believe in evidence-based practice, even 
with this type of situation,” says Berry. “Stress the 
evidence to the employer.” 

For instance, present the worker’s magnetic 
resonance imaging scan which shows a herniated 
disk, or documentation of a lift test showing the 
worker’s inability to lift over 15 pounds due to 
pain and swelling. 

“If the employee has been off a specific period 
of time, make it a standard procedure to use a 
company physician or a designated physician 
for a second opinion on return to work,” says 
Berry. “Be transparent and honest with all parties. 
Present the facts based on the evidence.”

Given the evidence of a situation, the employer 
either accepts it, based on your credibility and 
presentation of the facts, or the employer does 
not. “I have found that the evidence wins out,” 
says Berry.

[For more information on an injured employ-
ee’s return to work, contact:

Peggy Ann Berry, MSN, RN, COHN-S, SPHR, 
President, Ohio Association of Occupational 
Health Nurses. Phone: (937) 304-4922. Fax: 
(937) 436-0128. E-mail:  berry_peggyrnmsn@
yahoo.com.

Thomas Slavin, Safety and Health Director, 
Navistar International, Warrenville, IL. Phone: 
(312) 836-3929. E-mail: tom.slavin@navistar.
com.]  n

Novel ways to improve 
worker wellness input

 
‘Snapshots’ and polling feedback

The more employees who participate in occupa-
tional health programs, the better the results 

you’ll get. Though this is often an uphill battle, 
finding creative ways to get employee feedback 
can help you win it. 

“Employee health and wellness is both a sci-
ence and an art,” says Dena Pflieger, global health 

promotion leader at The Dow Chemical Company 
in Midland, MI. “Being successful at the latter 
requires insight into your population.”

Every three years, a customer satisfaction survey 
on health and wellness is e-mailed to a random 
sample of all employees, not just those who for-
mally registered for a specific program. Employees 
are asked questions about the scope and quality of 
programs offered, and barriers to participation.

“We are able to monitor changes over time, 
and compare satisfaction relative to our other ser-
vices,” says Pflieger. 

Focus groups are used to get feedback on spe-
cific issues. “In some cases, we learn that there 
is more homework to do,” she says. “In others, 
it helps us decide which option to use or how to 
position it for the desired results.”

In addition to these more traditional methods, 
a variety of novel approaches allow Dow to get 
a clear sense of what workers really think about 
health and wellness offerings. 

“Because of this culture, employees generally 
trust health services, and are willing to help health 
initiatives succeed,” says Pflieger. “As a result, we 
get relatively strong response rates and valuable 
input, with no monetary incentives to do so.”

Here are some of the ways Dow gets input from 
employees:

• A “Health Contact Network” consisting of 
employees with various roles. 

Information on health and wellness programs 
is disseminated to these individuals through an 
e-newsletter, an intranet site, in-person meetings 
and teleconferences. 

“Through these contacts, we learn about local 
culture and resource availability,” she says. For 
example, a standard tip for physical activity may be 
to join a local gym, but the local contact may know 
that the nearest exercise facility is 30 miles away.  

The contacts share insights into the employ-
ees’ work experience, such as the unique needs of 
shift workers. “It’s impossible for our staff to be 
this familiar with more than 300 sites and 50,000 
employees, in many countries and languages,” says 
Pflieger. “Our Health Contacts allow us to make 
the Dow world much smaller, and to ‘walk in the 
shoes’ of our target audience.”

• Interaction with participants in health-related 
support groups and employee networks. 

“Dialogue with these groups is an invaluable 
means of understanding ‘real life’ for our employ-
ees,” she says. “It also helps us gain peer buy-in 
and engagement.” 

The support groups cover topics such as 
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weight management, diabetes, cancer and retiree 
health. “We use the support groups to pilot new 
products, such as web-based tools, before invest-
ing in them or distributing them more broadly,” 
says Pflieger.

Employee networks include those for women, 
gays and lesbians, employees with disabilities, and 
various ethnicities. “We are preparing to use sev-
eral of the employee networks to help us improve 
our cancer screening rates,” says Pflieger. “They 
can help us understand why employees aren’t get-
ting screened, and how we can overcome percep-
tions and barriers.”

• A “Give Us Your Feedback” polling tool on 
the company website.

“We typically use it to get a pulse of intended 
activity or baseline status, related to an upcoming 
program. This usually gets a 15% global response 
rate, so it provides us a nice snapshot of the popu-
lation,” says Pflieger. 

Since the results are real-time and are highly vis-
ible on the company intranet home page, it also pro-
vides feedback to the general employee population.

Recently, the polling tool asked employees how 
resilient they were. Most rated themselves as highly 
resilient. 

“That is prompting us to assess if this feedback 
is incongruous with other sources that have shown 
increasing numbers of employees who are report-
ing negative effects from the level and type of stress 
they are experiencing,” she says. “It may be that 
those who report negative effects are not those that 
responded to the poll.”  n

Try adult literacy 
groups to learn skills
Education for consumers and providers  

Partnerships between health care systems and lit-
eracy groups would be a good way to improve 

communication between patients with low-health 
literacy and health care providers, says Jeff 
Burkhart, MS, executive director of the Literacy 
Network of Dane County, a nonprofit organiza-
tion in Madison, WI. 

“I think more adult literacy providers should be 
engaging with their health care systems. The health 
care systems really need us and our students, so 
they can better understand how to interact with 
people who may have health literacy issues,” says 
Burkhart. 

He adds that health literacy providers can be a 
resource for hospitals working to comply with new 
Joint Commission standards on communication 
between patients and health care providers. For 
example, before distributing materials to patients, 
health care systems might think about having an 
English language learner review it. 

Also, health care providers might partner with 
these agencies to learn about the issues people 
with low-health-literacy have when engaging in 
the health care system, and how to better verbally 
communicate with low-literacy patients.

Literacy Network of Dane County has taken 
a small step to improve health literacy by imple-
menting a program called “English for Health,” 
which works with partnerships in the health care 
community. The program benefits students by 
teaching them how to access and use the U.S. 
health care system while they are working on their 
English skills. Health care workers benefit by 
learning more about the communication needs of 
patients who are English learners and/or have low-
health-literacy.

Partnerships include the University of 
Wisconsin School of Pharmacy, Group Health 
Cooperative, and St. Mary’s Hospital, and each 
of these organizations help supplement the core 
curriculum — “Staying Healthy.” This cur-
riculum was created by the Florida Literacy 
Coalition and covers such topics as finding a 
doctor, basic medical vocabulary, medications, 
and communication with health care profession-
als. “Staying Healthy” can be downloaded for 
free at floridaliteracy.org. 

Pharmacy students create activities for students 
to better understand the information they are 
provided about medications. One activity teaches 
them how to read prescription labels. Students 
practice the skill by reading the label and explain-
ing how often the medication is to be taken — and 
how many times it can be refilled. 

Burkhart says that physicians and other clini-
cians in health care systems often say patients are 
not compliant and don’t want to follow directions. 
However, he finds that more often the patient 
doesn’t understand the directions. 

In class, students practice understanding both 
written and spoken directions.

Another value-added activity is a tour of the 
community health center. 

Recently, the Literacy Network formed a part-
nership with a local food co-op. During a visit to 
the co-op, students learned options for healthy eat-
ing habits that they could integrate into their own 
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cultural practices, such as choosing ingredients that 
are lower in fat, higher in fiber, or more natural. 
Students had an opportunity to meet with a nutri-
tionist from the co-op and talk about changes they 
might make with their diet.

Practice makes perfect

A mock clinic conducted at St. Mary’s Hospital 
helps students put the skills they learn during the 
course into practice.

As part of the curriculum, students call the 
clinic to make an appointment, and a volunteer 
schedules the visit. The student must write down 
the appointment time and show up at the clinic as 
scheduled. Of course, the entire class is scheduled 
for the same evening.

Upon arrival, students must sign in at the desk 
and give the receptionist their name. A nurse 
meets with each student, takes his or her blood 
pressure, and discusses his or her health issue. 
All students are given a script of health issues to 
discuss, and nurses are careful not to give advice 
should the student veer from the script and ask 
about a personal issue.

Also, the nurse gives each student a prescription, 
which he or she fills at the pharmacy. At that time, 
they are given information on how to take the 
medicine and invited to ask questions. 

After their visit to the mock clinic, the students 
fill out a form that tallies information about their 
experience, such as the main health issue discussed 
with the nurse and information given to them by 
the nurse and pharmacist. 

At the end of the mock clinic, students, nurses, 
pharmacists, and everyone else involved in the 
event spends about 15 minutes discussing any 
issues in their real lives that may have been 
reflected in the mock clinic.

The mock clinic helps health care providers see 
the point of view of patients with low health lit-
eracy, says Burkhart. Also, the students are able to 
test their skills.

According to Burkhart, there are many exam-
ples of how the students benefit from the course. 
Evaluation results show that 78% of the students 
increased their understanding of health-related 
vocabulary and ways to access health care in the 
United States. Students also report individual 
accomplishments, such as cutting cholesterol 
through diet, having discussions with pharmacists 
about medication, and obtaining low-cost health 
care after being laid off from a job.

Having nurses and pharmacists participate in 

the class and talking to students about their health 
and communication issues helps students feel 
much more comfortable with interactions pertain-
ing to health care, explains Burkhart.

Information the Literacy Network obtains from 
students about the difficulty in accessing health 
care is passed on to health care providers. Students 
have shared the following:

• Signs in hospitals and clinics could be shorter, 
with fewer words.

• Scientific language used in printed materials 
and by nurses and doctors is hard to understand.

• In the emergency department, patients wait 
a long time for an interpreter. While they get in 
faster without one, they don’t understand every-
thing.

• When people visit the hospital or clinic for the 
first time, it’s confusing. Who should you talk to 
first?

• Filling out forms is very difficult because of 
the scientific language, acronyms, and names of 
illnesses. Forms are easier to understand when 
there are fewer words, i.e., shorter sentences/
phrases.

• Better advertising for free or low-cost services 
and clinics is needed. It’s hard to find a low-cost 
clinic for immunizations if you don’t know where 
to look. 

• Students who speak English as a second lan-
guage identify their need for increased training on 
health care topics — for example, more knowl-
edge on common illnesses, health habits, and 
places in the community to go for help. 

Burkhart says that representatives from health 
care systems in the area were invited to a meet-
ing to discuss how to solve these issues and oth-
ers. Everybody showed up, and many issues were 
discussed. 

Health care systems must realize that poor 
patient/provider communication impacts the bot-
tom line of every health care system. In Dane 
County, the estimates are that $544 million is lost 
due to health literacy issues, says Burkhart. 

“If we could drive that point home, we could 
start to work with the hospitals and health care 
systems to ensure that patients do understand the 
information that is being given to them,” he adds. 

[For more information, contact:
Jeff Burkhart, MS, Executive Director, Literacy 

Network of Dane County, 1118 S Park St., 
Madison, WI 53715. Telephone: (608) 244-3911. 
E-mail: jeff@litnetwork.org. Web site: www.litnet-
work.org.]  n
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Ways to effectively
educate all patients
Develop processes and support systems 

In the treatment chapter of “Advancing Effective 
Communication, Cultural Competence, and 

Patient-and Family-Centered Care: A Roadmap 
for Hospitals,” issued by The Joint Commission, 
hospitals are told that patient education materials 
should be written at a 5th grade or lower reading 
level.

According to Amy Wilson-Stronks, MPP, 
the project director on health disparities in the 
Division of Quality Measurement and Research 
at The Joint Commission, based in Oakbrook 
Terrace, IL, this is a goal, not an expectation.

“We were trying to identify the reading level 
[from] which the majority of the population would 
be able to obtain meaningful information,” she 
explains.

However, a surveyor for The Joint Commission 
is not going to put patient education materials 
through some sort of scan to make sure they are 
written at a 5th grade level, according to Wilson-
Stronks. What they will do is ask organizations 
what has been done to ensure patient education 
materials are understood by patients.

It is important to have a solid process in place 
that shows an organization is working to develop 
quality materials. For example, patient education 
managers might have a committee of patients and 
family members set up to review materials for 
readability and understanding.

Also, surveyors will ask those who provide edu-
cation what they do to make sure patients under-
stand what was taught.

If surveyors find educators have assessed under-
standing through teach back, or some other assess-
ment method, and documented understanding, 
it would show the intent of the standard is being 
met.

“The main point about doing anything, whether 
translating a document or making sure it is writ-
ten at an understandable reading level, is for the 
purpose of patient understanding and the ability of 
educating the patient,” says Wilson-Stronks.

Another area pertaining to patient education 
is the use of interpreters when teaching. Wilson-
Stronks said she has been asked at what points of 
care an interpreter should be present. For example, 
would an interpreter need to be present every time 

Depression increases 
risk of dementia

People who experience depression have more 
than a 50% increased risk of developing demen-

tia or Alzheimer’s disease later in life, according to 
a study published in Neurology, the medical jour-
nal of the American Academy of Neurology.1 

Researchers examined data on 949 people with 
an average age of 79 from the Framingham Heart 
Study. At the start of the study, participants were 
free of dementia and were tested for depressive 
symptoms, based on questions about general depres-
sion, sleep complaints, social relationships, and other 
factors. A total of 125 people, or 13%, were classi-
fied as having depression at the start of the study.

The participants were followed for up to 17 
years. At the end of the study, 164 people had 
developed dementia, with 136 specifically diag-
nosed with Alzheimer’s disease. Nearly 22% of 
people who were depressed at the start of the study 
developed dementia compared to about 17% of 
those who were not depressed, a 70% increased 
risk in those who were depressed. The 10-year 
absolute risk for dementia was 0.21 in people with-
out depressive symptoms and 0.34 in people with 
depressive symptoms. The results were the same 
regardless of a person’s age, sex, education and 
whether they had the APOE gene that increases a 
person’s risk of Alzheimer’s disease.

Researchers point out that it is unclear if depres-
sion causes dementia, but there are ways that depres-
sion can impact the risk of dementia. Inflammation 
of the brain tissue, along with an increase in certain 
proteins in the brain that occurs in depression, might 

medication is administered or at every dressing 
change?

To determine if an interpreter needs to be pres-
ent, ask yourself if there is anything that needs to 
be communicated to the patient, advises Wilson-
Stronks.

Frequently, education is taking place during 
medication administration, and also patients may 
be educated about changing their dressing during 
this process. To comply with the standards, an 
interpreter may be present during the first dress-
ing change, and then a communication board in 
a patient’s language might be used to reinforce 
teaching during subsequent dressing changes.

What is important is that the system supports 
be in place to support the education process.  n
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n Helping Medicaid 
members adhere to their 
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n Face-to-face case 
management pays off

n Helping seniors stay 
healthy in their homes

COMING IN FUTURE MONTHS

contribute to dementia, the authors suggest. Lifestyle 
factors affected by long-term depression, such as 
quality of diet and amount of exercise and social 
interaction, might also affect the risk of developing 
dementia, they point out.
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CE OBJECTIVES

After reading this issue, continuing education 
participants will be able to:

1. Identify clinical, legal, legislative, regulatory, 
financial, and social issues relevant to case 
management.
2. Explain how the clinical, legal, legislative, 
regulatory, financial, and social issues relevant 
to case management affect case managers and 
clients.
3. Describe practical ways to solve problems 
that case managers encounter in their daily 
case management activities.  

17.  CIGNA’s on-site clinics are staffed with:
A.  nurse practitioners 
B.  primary care physicians
C.  medical assistants
D.  all of the above

18. Medical Mutual of Ohio has increased the number 
of employers in the low-risk group by 5%.

A.  True
B.  False

19. According to Jennifer Chambers, MD, the biggest 
issue found in Capital BlueCross’ pilot project with 
medication reconciliation was:

A. incomplete or inaccurate information about medi-
cations the patient was taken when he or she was 
admitted to the hospital;

B. patients taking too many medications,
C. patients not knowing what they were taking
D. none of the above

20. In the treatment chapter of “Advancing Effective 
Communication, Cultural Competence, and Patient-
and Family-Centered Care: A Roadmap for Hospi-
tals,” issued by The Joint Commission, hospitals are 
told that patient education materials should be 
written at a 5th grade or lower reading level.

A. True
B. False

	 Answers:	17.	D;	18.	A;	19.	A;	20.	A.

CE QUESTIONS
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Editorial advisory Board

CE INSTRUCTIONS 

Nurses participate in this continuing education 
program by reading the issue, using the provided 

references for further research, and studying the ques-
tions 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 knowl-
edge. To clarify confusion surrounding any questions 
answered incorrectly, please consult the source mate-
rial. After completing this semester’s activity with the 
December issue, you must complete the evaluation 
form provided in that issue and return it in the reply 
envelope provided to receive a credit letter.  n


