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Proven Solutions for Old Problems — Part 1 of 3

Tap into physician patient
concerns to draw them into
education activities
Then use physician champions to increase 
participation levels among their peers

As part of the interdisciplinary care team,
physicians are expected to participate in
patient education, according to the Joint

Commission on Accreditation of Health Care
Organizations in Oakbrook Terrace, IL. But this
requirement means little to many physicians, and
their lack of contribution to patient education activ-
ities is frequently a problem. 

“The physicians who participate in patient edu-
cation truly believe in the value of it. They will do
it regardless of whether or not there is a standard
that tells them to do it,” says Marilyn Barton, RN,
BSN, patient education coordinator at Riverside
Regional Medical Center in Newport News, VA. 

While physicians take part in the Joint Commis-
sion surveys and participate in mock survey inter-
views, meeting the standards for patient education
is not their main motivation. The trick to getting
physicians involved is to tap into their natural con-
cerns for their patients, explains Barton.

To do that, the patient education manager must
keep the team focused on the patient, says Leah
Kinnaird, EdD, RN, a consultant with Creative
Healthcare Management in Minneapolis. “Once you
can get everyone to focus on the patient, that makes
a terrific difference. You have to keep bringing the

Proven Solutions for Old Problems — Part 1 of 3
There are several problems in patient education that many
patient educators say are difficult to solve. Meeting Joint
Commission standards on interdisciplinary teaching and its
documentation, incorporating physicians into the teaching
plan, and providing consistent education across the contin-
uum of care are a few. In this issue, we begin a three-part
series that addresses these issues that never seem to go
away. This month, we talk about ways to get physicians
involved in patient education.



issue back to what is in the best interest of the
patient,” she explains. 

Carol Maller, MS, RN, CHES, patient educa-
tion coordinator at the Veterans Administration
Medical Center in Albuquerque, NM, offers this
example to illustrate this point. She came to the
conclusion that the struggle to get all disciplines
to document on one form was not in the best
interest of the patient. While the Joint Commis-
sion looks for documentation as proof of teach-
ing, trying to make physicians document on an
interdisciplinary form was not meeting their need
to deliver high-quality care, she says. 

“I try to look at practice as it exists and then
incorporate that into policy,” she says. So, although
there is a form for documentation of interdisci-
plinary teaching, the VA physicians incorporate the
information into their notes in a more informal
style.

Patient interest is not the only common ground
physicians and educators have. There are many
physicians who embrace patient education, so
court them as your allies. Instead of trying to
knock down barriers, go where there is an inter-
est in patient education and solicit these physi-
cians as champions for teaching. The patient
education committee at the VA Medical Center 
in Albuquerque consists of Maller’s hand-picked
champions for patient education from every dis-
cipline represented on the committee.

When conveying policy to hospital personnel,
she has these committee members deliver the
information at their staff meetings. For example,
the dietitian on the committee speaks to the other
dietitians and the physician speaks to other physi-
cians. “As much as people are supposed to be on
a team, we still have our own identities by our
profession. Therefore, it works better for me to
work within like groups using my champions,”
explains Maller. 

The fact that physicians are more likely to lis-
ten to a colleague than to the patient education
manager became clear when Baptist Health
Systems of South Florida in Miami linked its Web
site directly to drkoop.com, the Web site of C.
Everett Koop, MD, former surgeon general of the
United States. The association with this famous
physician, a champion of education, boosted the
value of education in the physicians’ eyes. They
eagerly attended a reception with Koop in sup-
port of health education when the partnership
with drkoop.com was kicked off, says Yvonne
Brookes, RN, patient education liaison at the
health system. 
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While a partnership with a famous physician 
is a good way to draw attention to patient educa-
tion, you also need physicians who are more
readily available. A good way to identify and
develop physicians as patient education champi-
ons is through community outreach program
development, says Brookes. At Baptist Health
Systems, physicians collaborate on curriculum
development as part of the Community Wellness
Health Committee and are used as speakers.
“Often, the health and wellness topics relate back
to physician’s practices or expertise, and people
get to know what services our physicians offer,”
says Brookes. This process builds good relations,
and the physicians become supportive of patient
and family education standards within inpatient
care, as well. 

Current trends in health care can be a boost to
physician involvement in patient education. The
self-care trend requires the provider to be more
involved in what patients are supposed to do,
such as monitoring their blood pressure, blood
glucose level, or weight, says Maller. Therefore,
physicians are much more likely to look to the
patient education department for support. To
meet this need, Maller has shifted many of the
patient education resources to the outpatient
areas. For example, the learning center is located
near the outpatient clinics, and there are a num-
ber of group outpatient classes offered at the VA
Medical Center.

“Patients need to be able to manage indepen-
dently at home. We don’t keep them in the hospi-
tal as long as we used to, so the burden is more
on them, and that opens the door for me to work
with the physicians on patient education because
I really have something to offer,” says Maller.

In the information age, many patients are
much more informed about their diagnoses and
treatment alternatives, and they come to their
physician visits with many questions. Yet it takes
time to answer these questions, something all
health care workers are short of these days. The
combination of better-informed patients and the
ever-present time crunch make it more impera-
tive for physicians to participate in a collabora-
tive process for patient education, says Kinnaird. 

Because patients have a lot more information,
which generates questions, physicians are sup-
portive of a good patient and family education
process in which people are provided with infor-
mation and useful resources. They will take
advantage of the resources by making appropri-
ate referrals, says Brookes.

There are areas where physicians easily fit into
the collaboration process for patient education.
They can sit on formal committees, and patient
education managers can consult with them on the
appropriateness of patient education materials.
However, patient education managers must be
willing to work with physicians. 

For example, when asking for their help with
material evaluation, you must catch them at the
right time — when they are not too busy — and
be specific in your request, says Barton. Rather
than simply asking for their opinion, ask if they
would give the booklet to their patients, she
explains. If they take the material for review, be
sure to give them a deadline for responding. 

When the Joint Commission asks about physi-
cian involvement in patient education, examples
of their participation on committees and in the
development of materials help provide proof,
says Brookes. 

Also, identify areas of your health care sys-
tem where physicians must be highly involved
in patient education. “It is difficult to show
physician involvement in patient education on 
a regular med-surg unit, but if you use your
high-volume services like oncology or cardiac
rehab, you will find that physicians are very
much involved in the teaching and helping
patients change their lifestyles. So pick exam-
ples you can point to,” says Brookes.  ■
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For more information on incorporating physicians into
patient education, contact:
• Marilyn Barton, RN, BSN, Patient Education Coordinator,

Riverside Regional Medical Center, 500 J. Clyde Morris
Blvd., Newport News, VA 23601. Telephone: (757) 594-
2729. Fax: (757) 594-2257. E-mail: marilyn.barton@
rivhs.com.

• Yvonne Brookes, RN, Patient Education Liaison,
Baptist Health Systems of South Florida, 6200 S.W.
73rd St., Miami, FL 33143-4989. Telephone: (305)
242-3530. Fax: (305) 242-3578. E-mail: yvonneb@
bhssf.org.

• Leah Kinnaird, EdD, RN, Consultant, Creative
Healthcare Management, 1701 E. 79th St., Suite 1,
Minneapolis, MN 55425. Telephone: (800) 728-7766
or (612) 854-9015. Fax: (612) 854-1866. E-mail:
leahjo@aol.com.

• Carol Maller, MS, RN, CHES, Patient Education
Coordinator, VA Medical Center, 2100 Ridgecrest 
Drive S.E., Albuquerque, NM 87108. Telephone: (505)
265-1711, ext 4656. Fax: (505) 256-2870. E-mail:
MALLER.CAROLYN_E@ALBUQUERQUE.VA.GOV.
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Skills Training Programs

Teach staff first 
for success with patients
Train-the-trainer sessions spread knowledge

(Editor’s note: Most patient education managers
agree that it is not enough to give health care profes-
sionals resources to teach. Staff must be taught teach-
ing skills in order to use the resources effectively.
Last month, we launched a series on teaching staff
how to teach with a profile on a patient education
workshop at the University of Utah Hospitals and
Clinics in Salt Lake City. This month, we conduct an
in-depth analysis of a train-the-trainer program at
Santa Clara Valley Medical Center in San Jose, CA.
Our goal is to offer a comprehensive overview of
skills training programs from time to time through-
out the year 2000.)

At Santa Clara Valley Medical Center in San
Jose, CA, a committee was hard at work

developing patient education materials at a sixth-
grade literacy level to ensure that consistent, reli-
able teaching tools were available to staff. During
the process, it became clear that tools were not
enough. 

In addition, staff needed hands-on training in
teaching techniques. They also needed to learn
how to deal with such teaching barriers as reduced
hospital stays, tight staffing ratios, and an overall
lack of time to teach. 

To remedy the situation, a workshop was
designed to give patient education liaisons from
all the medical areas throughout the health care
system skills for teaching patients and the ability
to train their colleagues. 

Liaisons take information back to units

“It would be impossible for everyone through-
out the whole system to attend this eight-hour
class, so the idea was to do a train-the-trainer
day. One person working as a liaison would
learn the information and take it back to their
units so everyone got the same basic informa-
tion,” explains Janet Sohal, RN, MSN, the staff
developer in educational services who coordi-
nated the workshop.

To select a liaison, Sohal sent an e-mail mes-
sage to managers at clinics and on hospital units,
asking them to choose a representative to attend

the workshop. The staff members selected were
those who had an interest in patient education
issues and in teaching. 

Approximately 55 people attended the class
last November. The liaisons were given until
February 2000 to conduct inservices for all their
colleagues. A member of the subcommittee that
organized the workshop was available to assist
them with the first inservice if they wanted
help. 

Also, the last activity at the workshop was
assembling a poster board to aid the attendees
when they conducted the inservices on their
units. The subcommittee had created a sample
poster board and laminated print materials on
the key points of each area of the curriculum cov-
ered, such as tips for teaching, to make the project
simple. By assembling the board, the liaisons
reinforced what they needed to talk about during
the 20- to 30-minute sessions they would conduct
on their units, says Sohal.

Curriculum designed to be issue-driven 

The patient education committee had deter-
mined what the curriculum would cover, based
on issues they had observed in the clinics and on
the units where they worked. For example, lack
of documentation of teaching and the education
of culturally diverse patient groups were two
areas where instruction was needed. The curricu-
lum covered the following topics:

• Lessons on cross-cultural teaching.
A local group specializing in cultural diversity

was brought in to teach the first part of the work-
shop. To help show the liaisons how to bridge
cultural barriers to patient education, they split
into small groups to discuss case scenarios and
came back together as a class to go over solu-
tions. The teaching made the liaisons aware of
cultural issues, such as showing respect for the
head of the family. “It helped them understand
that maybe they wouldn’t just teach the patient,
but educate the leader of that family as well, such
as the mother-in-law,” says Sohal.

• JCAHO requirements for patient education.
A nurse from the quality improvement depart-

ment discussed the patient education standards
set by the Joint Commission on Accreditation of
Healthcare Organizations in Oakbrook Terrace,
IL. This included the documentation of patient
education. (For information on how teachers
were selected and what teaching methods were
used, see article on p. 17.)
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• Roadblocks to patient education.
During this session, participants were split into

groups to discuss problems they had encountered
on their units and in their work environment and
ways to deal with them, such as finding enough
time to teach. “For this problem, we tried to make
them aware that they didn’t have to sit down
with a patient for five to ten minutes, but just
telling the patient to turn over onto the left side
because breathing would be easier might be good
instruction,” says Sohal.

• Tips for effective teaching.
This session covered techniques for teaching

that would enhance learning, such as highlight-
ing the important information on a handout as it
is discussed with a patient or simply explaining
the three main survival skills needed upon dis-
charge rather than going over the entire informa-
tion sheet. 

Effective education requires teaching skills

Staff often complained they don’t have enough
time to teach. “But I tried to explain that even
with enough time, if they don’t have the skills or
the tools, they won’t be an effective educator,”
says Susan Karlins, MPH, director of health edu-
cation for Valley Health Plan in San Jose, CA, and
the instructor for the session on teaching tips. 

“I tried to give them skills they could use within
the time they have,” she explains.

• The role of a patient education liaison.
The liaisons were given instruction on the

duties they would be expected to perform, which
includes teaching staff on their unit what they
learned by conducting inservices and attending
quarterly meetings of the patient education com-
mittee. They are to bring patient education issues
from their unit to the meetings so the committee
can address them. “This wasn’t just a classroom
exercise. We want to continually cover these
issues and work on them,” says Sohal.  ■

February 2000 / PATIENT EDUCATION MANAGEMENT™ 17

Pick instruction methods,
teachers with care
Variety demonstrates appropriate techniques

To make sure liaisons gained the skills
needed to effectively teach their col-

leagues how to teach patients, instructors for
a training workshop at Santa Clara Valley
Medical Center in San Jose, CA, were chosen
for their expertise. To discuss the role of the
liaison, a nurse manager was paired with a
health educator. “The health educator talked
about how to portray yourself as an educator
to different people. The nurse manager was
selected to show staff that the administration
supports patient education,” explains Janet
Sohal, RN, MSN, a staff developer in educa-
tional services at the medical center.

A local group that specializes in cross-cultural
education was hired to teach staff how to

approach people from other cultures. A nurse
taught how to comply with the standards on
patient education of the Joint Commission on
Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL. She was from the quality
improvement department and therefore was
familiar with the accreditation requirements. 

In addition to having a variety of instructors
with expertise in the area they were selected to
teach, workshop planners made sure a variety of
teaching methods were used. Those included
small and large group discussions, a video, over-
head illustrations, handouts, and poster boards.

“There were some points that were very
important, so I used handouts to reinforce the
education. For example, I produced a 12-point
checklist on how to make sure your patients
understand the materials you give them,” says
Susan Karlins, MPH, director of health educa-
tion for Valley Health Plan in San Jose, CA,
and the instructor for the session on teaching
tips.  ■

For more information on creating train-the-trainer
sessions to teach staff how to teach, contact:
• Susan Karlins, MPH, Director of Health Education,

Valley Health Plan, 3003 Moorpark Ave., San Jose, CA
95128. Telephone: (408) 885-4038. Fax: (408) 885-
5921. E-mail: susankarlins@hhs.CO.Santa-Clara.CA.
US. 

• Janet Sohal, RN, MSN, Staff Developer, Educational
Services, Santa Clara Valley Medical Center, 751 South
Bascom Ave., San Jose, CA 95128. Telephone: (408)
885-5677. Fax: (408) 885-5192. E-mail: sohaljan@hhs.
CO.Santa-Clara.CA.US.
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Health observances create
‘teachable moment’
Take advantage of heightened public awareness 

Thanks to the promotional efforts of the
Dallas-based American Heart Association,

February has been known as “heart month” for
years. This makes February a good month for
community outreach programs on the preven-
tion of heart disease. Different health organiza-
tions have sponsored various health-related
observances like this one for every month of the
year. These observances provide the perfect
opportunity to increase consumer awareness
because the media often focus on them and the
organizations offer many promotional materials. 

“We do a lot of our program planning around
monthly observances. The entire Consumer Health
Education staff sits down each year to go through
the different observances and picks out one or two
per month,” says Deborah J. Pfaffenhauser, RN,
director of consumer health education at Bayhealth
Medical Center in Dover, DE.

The medical center uses its mobile van to pro-
vide targeted screening and education programs in
the community. For example, May is osteoporosis
month, so the van will go into the community to
conduct osteoporosis screenings. Staff try not to
focus on the same health promotions year after
year, but the public is so aware of some of them
(such as heart month in February and breast cancer
awareness month in October) that they must be
included, says Pfaffenhauser. (For information on
health promotion months, see box at right.)

Health promotion events are included on the
monthly health education calendar along with
patient and family education classes and support
group meetings at Jackson Memorial/University
of Miami Medical Center. “On that monthly calen-
dar, the health promotion of the month is listed,
and the activity that celebrates that promotion is
highlighted,” says Sharon Sweeting, MS, RD, LD,
CDE, coordinator of patient and family education
at the health care facility. 

Each member of the systemwide patient edu-
cation committee is responsible for planning a
health observance one month out of the year. “I
am a one-woman department, so I have to use
the extended network,” says Sweeting. 

Staff members in the education department at
Saint Joseph’s Hospital in Syracuse, NY, choose an
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Annual Health Observances
JANUARY: National Birth Defects Prevention

Month , sponsored by March of Dimes Birth Defects
Foundation, 1275 Mamaroneck Ave., White Plains,
NY 10605. Telephone: (888) 663-4637.

FEBRUARY: American Heart Month , spon-
sored by the American Heart Association, 7272
Greenville Ave., Dallas, TX 75231. Telephone:
(800) 242-8721.

MARCH: National Nutrition Month , sponsored
by the American Dietetic Association, 216 W.
Jackson Blvd., Suite 800, Chicago, IL 60606-6995.
Telephone: (312) 899-0040.

APRIL: Cancer Control Month , sponsored 
by the American Cancer Society, National
Headquarters, 1599 Clifton Road N.E., Atlanta, GA
30329-4251. Telephone: (800) 227-2345.

MAY: National Arthritis Month , sponsored by
the Arthritis Foundation, 1330 W. Peachtree St.,
Atlanta, GA 30309. Telephone: (800) 283-7800.

JUNE: National Safety Month , sponsored by
the American Society of Safety Engineers, 1800
East Oakton, Des Plaines, IL 60018-2187. Tele-
phone: (847) 699-2929.

JULY: Fireworks Safety Month , sponsored by
Prevent Blindness America, 500 E. Remington
Road, Schaumburg, IL 60173. Telephone: (800)
331-2020.

AUGUST: Spinal Muscular Atrophy
Awareness Month , sponsored by Families 
of Spinal Muscular Atrophy, P.O. Box 196,
Libertyville, IL 60048-0196.

SEPTEMBER: National Cholesterol Education
Month , sponsored by the National Heart, Lung, and
Blood Institute Information Center, P.O. Box 30105,
Bethesda, MD 20824-0105. Telephone: (301) 592-
8573. 

OCTOBER: Healthy Lung Month , sponsored by
the American Lung Association, 1740 Broadway,
New York, NY 10019-4374. Telephone: (800) 586-
4872.

NOVEMBER: National Diabetes Month , spon-
sored by the American Diabetes Association, 1660
Duke St., Alexandria, VA 22314. Telephone: (800)
232-3472.

DECEMBER: National Drunk and Drugged
Driving (3D) Prevention Month , sponsored by 3D
Prevention Month Coalition, 1900 L St. N.W., Suite
705, Washington, DC 20036. Telephone: (202)
452-6004.

(Editor’s Note: The Office of Disease Prevention
and Health Promotion of the U.S. Department of
Health and Human Services has the 2000 National
Health Observances Calendar available on its Web
site: nhic-nt.health.org.)



Learning styles 
are key to retention 
Conversation, videos, pamphlets all play role

Question: “How do you determine a patient’s
learning preference, and once you know this,
how do you individualize teaching to fit that
preference?”

Answer: “If you ask most people, ‘What’s
your learning style?’ they have no idea what
you’re talking about,” says Fran London, MS,
RN, health education specialist at Phoenix
Children’s Hospital. That’s why the education
documentation record at the hospital includes
the prompt: “The last time you wanted to learn
something new, how did you go about it?” The
answer tells the educator how best to teach the
patient because people naturally engage the
method that works best for them when trying 
to learn something. 

The teaching can be individualized to fit the
patient’s preference by using the method the
patient prefers to use in other situations, whether
that method is conversation, written materials,
videos, or direct experience, explains London.
However, regardless of the patient’s learning pref-
erence, it is best to use more than one teaching
method to improve recall. When several senses
are used to learn, the patient has more ways to
bring the information back up to consciousness
when needed, she says. 

“Retention is higher with a combination of
styles of learning, such as seeing, hearing, and
reading,” agrees BJ Hansen, BSN, patient educa-
tion coordinator at Grant/Riverside Methodist
Hospitals in Columbus, OH. At this health care
system, nurses are encouraged to use as many
teaching methods as they can with each patient. 

The written text, although commonly used for
a reference, is just one piece of the educational
process, she says. The nurse usually incorporates
verbal instruction with visual aids, as well as
written content. Visual aids commonly used to
meet the needs of visual learners include illustra-
tions, videotapes, demonstration, and models.
For most patient populations, there are resources
for various types of learners. 

However, resources for non-English speaking
patients are sparse. “We have a long way to go to
get written information as well as visual resources
to this patient group to complement a nurse’s ver-
bal instruction with the help of an interpreter,”
says Hansen.

Much of the learning assessment, including
preference of teaching method, can be done
during the admission process to save time, says
Cezanne Garcia, MPH, CHES, manager of
patient and family education services at the
University of Washington Medical Center in
Seattle. To prompt assessment upon admission
to the hospital, a form was created that assessed
patient education needs in all appropriate areas.
It also prompted the use of open-ended ques-
tions when necessary to get the most complete
information. 

For example, in the section titled “Educational/
Cultural/Learning Preferences,” the assessment
form prompts the admitting nurse to ask the
patient: “What is your main concern about your
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event to feature for the month and create an educa-
tional bulletin board display in the clinics. They
also display materials in a variety of places, such as
on a table outside the cafeteria or at the wellness
center and personnel health office. The event can
provide the opportunity to write a feature on the
topic for the hospital newsletter, says Nancy Black,
RN, BSN, CDE, patient educator at Saint Joseph’s.

“Variety with gimmicks to catch attention works
best for us without a great expense,” she says.
Sometimes the time of year evokes promotional
ideas, as well. For example, a bulletin board dis-
play for December focused on surviving the holi-
days. It featured activities for families and simple
gift ideas, such as a recipe for play dough.  ■

For more information on developing promotions around
monthly health observances, contact:
• Deborah J. Pfaffenhauser, RN, Director, Consumer

Health Education, Bayhealth Medical Center, 640 South
State St., Dover, DE 19901. Telephone: (302) 674-
7099. Fax: (302) 730-3047. E-mail: dpfaffenhauser@
kgh.bayhealth.org.

• Sharon Sweeting, MS, RD, LD, CDE, Coordinator,
Patient and Family Education, Jackson Memorial/
University of Miami Medical Center, Miami. Telephone:
(305) 585-8168. Fax: (305) 326-7982. E-mail:
SSweetin@med.miami.edu. 
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care that we should include in your teaching
plan?” Then there are questions about how the
patient prefers to learn, such as pictures, video-
tapes, or written materials. 

Currently, the health care facility is in the pro-
cess of implementing an on-line documentation
system on all inpatient care units. The system
will allow the health care professional to review
information recorded on the nursing admission
assessment, such as learning preferences, but it
also will cue assessment of readiness to learn
because pain issues, medication, or cognitive
functioning all influence whether or not a given
moment is teachable, says Garcia. 

If the moment is teachable, the educator can
access a variety of patient education resources
on the hospital’s Intranet site to individualize
the teaching to fit the patient’s learning prefer-
ence. An inventory includes a list of all materials
that can be printed and the location of commer-
cial pamphlets, videotapes, audio cassettes, and
closed-circuit television programming.

The nursing admission assessment is a good
place to determine learning preferences, says
Hansen. At Grant/Riverside Methodist Hospitals,
information on patients’ learning preferences is
included on the Patient Health History form, and
all disciplines involved in the teaching are respon-
sible for reviewing the health history. “In my gen-
eral patient education policy, I address assessing
for barriers to learning, how they learn best, edu-
cational level, as well as cultural and religious
issues,” says Hansen.  ■

Teach patients to imagine
better health; it happens
Imagery and visualization can improve outcomes

The mind can be a powerful tool for reducing
stress and anxiety, which can result in a

decrease in pain, side effects, and even length of
stay, according to experts in imagery and visual-
ization. To harness the mind’s power, people must
learn to draw upon the resources of the right-
hand side of the brain, says Susan Ezra, RN,
HNC, co-director of Beyond Ordinary Nursing, 
a Foster City, CA-based certificate program in
imagery for nurses. 

“We go to a physician or practitioner to receive
some intervention, which is good, but we can
also tap into our inner resources. We can tap into
the power of the mind and the body’s natural
intelligence in healing,” says Ezra. For example,
the body already knows how to repair a bone or
heal a wound.

Going within to find information

Imagery and visualization are based on the
idea that people often have a lot of the answers
to their health problems, but they don’t relax
and become quiet enough to go inside and find
the information. Sometimes they don’t know
they have the information. The right side of the
brain is the bridge between the conscious and
subconscious mind and holds the key to bring-
ing this buried information to bear on the ill-
ness. (To learn about training in imagery
visualization techniques, see resource box 
at the end of this article.)

There are two types of imagery. Guided imagery
is the therapeutic process that harnesses the imagi-
nation to improve mental attitude and achieve pos-
itive outcomes and innate healing within the body.
The process is scripted and can be directed by
either a practitioner or an audio tape.

Integrative imagery takes this therapeutic pro-
cess to a deeper level by eliciting and working
with a person’s own images, both positive and
negative. A trained practitioner guides this pro-
cess in order to help the person bring to mind an
image that symbolizes something such as heal-
ing. The practitioner directly engages the image,
often in dialogue. For example, if the image sym-
bolizes healing, it may reveal what is needed for
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For more information on incorporating learning
preferences into teaching, contact:
• Cezanne Garcia, MPH, CHES, Manager, Patient and

Family Education Services, University of Washington
Medical Center, 1959 Pacific St. N.E., Box 356052,
Seattle, WA 98195. Telephone: (206) 598-8424. Fax:
(206) 598-7821. E-mail: ccgarcia@u.washington.edu.

• BJ Hansen, BSN, Patient Education Coordinator, Grant
Riverside Methodist Hospitals, 111 South Grant Ave.,
Columbus, OH 43215. Telephone: (614) 566-5613. Fax:
(614) 566-8067. E-mail: BHANSEN@ohiohealth.com. 

• Fran London, MS, RN, Health Education Specialist,
Phoenix Children’s Hospital, 909 East Brill St., Phoenix,
AZ 85006. Telephone: (602) 239-2820. Fax: (602) 239-
4670. E-mail: flondon@phxchildrens.com.

SS OO UU RR CC EE SS



the body to heal while the discussion is taking
place with the practitioner.

Imagery and visualization can be used in many
ways in a health care setting. It’s useful in mov-
ing people past barriers that block a successful
recovery, says Fran London, MS, RN, health edu-
cation specialist at Phoenix Children’s Hospital.
Often, goals are difficult to achieve because peo-
ple can’t even imagine success. 

For instance, a patient who cannot imagine
walking again after hip surgery will have trou-
ble getting out of bed. If this patient imagines
walking, the images are filled with pain and
falling, thoughts that become a barrier to suc-
cess. “Patients need to know they must visual-
ize only positive images and that visualization
is most effective when done in great detail,
involving as many senses as possible,” says
London. 

The steps begin with identifying the goal, deep
breathing for relaxation, and imagining success in
detail. It’s not a one-time activity, but something
that should be done once or twice a day until suc-
cess is achieved.

Because patients can take guided imagery
audiotapes home with them and listen to them
frequently at their convenience, they are good
tools to help people relax and develop a positive
state of mind before surgery or a procedure, says
Diane L. Tusek, RN, founder of Guided Imagery,
Inc., in Willoughby Hills, OH. Audiotapes help
patients who struggle with chronic disease such
as diabetes as well as patients who face life-
threatening diagnoses such as cancer. 

“I don’t believe in using guided imagery tapes
that are disease-specific, because I don’t want to
focus on the disease. I focus on grasping the
adversity we have in life and becoming a better
person, then actually moving forward,” says
Tusek. For full benefit of the process, patients are
encouraged to listen to the tapes one to two times
each day. (For information on guided imagery
tapes, see resource list at right.)

When used as a relaxation technique before a
procedure, guided imagery can be a single event.
Patients going to the lab for an electrophysiology
study (EPS) at Deborah Heart and Lung Center in
Browns Mills, NJ, are given their choice of medi-
cation to relax or guided imagery. “The mind is
such a wonderful instrument. You can relieve
your pain and anxiety just by focusing on other
things and putting other images in your mind,”
says Patricia Stanford, RN, BSN, manager of the
EPS department at Deborah. 

To prepare a patient for guided imagery, she
describes what the lab room will be like in order
to lessen the chance of distraction. She also
teaches the patient how to breathe, which helps
in the relaxation process. It helps to take them
through a relaxation and imagery exercise before
they go to the lab because it is easier for them to
get into the process when they have done it
before, says Stanford.

Imagery and visualization have many benefits,
says Ezra, including an increased ability to cope
and an enhanced sense of well-being. These tech-
niques are particularly timely in the current health
care climate that focuses on patient empower-
ment. “The more we can empower patients to tap
into their inner resources, the more we will maxi-
mize their ability to either get well or stay well,
and imagery is one modality to do that,” says
Ezra.  ■
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For more information on imagery and visualization,
contact:
• Susan Ezra, RN, HNC, Beyond Ordinary Nursing, P.O.

Box 8177, Foster City, CA 94404-3004. Telephone:
(415) 479-4712. E-mail: NCPII@aol.com. Web page:
members.aol.com/NCPII/NCPII.html. 

Note: Beyond Ordinary Nursing is a 110-hour certificate
program that provides in-depth, hands-on training in
therapeutic imagery for nurses. The fee is $150. Courses
are offered throughout the year on the West Coast, East
Coast, and in the Midwest. Contact Beyond Ordinary
Nursing for a brochure and calendar.
• Fran London, MS, RN, Health Education Specialist,

Phoenix Children’s Hospital, 909 East Brill St.,
Phoenix, AZ 85006. Telephone: (602) 239-2820. Fax:
(602) 239-4670. E-mail: flondon@phxchildrens.com. 

• Patricia Stanford, RN, BSN, Manager, EPS Department,
Deborah Heart and Lung Center, 200 Trenton Road,
Browns Mills, NJ 08015. Telephone: (609) 893-1200,
ext. 5134. Fax: (609) 893-8888. E-mail: stanford@
deborah.org.

• Diane L. Tusek, RN, BSN, Guided Imagery, Inc.
2937 Lamplight Lane, Willoughby Hills, OH 44094.
Telephone: (440) 944-8929. Fax: (440) 944-1830. E-
mail: imageryg@stratos.net. Web site: www.guided
imageryinc.com.

Note: Diane Tusek offers staff training in guided imagery
and consulting on how to initiate a guided imagery pro-
gram. Guided imagery tapes and CDs are also available.
Two adult tapes or the CD cost $16.99 plus $4 shipping
and handling. The children and adolescent tape is $11.99
and the CD is $16.99 plus $4 shipping and handling.
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Tailor education plans
to the stages of change
Pros for change must outnumber cons 

By Joan Greathouse, MEd
President
Joan Greathouse Consulting Co.
Seattle

Do you floss every day? Most of us know we
should, but we don’t. Why? Because infor-

mation alone isn’t enough to motivate us to
change. The same principle applies to your
patients and clients when you try to help them.

In our work as patient educators, we are often
charged with helping people change their behavior
to improve their health. Why is change so difficult?
Why don’t patients just do what’s best for them?

Think about your own experience trying to
lose weight, quit smoking, or exercise regularly.
Even when you know you should do these
things, even when you want to do these things,
old habits are hard to break and new habits are
difficult to establish and maintain over time.

Ambivalence plays a major role. For example, I
first began thinking about starting a regular exer-
cise program 20 years ago. Although I’ve steadily
increased the amount of exercise I get since then,
only in the past six months has regular exercise
become an established part of my life! I’ve been
on a seesaw between the pros and the cons of

exercising. Finally, the balance has shifted to the
pros. I’ve overcome my ambivalence.

Until recently, the cons of regular exercise had
a powerful grip. Excuses were easy to make,
including:

• It takes up too much time.
• I hate to add one more thing to my busy

schedule.
• I’d rather read or make pottery.
• I hate to sweat.
• My hair gets limp.
Finally, I developed an exercise program I

really enjoy and do regularly — walking briskly
outdoors alone or with a friend. Because I’m a
consultant working alone in my home office much
of the time, an exercise break in the afternoon is
very appealing. Walking invigorates me, and I
often get great ideas on the project I’m working
on as I walk. Instead of making a lunch date with
colleagues, I often invite them to walk with me
around Green Lake or through Discovery Park.
My husband and I take hikes together most week-
ends. Now, exercise is an integral part of my life
because:

• I feel better physically.
• I am sharper and more creative.
• I am more relaxed.
• I look better.
• Walking gives me a good work break.
• It’s a pleasant way to spend time with people.
• I love being outside and looking at the water,

trees, and gardens.
• I can exercise on my own schedule.

Tipping the balance toward the pros

Think of a behavior you are trying to develop.
It can be a health-related behavior or anything
else you want to change. List the pros and cons.
Where are you on the seesaw of ambivalence?
What might tip the balance toward the pros?
What will motivate you to make the change?
How can you give yourself lots of rewards and
support?

What can we learn from our own experiences to
help us be more effective in our work? 

• All change is self-change. We can’t make
our patients, clients, or anyone else change. 

• Change is hard work. The challenge is giv-
ing up immediate pleasure for potential future
gain, not an easy task.

• In order to change, people need to over-
come their ambivalence; the pros of changing
need to be stronger than the cons.
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Do you have any insights into problems in
patient education or new ideas that have
improved patient education? If so, we invite
you to share them with readers of Patient
Education Management as a guest columnist.
This month, Joan Greathouse, MEd, president
of Joan Greathouse Consulting Co. in Seattle,
discusses ways to motivate changes in behav-
ior so the patient is not only learning infor-
mation but applying it. If you would like to
be considered as a guest columnist, please
contact Susan Cort Johnson, editor, at: (916)
362-0122 or suscortjohn@earthlink.net. 



Prochaska’s Stages of
Change theory says that
change is a process that
happens over time.1 So the
first step in helping moti-
vate others to change is to
understand where they are
in the change process and
use techniques to help
move them one small step
along the route. 

The chart accompanying
this article depicts a simpli-
fied way to understand
Prochaska’s stages and
some techniques to moti-
vate change. (See chart,
above right.) You can use
this chart as a starting place to develop effective
programs by designing specific strategies to moti-
vate people at each stage of readiness to change.
Many health education programs only reach peo-
ple in the action stage. In fact, only about 20% of
your target audience is in the action stage at a
given time. So the program never has a chance to
affect people in the pre-contemplation, contem-
plation, or preparation stages.

Even if you only have a few minutes with a
patient, take advantage of every teachable
moment. One to two targeted sentences can have
a significant impact, and patients appreciate your
interest, advice, and encouragement.

Reference

1. Prochaska J, Norcross J, DiClemente C. Changing for
Good: A Revolutionary Six-Stage Program for Overcoming Bad
Habits and Moving Your Life Positively Forward. New York:
Avon Books; 1994.

Related Reading

Miller WR, Rollnick S. Motivational Interviewing: Preparing
People to Change Addictive Behavior. New York: Guilford
Press; 1991.  ■
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Stages of Change

Pre-contemplation: Not even think-
ing about change

Contemplation: Starting to think
about a change

Preparation: Planning for change,
thinking of ways to change

Action: Actually making the change

Maintenance: Continuing new
behaviors, recovering from relapse

Ways to Motivate Change

Increase awareness of problem
behavior; provide information  

Decrease ambivalence by identifying
pros and cons of change; give support  

Resolve ambivalence; identify
rewards; make action plans  

Set short-term goals; give support;
help solve problems as they arise

Continue support; help solve prob-
lems; help recover from lapses

For more information about creating programs that target
each patient’s stage of change or to schedule a workshop
on motivating behavior change, contact:
• Joan Greathouse, MEd, President, Joan Greathouse

Consulting Co., 3853 Williams Ave. W., Seattle, WA
98199-1540. Telephone: (206) 284-3996. Fax: (206)
284-6362. E-mail: Joan@JoanGreathouse.com.
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Web sites with smoking 
prevention aids

There is a wide array of tobacco prevention
resources available on the World Wide Web.

Following is a list to enhance your patient educa-
tion efforts:

• Centers for Disease Control and Prevention
Web site: www.cdc.gov/nccdphp/osh
The Atlanta-based Centers for Disease Control

and Prevention has a tobacco information and
prevention source page with information for par-
ents and educators. A section for kids offers
posters, pamphlets, magazines, and other anti-
smoking material. The site includes links to other
sites.

• Doctors Ought to Care.
Web site: kickbutt.org 
This site is run by a Washington state organiza-

tion called Doctors Ought to Care. Separate sec-
tions for children and parents not only inform but
also encourage both constituencies to become
involved in anti-smoking activism.

• Master Anti-Smoking Page.
Web site: www.autonomy.com/smoke.htm
This site provides links to a multitude of on-

line anti-smoking resources.

• National Center for Tobacco-Free Kids.
Web site: www.tobaccofreekids.org/
An informative site with separate sections for

parents and kids run by the Washington, DC-
based National Center for Tobacco-Free Kids. The
site includes links to other sites for both kids and
their parents.

• Youth Information Web site.
Web site: youth.os.dhhs.gov/
The U.S. Department of Health and Human

Services in Washington, DC, runs this Web page
that covers smoking and other problems children
face such as alcohol use, teen pregnancy, and
gang violence.  ■
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After reading Patient Education Management,
health professionals will be able to:

• identify management, clinical, educa-
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education;
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that care providers commonly encounter in
their daily activities;

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



Kids learn to 
‘do the right thing’ 
Emergency training not too difficult for kids

Knowing how to react in an emergency can
mean the difference between life and death

for the victim. Therefore, many community out-
reach programs target adults, giving them such
skills as CPR training and first-aid techniques.
However, adults are not always present during
crisis situations. That’s why community outreach
classes at Valley Children’s Hospital in Madera,
CA, have been designed to give children the
skills they need in emergency situations.

For example, CPR for Kids is a class taught to
children ages 6 through 11, and Home Alone pro-
vides information on everything from choking to
fire safety for children ages 7 to 12. 

The Home Alone courses are aimed at latchkey
kids, children who arrive home from school to an
empty house because both parents are at work,
says Casey Eckert-Luker, community education/
health coordinator at the hospital. 

The CPR for Kids class came about after Eckert-
Luker saw a television show that re-enacted a
near drowning and the attempts to save the vic-
tim by a young teen when no adults were present.
“The teen on television started doing all kinds of
things to save the child’s life that were not correct.
After seeing that show, I went to the CPR instruc-
tor and asked if children were too young to learn
CPR,” explains Eckert-Luker.

To tailor CPR to children, the CPR instructor
and Eckert-Luker went through the literature to
make the language appropriate for children. They
did not want to dilute the meaning of any of the
words used, such as resuscitation. Rather than
replace such words, the instructors defined the
words for the children.

Part of the instruction helps children recognize
the warning signs of cardiopulmonary emergen-
cies for adults and children. CPR often is thought
of as something used on an adult, so the instruc-
tor discusses some of the situations that might
occur that would cause a child to stop breathing,
such as a blow to the head or near-drowning. 

Children learn CPR techniques for infants,
children, and adults, and they practice on man-
nequins. The children also learn how to do the
Heimlich maneuver. 

During both the CPR and Home Alone classes,
children are trained to talk to a 911 dispatcher.
Children need to know what dispatchers will say
and what kinds of questions will be asked so they
don’t panic during the call, explains Eckert-Luker. 

While CPR instruction is discussed during the
Home Alone course, hands-on teaching is not
included. Much of the class focuses on the discus-
sion of “what would you do if” scenarios. These
scenarios include the following:

• What would you do if you got a phone call
that made you feel uncomfortable?

• What would you do if you came home from
school and the door was open and you knew
mom and dad weren’t home?

• What would you do if someone came to the
door and you didn’t recognize that person?

• What would you do if you put something in
the microwave to heat and burned yourself? 

The scenarios are taken from a book that
Eckert-Luker found at a commercial bookstore,
titled “What Would you Do?” Children are given
a copy of the book to take home and encouraged
to go through at least one scenario each night
with their parents. 

The classes are offered quarterly. The Home
Alone course costs $20 for the first child and $10
for each additional child, and parents are required
to attend. The CPR class is $15 per child. A fee is
charged to cover the cost of the instructor and
class materials, but Eckert-Luker is trying to find
ways to offer the classes in community settings
free of charge.  ■
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For more information about CPR and home-alone classes
for kids, contact: 
• Casey Eckert-Luker, Community Education/Health

Coordinator, Valley Children’s Hospital, 9300 Valley
Children’s Place, MB05, Madera, CA 93638.
Telephone: (559) 353-7230. Fax: (559) 353-7160. 
E-mail: caseyluker@valleychildrens.org.
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Overcoming an adverse
teaching environment
Apnea management skills blocked by many barriers

Each year, about 400 infants are discharged
from Phoenix Children’s Hospital on an

apnea monitor. To ensure the safety of the baby
who has this life-threatening condition, parents
are required to attend two classes to learn how
to respond to the alarm. 

The timing of events is not always conducive
to teaching, says Jane Diaz, RN, MSN, manager
of the Apnea Management Program at the chil-
dren’s hospital. Parents are often exhausted,
having spent many hours at the hospital with
their baby. Others have a lot of anxiety caused
by the baby’s diagnosis. “If we feel there is a
high level of anxiety, we will teach the family in
private. Otherwise, we teach in a group,” she
says. Classes are held Monday through Friday 
at 1 p.m. and 3 p.m. 

The first class session provides instruction on
how to respond to the apnea monitor alarm, and
the second class teaches parents how to perform
infant CPR. The emphasis in the alarm response
class is on learning to follow a step-by-step pro-
cess that keeps the parent calm. “Every time the
monitor alarms, we don’t want families to dive
into the room waking up the baby, putting them
on the floor, and beginning CPR. About 99% of
the time, all babies need is a touch and they are
absolutely fine,” explains Diaz. 

Parents are taught to walk to the baby’s room
when the alarm goes off, counting the beeps
from the alarm. The alarm indicates that the
baby has stopped breathing or has had a drop 
in heart rate. Each beep is one second, and by
counting, they can determine how long the
episode is lasting. 

In the child’s room, they check the baby’s color
to determine if CPR is needed immediately. If the
color is normal, they check to see if the baby is
breathing. This can be done by looking for move-
ment in the baby’s chest or licking their fingers
and putting them in front of the baby’s nose and
mouth to feel air. The next step is to gently stimu-
late the baby. If there is no response, they pick the
baby up, place him or her on their shoulder, pat
the baby’s back firmly, flick the fingers, flick the
toes, and slap the bottom of the baby’s feet. If
there is still no response, they begin CPR. 

It’s important that parents do not rush into the
room and immediately perform CPR or turn off
the alarm, says Diaz. The monitor is computer-
ized and helps the management team track the
severity of each episode to determine how the
baby is progressing.

Educational reinforcements

A member of the apnea management team
calls parents within one week following dis-
charge. During the phone call, the team member
assesses parents’ knowledge of the information
taught in the classes. “If we recognize that they
retained very little, we review in depth what we
taught. Sometimes we encourage them to come
back and take the class again,” says Diaz. 

There are many reasons why parents might
not remember all they were taught. Anxiety and
exhaustion play a factor. Also, parents might
have been given the diagnosis before being
asked to attend the class and could be in a state
of denial.

To help reinforce the teaching, parents are
given a packet of detailed information. They
receive a poster that covers the steps for infant
CPR that they can hang in the baby’s room. They
also receive a flowchart that covers the steps for
responding to the alarm on the apnea monitor. 

A list of indicators, such as an increased number
of alarms or a color change in the baby, accompa-
nied by the name and phone number of a contact
person, helps parents respond appropriately to
problems. For example, one set of indicators
would trigger a call to the apnea management pro-
gram; another group would initiate a call to the
baby’s physician; and another set would generate
a call to paramedics.

Parents are told to call the apnea management
program any time, day or night. However, follow-
up calls by the apnea management team are made
on a case-by-case basis as long as the baby is on a
monitor.  ■
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For information on teaching parents apnea management,
contact:
• Jane Diaz, RN, MSN, Manager, Apnea Management

Program, Phoenix Children’s Hospital, Ancillary One,
1111 East McDowell Road, Phoenix, AZ 85006.
Telephone: (602) 239-4740. Fax: (602) 239-3556. 
E-mail: apnea@phxchildrens.com.
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