
Program targets clear communication
between health care provider and patient
Ask Me 3 aimed at patients with low health literacy to improve outcomes

To introduce Ask Me 3, a new patient education program created by
the Partnership for Clear Health Communication and designed to
promote communication between health care providers and patients,

Sharon Allison-Ottey, MD, CEO of COSHAR Medical Inc. in Lanham,
MD, and Baltimore invited staff to a brown-bag lunch. 

The Partnership for Clear Health Communication, funded by New York
City-based pharmaceutical giant Pfizer Inc., is a coalition of national orga-
nizations that are working together to promote awareness and solutions
around the issue of low health literacy and its effect on health outcomes. 

At the luncheon, Allison-Ottey talked about health literacy and the
importance of answering the three questions promoted by the program so
that patients understand and act on health information to improve health
outcomes. While certain groups may find it difficult to understand medi-
cal information — the elderly, those who speak English as a second lan-
guage, and people with poor reading skills — anyone can have difficulty
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Low health literacy can result in poor health outcomes, whether patients fail
to understand how to take a prescription correctly or how to follow a treat-
ment regimen. While many patient education managers are working to
ensure that their health care organizations have easy-to-read-and-under-
stand handouts written at lower grade levels, clear communication between
patients and health care staff also is important. A new program, Ask Me 3,
recently was introduced by the Partnership for Clear Health Communication
to tackle the problem. This month, Patient Education Management examines
the program and how it might be implemented. 

EXECUTIVE SUMMARY



understanding health care information. 
According to the partnership, low health liter-

acy may be a factor in the high use of some health
care services. It is estimated that low health liter-
acy costs the U.S. health care industry $73 billion
annually and puts one in three people at risk for
poor health outcomes. 

The three questions selected to improve health
literacy by the partnership steering committee, of
which Allison-Ottey is a member, are:

1. What is my main problem?
2. What do I need to do?
3. Why is it important for me to do this?
“Even if the patient doesn’t ask the questions,

we train staff to make sure they hit these three

points,” says Allison-Ottey. 
In addition, staff give the Ask Me 3 brochure to

patients and family members who accompany
them on their office visit. Also, staff discuss the
three questions with patients. At the end of the
visit, many physicians ask patients questions to
make sure they are clear about their health prob-
lem, what they need to do, and why it is impor-
tant that they follow the physician’s instructions.

“I believe it is important to educate both staff
and patients so there can be active streams of
communication back and forth. In the patient and
health care provider exchange, these three ques-
tions really need to be discussed,” says Allison-
Ottey. (To learn how to obtain materials to
implement the Ask Me 3 program, see editor’s
note at the end of this article.) 

Get everyone on board

With both parties focused on the answers to
three questions, patients are more likely to under-
stand what they need to do, says Matthew Scelza,
statewide program director for California Literacy
in Pasadena, which is one of the organizations in
the partnership. 

Usually during an office visit, a physician
might give 15 pieces of information and advice,
yet the patient probably only will remember a
couple points made. Yet when patients get clear
answers to three questions, they are more likely
to comprehend it. 

“They may end up getting less information
from the doctor, but it will be more useful and —
more importantly — be easily remembered by the
patient,” Scelza says. 

California Literacy implemented the Ask Me 3
program in May 2003 when it was released. Adult
learners in the literacy program are given the mate-
rials after a discussion about their experiences in
the medical setting. Many people who struggle
with literacy say they do not know what to say
during a doctor’s visit and they feel “dumb,”
Scelza notes. 

In the adult literacy classes, a poster with the
three questions is hung at the front of the classroom,
and the students go over the questions. Often the
instructors will have people in the class role-play so
they become comfortable asking the questions. 

Scelza says that in a health care setting, the
patient brochures might be introduced during
support group sessions or community outreach
classes.

Sandra Cornett, PhD, RN, director of the
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OSU/AHEC Health Literacy Program at The
Ohio State University in Columbus, planned on
implementing Ask Me 3 in October 2003, which
was health literacy month. She had too many
health literacy workshops and was unable to fit 
it into her schedule. However, Cornett hopes to
introduce it in a couple clinics at The Ohio State
University Medical Center as pilot projects.

She will first speak to the managers of a health
care setting during a staff meeting because with-
out their support, the program will not work. “I
will probably use the Ask Me 3 brochure that
introduces the health literacy problem to man-
agement as well as some of the other materials
that I have,” says Cornett. Once managers are on
board, she will train staff. 

“The benefit of the program is being able to raise
people’s awareness, particularly the provider in an
organization, that health literacy is a problem that
is costing money and affects health outcomes,” she
reports.

In the current health care environment, patient
empowerment is important and most health care
organizations proclaim to encourage patients to
ask questions. However, some nonverbal behav-
ior, a sense of urgency, and the numbers of people
whom clinics see in one day prohibit questions,
says Cornett. 

While Ask Me 3 will help encourage questions,
staff also must take the time to assess learning as
well. Cornett advises the use of the teach-back
method. With this method, the provider might
say, “I am not sure I covered all the material;
could you tell me what I told you so I can make
sure I covered everything?” Or the provider
might say, “How would you go about explaining
this treatment to your family?”

Providers also must be taught to speak clearly
to patients in terms that they will understand,
says Scelza. While Ask Me 3 is a great tool, if
providers answer the questions in complicated
medical jargon, patients will not know what to
do, he adds.

Context also is important with literacy, adds
Cornett. Practitioners must frame the message
within the context of a patient’s experiences and
lifestyle. 

“When we trained staff, we talked about mak-
ing sure that we took off the doctor’s cap or the
nurse’s cap and broke down some of the words in
language that people understand. It is important
to answer in ways that people understand and to
personalize or individualize the information,”
says Allison-Ottey. 

[Editor’s note: The Partnership for Clear Health
Communication and its individual members are com-
mitted to offering free and low-cost resources and pro-
grams to health care providers. Materials to implement
the Ask Me 3 program are available for free download
at www.AskMe3.org. Also available on the web site
are literacy resources, explanations of clear health
communication techniques, and examples of simple
interventions. Telephone: (877) 427-5633.] ■

Better staff communication 
helps patient safety effort
JCAHO looking for staff development

Most health care professionals would agree that
patient safety continues to be a high priority

for the Joint Commission on Accreditation of Health
Care Organizations in Oakbrook Terrace, IL. 

Patient safety initiatives are pretty common,
right? What about teaching staff how to commu-
nicate with one another as a way to improve
patient safety? If your facility is like most, that’s a
Joint Commission standard that’s not as clear cut. 

“This is one of those standards that kind of
leaves you scratching your head,” says Dorothy
Ruzicki, PhD, RN, director, department of educa-
tional services for Sacred Heart Medical Center in
Spokane, WA. 

She reports that her facility includes communi-
cation and teambuilding activities as part of all
new employee orientation, as well as ongoing
training on a departmental basis, and adds that
while communication training is important, it can
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For more information on implementing the Ask Me 3
program, contact:
• Sharon Allison-Ottey, MD, CEO, COSHAR Medical Inc.,

8601 Martin Luther King Hwy., Lanham, MD 20706. 
• Sandra Cornett, PhD, RN, Director, OSU/AHEC Health

Literacy Program, Office of Health Sciences, The Ohio
State University, 218 Meiling Hall, 370 W. Ninth Ave.,
Columbus, OH 43210-1238. Telephone: (614) 292-
0716. E-mail: cornett.3@osu.edu.

• Matthew Scelza, Program Director, California Literacy,
133 N. Altadena Drive, Suite 410, Pasadena, CA 91107.
Telephone: (626) 395-9989. Web site: www.cahealth
literacy.org.
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be a gray area for facilities that often is difficult to
measure and track. 

According to the Joint Commission, the
employee teamwork and communication stan-
dard is a logical part of the bigger patient safety
picture. 

“When we survey a facility, we’re looking at
medical records, policies, procedures, perfor-
mance improvement initiatives and results, and
human resource efforts,” says a Joint Commission
spokesperson. “Departments within an organiza-
tion do not function in isolation. The teambuild-
ing and [communications] efforts are important.
All of it is tied together for increased patient
safety.”

Joint Commission Standard LD.3.2 says facilities
must “foster communication and coordination
among individuals and departments.” The intent
is for a health care facility’s leaders to “develop a
culture that emphasizes cooperation and commu-
nication. An open communication system facili-
tates an interdisciplinary approach to providing
patient care.”

The intent of this standard also involves leaders
promoting communication among services, indi-
vidual staff members, and quality improvement
teams. The leadership role is called coaching. 

While this standard went into effect in July
2001, its intent is in line with the most recent set
of patient safety goals, including the second
objective, which is to improve communication
among caregivers.

Delivering the message

Bob Weigand, director of management train-
ing and development for St. Luke’s Hospital and
Health Network in Bethlehem, PA, says there are
creative ways to bring this kind of education to
units in a health care facility. His network is com-
prised of four hospitals and a visiting nurses
association. Weigand says that while most facili-
ties turn to on-line and video content, St. Luke’s
is moving forward with more interactive forms of
education.

His department created a game that incorpo-
rates most of the training pieces involved in its
staff education program. Now in its fourth year,
the game’s format has been copyrighted. It’s
called PCRAFT Pursuit, a takeoff on the popular
Trivial Pursuit board game. PCRAFT stands for
pride, caring, respect, accountability, flexibility,
and teamwork, which are the areas of staff educa-
tion on which the program focuses. 

Staff take different modules (game pieces)
toward the required staff education goals for the
year. The bottom line, Weigand explains, is to
deliver relevant material in an appealing and effec-
tive manner. He says most of his staff, when sur-
veyed informally, admitted to infrequently reading
nursing journals. Fewer than 10% at a recent group
meeting said they read nursing journals on a regu-
lar basis for information and education. 

“We want our people to understand the value
of the training and how it translates into quality
patient care, which is a challenge for any modern
health care facility. [The game] is a creative and
educational way to emphasize the hospital’s
patient care philosophy. We just don’t mean
respect and accountability with patients, but it
means staff interactions as well,” Weigand says.

“How do you relate to people [other employ-
ees] here? How do you interact with staff from
other departments? If these working relation-
ships aren’t strong, it translates into patient care,”
he answers. The goal is to teach staff how every-
one is part of the same process. 

Cathy Stouffer, customer service and patient
safety officer for Freeport (IL) Health Network,
says her department’s education begins with a
team culture philosophy. 

“We use team-based training. Our staff, includ-
ing registration, MDs, and nursing, work as one
component for quality patient care,” she reports. 

A teambuilding initiative, Stouffer says, will not
survive if management is not involved. “Some peo-
ple look at me crazy when I say that, but it is true.
Management is only one part of the process.”

Staff in different areas are organized into teams
with a leader selected by the group. This team
drives the education process and helps motivate
other employees and solve disputes when they
arise. Individualized skills building involves 40
hours of learning on an annual basis.

As the facility’s education moved toward a
teambuilding culture, learning in isolation was
reduced. “We’ve moved toward inservices for
staff and limited our video watching. It wasn’t
meeting our needs,” Stouffer says.

The seven components that make up Freeport’s
hands-on direct education efforts include:

• active listening;
• constructive feedback;
• dealing with difficult customers/patients;
• service recovery (making sure patients stay

within the Freeport system);
• time management;
• leadership;
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• change modules (dealing with change, posi-
tive attitudes).

“We have zero tolerance for poor perfor-
mance,” Stouffer says. “The team culture means
we all work together toward patient safety and
quality care goals.”  ■

Privacy regs complicate 
patient communication
Balancing confidentiality and safety is a challenge

The privacy regulations enacted as part of the
federal Health Insurance Portability and

Accountability Act (HIPAA) have caused some
unforeseen complications for hospitals trying to
ensure patient safety and improve communica-
tion between providers and patients, say health
care professionals and legal experts.

And as hospitals continue to develop new poli-
cies and procedures to comply, it’s important that
they carefully examine how their efforts will
affect caregiver-patient relationships.

“Some of the good things about HIPAA, obvi-
ously, were the enacting of standards to ensure
continuity of care and maintenance of insurance
coverage while switching jobs and health plans,”
notes Arnold Rosenbaum, MD, a practicing sur-
geon and president of Seacrest DocSecurity, a
HIPAA consulting firm in Middletown, RI. “But
some of the regulations are actually going to
impede care in some ways by slowing things
down. It is impairing simple communication
where there really needs to be communication.”

Because HIPAA allows patients to request total
or limited anonymity while in the hospital and to
have a significant amount of control of over the
dissemination of information about their health
conditions, most hospitals have taken such steps
as removing the patient names from large boards
behind the nurses’ stations and replacing names
and other information on wristbands with bar
codes to prevent unauthorized disclosures of
information.

While these measures do improve the patient’s
confidentiality, they can complicate patient care,
Rosenbaum says.

“Hospitals have, in good measure, replaced 
the patient boards with names in most nursing
units with boards that have initials or some other

identifier,” he explains. “But it can become quite
difficult to find your own patient. There are added
difficulties to patients requesting anonymity
because just finding the patient becomes a signifi-
cant effort for anyone who has to do it, whether it
is a physician, nurse, or technician needing to
draw blood. You then have more potential for
treating the wrong patient, operating on the wrong
patient, etc. You have now this dual purpose in
preventing errors and mistakes and in maintaining
privacy and confidentiality.”

Provider communications with family mem-
bers — already difficult waters to navigate — are
now even more complicated because HIPAA
requires that hospitals get written authorization
before disclosing information to a third party.

If a patient has established ahead of time that his
or her condition can be discussed with a spouse or
a child, no problem. However, providers frequently
find themselves in other situations, says William J.
Spratt Jr., JD, a former health care administrator
who’s a health care attorney with the Miami law
firm Kirkpatrick & Lockhart and vice chair of the
Florida Bar Association’s Health Law Certification
Committee.

“HIPAA has put some constraints and created
some doubt as to what the health care provider
can do when they are dealing with a patient who
is either incapacitated or in an emergency medi-
cal condition,” he explains. “They are limited in
their disclosure. Basically, they have to make a
determination of what is in the best interests of
the patient and disclose only the personal health
information that is directly related to that per-
son’s involvement.”

So if an 85-year-old woman in Miami suffers a
heart attack and is taken to the hospital, and the
woman’s son in New York calls to speak to the
physician, barring any prior authorization from
the woman, the physician only can confirm to the
family member that the patient is receiving care
at the hospital and basic information about the
patient’s current condition.

“But they cannot talk about it,” Spratt explains.
“They can’t say, ‘Mom had a heart attack and
we’ve taken a look at it, and it appears to have
subsided; she has some weakness of the upper
wall.’ They cannot go into that level of detail.”

Such efforts to protect the patient may do more
harm than good, says Rosenbaum.

“Open communication — communication with
both family and other individuals — frequently is
very important in patient care,” he notes. 

Now, physicians and nurses may feel a dual
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responsibility — to provide information to worried
family members about a patient who may need
their support and at the same time to protect their
hospital and comply with the privacy protections
mandated by federal law.

With no clear guidance, hospital personnel can
go overboard with compliance efforts and restrict
the flow of information even further than neces-
sary, he adds.

“This issue has not been adequately clarified in
the hospitals where I have worked,” Rosenbaum
says. “There may be a specific form relating to
who can be spoken with and who cannot be spo-
ken with, but that is very difficult to work with in
the heat of the moment.”

The overcompliance problem

In their efforts to comply with the privacy
regulations, some facilities have gone overboard
and restrict information even when they don’t
have to and when the patient wants his or her
health information transmitted elsewhere, Spratt
notes.

HIPAA allows the free flow of information
among covered entities for the purposes of treat-
ment, payment, and health care operations, with-
out prior patient authorization. But some facilities,
under the gun to develop compliance plans, have
blanket policies that require patient authorization
in all instances.

“My wife had a procedure done in the outpa-
tient center of a hospital and requested that the
results be forwarded to her physician once the
radiologist interpreted the study,” Spratt recalls. 

“She called and asked them to send it, and
they said they needed either a written authoriza-
tion or she needed to come down there and pick
up the results herself. That is basically a covered
entity to covered entity and a disclosure for treat-
ment purposes between a hospital and treating
physician, but they were being a little overly cau-
tious, I guess. I had to speak with them to assure
them that HIPAA certainly allows them to share
the results of diagnostic tests with the patient’s
physician.”

Spratt finds that he frequently has to correct
misunderstandings among hospitals and physi-
cians and other providers about the purpose and
intent of HIPAA.

“The purpose of HIPAA is not to interfere with
the regular ongoing exchange of health care infor-
mation that is relevant to the common treatment
of patients,” he notes. “It is really intended more

to protect that information from disclosure out-
side the scope of the treating people and put some
limitations on exchange of information between
health care providers and insurers so that insurers
can’t assemble huge databases on patients that
may be used for improper purposes — denying
coverage of determining pre-existing conditions,
things like that.”

HIPAA was enacted because the health care
industry was so far behind most other industries
in terms of automation and use of electronic data
and electronic medical records because of myriad
state regulations and an overdependence on paper
systems.

“HIPAA was invented to set the stage for
facilitating the electronic exchange of informa-
tion in order to increase efficiency and reduce
health care costs by eliminating duplicative test-
ing and things of that sort and to make the infor-
mation more available to treating physicians
and providers so that there may be a reduction
in errors because information was not avail-
able,” Spratt explains.

At the same time, he notes, the federal govern-
ment was concerned that facilitating the efficient
exchange of information would enable the estab-
lishment of huge databases of medical informa-
tion about individuals and that this had a huge
potential for abuse.

“This is a recurrent theme in federal regula-
tions,” he says. “Any time there is an initiative to
aggregate substantial amounts of personal data,
this element of Congress raises up and says, ‘No,
that’s not what this country is about.’”

So, though the intention of the privacy regula-
tions was to prevent Big Brother from knowing
everything about everyone’s medical condition,
the real-world impact is that a worried sister
might not be able to obtain information about
her sick sibling hospitalized across the country.

Further complicating matters, HIPAA allows
health care providers to provide information to
persons without prior authorization if they are
allowed to do so under state laws, but only under
the specific provisions under those laws.

The only recourse hospitals have is to ensure
that they understand HIPAA and its interaction
with the laws in their state and that they develop
policies that accurately guide their staff interac-
tions with patients, says Linda Ross, JD, a health
law attorney with the law firm of Honigman
Miller in Detroit.

“There are already differing laws in differing
states that deal with things like confidentiality
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Family education center 
offers detailed instruction
Educator empowers parents to participate in care

Eight years ago when the opportunity to create
a learning center at The Children’s Hospital

of Philadelphia came up, Linda S. Kocent, RN,
MSN, coordinator of patient-family education,
applied for the job and got it. As a result, she 
now oversees the learning center at the Connelly
Resource Center for Families at the hospital. She
also supervises the registered nurses who teach at
the center and an administrative assistant for the
patient education program. 

In her role, Kocent coordinates all the patient
education materials throughout the institution
that includes a 430-bed hospital, 27 pediatric and
adolescent care practices, eight specialty care cen-
ters, and four primary care centers. 

Kocent also chairs the patient and family edu-
cation steering committee and sits on 14 patient-
family education committees such as the primary
care committee, the neonatal committee, and
trauma prevention committee. 

She works with the committees on the

development of patient education materials.
The committees assess the need for materials,
conduct the research, and complete the drafts of
the documents, and Kocent helps with graphics
and makes sure the copy is at the appropriate
reading level. 

A third of the Connelly Resource Center, which 
is 4,000 square feet, is devoted to teaching. Another
third is a family and children’s library, and the
remaining space is devoted to hospitality. The hos-
pitality area has sleep and breast-feeding rooms, a
large lounge space, a kitchen, and laundry facilities. 

In addition to her regular duties, Kocent fre-
quently takes on other projects as assigned. She
currently is spending a lot of time on cultural
effectiveness initiatives, looking at how her insti-
tution teaches people from different cultures and
who speak a language other than English. She
also is setting up systems for translating materi-
als in a quality and cost-effective way. 

Another role that she recently has been assigned
is a seat on the web advisory committee. “Our web
team has an advisory panel that is made up of pro-
fessionals from just about every discipline who
talk about where we are going with our web initia-
tives and specifically with patient family educa-
tion on the web,” says Kocent.
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and patient records and disclosures and subpoe-
nas, etc.,” she explains. “Rather than have HIPAA
just trump everything, the lawmakers created a
system where if the state law is contrary to, but
more stringent than, federal law, the state law
remains in place.”

In Michigan, the health law section of the state
bar spent months in committee going over the dif-
ferent provisions in HIPAA and any related statutes
in their state to determine which requirements held.

“We created this tool for the state that is avail-
able and a guideline that goes through our analy-
sis and decides what requirements hospitals and
other entities in the state must do to comply,”
Ross says.

As people become more educated about and
comfortable with HIPAA, much of the confusion
and conflicts will die down, she notes. But for
now, hospitals must look at everything they do
for how the privacy regulations may have an
effect.

They must not only develop policies that require
personnel to obey the law but also ensure that the
policies don’t encourage staff to become so rigid in
protecting information that they harm patient rela-
tionships or impede patient care.

“Especially things like patient rights —
patients have a right to access their records,
request amendments, and say, ‘Talk to my hus-
band, but not to my son,’ or ‘Call me on my cell
phone, but don’t call me at home,” Ross says.
“The result is that hospitals need to implement
behavioral changes, cultural changes, and admin-
istrative changes with how they deal with patient
information.”  ■

For more information on HIPAA privacy and patient
communication, contact:
• Arnold Rosenbaum, MD, President, Seacrest

DocSecurity, 1272 W. Main Road, Suite 240,
Middletown, RI 02842. 

• Linda Ross, JD, Honigman, Miller, Schwartz & Cohn,
2290 First National Building, 660 Woodward Ave.,
Detroit, MI 48226-3583. 

• William J. Spratt Jr., JD, Kirkpatrick & Lockhart
Miami Center, 20th Floor, 201 S. Biscayne Blvd.,
Miami, FL 33131-2399.
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She began her career as a burn critical care
nurse and earned her master’s degree in pediatric
critical care, and was a clinical nurse specialist for
the pediatric intensive care unit for several years
before applying for the newly created position of
patient-family education coordinator. 

In this position, Kocent reports to the director
of nursing practice and research, who in turn
reports to the chief nursing officer. 

In a recent interview with Patient Education
Management, she discussed her job, her philoso-
phy on patient education, the challenges she has
met, and the skills she has developed that helps
her to do her job well. The following are excerpts
from the interview:

Question: What is your best success story?
Answer: “What makes me the most proud is

the parent satisfaction with the learning center.
Watching families who are frightened and anx-
ious about doing certain skills on their child at
home go through the process and leave visibly
calmer. Empowering them to participate in their
child’s care.”

Pediatric nasogastric (NG) tube insertion is one
of the high-volume classes in the learning center.
Data collected on the classes showed that the ini-
tial visit time for a home care nurse was reduced
by 62% if a family learned NG insertion/care in
the learning center. Once home, 85% of families
who had been taught in the learning center were
independent in inserting an NG and providing
enteral feeds, and 88% of families were confident
and prepared to care for their child at home. 

Growing with the job

Question: What is your area of strength?
Answer: “On a very personal level, I would

say it is the ability to work among disciplines and
across systems and just being extremely orga-
nized. My job isn’t concrete anymore. It started
off as something small because it was brand new,
and now it has just blossomed. I am involved in a
hundred different things.”

In eight years, the hospital has grown from a
hospital to a system. Also, Kocent says her direc-
tor is a visionary and encourages creativity. 

As the system grows, she must keep everyone
in the loop so efforts are not duplicated; and the
health care system provides a seamless transition
from department to department for the patients
and families it serves. 

Question: What lesson did you learn the hard
way?

Answer: “You can have too much of a good
thing. When we first opened the learning center,
no one wanted anything to do with us, and it
was very disheartening. Nurses love to teach;
they find it very rewarding. Now there has
become a dependency on us doing the teaching
that I have had to work on. I have had to rein-
force that teaching is part of everyone’s job and
not just the staff at the Connelly Resource Center
for Families.”

An orientation class teaches new staff members
how everyone works in concert to make sure
patient education is successful, including unit-
based teams, staff at the learning center, case
managers, and the home care companies. 

If one unit calls the learning center frequently
for a particular type of teaching, such as central-
line care, learning center staff will do an inservice
to demonstrate their method of teaching and to
help boost the comfort level of unit staff on teach-
ing the particular skill. 

Question: What is your weakest area?
Answer: “Documentation and getting staff to

document. We can tell by clinical outcomes and
by the way families come in for outpatient visits
they have been taught but documentation is not
what we want it to be, and we have tried a vari-
ety of things.” 

Compliance varies from unit to unit. Research
on what keeps staff from documenting currently 
is being done. The patient-family education docu-
mentation sheet always makes it to the chart
because unit clerks are responsible for placing it
there. Also, a survey showed that staff did not find
the form difficult to complete, nor did they dislike
it. Now charts are being looked at to determine if
staff are documenting on progress notes or the dis-
charge instruction sheet. Documentation of patient
education will only be recognized if it is completed
on the proper form.

Questions: What is your vision for patient
education for the future?

Answer: “I think it would be great to have
satellite learning centers within our system. I
would like to see them in the surgical centers. I
think we are showing with parent satisfaction
that we are doing a really good service. Also, I
would like to see more bedside instruction via the
computer. Having something that is interactive at
the bedside will help support us.”

The first satellite learning center was opened
in January to serve the gastrointestinal and
endocrine patient populations. This will help
with patients who need to be taught within 36
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to 48 hours because the Connelly Resource
Center is usually booked that far in advance. 

Question: What have you done differently
since your last Joint Commission on Accreditation
of Health Care Organizations visit? 

Answer: “We moved from having hundreds
of teaching plans, which was essentially our
patient family education documentation. We
had one for just about every diagnosis and
every procedure that listed all the teaching 
that needed to be done, and staff had to sign 
off against each line item. Since the last Joint
Commission visit, we went to a single-sheet,
generic teaching plan that is blank and staff
have to fill it in.”

Also, patients were being given information
about pain control upon admission but it got
mixed with all the other papers, and families
did not remember receiving the material. There-
fore, the health care system switched to a differ-
ent method, putting professional posters on all
the units that explain the concept of families
partnering with health care professionals to
assess their child’s pain to make him or her
more comfortable. Plus, the information is in
the family handbook. Now pain management
information doesn’t get tucked away in a folder
and forgotten. 

The Children’s Hospital of Philadelphia is due
to be surveyed by the Joint Commission this year.

Question: When trying to create and imple-
ment a new form, patient education materials, or
program, where do you go to get information/
ideas from which to work?

Answer: “Each committee is interdisciplinary;
and they are the clinical experts, so they do litera-
ture searches, they benchmark with colleagues at
other hospitals, they connect with their profes-
sional association, and they get on their listserv.
They put all that work into their projects; and 
they document all the information, so we know
where it came from and what our good outlying
resources are.”  ■

Teaching patients how 
to prevent hearing loss
Most should expect hearing loss with age

While some hearing loss is inevitable as people
age, there are steps that people can take to

help protect their hearing. The most important, as
would seem obvious, is to avoid exposure to exces-
sive noise, says Robert Dobie, MD, professor of
otolaryngology at the University of California,
Davis. 

The most hazardous exposure is in the work
environment, although there are federal laws that
require employers to provide protective devices
and annual hearing tests in some work situations.
However, the construction and agriculture indus-
tries are exempt. 

Therefore, it is important for individuals to know
when they need to purchase devices to protect their
hearing in their work environment whether federal
laws require it. 

“The basic rule of thumb that I give people is
that if they have to shout to have a conversation
at arm’s length or get closer than arm’s length to
have a conversation, the environment is exces-
sively noisy,” says Dobie. 

Also, if their ears ring or hearing is dull imme-
diately following work and they recover in a cou-
ple hours or by the following morning, these are
signs that they need to use protective devices in
their work environment. 

According to the American Academy of Oto-
laryngology — Head and Neck Surgery based in
Alexandria, VA, prolonged exposure to noises
above 85 decibels can damage hearing, so protec-
tive devices should be worn. 

Hearing loss occurs when loud noise kills the
nerve endings in the inner ear, and as exposure
time to loud noise increases, more nerve endings
are destroyed, according to the academy. 

That is why work environments where the noise
is not constant but broken up so that the ears have
a chance to rest and recover between exposures are
less harmful than those with constant noise. 

“It is not just how loud the noise is, but how
long it is. It’s just like when a person sticks their
hand into the oven for five seconds or even 20
seconds, nothing bad happens; but if they leave
their hand in the oven for an hour, it will bake it,”
says Dobie. 

In addition to work, recreational activities also
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For more information about patient education at The
Children’s Hospital of Philadelphia, contact:
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can cause excessive noise exposure for extended
periods of time, and in such cases, ear protection
should be worn. Shooting a firearm is one of the
most hazardous recreational activities whether a
person is target practicing or hunting. A shotgun
blast measures 170 decibels. 

People who work in noisy environments often
are required by federal law to have yearly exams
to determine if they are experiencing hearing
loss. Those who experience hearing loss fre-
quently admit that they are not wearing the
proper protection or their earmuffs are old and
need to be replaced. The tests help employers
evaluate whether the steps they are taking to pro-
tect workers are effective, says Dobie. 

However, hearing tests in general for adults
who are not exposed to excessive noise and have
no symptoms of hearing loss are not cost-effective,
he adds. 

Signs of hearing loss include difficulty using the
telephone, talking to people when their face cannot
be seen, and hearing and understanding people and
children with soft, quiet, high-pitched voices. The
problem often can progress to the point where a
person frequently asks others to repeat what they
said. Missing an increasing number of words dur-
ing a conversation in a noisy environment such as 
a restaurant also is a sign of hearing loss.

“With gradual, very slow loss of hearing in
both ears, the time to see the doctor is when it is
bothering you in your daily life enough to make
the visit worth the trouble,” says Dobie. 

However, when people experience a rapid or
sudden hearing change or if they have a loss of
hearing in only one ear, they should see their
physician right away. These signs and symptoms
could signal a more urgent health problem such
as a tumor on the hearing nerve, he notes. 

While hearing tests are not necessary for adults
who aren’t experiencing signs of hearing loss,
children do need to be tested. Babies should have
their hearing tested to determine if they have
been born deaf or hard of hearing because early
detection can make a difference in their speech

and language development, says Dobie. 
Also, children should be tested intermittently

during childhood. Typically, they are tested in
kindergarten and first grade, he explains, but
they also should be tested if their parents notice
that their speech and language ability are not
developing properly. 

For those who have trouble hearing, the use of
a hearing aid can help. Yet there are many factors
that prohibit people from getting one, says Dobie.
These include the stigma of wearing a hearing
aid, the cost, and the fact that lots of people who
have purchased a hearing device are not happy
with them. 

“Hearing aids are just amplifiers. They make
soft sounds louder so people can hear them, but
they don’t correct the distortion that comes with
having a hearing loss,” he says. 

Hearing aids have improved within the last 10
years, and federal laws require those who sell
hearing aids do so on a 30-day trial basis. That
means that people who are not happy with their
aids can get their money refunded minus the ser-
vice charge for fitting, says Dobie.  ■

JCAHO revises performance 
areas for some surveys

The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) recently

announced that it will revise the fixed and vari-
able performance areas evaluated during random
unannounced surveys, starting in 2004.

Under the current accreditation process, the
identification of fixed and variable performance
areas have been at the grid element (performance
category) level. However, beginning in 2004, the
reporting of standards compliance will be orga-
nized by Critical Focus Area — processes, sys-
tems, or structures in a health care organization
that significantly impact the quality and safety 
of care — rather than by grid element.

This change is part of a series of significant
standards and survey process improvements. The
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2004 fixed performance areas approved recently
by the Accreditation Committee of JCAHO’s
Board of Commissioners are staffing, infection
control, and medication management, plus
National Patient Safety Goals that are relevant to
an organization’s care and services.

The variable performance areas that are part of
the random unannounced surveys will be based
on prioritized Critical Focus Areas that are spe-
cific to each organization. A sample of 5% of orga-
nizations accredited under the ambulatory care,
behavioral health care, home care, hospital, and
long-term care programs are randomly selected
for unannounced surveys each year.  ▼

SARS audio program
updates guidelines
Is your facility prepared for the return?

Leading epidemiologists say a global return of
severe acute respiratory syndrome (SARS) —

which wreaked havoc on the health care systems
that had to deal with it — is almost inevitable. 

The current overriding concern is that SARS will
resurface as a seasonal illness along with influenza
and other respiratory infections. Indeed, it would
be a surprising development if the emerging coron-
avirus did not return, said Julie Gerberding, MD,
MPH, director of the Centers for Disease Control
and Prevention (CDC) in Atlanta. 

“As an infectious disease expert, I can say in
my experience, I’ve never seen a pathogen
emerge and go away on its own,” she said. “I
think we have to expect that somewhere, some
time, this coronavirus is going to rear its ugly
head again; and that’s the whole purpose of all
this preparedness effort.”

What would happen today if a patient with
suspected or probable SARS were admitted to
your hospital? To help you prepare for the threat,
Thomson American Health Consultants offers a
compact disc recording of the audio conference:

The Resurgence of SARS: Why Your Hospital May
Not Be as Prepared as You Think. 

The program’s first speaker is Allison McGeer,
MD, director of infection control at Mount Sinai
and Princess Margaret Hospitals in Toronto. A
veteran epidemiologist, she dealt firsthand with
SARS patients and occupationally infected work-
ers during the prolonged outbreak in Toronto.
McGeer outlines the lessons she learned dealing
with this novel emerging pathogen on the front
lines. Her insight provides guidance on preparing
your facility now for what may come. 

If SARS returns, hospital emergency depart-
ments (EDs) certainly will be on those front lines. 
A career ED clinician, Susan E. Shapiro, PhD, RN,
CEN, supplies listeners with valuable tips and pro-
cedures in addition to addressing and clarifying
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■ Using health
observances for
outreach education

■ Tracking productivity
for patient education

■ Jump-start
discharge planning
upon admission

■ Proactive patient
education through
community outreach

■ Strategies for timely
project completion

COMING IN FUTURE MONTHS

CE instructions

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

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

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



recently updated CDC recommendations for SARS.
Shapiro is a postdoctoral fellow in risk assessment
and intervention research with individuals and
families at Oregon Health & Science University
School of Nursing in Portland. An ED nurse and
nurse manager before recently completing a doc-
toral program, she is the Emergency Nurses
Association’s representative to the CDC’s SARS
task force.

This recording will serve as an invaluable
resource for your entire staff. Your fee of $199
includes presentation material, additional read-
ing, and 1 hour of CE, CME, or Critical Care
credit. For more information, call customer ser-
vice at (800) 688-2421 or contact us via e-mail at
customerservice@ahcpub.com. When ordering,
refer to effort code: 85541.  ■
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CE objectives

After reading Patient Education Management,
health professionals will be able to:

• identify management, clinical, educa-
tional, and financial issues relevant to patient
education;

• explain how those issues impact health
care educators and patients; 

• describe practical ways to solve problems
that care providers commonly encounter in
their daily activities;

• develop or adapt patient education pro-
grams based on existing programs from other
facilities.  ■

CE Questions

5. To improve health literacy, the Partnership for
Clear Health Communication is recommend-
ing that patients be advised to ask which of
the following questions?

A. What is my main problem?
B. Where can I educate myself?
C. Why is it important for me to do this?
D. A and C

6. Direct, hands-on education efforts at Freeport
Health Network include:

A. Active listening
B. Dealing with difficult customers/patients
C. Time management
D. All of the above

7. HIPAA allows the free flow of information
among covered entities for the purposes of
treatment, payment, and health care opera-
tions, without prior patient authorization. 

A. True
B. False

8. According to the American Academy of
Otolaryngology — Head and Neck Surgery,
hearing damage can occur due to prolonged
exposure to noises above:

A. 55 decibels
B. 65 decibels
C. 85 decibels
D. None of the above

Answers: 5. D; 6. D; 7. A; 8. C.
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