
Educational strategies address 
obesity epidemic of Americans
Taking weight off slowly and keeping it off

Americans are growing fatter in spite of media coverage about diet
and exercise. According to a survey conducted by the Atlanta-
based Centers for Disease Control and Prevention a few years ago,

an estimated 64 percent of adults are overweight or obese.
The overweight category includes individuals with a body mass index

(BMI) of 25 to 29.9, while individuals with a BMI of 30 or more are consid-
ered obese. 

People who are overweight or obese are more at risk for diabetes, high
blood pressure, high cholesterol, asthma, and arthritis, according to the CDC. 

Can the health care community make a difference? Patient Education
Management talked to a few health care professionals with expertise in
weight management to find out what America needs to know. 

One problem is that most people misunderstand the word “diet.” They
think that it is something you do to lose weight. “It is so unfortunate that
the word diet has been misused. It is really a Greek word that means
lifestyle. It was the perfect word, but we have turned it into a bad word,”
says Shirley Kindrick, PhD, RD, LD, a team leader for Comprehensive
Weight Management at the Center for Wellness & Prevention at The Ohio
State University Medical Center in Columbus.
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Weight loss is a hot topic, and many books and articles are written on
strategies for shedding pounds. However, the strategies do not seem to be
working. What is needed is healthful behavioral changes, and often these
need to take place one step at a time. According to health care experts, a
diet is not something a person goes on when he or she needs to lose weight.

EXECUTIVE SUMMARY



Diet should not be thought of as a moment in
time, agrees Andrea Dmitruk, RD, MA, clinical
coordinator of Food and Clinical Nutrition Services
at New York Presbyterian Hospital/Weill Cornell
Medical Center in New York City. “Diet is the
nutrition that you take in to maintain a healthful
lifestyle,” she says. 

Following the right diet is not only the restric-
tion of calories but selecting the right balance of
nutritional foods. Many people go on a weight-
loss diet and, once they reach their goal, they go
back to their normal eating pattern. More people
can lose the required weight than maintain it,
says Dmitruk. “Lifelong lifestyle change is the
key,” she says. 

Everyone says that as soon as they reach their
goal weight they will never gain the weight back,
but that is not true if they haven’t changed their
eating habits, says Kindrick. The weight is a
symptom, and they need to discover the root
cause for being overweight. “Most people have
no idea what they are eating — they just think
they know,” she says. 

A lot of people Kindrick works with fall into
one of two groups. There are those who like to
eat meat and foods that are high in fat, and those
who like their carbohydrates, such as sweets or
crunchy, salty foods.

Kindrick often tells people to keep a journal of
the food they are eating, their exercise, and also
how they interact with food at different points.
For example, if they went to a buffet, they would
note how they made choices and what was a
stumbling block. In this way they can learn what
they are doing right and evaluate the things that
are challenging. 

Some people find that the best way to avoid
overeating at a buffet is to look at their choices
and then sit down and think about what they
want before they go through the line. Others may
divide their plates into sections and put foods
that are higher in fat and calories in one of the
sections. 

If a people don’t have a plan, they will have a
problem, and the best way of creating a plan is to
track eating habits by journaling, says Kindrick.
(To learn more about planning a healthy eating
strategy, see article on p. 125.)

Journaling triggers behavior change

People need to be aware of their eating habits
to make lasting changes, says Dmitruk. Often
people form the habit of snacking while watching
television, and this causes them to overeat. 

Or they may not be overeating in volume, but
they may be selecting foods that are high in calo-
ries and fat. For example, they will choose a
burger with lots of cheese and sauce rather than
the plain hamburger. 

“People need to be aware of the behaviors that
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they need to change, and a journal is very help-
ful,” says Dmitruk. Many who say they know
what foods they have to decrease will drink a 16-
ounce glass of orange juice because it is healthy
without noting the amount of calories in the bev-
erage, she says. (To learn more about informa-
tion people should know to make lasting
lifestyle changes in diet, see article at right.)

One of the best permanent weight loss strate-
gies is to make small changes over a long period
of time that really become a part of a person’s life,
says Kindrick. 

Everyone wants an instant fix, but it takes
time to put on weight, and it takes time to take 
it off. Health professionals should help individ-
uals learn how to determine a realistic goal. 

According to the Department of Health and
Human Services in Washington, DC, a healthy
weight loss goal is ½ to 2 pounds per week. An
overweight or obese person can improve their
health by simply losing 10% of their body weight. 

People need to determine a realistic goal weight
that is right for them, says Kindrick. “Often I ask
the question, ‘what is the lowest weight in your
adult life you have been able to maintain for at
least a year?’ That is at least a starting point. If
someone wants to weigh 120 pounds but they
have never been under 175 pounds in their adult
life, that weight goal is not very realistic,” she
explains. 

Another stumbling block is exercise. Many
people think that they have to exercise at least
30 minutes a day at their target heart range in
order for it to be beneficial. Yet, if they are exer-
cising more than they were the previous day,
they are burning calories, and as people lose
weight their heart does not have to work as
hard, says Kindrick. Soon they are able to exer-
cise at their target heart range. People should 
set small goals and attain those first so that they

are not overwhelmed. Exercise is as simple as
getting out the door and walking, she says. 

Americans are on overload, says Kindrick.
Many have heavy workloads and a hectic family
life, which leaves little energy and time to create
a plan of care for themselves. Good eating habits
need to become a priority in people’s lives to pre-
vent weight gain, she says.  ■

Essential information 
for permanent weight loss
No quick way to shed pounds and keep them off

To reach a healthy weight and maintain it,
people need to know certain things. First

they need to learn that there is no magic bullet
for weight loss, and each person must learn what
works for them in an environment of good nutri-
tion, says Andrea Dmitruk, RD, MA, clinical
coordinator of Food and Clinical Nutrition
Services at New York Presbyterian Hospital/
Weill Cornell Medical Center in New York City. 

They must learn to strike a balance in their
daily diet, making sure that they eat a variety of
nutritious foods without depriving themselves of
“fun” food. For example, their diet might consist
of 95% nutritious food and 5% junk food. 

Before people can eat a balanced diet, they
must understand nutrition; therefore, some edu-
cation about nutrition is needed, says Dmitruk.
“I think a lot of fallacies about nutrition have
been passed on,” she says. 

It’s a good idea for people to learn how to read
labels so they know whether they are eating nutri-
tious food. Dmitruk urges people to look at the cal-
cium in each serving size because Americans are
not taking in enough calcium through the life cycle.
Also, people should pay attention to the amount of
fiber they are getting in a serving of cereal or bread.
There should be three to four grams of fiber per
serving, and that is difficult to find. 

One simple strategy people can try for increas-
ing the healthfulness of their diet is to shop the
perimeters of the grocery store, says Dmitruk.
There they will find the fruits and vegetables,
meat, dairy products and bread. “With a little
education — like selecting higher-fiber items in
the bread and cereal categories and meat that is
lower in saturated fat — I think people would
lose weight,” she says. 
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For more information about education pertaining to the
prevention of obesity, contact:
• Andrea Dmitruk, RD, MA, Clinical Coordinator, Food

and Clinical Nutrition Services, New York Presbyterian
Hospital/Weill Cornell Medical Center, 525 East 68th
St., New York, NY 10028. Telephone: (212) 746-0851.

• Shirley Kindrick, PhD, RD, LD, Team Leader,
Comprehensive Weight Management, Center for
Wellness & Prevention, The Ohio State University
Medical Center, 2050 Kenny Road, Suite 1010,
Columbus, OH 43221. Telephone: (614) 293-2810. 
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Another important element of education is to
make sure people understand that to lose weight,
they must eat fewer calories than they burn. “Cal-
ories in have to be less than calories out if we are
going to lose weight. That means exercise is a key
part of it. People have to move,” says Shirley
Kindrick, PhD, RD, LD, a team leader for Com-
prehensive Weight Management at the Center for
Wellness & Prevention at The Ohio State Univer-
sity Medical Center in Columbus. 

To make sure people do not overeat, they must
understand portion sizes. “I don’t know many
women who would sit down and eat four slices
of bread, but you can’t go to a bagel shop and get
a bagel that is less than that,” says Kindrick.

Also there is a need for people to learn a few
simple and quick food preparation techniques. “If
we are going to be dependent on the food indus-
try to provide our needs for food — whether it is
from vending machines, fast food restaurants or
regular restaurants — we will have a problem
with weight,” says Kindrick.  ■

Family lifestyle key to
children’s weight loss
Focus on healthy eating and exercise

Families need to focus on a healthy lifestyle
regardless if a child is overweight, says Beth

Passehl, MS, program coordinator III for Fit Kids
at Children’s Healthcare of Atlanta. 

In the six-week Fit Kids program for parents and
overweight children, families learn how to estab-
lish good healthy diet and exercise patterns. The
focus is not on weight loss, but on healthy living.

Often parents will remark that their slim child
can eat junk food all day long and not gain weight.
To this, Passehl responds that even if he or she
doesn’t gain weight, it is not a healthy habit. 

“Our philosophy is that the habits you instill
in the family have to be good healthy habits that
are health-focused and not weight-focused. [This
way,] everybody can adhere to them and should
adhere to them because they are the right things
to be doing for your body,” says Passehl. 

Often the health habits of overweight children
are not that different from children of average
weight, she says.

In today’s society children are bombarded with
opportunities for sedentary activities, including

surfing the Internet, playing computer games, 
e-mailing friends, and watching television. 

Also, in most families, both parents work, so
when a child comes home from school, there is
no one home to supervise their playtime. 

Food is accessible, very cheap, and easy to
come by. Anyone can walk down the street and
find food, says Passehl. In addition, many schools
have vending machines that don’t always have a
lot of nutritious choices. “There is amazing avail-
ability and temptation to eat the foods that are
less nutritious and less healthy on the whole,”
she says. 

Good health habits do much more than pre-
vent weight gain, agrees Jeanne McDaniel, MS,
RD, LD, CSP, a clinical nutritionist at Children’s
Healthcare of Atlanta Scottish Rite Campus.
Physical activity increases bone density. Also,
when children are inside the house watching
television, they are not getting the sunlight that
produces vitamin D. 

Parents should limit the amount of soft drinks
their children consume daily and keep them for
special occasions, says McDaniel. Soft drinks can
cause an imbalance between the calcium and
phosphorus intake by introducing a lot more
phosphorus. It makes the ratio between calcium
and phosphorus out of balance and can decrease
bone density, she explains. This could lead to
more bone fractures. 

It is important to help families become aware
of what they eat and drink and how much time is
spent in front of the computer and television. In
the Fit Kids program, one of the things that par-
ents are asked to do is track how often they serve
sweetened beverages on a weekly basis. Children
are so used to drinking soda and juice that sweet-
ness is the preferred flavor, says Passehl. 

She suggests parents start serving water
between meals and snacks rather than a sweet
beverage. Water is better for the body, and it helps
to change the habit of drinking too much soda. 

It is also important to help families scrutinize
their relationship with food. Parents with over-
weight children tend to tell them not to eat certain
foods and then a struggle develops. In response to
that struggle, children often overeat because they
eat quickly or sneak food and they tend not to be
in touch with their bodies or how they are feeling. 

“They eat too fast, never even tasting their
food, so they don’t enjoy it and also they don’t
get in touch with their own internal cues of
hunger and fullness,” says Passehl. 

Families need to learn that exercise isn’t just a
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segment of the day, but increasing physical activ-
ity in a lot of different ways. Not only can par-
ents park their car further from the mall entrance
when the family is on a shopping trip, but also
do five- to 10-minute activities such as dancing
to a CD, says Passehl. 

“Families don’t have to rely on a facility or
equipment or driving somewhere to be physi-
cally active,” she says. 

Parents must be good role models because 
if children don’t see their parents being active,
they won’t exercise either. When a parent says
that he or she is not active but they want their
child to be active, Passehl tells them that they
have to change. 

While some children lose weight when they
participate in Fit Kids, that is not the goal of the
program. The main goal is weight maintenance.
It is hoped that they will stop gaining and thus
grow into their weight, says Passehl. 

At least one parent attends the six-week course
with the overweight child, which consists of a
1½-hour class once a week. Usually physicians
refer the families into the program. About 10 to
12 families are enrolled at a time. 

Follow-up phone calls several months after the
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Meal plans help keep 
people on track
Eating doesn’t have to be unpredictable

Preplanning meals and snacks when trying
to lose weight can help prevent failure.

These plans target stumbling blocks that knock
people off track. 

Shirley Kindrick, PhD, RD, LD, a team
leader for Comprehensive Weight Manage-
ment at the Center for Wellness & Prevention
at The Ohio State University Medical Center in
Columbus, tells patients she is working with
active weight loss programs to create a three-
to-five-day menu plan that includes foods that
are always available. 

This way, if something happens that might
knock them off track, they will be prepared.
They will not have to think about what they
are going to eat. 

The meals can be items in the cupboard and
refrigerator such as a bowl of cereal and a glass
of orange juice for breakfast. They can be pre-
pared items such as a frozen dinner as well as
entrees found at restaurants that would be
suitable. 

Adults and children need to eat about five
times a day so they will not get so hungry that
they overeat, says Beth Passehl, MS, program

coordinator III for Fit Kids at Children’s
Healthcare of Atlanta. 

During this weight loss program for chil-
dren, families are told that parents have a job,
and that is to plan, prepare, and provide meals
and snacks. “We establish appropriate bound-
aries around when, where, and how food is
served,” says Passehl. 

Meals and snacks have a beginning, middle,
and end, and do not mean a continuous graze all
day long, she says. Between meals and snacks,
children and their parents should drink water. 

Planning is important because families are
usually overscheduled and consistently faced
with fast food choices. 

One goal is to have families slow down and
enjoy the food that they are eating. Passehl rec-
ommends that meals be served family-style.
“We eat for a variety of reasons, and we often
eat without paying attention to what we are
doing. People need to know that their needs
change day to day, especially for children.
Some days they want to eat more, and some
days they may need less,” she says. 

Children learn that their job is to come to
the table and make a selection from the food
that is provided. They need to determine how
much to eat and even if they will eat. People
need to pay attention to how their body feels
without pressure around eating or not eating,
says Passehl.  ■

For more information on the Fit Kids program or good
nutritional choices for children, contact:
• Jeanne McDaniel, MS, RD, LD, CSP, Clinical

Nutritionist, Children’s Healthcare of Atlanta, Scottish
Rite Campus, Clinical Nutrition, 1001 Johnson Ferry
Road, Atlanta, GA 30342. E-mail: Jeanne.McDaniel
@choa.org

• Beth Passehl, MS, Fit Kids, Program Coordinator III,
Children’s Healthcare of Atlanta, 1655 Tullie Circle,
Atlanta, GA 30329. Telephone: (404) 785-7236. E-mail:
Beth.Passehl@choa.org

SS OO UU RR CC EE SS



classes end have found that about 40% of the fam-
ilies make lasting lifestyle changes with improved
eating habits and more physical activity.  ■

New report highlights
abstinence programs 
Abstinence until marriage message not effective

Where does your state stand when it comes to
funding for abstinence-only programs? A

new report released by the New York City-based
Sexuality Information and Education Council of
the U.S. (SIECUS) details the amount, type, and
use of federal abstinence-only-until-marriage
funds in all 50 states and the District of Columbia.1

Federal funding for abstinence-only pro-
grams is set for $258 million in 2005, twice the
amount allocated in 2004.2 Funding for such
programs has jumped from the $59 million ini-
tially spent in 1998, when block grant monies
were first implemented. 

“At a time when many states and localities are
cutting both teen pregnancy and HIV/AIDS pre-
vention programs, we felt it was critical to docu-
ment the growth of unproven, and potentially
harmful, abstinence-only-until-marriage pro-
grams across the country,” says William Smith,
SIECUS director of public policy. “Hopefully, this
project will encourage clinicians and other repro-
ductive health providers to become involved, or
even more involved, with comprehensive sexual-
ity education in their community.” 

The report, SIECUS State Profiles: A Portrait of
Sexuality Education and Abstinence-Only-Until-
Marriage Programs in the States, provides an over-
view of controversies related to sexuality education
in each state, lists relevant state statutes, and gives
contact information for state-based organizations
involved in sexuality education and sexual health
issues. (To view the complete publication, go to
www.siecus.org/policy/states)

“We hope this document will give educators,
policy-makers, community leaders, and parents a
comprehensive picture of what our nation’s young
people are, and in many cases, are not learning
with respect to their sexual health,” says Smith.

Federal abstinence-only funding, along with
matching state funds, go only to programs that fit
a prescribed set of criteria, send “an unambigu-
ous abstinence message,” include such guidance

as “monogamous relationships in the context of
marriage are the expected standard,” and do not
endorse or promote contraceptive use. 

Three major funding streams provide money
for abstinence-only-until-marriage programs:
Title V, passed as part of the 1996 Welfare Reform
Act; Special Programs of Regional and National
Significance-Community-Based Abstinence
Education (SPRANS-CBAE); and the Adolescent
Family Life Act (AFLA). 

According to the SIECUS report, states that
receive the most federal funding for abstinence-
only-until-marriage programs include Florida,
New York, Ohio, Pennsylvania, and Texas. The
states that receive the least include Delaware,
Maine, New Hampshire, North Dakota, and
Vermont. Arizona, California, and Pennsylvania
do not accept Title V money. 

When it comes to SPRANS-CBAE and AFLA
grants, most of the grantees are in the South; the
Northeast has the fewest programs, the report
reveals. Crisis pregnancy centers are common
recipients of such funding, the report notes.

When it comes to sexuality education, state
laws vary widely, report findings note. Maine,
with the most comprehensive education law in
the nation, mandates sexuality education that 
is age-appropriate, medically accurate, and pro-
vides information on abstinence and contracep-
tion. California and Oregon have laws that
require those schools that choose to teach sexual-
ity education to take a comprehensive approach.
States with the most restrictive laws include
Alabama, Indiana, Louisiana, Mississippi, Ohio,
South Carolina, Tennessee, and Texas.

Clinicians may wish to use the SIECUS infor-
mation to help advocate for expanded compre-
hensive sexuality education programs in their
schools, clinics, and communities, says Smith. 
It also is important for clinicians to be aware of
abstinence-only-until-marriage programs within
their communities, because such programs may
include anti-choice and anti-family planning
messages, he notes. 

Are abstinence education programs effective in
changing teen sexual behavior and persuading
adolescents to be sexually abstinent? Information
on the topic is limited. A federally funded, inde-
pendent evaluation of Section 510 abstinence edu-
cation programs is scheduled for release in 2005. 

A study looking at youth who pledged not to
have sex before marriage shows that a majority
did not live up to their vows, according to a recent
national study.3 The teens who pledged also
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developed sexually transmitted diseases (STDs) 
at about the same rate as adolescents who had 
not made such vows. The teens who had taken
pledges also were less likely to know they had 
an infection, researchers note.4 Information was
drawn from the Atlanta-based Centers for Disease
Control and Prevention data on 12,000 U.S. teens. 

“Because 88% of those who pledge abstinence
until marriage will have sex before marriage, it is
critical that all young people get access to informa-
tion that will help them protect themselves from
acquisition of STDs, whether or not they — at
some time — intend not to have sex,” says study
co-author Peter Bearman, PhD, professor and
chair of the department of sociology at Columbia
University in New York City. 
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Poor communication: Root
of most patient safety ills
Change culture, improve patient satisfaction

A54-year-old man presented to the emergency
department (ED) with chest pain, and the

emergency physician performed an initial evalua-
tion, including an electrocardiogram and cardiac
markers, but they didn’t reveal a diagnosis. 

As the doctor continued to work on his differ-
ential diagnosis, the patient was having prob-
lems maintaining his blood pressure, so the
physician considered the possibility of a thoracic
aortic dissection. As a result, he took the chart
and, according to him, notated in the order sec-
tion that he wanted a computed tomography
(CT) scan of the chest with infusion, and gave 

it to the clerk. 
The order was not put in. The clerk said she

never saw the order and didn’t believe it was
communicated to her. 

Two hours later, the patient was still in the ED
and had not gone for a CT scan. The physician,
upon realizing this, ran to the nurse and clerk to
get the scan performed. The patient went down
for a CT scan, and he died in the room. In court,
the emergency physician pointed a finger at the
clerk and vice versa. The jury believed the clerk.

The verdict was more than $2 million, accord-
ing to Daniel J. Sullivan, MD, JD, FACEP, presi-
dent of the Sullivan Group, a consulting company
in Oak Brook, IL. 

As this example illustrates, poor communication
in the ED can have dire consequences. In fact, poor
communication between health care professionals
is the root cause of nearly seven of 10 sentinel
events, according to the Joint Commission on
Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL — and nowhere is communi-
cation more critical than in the ED. According to the
Joint Commission, there were a total of nearly 500
sentinel events in 2003 and more than 400 in 2002. 

“The ED is a high-stress, high-risk environ-
ment where there is not a lot of room for mis-
takes,” says Marc Taub, MD, FACEP, chairman
and medical director of the ED at South Coast
Medical Center in Laguna Beach, CA, and direc-
tor of team training for California Emergency
Physicians, an emergency physician partnership
that includes more than 600 emergency physician
partners in California. 

Taub points to the pilot, co-pilot, crew model.
“No one can possibly know everything that’s
going on, so if there’s not good communication
between staff and nurse and physician, there will
be things [the physician] will not know about,”
he says. The physician’s decision-making ability
and patient safety will be diminished, Taub adds. 

Attitude is an important component of com-
munication, adds Diana S. Contino, RN, MBA,
CEN, CCRN, a consultant with MedAmerica, an
Oakland, CA-based medical practice support
company for emergency services, and owner of
Emergency Management Systems, a Laguna
Niguel, CA-based consulting firm that special-
izes in staffing issues.

“A nurse will be reluctant to approach a physi-
cian who is unapproachable, and vice versa,”
Contino says. “It makes them less likely to solicit
information from one another.”

Whether you communicate openly should not
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be an option in the ED, says Taub. “You must
open lines of communication and constantly
work to improve,” he advises. “Even when peo-
ple have information they may not think is that
important, it should be brought to the decision
makers.” For example, a registration clerk might
hear a patient mentioning a suicidal plan. “That
information should be brought immediately to
the physician or nurse caring for the patient,”
Taub says. “Don’t assume they already know.” 

On the flip side, he says, decision makers
should share what they’re thinking and planning
and ask for input from others. “By communicat-
ing to others, it allows them be more proactive
and helps you achieve your goals,” he says. 

Taub recommends that after seeing a patient,
physicians share their impression and treatment
plan directly with the patient’s nurse. For exam-
ple, a physician could say, “I saw Mr. Jones in bed
8 and I don’t think he’s having cardiac chest pain,
but given his age and risk factors, I’m going to
order a cardiac work-up. Any other thoughts or
concerns?”

In addition, he says, it must be recognized
that although physicians and charge nurses are
the designated leaders, at any time anyone may
become a situational leader. “For example, if
multiple critical patients are in the ED simulta-
neously, a nurse or technician may need to step
up to the plate and assume temporary leader-
ship for a patient while waiting for the physi-
cian,” Taub notes.

Better communication is built upon what
Contino calls key tenets: 

• Create systems that foster double-checks
for verbal orders and clarification of written
orders. 

• Track and trend errors. 
• Promote optimal communication through a

multitude of channels. 
• Hold people responsible for their interper-

sonal actions. 
• To promote patient safety, remove blame

and look for solutions. 
• Give staff the tools to improve. 
Principles such as ‘insisting on open commu-

nication’ sound fine in theory, but how do you
translate that theory into reality?

Taub’s hospital and five others affiliated with
California Emergency Physicians implemented a
program called MedTeams, a teamwork training
course from Dynamics Research Corp. in Andover,
MA. The course teaches teamwork principles,
including communication, based on a model used

in high-risk industries. The program is based on
error reduction, teamwork, specific behaviors, and
cultural change. 

The course begins by recognizing human falli-
bility, Taub says. In this new paradigm, everyone
is encouraged to feel confident and empowered
to bring information forward. In this culture, “It
is no longer good to have a hierarchy if patient
safety is involved,” he explains. 

Taub points to two specific behaviors he says
have been instrumental in improving performance: 

1. Interdisciplinary rounds or briefings.
Scheduled after each shift, these include physicians,
nurses, registration, and anyone else who worked
on the shift. “The physician leads a quick briefing
on all available information on each patient, as well
as logistics, such as are we on diversion, bed issues,
and so on,” Taub explains. “It’s like a preflight brief-
ing.” And, he notes, no pilot would ever take off
without a preflight briefing.

2. Conflict management. “You want to get away
from notes like ‘Doctor so and so was aware . . .’”
Taub explains. “If you have a concern, go to the
physician and voice the concern. We give staff a
specific script to voice concerns, and as in aviation,
if the concern is not answered, we have a double-
challenge rule; you can go back a second time.”  ■

OSHA, JCAHO align 
to battle biohazards 
Alliance to provide education

In the latest of alliances it has formed with
other organizations, the Occupational Safety 

& Health Administration (OSHA) has partnered
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For information on improving communication, contact:
• Diana S. Contino, RN, MBA, CEN, CCRN, Owner,

Emergency Management Systems, 51 Hancock St.,
Laguna Niguel, CA 92677. Phone: (510) 835-7405. 
E-mail: continod@medamerica.com

• Daniel J. Sullivan, MD, JD, FACEP, The Sullivan
Group, 2000 Spring Road, Suite 200, Oak Brook, 
IL 60523. Phone: (630) 990-9700. Web: www.
thesullivangroup.com

• Marc Taub, MD, FACEP, Chairman and Medical Director,
ED, South Coast Medical Center, Laguna Beach, CA.
Phone: (949) 489-3891. E-mail: scoasted @aol.com
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with the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) and Joint
Commission Resources Inc. (JCR) to give health
care workers a safer workplace. The alliance,
signed by OSHA, JCAHO, and JCR directors in
August, primarily will allow the agencies to
coordinate and maximize education and com-
pliance assistance to health care organizations
by providing information and access to training
resources on biological and airborne hazard
topics, in addition to emergency preparedness,
ergonomics, and workplace violence. 

“JCR’s expertise in educational programming,
combined with the safety know-how of OSHA
and the Joint Commission, will provide a sound
framework for disseminating information about
opportunities to reduce employee injuries and
illnesses in health care organizations,” says
Karen Timmons, CEO of JCR, an affiliate of
JCAHO. Both JCR and JCAHO are based in
Oakbrook Terrace, IL.

The alliance among the three agencies is
planned to be an education partnership agree-
ment that will help health care organizations
meet JCAHO accreditation expectations and com-
ply with OSHA regulations. The educational
aspect of the partnership is expected to improve
efficiency and reduce duplication in oversight
activities. JCAHO evaluates nearly 16,000 health
care organizations and programs in the United
States and accredits health plans, integrated
delivery networks, and other managed care enti-
ties. JCR is a global, knowledge-based organiza-
tion that provides tools and solutions to help
health care organizations maintain accreditation
standards and respond to issues impacting the
health care industry.

OSHA’s role is to assure the safety and health
of America’s workers by setting and enforcing
standards; providing training, outreach, and edu-
cation; establishing partnerships; and encourag-
ing continual improvement in workplace safety
and health. In recent years, OSHA has employed
alliances as a means of encouraging voluntary
change and compliance.

OSHA administrator John Henshaw says 
the OSHA/JCAHO/JCR alliance will focus on
emerging occupational biological and airborne
safety and health issues in the workplace, and
will eliminate duplication of efforts by the agen-
cies. “By drawing on the expertise of JCAHO/
JCR, together we can make positive strides in
ensuring that health care workers are armed
with the tools they need to stay safe and healthy

at work,” he announced in a press release when
the alliance agreement was signed.

JCAHO president Dennis O’Leary, MD, says
the alliance is a logical extension of the relation-
ship between JCAHO and OSHA that dates back
to 1996, when OSHA announced an educational
partnership with JCAHO. The purpose of the
partnership was stated to be to help each agency
“become more knowledgeable about each other’s
standards; to explore opportunities for reducing
the number of health care workers’ illnesses and
injuries; and to improve compliance by health
care organizations.”

While OSHA, JCAHO, and JCR will work
together to develop and communicate informa-
tion on the recognition and prevention of work-
place hazards, JCAHO surveyors, who document
health care organizations’ compliance with
JCAHO requirements, will not turn into OSHA
inspectors. Information will be shared among
OSHA personnel and industry safety and health
professionals regarding JCAHO/JCR, but the
alliance is not intended to be, nor designed to be,
a means for uncovering OSHA violations during
JCAHO inspections.

OSHA and JCAHO/JCR will work together 
to develop training and education programs tar-
geted to health care workers on topics including
emergency preparedness, biological and airborne
hazards, ergonomics, and workplace violence.

In addition, the agencies will provide each
other expertise in the areas of safety and commu-
nications, each will provide speakers to the other
for conferences, and each will identify opportuni-
ties, as they arise, to expand upon the OSHA/
JCAHO/JCR agreement.

OSHA has entered into several dozen alliances
since the 1990s. According to Henshaw, alliances
provide OSHA and its allies the opportunity to
voluntarily cooperate with each other for purposes
of training, education, outreach, communication,
and the promotion of a national dialogue on work-
place health and safety. An implementation team
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For more information, contact:
• Karen Timmons, CEO, Joint Commission Resources,

One Lincoln Centre, Oakbrook Terrace, IL 60181.
Telephone: (630) 268-7400. E-mail: ktimmons@
jcrinc.com

• Occupational Safety & Health Administration, 200
Constitution Ave., N.W., Washington, DC 20210. Web
site: www.osha.gov
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made up of representatives of each organization
meets to develop a plan of action, determine work-
ing procedures, and identify the roles and respon-
sibilities of the participants.

OSHA has identified three goals of alliances
that typically are made explicit in formal alliance
agreements:

• expand avenues for training and education; 
• provide outreach and communication; 
• promote the national dialogue on safety and

health. ■

‘Most wired’ hospitals
widen gap over others 
Wide range of offerings, emphasis on IT education 

In much the same way as top-performing hospi-
tals continue to improve at a more rapid pace,

so too are the most technologically adept facilities
widening the gap between themselves and their
competitors, according to the sixth annual Most
Wired Survey and Benchmarking Study. 

The study is a joint venture of Hospitals &
Health Networks, the journal of the American
Hospital Association, IDX Systems Corp., and the
College of Healthcare Information Management
Executives. 

The survey asks hospitals to report on their use
of information technology (IT) to address five key
goals: safety and quality, customer service, busi-
ness processes, work force, and public health and
safety. A total of 482 hospitals and health systems
completed the survey, representing 1,298 hospi-
tals contacted. This year, there were actually four
categories recognized: 

• 100 Most Wired — The 101 organizations
that scored highest on the survey. 

• The Most Wireless — The 25 organizations
that scored highest on the survey questions
focused on wireless applications. 

• The Most Improved — The 25 organizations
not appearing on the Most Wired list whose score
improved the most from 2003 to 2004. 

• The Most Wired-Small and Rural — The 25
small and rural organizations not appearing on
the Most Wired list that scored highest on the
survey.

And what are these top facilities doing differ-
ently? According to this year’s survey, the nation’s

“100 Most Wired Hospitals and Health Systems”
accomplished the following: 

• More than 90% of the most wired conduct
either pre- or post-implementation return-on-
investment analyses to justify expenditures, com-
pared with only 59% of the least wired. (The least
wired are the 100 respondents who scored the
lowest on the survey.) 

• The most wired have a wide variety of offer-
ings available over the Internet for patient service
and customer support, ranging from on-line
patient registration to disease-specific self-triage. 

• IT education is a priority among the most
wired hospitals and health systems. The most
wired have physicians and nurses dedicated to
IT training and support. The most wired also are
beginning to offer continuing medical education
credits to participate in technology training. 

• The most wired have significantly higher
adoption rates among physicians and nurses
across a broad set of clinical activities, such as
clinical order entry and results review, compared
with the least wired hospitals. 

In addition, the survey found that 90% of the
most wired hospitals provide access to current
patient medical records on-line; 87% provide on-
line access to medical history; 88% provide on-
line access to patient demographics; and 69%
provide on-line access to nurses’ notes. 

Furthermore, 90% of the most wired hospitals
provide on-line radiology report reviews; 88%
provide on-line lab results; and 84% have on-line
radiology image review. 

Computerized physician order entries are 10
times more likely to be used at the most wired
organizations than at the least wired facilities.
And, on average, nearly 27% of medication orders
are entered electronically by physicians at the
most wired organizations, compared with 2.7% 
at the least wired institutions. 

What’s more, the least wired also are more
likely to have medications that are ordered man-
ually. In fact, 20% of medications at the least
wired organizations are ordered manually, com-
pared with an average of 3.1% of medications
ordered manually at the most wired. 

Furthermore, nearly 35% of the most wired say
81% to 100% of their medications are matched
electronically to the patient and order at the time
of administration. This compares with only 5% 
of the least wired, 84% of which do not electroni-
cally match any medications to the patient at the
time of administration. 

Training in IT is another strategy that sets 
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the most wired facilities apart. According to the
survey, more than 95% of these facilities have a
nurse dedicated to IT training, compared with
41% of the least wired. 

In addition, more than 60% of the most wired
have a physician dedicated to IT training, com-
pared with 3% of the least wired; and 8% of the
least wired do not provide any educational
resources on IT whatsoever. 

Approximately 60% of the most wired offer
continuing education credits to pharmacists and
IT professionals who participate in technology
training. This compares with 6% or less among
the least wired. More than 75% of the most
wired provide education credits to physicians
and nurses, but only 31% of the least wired pro-
vide credits for physicians, and 15% provide
them for nurses. 

Adoption rates at the most wired facilities also
are much higher. For example, in terms of routine
access to patient medical histories, 72% of the
most wired organizations say that their physi-
cians have achieved the highest adoption rate
measured on the survey: 81% to 100% of their
physicians routinely use IT to access medical his-
tories. This compares with 29% of the least wired

organizations responding that their physicians
have achieved the highest adoption rate. 

(Editor’s note: The 2004 Most Wired and
Benchmarking Study can be found at: www.
hhnmag.com)  ■
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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. ■

CE Questions

17. If America is to stop the steady climb in obe-
sity, people must learn to do which of the fol-
lowing?
A. Examine their eating habits.
B. Make small changes over a long period.
C. Incorporate exercise into their schedule.
D. All of the above.

18. One of the best ways to keep good eating
habits on track is to create meal plans that
rely on readily available foods.
A. True
B. False

19. According to the Joint Commission on
Accreditation of Healthcare Organizations,
which of the following is the root cause of
nearly 70% of all sentinel events? 
A. Staffing levels 
B. Communication
C. Patient assessment
D. Operation/training

20. The Occupational Safety & Health
Administration, the Joint Commission on
Accreditation of Healthcare Organizations,
and Joint Commission Resources Inc.
will work together to develop training and
education programs targeted to health care
workers on which of the topics listed below? 
A. emergency preparedness
B. biological and airborne hazards
C. workplace violence
D. all of the above

Answers: 17. D; 18. A; 19. B; 20. D.
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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.  ■
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There seems to be no area of the country lack-
ing in attention paid to patient education. In

the annual salary survey conducted by Patient
Education Management, readers responded in 2004
that they worked in urban, suburban, and rural
areas; however, response from those working in a
facility located in urban areas was slightly higher.

Consumer activism could be prompting more
medical facilities throughout the United States to
hire patient education coordinators, says Louise
Villejo, MPH, CHES, executive director of the
Patient Education Office at M.D. Anderson Cancer

Center in Houston. “Consumers are demanding
more information,” she explains. 

To meet this demand many health care facili-
ties now have resource centers where patients
can find more information about their disease
and its treatment. 

Villejo says that, in addition to consumer
demand, patients and family members have to
learn how to do more self-care as patient care
becomes more outpatient-focused. 

Another catalyst for providing oversight of
patient education might be standards related to
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Patient education manager position 
found strong across the country

Role dominated by nursing, most likely found in a hospital system
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patient education set in place by the Oakbrook
Terrace, IL-based Joint Commission on Accredita-
tion of Healthcare Organizations, as well as
national patient safety goals, says Magdalyn
Patyk, MS, RN, BC, patient education program
manager at Northwestern Memorial Hospital in
Chicago. 

Many patient education managers feared that
patient education would lose visibility when the
Joint Commission did away with its chapter on
patient education in January 2004 and put the
majority of patient education standards in a new
chapter titled “Provision of Care” along with the
assessment, care, and continuum of care stan-
dards. However, patient teaching has not seemed
to drop in status. 

According to a spokesperson for the Joint
Commission, the changes made were in no way
an effort to diminish the importance of patient
education, because one of the hallmarks of quality

care is educating and empowering the patient. 
Although patient education is no longer a

stand-alone chapter, the requirements have not
really changed — just the way they have been for-
matted and are presented, according to the Joint
Commission. The standards were reworded and
condensed, but no requirement for patient educa-
tion was removed. Overall, only a few standards
that were outdated or obscure were eliminated.

Education also boosts patient satisfaction.
Health care institutions have recognized a direct
link between patient satisfaction and patient
education. Surveys show that involvement in
care decisions as well as understanding of tests
and treatments improve satisfaction and relate
to patient education, says Annette Mercurio,
MPH, CHES, manager of Patient, Family and
Community Education at City of Hope National
Medical Center in Duarte, CA. 
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The need for someone in the role of patient
education coordinator could also be a response
to the fact that staff at the bedside are often so
overburdened with basic care that someone has
to coordinate educational resources and activi-
ties, says Kathy Ordelt, RN-CPN, CRRN, patient
and family education coordinator at Children’s
Healthcare of Atlanta. The nursing shortage has
been headline news for a long time. 

The requirements for the position of patient edu-
cation manager may be high at many institutions.
The majority of readers answering the survey had
a master’s degree. 

“Patient education management is a specialist

role that requires a wide range of knowledge and
skills. Those range from program planning to
materials development to training to budget man-
agement. Few bachelor’s programs would pro-
vide the necessary preparation. Recognizing the
level of expertise required, many organizations
require master’s preparation for the patient edu-
cation position,” says Mercurio.

“Like any management position, certainly hav-
ing a master’s-prepared person would be most
desirable,” adds Patyk. 

Continuing education has been a big focus in
health care for the past couple of decades, says
Ordelt. After staff have gained experience with
direct patient care, they frequently look for other
avenues to explore. Some enter the field of health
care education and, by then, have furthered their
basic education to meet job qualifications. 

RNs dominate patient education

Many readers answering the survey also said
they are registered nurses. This is likely because
nurses have a very good grasp of the “whole
patient” and deal with many facets of patient
care, including education, says Ordelt. 

“Nurses are strong advocates for patients and
strive to empower them. There are very few things
as empowering as knowledge, so patient educa-
tion has always been important,” she adds. 

Twenty years ago, when Villejo entered the
field of patient education, she attended a confer-
ence and found that almost every person in the
role of patient education coordinator was an RN.
“I think it is because this area usually was in nurs-
ing and because they looked to nursing as the
content experts instead of looking at it as health
education expertise,” she says. 

The number of RNs in the field of patient edu-
cation could be a reason why the survey revealed
that many people overseeing the coordination of
patient education had worked in health care for 
a long time. “The majority of nurses are middle-
aged,” says Villejo. 

Also, it is more typical for people to start off in
a clinical role, particularly RN, and eventually be
promoted into the specialist role of patient educa-
tion manager, says Mercurio. 

When RNs have been in the clinical setting for
a while they are frequently ready for a change.
Sometimes “burnout” has occurred and change 
is not only welcomed, it’s needed, says Ordelt. 

When a person must be an RN to fill a position,
his or her salary tends to be higher, says Mercurio.
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Other factors driving salary could be whether the
hospital is private or public and the region of the
country in which it is located. The West Coast
tends to have higher salaries than other parts of
the country, she says. 

In a nonprofit hospital, salary is most likely
influenced by insurance reimbursement, mal-
practice insurance, and an organization’s finan-
cial viability, says Patyk. 

About an equal number of readers said that
their annual gross income was $40,000 to $49,999;
$50,000 to $59,999; and $60,000 to $69,999. 

Salaries increased on average 1%-3% (56.52%
of respondents) to 4%-5% (26.09% of respon-
dents), according to survey responses. Often
salary increases are determined by market sur-
veys completed by staff in the human resources
department. They are done to help the health
care facility stay competitive with other institu-
tions in the area, says Ordelt. 

Often patient education management positions
are grouped with other “exempt” positions, and the
organization sets an annual range for merit increas-
es for the entire group. The percentage increase that
an individual receives within that set range is deter-
mined by whether they meet, exceed, or don’t meet
expectations, says Mercurio.

“During the 11 years that I’ve been at City of
Hope, for example, there have been years when
no increases were given, and other years when I
received a 5% or 6% increase,” she says. 

It is not surprising that 91.3% of readers answer-
ing the survey are hospital-based, with the remain-
ing 8.7% academic-based. 

Patient education managers generally plan and
coordinate services across an organization. Other
settings, such as a physician’s office, require direct
patient education skills but are not complex sys-
tems requiring management of patient education
services, says Mercurio.  ■
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For more information about analyzing the results of the
2004 Patient Education Management Salary Survey,
contact:
• Annette Mercurio, MPH, CHES, Manager, Patient,

Family and Community Education, City of Hope
National Medical Center, 1500 East Duarte Road,
Duarte, CA 91010-0269. Telephone: (626) 301-8926.
E-mail: amercurio@coh.org

• Kathy Ordelt, RN-CPN, CRRN, Patient and Family
Education Coordinator, Children’s Healthcare of
Atlanta, 1600 Tullie Circle, Atlanta, GA 30329.
Telephone: (404) 785-7839. Fax: (404) 785-7017. 
E-mail: Kathy.ordelt@choa.org

• Magdalyn Patyk, MS, RN, BC, Patient Education
Program Manager, Northwestern Memorial Hospital,
251 East Huron, Galter 3-304A, Chicago, IL 60611-
2908. Telephone: (312) 926-2173. E-mail: mpatyk@
nmh.org

• Louise Villejo, MPH, CHES, Executive Director, Patient
Education Office, UT M.D. Anderson Cancer Center,
1515 Holcombe - 21, Houston, TX 77030. Telephone:
(713) 792-7128. E-mail: lvillejo@mdanderson.org
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