
Learning assessments — impossible 
to teach effectively without them
Educators must learn assessment skill to know how to teach the patient

During new employee orientation, Kathy Ordelt, RN-CPN, CRRN,
patient and family education coordinator at Children’s Healthcare
of Atlanta asks those present how they would determine what to

do for a patient if she were to blindfold them, plug up their ears, take
away the tools of their trade such as a stethoscope, and put thick leather
gloves on their hands. They tell her that if they can’t see, hear, or touch
the patients, they can’t care for them. 

Ordelt responds, “All the tools of assessment are gone. You would not
know where to start. The same thing holds true for learning.”

She says health care providers cannot begin to educate patients and fami-
lies until they determine what patients already know, how they like to learn,
and if there are any factors that will interfere with the teaching or learning. 

It is important to remember that learning is not simply memorizing
information — it is comprehending what was taught and being able to
apply the information, says Kimberly Crosby, RN, director of guest
services at St. Louis Children’s Hospital. 

“We do an assessment because we want people to comprehend and
apply the information. The goal of teaching is to impact the outcome in
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some way. We want them to be able to make bet-
ter decisions, acquire skills, know what to do in a
particular situation, or just gain additional knowl-
edge about a topic,” she explains. 

Learning assessments are done so the brief
time available to educate the patient can be used
in a way that will best help him or her, says Laura

Seuferling, MPH, a health educator in patient &
family education at the University of Washington
Medical Center in Seattle. 

“If I don’t do an assessment, I am blindly spew-
ing out information [that] is wasting the patient’s
time, and my time and I am not helping him or
her,” she explains. 

The skill of assessing learning needs is one of
those interpersonal communication skills essential
for all health care providers. Some people are just
better at interpersonal skills than others, but coach-
ing and learning from experience can improve
everyone’s skills, says Fran London, MS, RN,
health education specialist, The Emily Center at
Phoenix Children’s Hospital.

“Working with the health care team is one way
to get better at assessment. Team members can
learn from one another what works and what
doesn’t,” she says.

Role-playing also is a good way to teach educa-
tors how to do learning assessments, says Cheryl
A. Goddard, RN, a clinical educator at St. Louis
Children’s Hospital. In addition to helping those
who educate patients gain assessment skills, it is
important to make sure they know what teaching
tools are available so they can use the ones that
match a patient’s preferred learning style, she
says. 

Health care providers also need to know what
tools are available to help overcome any barriers
that might hinder the teaching. For example, there
are 105 ethnic groups in Atlanta and, while educa-
tors cannot be culturally competent in all of them,
they can know where to go to find the answers,
says Ordelt. There are libraries at Children’s
Healthcare of Atlanta that have cultural informa-
tion, and the institution also has a multicultural
coordinator who oversees interpretation, transla-
tion, and cultural competency. 

Skills for assessing

“Mostly, health care providers need to learn to
listen and pick up on learners’ cues of discomfort,
resistance, misunderstanding, or confusion,” says
London. 

She teaches health care providers that whenever
they feel frustrated or whenever they feel the
learner isn’t listening or isn’t getting it — that’s a
sign that more assessment is needed. Frustration
means educators are not individualizing the teach-
ing enough to meet the learner’s needs, explains
London. (For more information on using informa-
tion gathered during the learning assessment to
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tailor education to meet the learner’s needs, see
above article.)

If there are barriers to education, the health
care provider must figure out how to give the
information to the patient or family in the correct
way, says Ordelt.

“Our responsibility is to find the right way to
reach them so those barriers are minimized,” she
adds. 

To determine how to best teach a patient, the
learning assessment should evaluate what the
patient would like to learn, how much the patient
already knows, the patient’s readiness to learn,
how the patient likes to learn, and the issues that
have to be addressed to best teach the patient, such
as language or cultural and religious barriers. “All
the things that can cause us to stop and take note
and think about how we can provide the informa-
tion so that the learner will receive it,” says Ordelt. 

The information can be gleaned by both obser-
vation and asking appropriate questions, she adds. 

One of the first things to note is whether the
patient is ready to learn, says Terry Barlow, RN, a

patient educator in the learning center at Fairview-
University Medical Center in Minneapolis. 

Barlow, who works with transplant patients,
says she gauges readiness to learn by observing
the patient as he or she enters the learning center.
She notices whether the patient makes eye con-
tact, asks questions, or is smiling. 

Patients are sent to the learning center by refer-
ral by their physician or the nurses on their unit.
“If a patient does not want to be there I ask to
reschedule the appointment — otherwise I am
wasting my time and the patient’s,” says Barlow. 

Although Seuferling now works with clinicians,
at one time she worked at a wellness center where
she taught patients about diet and exercise. During
this time she observed that, if patients were not
ready to change their behavior, teaching them how
to reduce saturated fat in their diet or providing an
exercise program would not motivate them to alter
their lifestyle.

To assess readiness to learn, Seuferling asked
them why they came to the center. If they said
their physician, dietitian, or spouse wanted them
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Tailor education by using
information assessment 
Often health care providers must get creative

The purpose of a learning assessment is to
learn how best to teach the patient or fam-

ily. Therefore, the information gathered must
be used to tailor the teaching to the learner. 

A patient is asked how they like to learn new
things to determine their preferred learning
style. However there may not be any teaching
tools that match the patient’s preferred style.
For example, they may learn best by reading or
watching a video, whereas there is no written
information on the topic or videotape.

In such a case, this provides an opportunity
for educators to get creative, says Kimberly
Crosby, RN, director of Guest Services at St.
Louis Children’s Hospital. 

Nurses can create teaching tools for the
patients. For example, they can take a piece 
of paper and write down the four things they
want a new mom to remember about feeding
her baby. Or they can take a video camera and

tape a dressing change or other procedure. If
patients learn best by hearing something they
can use a tape recorder and verbalize the pro-
cedure as they go through the steps. 

When barriers to learning exist then the
teaching must be altered to overcome them,
says Cheryl A. Goddard, RN, a clinical educa-
tor at St. Louis Children’s Hospital. For exam-
ple, if families have low literacy skills they can
be given a video to watch at home. That way,
they can rewind it and review it as many times
as needed and protect their dignity. 

You try to tailor the teaching as closely as
you can to fit the needs of the patient, says
Kathy Ordelt, RN-CPN, CRRN, patient and
family education coordinator at Children’s
Healthcare of Atlanta. It is especially important
when working with people who have physical
or cognitive disabilities, speak other languages
or come from other cultures. “All of this must
be taken into consideration and the teaching
adapted to meet the patient’s needs,” she says.

For example, if a family is from Mexico and
their child has diabetes, the health care provider
would teach them how many tortillas they could
eat for breakfast rather than how many bagels
they might have.  ■



to come, that would be a sign that they might not
be ready to learn. 

Or she might ask them what they had already
done to start an exercise program or change their
diet. For example, Seuferling would ask, “Have
you thought about what days of the week you
will exercise and what time of day?” or “Do you
have exercise shoes or clothes?” If they answered
that they were very busy, that could indicate they
were not ready to learn, she says. 

The questioning Seuferling used was based
upon the stages of change theory authored by
James Prochaska, PhD, and Carol DiClemente,
PhD. According to this theory, people may be in
one of five changes that impact whether their
behavior will change: 

1. Pre-contemplative — no intention of taking
action within the next six months 

2. Contemplative — intends to take action
within the next six months

3. Preparation — intends to take action within
the next 30 days and has taken steps in this
direction

4. Action — has changed overt behavior for

fewer than six months
5. Maintenance — has changed overt behavior

for more than six months

If patients are not ready to learn, it is important
to try to motivate them to learn and get them to a
stage of readiness. This might be accomplished by
asking them why they think their physician sent
them and then by going over why the changes are
necessary. It might be helpful to give them a pre-
liminary task such as keeping a food diary to track
the saturated fat in their diet. In this way — instead
of cutting out saturated fat — they could find sub-
stitutes. By meeting the patient halfway, they might
be motivated to learn, says Seuferling. 

To know where to begin teaching it is impor-
tant to learn how much a patient already knows.
“If patients have skills in an area, such as dia-
betes, we can build upon them. And if they have
no previous experience, there is a different start-
ing point,” says Goddard. 

Sometimes questionnaires can be used to gather
information on how much a patient already knows.
At St. Louis Children’s Hospital, there is a quiz
available for families with a history of diabetes.
The quiz can be used to determine how much the
family already knows about managing diabetes. 

Questionnaires also can be used to determine
what patients want to know. However, most of the
learning assessment gives insight into the learner
so that educators can sense how to frame the infor-
mation, how much detail the learner needs, and
how best to teach it. “This is done best in conver-
sation, observing the learner’s responses and lis-
tening to what is said,” says London.  ■

Techniques to improve
classroom instruction 
Teaching methods target all types of learners

When Vicky H. Becherer, MSN, RN, became 
a clinical educator at St. Louis Children’s

Hospital in 2000, she was very knowledgeable of
her subject matter. However, through diligent
research, she subsequently learned a variety of
teaching methods to help her reach the different
type of learners in her classroom. Also, she learned
how to establish an atmosphere for learning.

The techniques Becherer now uses makes 
her teaching more effective and improve
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classroom instruction whether the students are
health care providers or patients and commu-
nity members.

Becherer says many factors impact learning,
including the student’s first impression of the
instructor. 

“If you are doing a presentation or teaching 
a class, you need to acknowledge your partici-
pants. You need to greet them when they are
coming in,” she says. Also, she advises teachers
to dress professionally and to give a brief intro-
duction of themselves before they get started
with their lecture. Of course, starting on time is
important as well. 

A teacher’s attitude often transfers to the stu-
dents. Therefore, it is important to be enthusiastic,
energetic, and in a positive state of mind. Teachers
not only communicate verbally to their audience
but nonverbally as well, say Becherer. 

“You need enthusiasm as a teacher. If you
don’t have it, don’t expect the people you are
teaching to be enthusiastic about what they are
learning,” she explains.

Although the environment often is difficult for
the teacher to control, there are several aspects of
room selection and setup that should be consid-
ered. The room should be the right size for the
number of participants, not too large or small.
Also, it should have good lighting with the ther-
mostat set at a comfortable temperature so the
room is not too hot or cold. 

The five senses play a role in a person’s ability
to concentrate on what is being taught; therefore,
the location of the room is important. For exam-
ple, a room near a cafeteria can be distracting if
the aroma of pizza cooking or cookies baking fills
the air near mealtime when people attending the
lecture might be hungry. 

Once an atmosphere of learning has been
established, it is up to the teacher to deliver the
message in a way that will help the students
learn what is being taught. Becherer often deliv-
ers the message in a lecture format using slides
accompanied by written handouts. However, she
uses various teaching techniques in her lecture to
improve retention. They include the following:

• Feedback and role-playing 
During a two-hour lecture, Becherer provides a

break about midpoint. But before participants get
up from their seats to stretch, she divides them into
groups and gives each a question to consider when
they return that covers material she presented dur-
ing the lecture. This helps those attending the lec-
ture refocus and reinforces what was taught.

Another technique is to have each group role-
play using the information that was covered dur-
ing the lecture. When using role-play, Becherer
divides the class into groups and, before the mid-
point break, selects one group to “teach back” the
content covered during the first part of the class. 

“This is an excellent way to ensure participants
are listening and they get involved. The first time
this is done the participants may feel put on the
spot, so you may want to help them out. They get
better each time,” says Becherer.

These techniques get the learners involved, and
you always want to get your learners involved, she
adds. 

• Discussion
To help participants focus on the topic at

hand and keep their attention during the lec-
ture, Becherer may throw out a question before
covering the material and ask the audience 
to provide as many answers as they can. For
example, she might ask for their definition of
family. Once everyone has had a chance to pro-
vide input, she tells them to listen for the defini-
tions or words they brainstormed to see if they
are used in the lecture. 

Discussion also can be used during class to help
students refocus on the topic or, at the end of class
for review. Sometimes, Becherer will split the stu-
dents into groups and ask each a trivia question. It
may be something that she plans to put on a test
they will take during the next class session. “It’s a
fun way to prepare them,” she says.

• Group work
During group work, students have a chance to

see if they remember what was taught and whether
they know how to apply the information. It also is
a good way to reinforce the teaching. 

This method of teaching incorporates many
techniques, including the jigsaw. With this tech-
nique, students are asked to put information
together in the correct order. It might be a care
plan, procedure, guideline, or policy. 

Becherer creates a jigsaw by cutting the care
plan, guideline, or policy apart with scissors. 

For example, when creating a jigsaw of a care
plan, she posts the general topics on a large piece 
of poster board or leaves the board blank. She gives
the participants “plastitac,” a puttylike substance
used to stick things to the wall, poster boards, etc.
but is easily removed. The participants are given
envelopes that contain different steps in the care
plan. Each participant must decide where his or
her step belongs in the process. 

“This is a great team-building skill, and they
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are learning the steps to take in a process,” says
Becherer. 

• Mind or concept mapping
This teaching technique allows students to

express what was taught in picture form. It is a
fun way to take notes. 

1. Think in key words or symbols.
2. Write down the most important word or

short phrase or symbol. 
3. Draw a central circle, square, or whatever

design you want.
4. Post other words, ideas, short phrases, etc.

that are important around the outside of the
design.

5. The key word, symbol, or phrase goes inside
the design.

6. Edit this word or symbol or phrase. Think
about the relationship of the outside items with
the center word, symbol, and phrase.

7. Think “out of the box”. . . anything that
comes to mind, and write it down.

8. Set the map aside — do not finish it at one
sitting. Stop and think about the words, phrases,
symbols, you are using. This map is your per-
sonal learning document. There is no right or
wrong way of doing it.

9. A mind map should combine what you
know with what you are learning and what you
need to give a complete picture.

10. The lines connecting the designs (circles,
squares, etc.) should have words on them so you
get a clear picture.

11. Be creative! Have fun!
• Review
It always is a good idea to select a teaching

method that can be used at the end of the class
for review, says Becherer. 

Several trivia questions worth points can be
given to groups of students, and the group with
the most points can be awarded a prize.

Another good review technique is the minute
paper. Students are given a minute at the end of
the class to write their answer to a question on a
piece of paper. The question might be: “What are
two things you learned in class today?” or “What

question or questions do you have that you
would like answered or explained in more
detail?”

“With this method, I know what kind of ques-
tions students still have and I can attempt to
answer during the next class session,” Becherer
explains.

The crumble-and-toss review technique allows
students to write an answer to a question upon a
sheet of paper and then wad up the paper and toss
it on the floor. The assignment might be to write the
most important points covered in the lecture or to
write down a few questions they think they may
find on the next test.

Becherer says students like the crumble and
toss review — a teaching technique she picked up
from Michele Deck, a national speaker and nurs-
ing educator. 

“They enjoy this review [and often ask], ‘When
do you get to crumble up a paper you need to
turn in and toss it on the ground?’ It is a fun way
to end your class. Participants have fun and you,
as the teacher, learn what is still needed,” says
Becherer.

Incorporating a short activity midway through
the lecture to refocus the students or at the end 
of the class to help reinforce the lesson improves
learning. However, there are other reasons for
using these teaching techniques. 

Some people are visual learners, some auditory,
some are kinesthetic learners, and others learn best
by reading and writing. An instructor who uses a
mix of teaching methods is more likely to reach all
the different types of learners, says Becherer.

For example, the lecture suits the auditory
learner best with the PowerPoint supporting
visual learners. However the hands-on learner
might find that they remember the lesson best
when given a chance to run to the board to
answer a trivia question. The reading/writing
learner gets his or her needs met by receiving the
handout for further review.  ■

‘Culture Clues’ help staff 
understand diverse patients
Understanding different cultures improves care

Before clinical staff at the University of Washing-
ton Medical Center in Seattle provide care to 

a patient from another culture, they consult the
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hospital’s Culture Clues, one-page laminated sheets
with key points about a particular culture and how
its members generally perceive health care.

The Culture Clues were suggested by a multi-
disciplinary team that brainstormed ways the hos-
pital could help staff feel more comfortable in
dealing with other cultures, says Cezanne Garcia,
MPH, CHES, associate director of patient and fam-
ily-centered care and education for the hospital.

“We have a hospital with 5,000 employees, and
it is a challenge to get even an hour of training for
everyone. The team asked for a referral tool that
would give them targeted information before
they go in for a care encounter with patients of
other cultures,” she says.

The team researched the practices and beliefs
of people in the cultures they serve and asked the
clinicians to help prioritize what information the
Culture Clues should contain.

They suggested information on who in the
family or the community should be consulted on
health care issues, who makes the decision, issues
related to touching, eye contact, modesty, and
body language, and how patients’ religious or
cultural beliefs could affect their participation in
the health care plan.

Among the cultures represented on the 14
Culture Clues, Garcia and her team developed are
Russian, Somali, Vietnamese, and Spanish. Patients
at the hospital speak up to 80 different languages.
In a typical month, the hospital serves patients
speaking 40 different languages, Garcia reports.

“We have a really diverse community with peo-
ple from Russia, Latino countries, and different
regions of Asia and Africa. They speak a variety of
different languages and have a variety of different
cultural beliefs and practices,” adds Brian Giddens,
LICSW, ACSW, associate director of social work. 

Before issuing the cards, the team had practi-
tioners or staff from each culture group look over
them as sort of a litmus test.

“It’s one thing to find out information in the
literature, but a person living in contemporary
times in this country may look at things differ-
ently,” Garcia says.

The Culture Clues are not intended to provide
all the information a clinician needs to know about
the patient’s culture, she points out. “It gives the
caregivers immediate information and ways to
frame questions to find out what is important and
who the family’s decision maker is. It gives them
places they can go for additional information with
the hope that they will be encouraged to continue
with their learning.” 

For instance, it may say that people from a par-
ticular culture are uncomfortable with direct eye
contact, that they aren’t comfortable being touched,
or that they prefer a female provider.

The team also has developed tip sheets to help
with end-of-life issues for their Latino and Russian
populations.

“This is an important stage of the care experi-
ence and one where we need to be cognizant of
the family’s beliefs related to death and burial
and how they want to say goodbye,” Garcia says.

A third tool is language cards, developed
through its interpreter services. The 3 x 5 cards
contain basic phrases such as “May I help you”
in the key languages spoken by the majority of
patients.

In addition to the various printed tools, the
master’s-level social workers use their assess-
ment skills when they screen people from differ-
ent cultures and who speak different languages,
Giddens says.

“Social workers already have finely honed
assessment skills, which helps them see all patients
as individuals. We have to be careful when we
used the Culture Clues and other materials. While
they give us general information, we have to be
careful not to assume that every person in that cul-
ture is exactly the same,” he points out.

Never make any assumptions

The first key to providing culturally sensitive
care is to never make any assumptions, Giddens
says.

“I tell my staff to realize that everybody is going
to have a different perspective, whether it seems
obvious to us or not. This includes Caucasians as
well. Not everybody from the same background 
or even the same family looks at things the same
way,” he adds.

At the University of Washington Medical
Center, the social workers ask patients right up
front for suggestions on how they want to be
involved in their care and to get a better picture
of their beliefs and practices.

They ask how their particular culture deals
with illness, who the family spokesperson is, and
who should be present during treatment.

“We tell them frankly that there are things that
we don’t know about their culture and their beliefs
and that we need to find out. We want to work with
them to come up with a treatment plan, rather than
just handing them a plan,” Giddens says.

For instance, the social workers at University
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of Washington Medical Center spent a lot of time
with the family of a South Pacific Island native
who needed end-of-life care.

“They didn’t understand our medical system,
and it took a lot of time to explain about hospice
care and continuing life support. We involved
more family members that we would with many
of our Caucasian families, and we needed the
whole team to be there to help explain to the fam-
ily what their options were and why the treat-
ment was going in that direction,” he says.

The sooner you can start the discussion and
ask patients about their cultural beliefs, the easier
it will be to provide them with the care they need,
Giddens advises.

“I tell my staff never to use a cookie-cutter
approach. It takes more time in the beginning
when you spend time finding out the specific
beliefs and practices of each patient, but it saves
stress and frustration later,” he says.

The hospital has created patient & family advi-
sory councils made up of patients and family
members from various cultures who meet with
staff advisors in the NICU, the inpatient cancer
area, and the rehabilitation services area.

They advise staff on how to improve the care
and how to make decisions based on the under-
standing of all stakeholders.

“They help us interpret the patient satisfaction
surveys and advise on what we can do to improve
the patient care experience,” Garcia says.

Members of the councils can help staff see
things from another point of view, she points out.

For instance, a resident was discussing the case
of a premature infant who was given a 1% chance
to live and wondered why the mother wanted to
continue treatment.

“A woman spoke up and said that any mother
would hold onto hope even with a small chance
because at least there was a chance. It’s too easy
to see things from our own lens and the resident,
never having been a parent, didn’t understand,”
Garcia says.

The hospital maintains a pharmacy line where
nurses and physicians can call to get more infor-
mation about naturopathic herbs or other alterna-
tive medicines the patient may be taking.

“If it’s not medically unsafe, we encourage
patients to participate in their cultural practices
because of the mind-body aspects of healing. If
something makes them feel comfortable and does-
n’t interfere with care, it could help them get bet-
ter,” Garcia says.

She advises all hospital staff to be respectful of

their patients’ other cultural beliefs and practices
as long as they don’t negatively interfere with the
care plan.

“In reality, it takes a family and a community
to help patients get better, whether it’s someone
to help with wound dressing after discharge or
just someone who makes them feel like they are
cared for,” Garcia says.

She cautions staff that the training module and
the Culture Clues are just tools and should never
be used to stereotype patients.

“We caution them not to let their own cultural
assumptions cloud their ability to truly under-
stand what the preferences are for the patient and
the family,” Garcia says.

The hospital has moved from a largely con-
tracted interpreter service to one in which almost
80% of the interpreters are in-house hospital
employees.

“It makes a significant difference. It’s much
less expensive in the long run to hire employees
than to use hourly interpreters. We have made
the interpreters part of the team. They know the
system, they have worked with our physicians
and staff, and they can provide more information
about cultural issues,” Giddens says.

The hospitals forms, including advance direc-
tives, have been translated into the most requested
languages.

All new employees take a cultural competency
quiz as part of their new employee evaluation.

The social work department has included a
cultural competency evaluation as part of its
annual evaluation for several years. Now, all
employees in the hospital participate in a cultural
competency skills review on an annual basis.

Cultural competency tools and programs are a
part of employee orientation.

The hospital developed a self-directed educa-
tional tutorial, “Respect Through Understanding,”
that the staff can use to learn more about the types
of patients and families they are likely to encounter.

“This helps create awareness, not only of key
cultures but what resources are available to sup-
port all staff,” Garcia says.
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Patients and families bring their cultural beliefs
and practices with them, and these influence not
only how they engage with providers but also
how comfortable and safe they feel with the care
plan, she reports.

“One of the most important pieces of our work
with patients and family members is to join them
in creating a sense of hope. When we are tuned
into someone’s religious and cultural practices, it
allows us to be a better partner in building and
sustaining hope,” Garcia says.  ■

End-of-life communication 
hard for discharge planners
Tailor discharge planning around cultural beliefs

Medical City Dallas Hospital, staff tailor their
discharge planning and education around

the patient and family’s cultural beliefs, particu-
larly when end-of-life issues are involved.

The hospital treats a significant number of
Hispanic patients along with increasing numbers
of Asian and Russian patients, reports Pat Wilson,
RN, BSN, manager of case management.

“The strongest and hardest obstacle we have to
overcome with our patients from diverse cultures
is death and dying,” Wilson says.

For instance, many Hispanic families reject
hospice care for terminally ill patients because
they feel as though it is giving up, she notes.

“In these cases, we work more toward teaching
the family how to care for those going home with
an end-of-life disease. The physicians and other
staff are very careful with their wording so the hos-
pital can provide the palliative care the patient
needs without creating the impression that it’s hos-
pice care,” she says.

Most Hispanic patients have very strong fam-
ily ties and have caregivers at home who are will-
ing and able to do whatever is necessary to
provide care for the patient, rather than hiring
someone else to provide care or considering a
skilled nursing facility, she adds.

When this is the case, a lot of time is spent edu-
cating family members about how to care for the
patient at home, the medications they need, and
when they should receive it. The hospital works
closely with home care agencies that have Hispanic
caregivers so the patient and family will feel com-
fortable with at-home care.

The hospital staff have learned to pick up cues
from family members about the direction they
should take in caring for the family members.

When they are assigned a patient from another
culture, the staff identify a family member who is
the spokesperson and, with the help of an inter-
preter, gives that person the discharge instructions.

The staff typically use both a medical transla-
tor and a family member to make sure what they
are saying is being translated correctly. They ask
the family member translator to repeat what he
or she understood.

“The staff does an excellent job of identifying a
person in the family who can be the spokesperson
and can help us understand the cultural beliefs
and how to address them,” Wilson points out.

For instance, many elderly patients have
grandchildren who have become Americanized
and are a great resource for helping the case man-
agers understand what medical care is like in the
family’s country of origin as well as its cultural
practices and beliefs surrounding health care.

Enlist help from family and friends

Staff enlist the aid of the grandchild to com-
pare what would be happening if the patient
were in their native country with what is going
on in the hospital.

“We discuss what our traditional treatment
plan is here and ask them to help us determine
what will work best for the grandparent. We
want to incorporate the family’s cultural beliefs
whenever possible, as long as it isn’t anything
that will interfere with healing,” Wilson says.

When staff members have trouble accepting
that their patients’ cultural beliefs don’t allow
certain medical procedures that are routine in
western medicine, Wilson and other department
heads refer them to the hospital’s ethics commit-
tee to help them work through the issues.

“[The hospital staff] may think the treatment
that has been proposed will be beneficial to the
patient. If the family says they don’t want the
treatment and the staff truly believes it is benefi-
cial, that’s an ethical conflict between the health
care worker and the family,” she says.

The ethics committee does not make any deci-
sions in these cases, but can help the health care
workers resolve the issues for themselves, Wilson
points out.

Staff at Medical City Dallas attend annual diver-
sity seminars designed to help them understand
the cultural beliefs and practices of the hospital’s

April 2005 / PATIENT EDUCATION MANAGEMENT™ 45



diverse patient population.
The hospital’s diversity program gives staff

basic information about patients from other cul-
tures, tips on contacting appropriate health lines
and community organizations, and instruction on
how to use the translator line.

“We give our staff a good overall view of the cul-
tures we see in our hospital, their values, beliefs,
and practices, and how we can respect them and
provide the best treatment for our patients,” Wilson
says.

The hospital has translated its discharge instruc-
tions and other pertinent documents into Spanish.

The hospital maintains a list of bilingual staff

members who can be called on to help the rest of
the staff build bridges with the patients.

For instance, one case manager is from Iran
and speaks Farsi. There are several Spanish-
speaking social workers who are called by their
co-workers and other people in the hospital to
translate.

“When we’re talking about the Asian commu-
nity, it’s harder to find staff who can communi-
cate with them. We do have some physicians who
speak Chinese, or Vietnamese, or Korean, but we
also tend to use the translator line,” she says.

The hospital established a mentoring program
that pairs new hires with nurses from their same
country who acts as a mentor.

“It not only gives them a bond with someone
who shares their background, but it gives them a
mentor to help them learn about the hospital. It’s
one of the best things we’ve done to acknowledge
and respect different cultures and to recognize
that there is a difference and that we need them,”
she says.  ■
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For more information about tailoring end-of-life care or
issues for different cultures, contact:
• Pat Wilson, RN, BSN, Telephone: (972) 566-4090. 

E-mail: pat.wilson@lonestarhealth.com.
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Work with interpreters to 
plan discharge at admission
Social issues are identified early 

By using the hospital’s on-site interpreters when
they make assessments of patients who don’t

speak English, staff at Boston Medical Center are
able to start the discharge plan early in the stay
and identify resources in the community that pro-
vide services for people of different religions and
ethnic backgrounds.

About 30% of the medical center’s patients do
not speak English and need an interpreter. The
hospital’s interpreter services department pro-
vides on-site translation in 17 languages and is
available 24 hours a day.

“If someone comes in from Cape Verde, the
first thing we do is to get an interpreter so we can
identify who they live with in the United States,
what is their functional status, if they are on med-
ications, how they are paying for their medica-
tions, and other information that will help us
plan for their discharge needs,” says Monica
Ferraro, RN, MS, clinical supervisor of the care
management department.

The interpreters are scheduled over a cus-
tomized web-scheduling system that helps

reduce wait times. In addition, the interpreters
routinely perform rounds on the patient floor and
cover the emergency department as needed.

Even so, staff recognize that patients who have
to wait for an interpreter or a family member
who can interpret to find our what is happening
are more likely to be apprehensive and mistrust-
ful than someone who can engage in a free-flow-
ing dialogue with his or her caregivers.

“As much as we accommodate for cultural dif-
ferences, it’s still difficult for these patients because
their language is not the primary language spoken
in this hospital and that creates some anxiety about
the care,” Ferraro says.

Determine expectations early

The staff try to identify social issues early and
work through the interpreters to determine the
patient’s and family’s expectations for care while
they are in the hospital and what their feelings
are about post-discharge care.

For instance, one Hispanic patient was suffer-
ing from dementia to the point of needing almost
total care. His wife told the case manager, through
interpreters, that she felt strongly about wanting
him discharged to home.

“We had to respect that, even though we knew it
would be hard for her to have him at home. In this
case, her daughter intervened. But if she hadn’t, we



would have worked with her to make sure she
could care for him at home,” Ferraro says.

The staff go through the same steps with all
patients, regardless or race or ethnic background,
when they create a discharge plan, but with
patients from other cultures, they may have to
make accommodations.

“We honor the family’s wishes as long as [they
are] reasonable and they are competent and
understand the risk and potential complications
or adverse outcomes of their decision,” Ferraro
explains.

Be flexible whenever possible

Accommodating a patient’s cultural beliefs 
and practices sometimes requires a balancing act
between the patient’s beliefs and the hospital’s
standard procedures, she points out.

“We follow the direction of the patient and fam-
ily to meet their needs and at the same time provide
the care and plan the discharge according to hospi-
tal state, and federal regulations,” Ferraro says.

At admission, all patients are asked their reli-
gious preferences, and if they want to see a reli-
gious leader from their particular religion.

If necessary, the staff involves religious leaders
who understand the beliefs and cultural practices
of the patient and who can help interpret for the
patient and family.

In one case, the staff brought in a physician
from another hospital who was of the same reli-
gion of the patient to help create an end-of-life
plan for the patient.

“In end-of-life decisions, we are involved in
working as a team with a family. This is where
religion plays a huge role, and we have to take
their beliefs into account,” Ferraro says.

Many of the patients who don’t speak English
are not aware of social programs and resources
that can help them, she points out. “It’s up to us
to be familiar with resources and to recommend
them to all our patients.” 

For instance, one patient was paying for his
medicines out of pocket. Ferraro asked a social
worker to investigate the possibility of accessing
a drug manufacturer’s indigent care fund on
www.needymeds.com. The web site provides
information and links to programs that help
patients get assistance obtaining medications,
she adds.

The staff maintain files on ethnicity-specific
community resources in case a patient needs
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COMING IN FUTURE MONTHS

CE instructions/objectives

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 cer-
tificate will be mailed to you.

After reading Patient Education Management,
health professionals will be able to:
• identify management, clinical, educational, 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. ■

For more information about incorporating interpreters in
the admissions process, contact:
• Monica Ferraro, RN, MS, Telephone: (617) 638-7271.

E-mail: monica.ferraro@bmc.org.
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them. In addition, the staff often do research on-
line or through Boston Medical Center’s web site
to find patient resources.

The hospital’s human resources department
and interpreter services have developed a four-
hour class on language barriers and customer ser-
vices for all staff with direct patient contact. All
management staff go through eight hours of
training each year, two hours of which are
focused on cultural diversity training. A cross-
functional team develops and delivers work-
shops for managers and staff addressing the
diverse needs of patients and families.  ■
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CE Questions

13. According to the experts, a learning
assessment must be conducted before
education takes place to determine which
of the following?
A. What the patient already knows.
B. How to tailor new information to the 

individual.
C. If the patient is ready to learn.
D. All of the above

14. The best way to conduct a learning assess-
ment is to ask patients questions and
observe their behavior picking up on such
cues as discomfort, resistance, misunder-
standing, or confusion.
A. True
B. False

15. How many Culture Clues did the University
of Washington Medical Center develop to
help its staff understand its diverse patient
population?
A. 12
B. 20
C. 8
D. 14

16. What is the biggest challenge the staff at
Medical City Dallas Hospital face with their
patients from other cultures?
A. Death and dying
B. Nutrition 
C. Herbal medicine
D. Alternative medicine practitioners

Answers: 13. D; 14. A; 15. D; 16. A.
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