
Technology and planning are basis 
for successful chronic care programs
Agencies use special training for clinicians, enhanced patient education

(Editor’s note: This is the second of a two-part article addressing care of
chronically ill patients. Last month, the programs implemented by the Centers
for Medicare & Medicaid Services (CMS) to address high-cost and chronically
ill patients were discussed. This month, strategies used by some agencies to 
provide more efficient, improved care to patients with chronic illnesses are 
examined.)

While CMS introduces new programs designed to address the
care of chronically ill patients, home health agencies continue
to find innovative ways to provide care to diabetic and con-

gestive heart failure (CHF) patients — two of the most common diag-
noses identified as chronic illnesses.

“We provide care to 4,000 patients, and half of them are considered
chronically ill,” says Ray Darcey, vice president of Sentara Home Care
in Chesapeake, VA. “The most common diagnoses are diabetes, CHF,
and chronic obstructive pulmonary disease [COPD],” he says. 

After identifying CHF patients as the group for which costs were
increasing and reimbursements were decreasing, Darcey’s agency eval-
uated different ways to continue providing quality care at a lower cost. 

“We do have standard protocols that we follow for all of our chroni-
cally ill patients, and those do streamline our care. But we wanted to 
see if telemedicine would help us reduce our labor costs,” he notes. 
(For information on other telemedicine programs, see “Telehealth
improves care, coordination, satisfaction,” Hospital Home Health,
November 2004, p. 126.)

The telemedicine program for CHF patients was introduced four
years ago. “The program involves a combination of telemedicine and
nursing visits,” Darcey explains. 

“The telemedicine visits are designed to supplement — not com-
pletely replace — nursing visits. Our program is a live, interactive video
that requires a computer screen and a telephone line,” he says. 

“The patient’s unit has a blood pressure cuff, a scale, and a stethoscope
that are used during the telemedicine visit with the results appearing on
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the nurse’s screen,” Darcey points out.
Although the program has reduced staff costs

because nursing visits to the home can be reduced,
it also has produced some other significant results,
he says. 

“We’ve seen a 70% reduction in hospital read-
missions, a 78% decrease in emergency depart-
ment visits, and a 50% improvement in activities
of daily living for our CHF patients on the tele-
medicine service,” Darcey notes.

The 60 patients on Sentara’s telemedicine pro-
gram are between 65 and 80, and none of them
were apprehensive about the use of the tele-
medicine equipment, he says. 

“There was no hesitation, and we’ve discovered

an unexpected bonus to the telemedicine pro-
gram,” Darcey adds. While the patients were not
nervous about the equipment’s digital camera
sending their image to the telemedicine nurse, they
especially are careful about their appearance dur-
ing the telemedicine visits, he points out. “When
nurses go to the home to see these patients, many
of them will still be wearing their pajamas. 

“For the telemedicine visit, the patients dress
up, put on makeup, and fix their hair,” Darcey
laughs. Their attitude also is different, he adds.
“They take their responsibility for their care
between visits very seriously, and they are dili-
gent about recording the information the nurse
will request during the telemedicine visit.” 

The telemedicine patients see this program as a
way for them to participate in their care, and their
attitude and approach to self-care has improved
greatly, he adds.

Although Sentara did experiment with the use
of the same nurse for both the telemedicine and the
in-home visits, Darcey notes it was not an efficient
use of staff time. “Some of our patients live over
100 miles from the office with the telemedicine
equipment.” 

Scheduling the nurses who cover these distant
areas to come to the office to make telemedicine
visits wasn’t effective, he explains. “Patients don’t
mind two different nurses overseeing their care,
and patient satisfaction scores for this group of
patients has increased.”

Diabetes patients receive focused care

In addition to having their own CHF program
that includes comprehensive protocols and
patient education, Sta-Home Health Agency in
Jackson, MS, has targeted diabetic patients as one
group to receive special attention to reduce com-
plications and the need for hospitalization.

“We have a team approach to caring for dia-
betic patients that includes nurses, diabetic edu-
cators, and dietitians to make sure our patients
receive the best education and care,” explains
Michael T. Caracci, chief executive officer. 

“All of our nurses are familiar with the poten-
tial complications and the neuropathy of dia-
betes, and we have seven certified diabetic
educators on staff to serve as resources for the
nurses and to visit patients,” he says. 

In addition to comprehensive patient educa-
tion for his agency’s own home care patients,
Caracci’s staff offer foot-care clinics through
physician offices. The clinics are held in the
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physician’s office for patients of that practice. 
“One of our nurses, along with the physician,

will talk to the group of patients about foot care
in general for diabetics. Then our staff will work
with each patient on an individual basis to trim
toenails and check feet,” Caracci explains. 

To avoid any Stark violations, the physician
pays the agency on an hourly basis to provide the
education and the foot care, he adds.

Because Caracci’s agency covers a wide geo-
graphic area with 40 offices and more than 4,000
patients, it is not possible for diabetic educators
to see every diabetic patient on a regular basis.
That doesn’t mean that nurses don’t have access
to the diabetic educators as a resource, he points
out. 

“Although our nurses are well-trained in the
care of diabetic patients, there are times they may
need advice,” Caracci says. 

Not only can nurses reach the diabetic educa-
tors by phone or e-mail but, if they are concerned
about a patient’s skin breakdown, nurses can
give accurate information about the patient’s con-
dition with pictures. 

“We don’t use telemedicine at this time, but we
do have digital cameras in each of our offices that
nurses can use to photograph a patient’s wound
and transmit the picture to the diabetic educator,”
Caracci says. 

“This makes it possible for the educators 
to determine if the patient should be seen by
another clinician or themselves for other treat-
ment,” he adds. 

While technology such as digital cameras is
affordable for most agencies, Darcey admits that
telemedicine requires a significant investment. 

“The cost of training nurses to use and set up
the equipment in the patient’s home is not much,
but the equipment and software can add up,” he
admits. 

“We are fortunate that we are part of a larger
health system with several hospitals. The reduc-
tion in readmissions and emergency department
visits, and a shorter length of stay when hospital-
ization is needed for CHF patients combined to
make a strong argument in favor of the invest-
ment in telemedicine,” Darcey adds. 

“We are planning to expand our telemedicine
program to include COPD this year, and we expect
to see positive results for those patients as well,”
he says.

As CMS proceeds with chronic care improve-
ment organizations and demonstration projects,
some agencies such as Sta-Home will work with

the chronic care organizations to provide the face-
to-face visits required for some patients. (For
information on these initiatives, see “CMS pro-
grams tackle the chronic care costs of Medicare
patients,” HHH, February 2005, p. 13.)

“I think it is important to make sure that tech-
nology and emphasis on efficient care and educa-
tion don’t completely replace actual visits,” says
Caracci. 

“There are things you learn about the patient
when you are in the patient’s environment that
won’t always be communicated because the
patient doesn’t consider them pertinent,” he
explains.

Caracci’s favorite example of the importance of
being in the home is his agency’s experience with
a diabetic patient whose blood sugar levels could
not be controlled. 

Repeated visits to the patient and reinforce-
ment of education were not working, so a nurse
spent the entire day at the home to see if she
could determine what the patient was doing, or
not doing, to prevent control of her blood sugar
level without sending her back to the hospital, he
continues. 

“Everything was fine from 8 a.m. until 3 p.m.,
with the patient eating correctly, checking her
blood sugar, and doing nothing that explained
her out-of-control blood sugar. At 3 p.m., the
woman’s granddaughter stopped at the house 
on her way home from school carrying the spe-
cial treat she brought her grandmother every 
day — a Slush Puppie,” Caracci says. 

The nurse looked at the frozen, sweet drink
and knew why the woman’s blood sugar levels
couldn’t be stabilized. “The woman and her
granddaughter never mentioned the daily treat
because it never occurred to them that this one
drink could cause so many problems,” he adds. 

“The nurse suggested other treats that the
granddaughter could bring that wouldn’t make
hospitalization necessary.”

[For more information about innovative ways to pro-
vide care to chronically ill patients, contact:
• Michael T. Caracci, Chief Executive Officer, 

Sta-Home Health Agency, 406 Briarwood Drive,
Building 200, Jackson, MS 39206. Phone: (601)
956-5100. Fax: (601) 956-3003. E-mail: mcaracci
@sta-home.com.

• Ray Darcey, Vice President, Sentara Home Care,
535 Independence Parkway, Suite 200, Chesapeake,
VA 23320. Phone: (757) 382-4980. E-mail: rcdarcey
@sentara.com.]  ■
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[Editor’s note: This column addresses specific ques-
tions related to implementation of the Health Insurance
Portability and Accountability Act (HIPAA). If you
have questions, please send them to Sheryl Jackson,
Hospital Home Health, P.O. Box 740056, Atlanta,
GA 30374. Fax: (404) 262-5447. E-mail: sherylsjackson
@bellsouth.net.]

Question: After my security officer is desig-
nated and familiar with the HIPAA security rule,
what are my next steps toward compliance?

Answer: Identify which activities your organi-
zation already has implemented as part of your
normal operating procedure that show compli-
ance with the security rule, advises Robert W.
Markette Jr., an Indianapolis attorney. 

“For example, the rule requires covered entities
to implement policies and procedures to create
retrievable duplicate copies of electronic pro-
tected health information [EPHI], also known as
backup copies,” he points out. “It is extremely
unlikely that providers who use computers to
maintain patient information and billing informa-
tion are not regularly making backup copies of
the data.”

By comparing what your organization already
is doing to what the rule requires, you will dis-
cover that you already have implemented parts
of the rule, Markette says. 

“For these standards and specifications, com-
pliance with the security rule then will become a
matter of evaluating whether the procedures are
reasonable and either modifying them accord-
ingly or simply inserting them into your HIPAA
security rule policies and procedures binder,” he
says.

The next step is to inventory EPHI, Markette
notes. “This should not take a lot of effort, because
you should have an inventory of protected health
information [PHI] that was generated as part of
your privacy rule compliance efforts.”

You can determine the locations of EPHI by
simply reviewing the PHI inventory and deter-
mining which locations meet the definition of
electronic media under the security rule, Markette
continues. 

“This inventory will make the risk analysis eas-
ier,” he adds. 

Question: What steps are necessary for a
proper risk analysis, according to HIPAA?

Answer: Although the security rule requires
you to perform a risk analysis, it does not provide
you with any guidance on how to perform one,
Markette notes. 

“There are numerous strategies and methods
for performing a risk analysis, including publica-
tions from the National Institute for Standards
and Technology,” he says. “Regardless of the par-
ticular tool you choose, the key concept in risk
analysis is identifying potential risks and quanti-
fying the likelihood that the risk materializes.”

Identifying potential risks will involve think-
ing about the ways your information systems
could be harmed, explains Markette. 

Start with broad categories, such as natural
disasters and incidents caused by people, then
subdivide these categories, he suggests. 

“For example, under incidents caused by peo-
ple, you may have two subcategories: intentional
and unintentional,” he explains. Those categories
could be divided further into employee and
nonemployee. 

“You should try to identify all potential risks
— even remote risks,” Markette adds. “Then, in
the next step of the risk analysis, you will deter-
mine the likelihood of the potential risks coming
to pass.”

Identifying the likelihood of the identified
risks coming to pass will not be a mathematically
precise endeavor, he admits.

“The security rule requires you to implement
policies and procedures aimed at protecting
against reasonably anticipated risks of your elec-
tronic protected health information,” he says.
“You do not have to sit down and decide that a
potential risk has a 43.5% chance of happening,
and therefore, it is reasonably anticipated.”

Identify all potential risks and group them into
categories such as highly unlikely, unlikely, likely,
or highly likely to occur, Markette suggests. 

For example, a highly unlikely risk would be a
hurricane in Montana or, for providers without
Internet access, a hacker breaking into the system,
he continues. “On the other hand, an employee’s
actions leading to a security incident might be cat-
egorized as very likely. The object is to identify the
risks against which you should take precautions.”

Once you have completed your risk analysis,
you will have a framework for reviewing your
current security policies and for designing new
policies and procedures that reduce the risk to
your EPHI, Markette says.
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Question: Is a risk analysis and review of secu-
rity rule compliance a one-time activity?

Answer: HIPAA security rule compliance is
not a one-time effort, emphasizes Markette. “The
security rule specifically requires you to periodi-
cally evaluate your security rule efforts but does
not state how often you need to perform this
evaluation,” he says. 

Markette recommends a review on an annual
basis, at a minimum. “As your organization grows
and changes, the potential threats to EPHI security
may change, and that means that your policies and
procedures also will need to change.”

[For more information on the security rule, contact:
• Robert W. Markette Jr., Attorney at Law,

Gilliland & Caudill, 3905 Vincennes Road, Suite
204, Indianapolis, IN 46268. Phone: (800) 894-
1243 or (317) 704-2400. Fax: (317) 704-2410. 
E-mail: rwm@gilliland.com.
To find a draft of the Introductory Resource Guide

for Implementing the Health Insurance Portability
and Accountability Act (HIPAA) Security Rule, go
to csrc.nist. gov, click on “CSD Publications,” then
choose “drafts,” then scroll down to May 12, 2004, pub-
lication #800-66. For other tools specific to risk analysis,
go to csrc.nist. gov, then enter “risk analysis” in the
search box to see a list of articles and tools available.]  ■

Enforcement of HIPAA 
privacy requirements
By Elizabeth E. Hogue, Esq. 
Burtonsville, MD 

The deadline for compliance with the Health
Insurance Portability and Accountability Act

HIPAA) privacy rule, April 14, 2003, came and
went with little fanfare. What has happened since
that date in terms of enforcement?

There has been one reported conviction for vio-
lation of the privacy rule. Richard W. Gibson of
Washington entered a guilty plea in U.S. v. Gibson,
W.D. Wash. No. CR04-0374FM. 

Gibson pled guilty in federal court in Seattle to

wrongful disclosure of individually identifiable
health information for economic gain. In the plea
agreement, Gibson admitted that he obtained a
cancer patient’s name, date of birth, and Social
Security number while he was employed at the
Seattle Cancer Care Alliance. He disclosed this
information to obtain four credit cards in the
patient’s name. 

Gibson then used the credit cards to incur
more than $9,000 in debt in the patient’s name.
Gibson used the cards to purchase various items,
including video games, home improvement sup-
plies, apparel, jewelry, porcelain figurines, gro-
ceries, and gasoline for his personal use. 

Gibson was fired shortly after the theft was
discovered. The government and Gibson agree
that he should be sentenced to a term of 10 to 16
months.

In terms of civil enforcement, the Office of Civil
Rights (OCR) of the Department of Health and
Human Services, the primary enforcer of HIPAA
privacy requirements, said in a “Compliance
Activity Summary” issued July 31, 2004, that it
has received more than 7,577 complaints. Fifty
seven percent of these complaints already have
been closed. 

The cases were closed because OCR lacks juris-
diction under HIPAA. Examples of cases closed
on this basis include complaints alleging a viola-
tion prior to the compliance date or claiming a
violation by an entity not covered by the privacy
rule. OCR also has closed a number of complaints
in which the activity alleged does not violate the
rule, such as when covered entities have declined
to permit disclosures when they are not manda-
tory or when the claim has been satisfactorily
resolved through voluntary compliance.

The types of claims most frequently received
by OCR are:
• impermissible use or disclosure of identifiable

health information;
• lack of adequate safeguards to protect identifi-

able health information; 
• refusal or failure to provide individuals with

access to or copies of their records;
• disclosure of more information than is mini-

mally necessary to satisfy a particular request
for information;

• failure to have the individual’s valid authoriza-
tion for a disclosure that requires one.
Complaints have been filed most often against

the following:
• private health care practices;
• general hospitals;
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• pharmacies;
• outpatient facilities;
• group health plans.

OCR refers appropriate cases that involve
knowing disclosure or obtaining protected health
information in violation of the rule for criminal
investigation and possible prosecution to the U.S.
Department of Justice. OCR has made 108 such
referrals thus far.

Based upon that information, it is tempting to
conclude that providers, especially long-term
care facilities, home health agencies, home medi-
cal equipment companies, and hospices are
doing an excellent job of compliance with the
privacy rule and should simply keep up the
good work. 

Providers should bear in mind, however, that
OCR still is in the early stages of enforcement
efforts. 

Enforcement may become more stringent in
the future, and providers should remain vigilant
with regard to compliance with the HIPAA pri-
vacy rule.

[A complete list of Elizabeth Hogue’s publications is
available by contacting Elizabeth E. Hogue, Esq., 15118
Liberty Grove, Burtonsville, MD 20866. Phone: (301)
421-0143. Fax (301) 421-1699. E-mail: ehogue5@
Comcast.net.]  ■

Nurses say their smoking
affects patient care
Some less likely to intervene with smoking patients

Nurses who smoke experience feelings of guilt
and embarrassment, and also might be less

likely to intercede with patients to encourage
them to quit smoking because they feel to do so
would be hypocritical.

“Nurses who smoke feel terrible about smok-
ing; there are very, very few nurses who feel good
about it, just like there are very few smokers at all
who feel good about it,” says Stella Aguinaga
Bialous, RN, DrPH, president of Tobacco Policy
International in San Francisco, who consults for
the World Health Organization and is an investi-
gator for the Tobacco Free Nurses Initiative
(TFNI), which is providing nurses tools especially
tailored for their career and schedules to help
them kick the habit and help their patients. 

“Like most smokers, the nurses we talk to
want to quit. They wish they could quit, but it’s a
powerful addiction, and it’s hard to quit,” Bialous
notes.

For nurses and other health care professionals,
there’s an added twist to the addiction.

“They feel worse because there’s a social
expectation for them to be a role model for
healthy behavior, and they realize they’re 
not if they smoke,” she says. 

TFNI interviews with nurses revealed that
nurses who smoke sometimes fail to intercede
with patients about cigarette smoking because
they themselves are smokers, and so feel hypo-
critical in telling others to quit. In addition, they
have not been trained effectively to intervene
with patients about smoking.

TFNI provides nurses ways to address both
problems, and research has provided much new
information on women and tobacco use, according
to Linda Sarna, RN, DNSC, FAAN, lead investiga-
tor for TFNI and a professor at the UCLA School
of Nursing.

“Nurses describe becoming addicted when
they were very young,” she adds. “Then, coming
into schools of nursing and going on to employ-
ment, quitting was very difficult. And they didn’t
have support available to them to help them
quit.”

Much of what Sarna has learned about nurses
and smoking came from a study she and other
researchers from UCLA’s Jonsson Cancer Center
conducted, in which they talked with smokers,
nonsmokers, and former smokers in the nursing
profession. 

They found that smoking is a workplace issue
— not just an individual behavior.

Smoke breaks, or no breaks

Sarna says that in the sometimes grueling sched-
ule of a nurse, the only available excuse to leave for
a break was to satisfy a craving for nicotine.

“Smoking among nurses was described as an
integral part of their work routine, affecting man-
agement of patient care and timing of breaks,” the
study explains. “The perception that smokers take
more and longer breaks, and are less available for
patient care, was an important theme in discus-
sions with both smokers and former smokers, and
clearly created conflict in the work environment,”
the study continues.

Sarna says some nurses told her the only
breaks they get are smoking breaks. “One critical
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care nurse, a nonsmoker, told us that she never
gets a break — that only the smokers got a break
because they needed it,” she adds.

This line of thinking leads, in some cases, to
“war between smokers and nonsmokers,” Sarna
explains, because it causes a perception that 
the smokers, because they take breaks, are less
involved in patient care. The smokers, however,
contend that they get just as much work done
and are more organized because they don’t want
anything to interfere with their smoke breaks.

Smoking among nurses affects interactions with
patients, Sarna says. Nurses who smoke are less
likely to intervene with patients who smoke, and
they experience a high degree of shame and guilt
about their smoking, taking steps to try to hide the
evidence of their smoking, such as repeated brush-
ing of teeth, frequent hand washing, and wearing
cologne.

The study shows the need to develop work-
based strategies and programs to support cessa-
tion efforts. 

“The benefits of supporting smoking cessation
in the workplace could have an immediate posi-
tive impact on nurses’ health, and might result in
other positive outcomes [e.g., reduced sick time],”
the study concludes. “The benefit to patients must
also be emphasized, as nonsmoking clinicians are
more likely to provide cessation interventions
than their smoking counterparts.”

Bialous says the resentment some nurses feel
about being singled out compounds the guilt
they carry as a result of their smoking.

“Some nurses feel resentment that they are
held to a different standard, and that’s probably
just another expression of that conflict they feel,”
she says. “They said, over and over, that the least
helpful thing people can do is point fingers, yell,
or say, ‘Don’t you know any better?’ because, of
course, they do know better.

“The point is not whether they know they
shouldn’t be smoking, but how we can help
them stop,” Bialous stresses.

Research leads to on-line help site

While the majority of nurses do not smoke,
Sarna notes, about 16% of the 2.3 million nurses
in the United States do smoke — the highest rate
among all health care professionals.

Compounding the problem is the lack of sup-
port for cessation programs. Nurses often are
too embarrassed to admit their smoking habits,
so do not seek out cessation programs if they

are offered at the workplace.
What Sarna and the other Jonsson researchers

found led to the creation of a web site — www.
tobaccofreenurses.org — a resource for cessation
programs, evidence-based facts about smoking
and cessation, and 24-hour support for nurses
wanting to quit the habit.

“Nurses are working in a very stressful envi-
ronment, and that makes it even more difficult to
quit,” Sarna notes.

Plus, going into a public cessation group and
saying “I’m a nurse” is a prospect some nurses
find humiliating, Bialous adds.

“That’s why we went with an Internet-based
program,” she says. “Some hospitals have hospi-
tal-based programs open just to other nurses and
doctors, and they do feel comfortable with those,
but not everyone has them.”

Sarna and Bialous say nurses have told them
that workplace support as they try to kick the
habit is critical. 

Armed with evidence that nurses provide 
their peers with the best support in efforts to quit
smoking, tobaccofreenurses.org provides facts,
downloadable brochures, and a link to Nurses
QuitNet, a site affiliated with Boston University
School of Public Health that provides on-line
support and community for nurses who want to
quit smoking. The free service allows nurses to
create their own quit-smoking plan, get advice
from experts, and peer support from other nurses
who are quitting or have quit.

Bialous says there are benefits to patients when
nurses are able to quit smoking.

“Nurses who have successfully quit smoking
can identify with the addiction and can tell the
patients, ‘Hey, I’ve been there, and this is how I
did it, and I am here to help,’” she notes. “They
feel stronger about their ability to help.

“And by helping nurses, we will be helping
improve the quality of care for all patients, because
the nurses will be better prepared to provide inter-
vention and cessation help to their patients,” adds
Bialous.

[For more information, contact:
• Stella Aguinaga Bialous, RN, DrPH, President,

Tobacco Policy International, San Francisco;
Investigator, The Tobacco Free Nurses Initiative.
Web: www.tobaccofreenurses.org.

• Linda Sarna, RN, DNSC, FAAN, Lead Investi-
gator, The Tobacco Free Nurses Initiative; professor,
UCLA School of Nursing. Phone: (877) 203-4144.
E-mail: lsarna@ucla.edu.
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For resources to help nurses quit smoking, contact:
• Tobacco Free Nurses Initiative, UCLA School of

Nursing, Factor Building, R4-262, Box 956918,
Los Angeles, CA 90095. Phone: (877) 203-4144.
Web: www.tobaccofreenurses.org.

• Nurses Quitnet, www.nurses.quitnet.com. Phone:
(617) 437-1500.]  ■

Give staff skills to teach
low-literacy patients
Methods will increase learning for all patient types

During training sessions on how to more effec-
tively teach patients with low-literacy skills,

staff members at health care facilities mention
several barriers, explains Sue Stableford, MPH,
MSB, director of AHEC Health Literacy Center 
at the University of New England in Biddeford,
ME.

Staff constantly are pressured to do more in less
time and have tremendous charting requirements. 

Patients generally are very sick when admit-
ted to the hospital, and then discharged quickly.
Therefore, it is difficult for the patients to learn
the many skills they need for a safe discharge.
Also culture and language issues can complicate
the patient-provider interaction. 

“People bring different perspectives to the
amount of information they want and what they
think they need. A clinical care provider may 
well have ideas about what the patient is going 
to need to know to manage his/her care, but the
patient may be more worried about other things
at that moment so there is a discontinuity in pri-
orities,” she says.

To help overcome these barriers to teaching,
Stableford recommends organizations use the
teaching strategies suggested by the Chicago-
based American Medical Association as part of
their health literacy campaign:
1. Slow down and take time.

Health care professionals familiar with the
topic often talk too fast to patients who may
know nothing about their condition, notes
Sandra Cornett, PhD, RN, director of OSU/
AHEC Health Literacy Program at The Ohio 
State University in Columbus. 
2. Use plain, nonmedical, everyday language.

It is important to use lay terms when discussing
health problems and treatment, she says.

3. Show or draw pictures and use other teaching
tools whenever possible.
Having tools available for teaching, such as

models or drawings, will help people visualize
situations, says Janet Ohene-Frempong, MS,
president of JO Frempong & Associates, a plain
language and cross-cultural communications con-
sulting firm based in Elkins Park, PA. 
4. Limit the amount of information provided

and repeat it.
“I tell staff to come up with two or three mes-

sages so they have the time to repeat them, and
make sure that patients understand rather than
cover five to eight points only once. Therefore,
the staff need to prioritize the most important
things for the patient to know,” Cornett notes. 

It’s also a good idea to frame the message, she
says. The educator needs to tell the person what is
going to be taught. 
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Teaching Strategies for Low
Health Literacy Learners

✔ Establish a trusting relationship. 

✔ Invite a second person to attend the teaching
session, if appropriate. 

✔ Discuss with the person what he/she can and
want to do.

✔ Limit information to essentials for achieving
desired behaviors. Be realistic.

✔ Plan what to say and organize information with
the three most important points. (Frame the
message first.)

✔ Slow down!

✔ Use common words consistently — no medical
jargon.

✔ Define terms.

✔ Make instructions concrete/specific and vivid
rather than general.

✔ Teach one step at a time.

✔ Break down complex instructions.

✔ Make time for the patient to tell his/her story
and express feelings.

✔ Use a variety of teaching methods and tools.

✔ Use techniques of tailoring and cuing.

✔ Verify patient understanding by using teach-
back technique and problem-solving situations.

✔ Use praise and rewards. 

Source: The Ohio State University AHEC Health Literacy
Program, Columbus.



For example, he or she would explain that the
lesson would cover three points about diabetes,
and then briefly state what they are. 

Once the patient understands the lesson, the
educator can go into more detail on each point.

“We find ourselves giving too much informa-
tion and not organizing it in a way that helps
people learn. Also, we overteach to some degree
and give too much information too rapidly for
most to grasp,” Cornett continues. 
5. Use the teach-back or show-me technique. 

Don’t say, “Do you understand?” or the patients
will just nod their heads. Say, “Show me how you
will be giving yourself your insulin every day,”
Stableford explains.
6. Create a shame-free environment.

In a shame-free environment, patients feel
comfortable asking questions. They know their
questions are welcome, and it is OK to take time
to learn, she says. 

“Make it safe for people to express confusion,
give people permission to not understand,” adds
Ohene-Frempong. (For additional teaching
strategies for low health literacy learners, see
box, p. 32.)

A good way of organizing the patient-provider
interaction is to use the AskMe3 model, she says.
(For contact information on AskMe3 and other
resources, see box, at right.)

This model encourages patients to ask and
health care providers to answer three questions:
What is my main problem? What do I need to do?
Why is it important for me to do this? 

The model increases the likelihood that
patients actually will get something out of the
patient-provider interaction and physicians will
give as much information as possible in the lim-
ited amount of time they have, Ohene-Frempong
explains. 

At the end of a teaching session, it is a good
idea to give patients written information summa-
rizing or supplementing the teaching session,
Stableford notes. That way, patients leave with a
better understanding of what they need to do.

Of course, the first step in teaching patients is
to assess for learning barriers, and at this time,
health literacy could be evaluated, Cornett says. 

The best way to assess for low health literacy is
to look for clues. Often patients will give excuses
for not reading the pamphlets they were given. 

Also, if they fall into the patient populations
more likely to have literacy problems, such as the
elderly or those who speak English as a second 
language, the educator might apply the skills for

teaching low-literacy patients.
However, the methods for teaching patients

with low health literacy are excellent for all types
of patient teaching, Cornett adds. 

“There is no magic bullet [to] use with people
with low literacy. A lot of the strategies would
enhance teaching anybody. For example, using
common words consistently or making sure your
terms are defined,” she explains.  ■
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Web Sites and Materials
to Support Teaching

A number of excellent web sites are available to
provide information to help health care organiza-
tions create systemwide initiatives for clear com-
munication. The following are four examples: 

www.amafoundation.org
On this web site’s menu, under health literacy, you
will find information on the Chicago-based American
Medical Association’s health literacy toolkits, health
literacy videos, health literacy grants, and health lit-
eracy partnerships. The toolkits can be purchased
for $35 and are free to qualifying organizations.

www.askme3.org
Sections on this site include information for
providers, patients, and large-scale implementers
such as health plans and health departments.
The site has information on low health literacy,
including research studies. It also has lists of liter-
acy resources, explanations of interaction tech-
niques, and simple interventions. A handout for
patients has tips for clear health communication
as well as the three most important questions to
ask their health care provider to increase under-
standing: What is my main problem? What do I
need to do? Why is it important for me to do this?
The sheet also has a section where patients can
write down what they need to do to make healthy
lifestyle changes. 

www.pfizerhealthliteracy.com
This web site has information on health literacy
and how to improve it. Tools for improving patient
understanding include signs of low health literacy.

www.chcs.org 
(Type “Health Literacy” in key word search at left)
This web site offers materials on the impact of low-
literacy skills on annual health care expenditures,
resources for locating health literacy publications,
and health literacy fact sheets.

Source: Janet Ohene-Frempong, MS, Elkins Park, PA. 



Medicare program reduces
amputations and spending
Face-to-face sessions cornerstone of success

An intensive face-to-face care management
program for severely ill Medicare patients

with advanced congestive heart failure and/or
complex diabetes has paid off for XLHealth, a
Baltimore-based disease management firm. 

The company reduced spending by as much as
26% after 24 months of intervention for private
HMO patients and has reduced lower limb ampu-
tations by more than 60%.

The program provides face-to-face care man-
agement sessions with patients and person-to-per-
son pharmaceutical consultations when needed.
In addition, the nurse care managers meet with
physicians and their clinical staffs to discuss the
patient’s care plan. 

The patients picked for the program are those
who are at risk for consuming the greatest amount
of health care resources.

“Most are socially isolated and clinically
depressed with little social support. They don’t
want to bother the doctor. They can’t drive to
the podiatrist, and they don’t want to call a taxi
because it costs too much,” says Paul Serini,
executive vice president for XLHealth.

Serini credits the face-to-face interventions for
the dramatic reduction in amputations and health
care costs. For instance, many of these patients 
in Medicare programs have foot ulcers that they
treat with over-the-counter medication, waiting
until it becomes so severe that sepsis has set in or
the patient is facing an amputation.

“We have found that when we call the patients
before a home visit, about half of those who have
ulcerated wounds say that their feet are fine. If
they have neuropathy, they can’t feel their feet.
Many are obese and can’t see their feet. They may
live alone and not know they have problems or
they may not know it’s serious,” he says. 

Home assessment helps identify any problems
the patient has before they exacerbate into a costly
health care experience, Serini notes. 

“Our medical experts tell us that almost 95% 
of amputations are avoidable from a clinical per-
spective if we intervene with the patient early
enough,” he says.

The nurse care managers call each patient and
conduct a 15- to 20-minute telephone assessment.

Depending on patients’ level of severity, the nurse
care manager asks if they would be willing to par-
ticipate in a 45-minute face-to-face assessment. 

The assessment may be conducted at the
patient’s home, at a special area set aside for
XLHealth at a local pharmacy, at a physician’s
office, a senior citizens center, or another location
that is comfortable for the patient. 

During the assessment, the nurse care manager
collects clinical data, checking diabetic patients
for neuropathy and hot spots, conducts a depres-
sion screening, reviews all the patient’s medica-
tions, and in some cases collects blood samples.
“Based on 500 or more data points that we col-
lect, the patient is restratified and the information
is used to create a patient care plan that supports
the physician’s plan,” Serini says. 

When the initial care plan is developed, the
nurse care manager goes to the physician office
and meets with the physician and clinical staff to
walk them through the report, ensuring that the
plan supports the physician’s efforts and telling
them about frequency and content of follow-up
reports. 

“The packages that are given to the physicians
were developed over a period of four years by
asking physician groups what information they
want and what they want the reports to look like.
They are very physician-friendly and helpful,”
Serini says, adding that the disease management
company gets a 96% approval rating among
physicians. 

The patient also gets a copy of the care plan
and a follow-up telephone call from the care
manager. 

Recommendations in the care plan are flagged
in the company’s computer system until they are
followed. For instance, if a patient has a history of
hypertension and is not taking an ACE inhibitor,
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the physician receives a report suggesting an
ACE inhibitor might be recommended for the
patient, and the nurse care manager follows up
with the patient, reminding him or her to speak
to the physician about the drug. 

“These two tasks are scheduled by the system,
and they remain on the schedule until they are
completed,” he says.

Patients at the highest risk categories receive
the most interventions. There is no set number
of interventions per patient. Instead, they are
event-driven. For example, the nurse care man-
ager may suggest a patient with foot problems
go to a podiatrist and may arrange for trans-
portation if needed. Two weeks after the podia-
trist visit, the nurse care manager visits the
patient to review what happened during the
visit and to make sure the patient truly under-
stands home foot care and foot issues.

“We are happy to pay for the follow-up because
amputation can affect a patient negatively, and it
is expensive; and it is always effective to have the
care manager reinforce what the doctor told the
patient,” Serini says.  ■

Fixed performance areas
for random surveys

The fixed performance areas for random, unan-
nounced surveys of home care organizations

by the Joint Commission on the Accreditation of
Healthcare Organizations in 2005 are: assessment
and care/service, patient safety, information man-
agement, and the 2005 National Patient Safety
Goals that are applicable to home care. The Joint
Commission has conducted one-day surveys at a
randomly selected 5% of accredited organizations
since 1993. The Joint Commission also posted a

clarification to the national patient safety goal
related to infusion pumps. It is acceptable to 
have “pre-assembled” free-flow protective mecha-
nisms, rather than “intrinsic” free-flow protection,
on intravenous administration sets used with
infusion pumps.  ▼

CMS codes, coverage for
wheelchairs and scooters

In its continuing effort to improve Medicare
coverage and payment for power wheelchairs

and scooters, while protecting the Medicare pro-
gram and taxpayers from abuse, the Centers for
Medicare & Medicaid Services (CMS) recently
released draft coverage criteria, the National
Coverage Decision (NCD) for these devices, as
well as new codes to ensure proper payment. 

Medicare’s proposed coverage criteria would
rely on clinical guidance for evaluating whether a
beneficiary needs a device to assist with mobility
and, if so, what type of device is needed. This
new approach would replace an older, more rigid
standard that relied on whether a patient was
“nonambulatory” or “bed- or chair-confined.”
The analysis begins with whether the beneficiary
has a mobility limitation that prevents him or her
from performing one or more mobility-related
activities of daily living in the home. 

The evaluation includes the consideration of
whether an assistive device — a simple cane,
sophisticated power wheelchair, or anything in
between — would improve the beneficiary’s ability
to function within the home. The criteria also take
into account any conditions, such as visual or men-
tal impairment, that would affect the beneficiary’s
ability to use the mobility equipment effectively.

CMS plans to publish the final NCD in March
and to provide guidance on how to use and doc-
ument the new criteria. It also is establishing new
billing codes for power wheelchairs and scooters
to assure that Medicare pays appropriately for
these devices. To better reflect the range of power
mobility products now available on the market,
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Medicare will expand the number of codes used
for billing from five to 49. The more detailed cod-
ing will help get the right products to patients
and improve Medicare’s ability to pay suppliers
appropriately. The codes go into effect Jan. 1,
2006.

The proposed NCD will be posted at www.cms.
hhs.gov/coverage. Comments will be accepted
until March 7, 2005. 

A description of the new billing codes for
wheelchairs will be posted at www.cms.hhs.
gov/suppliers/dmepos.  ■
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CE objectives

After reading each issue of Hospital Home Health,
the reader will be able to do the following:

1. Identify particular clinical, ethical, legal, or
social issues pertinent to home health care.

2. Describe how those issues affect nurses,
patients, and the home care industry in general.

3. Describe practical solutions to the problems that
the profession encounters in home care and
integrate them into daily practices. ■

CE questions

This concludes the CE semester. A CE evaluation
form has been included with this issue. Please fill
out and return in the envelope provided.

21. When performing a risk analysis to meet require-
ments for the HIPAA security rule, how does
Robert W. Markette Jr. suggest you subdivide the
larger category of threats posed by people?
A. financial and nonfinancial
B. likely and unlikely
C. physician and nonphysician
D. intentional and unintentional

22. Which is not a result of the congestive heart
failure telemedicine program implemented by
Ray Darcey, VP, Sentara Home Care?
A. 45% reduction in claim denials
B. 70% reduction in hospital readmissions
C. 78% decrease in ED visits
D. 50% improvement in activities of daily living 

23. Which of the following did Tobacco Free
Nurses Initiative research NOT reveal about
nurses who smoke?
A. Many nurses who smoke are plagued by

guilt.
B. Some nurses who smoke say they are less

likely to try to get patients to quit smoking.
C. Nurses did not report any negative work-

place issues related to their smoking.
D. Nurses sometimes are not comfortable attend-

ing public smoking cessation programs.

24. To overcome the learning barrier of low health
literacy, staff should use which of the following
teaching strategies?
A. Deliver information in short sentences.
B. Ask,“Do you have any questions?”
C. Cover 2 or 3 points and repeat information.
D. Simply show the person a video on the topic.

Answer Key: 21. D; 22. A; 23. C; 24. C

CE instructions 

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

vided 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 sur-
rounding any questions answered incorrectly,
please consult the source material. After complet-
ing the semester's activity with this issue, you
must complete the evaluation form provided
and return it in the reply envelope provided to
receive a certificate of completion. ■


