
Form provides compliance for JCAHO 
patient education documentation 
Simple, well-organized forms that are accessible work best

Agood form does not guarantee that all staff from all hospital
disciplines who may be teaching a patient will comply with
Joint Commission on Accreditation of Healthcare Organizations

(JCAHO) documentation requirements. However, it is an important ele-
ment in boosting compliance in documentation of patient education.

“The design is extremely important because, in my experience, compli-
ance with documentation is better at the hospitals that have more user-
friendly forms,” says Yvonne Brookes, RN, clinical learning program
coordinator and patient education liaison at Baptist Health South Florida
in Miami. 

Brookes, who is involved with five hospitals, says when time is spent
designing a form that is short and easy to use, more people will utilize it. It
also is important to take into account the needs of everyone who may be
teaching the patient. For example, to accommodate the needs of a dietitian,
there must be a place to document teaching about the patient’s diet.

To make sure the documentation form met everyone’s needs, it was
designed by the multidisciplinary patient education committee at the hospi-
tals within the Baptist Health system. Before a design concept was created,
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every committee member had to gather at least five
forms from colleagues at other institutions for com-
mittee review.

Using the best elements from each form, the
committee designed the documentation tool with
the help of the graphics department and a repre-
sentative from medical records to ensure that the

layout would work and the form could be kept in
the electronic archives. Brookes says one of the
forms from Baptist Health South Florida is used
by the JCAHO in their literature as an example of
a good documentation form. 

User-friendly forms are important, agrees
Diane C. Moyer, MS, RN, program manager for
Consumer Health Education at The Ohio State
University Medical Center in Columbus. “The less
time involved in being able to fill out the form, the
better it is as far as compliance,” she says.

If forms are standardized throughout the insti-
tution or across several departments, the staff
within the various hospital disciplines will more
readily understand the format and comply with
documentation, says Moyer. “Keep in mind who
is going to be using the form and what they have
been used to in the past, such as filling in the
blanks or check boxes,” she advises.

Also, it is important to make sure staff are not
asked to document the same information on two
forms. If the information is documented in another
area, simply make a note on the new form that
indicates where it can be found. 

To increase compliance for documenting patient
education, the form at the Deborah Heart and
Lung Center in Browns Mills, NJ, was redesigned
to mirror the interdisciplinary care plan. The old
form for documenting patient education was six
pages long, had too much redundancy, and did
not flow well, recalls Laura Gebers, BSN, RN, BC,
PCS programs health education coordinator at the
health care facility. 

“Our staff found the new form easier to under-
stand. The information was organized and easily
found to document appropriately,” she explains.
Compliance increased from 40% to 90% when the
new form was introduced. 

Gebers created the concept design for the form
with the advice of the health education advisory
council. “Each discipline made suggestions for
what information should be present to ensure
completing their documentation was worth their
time,” she explains. 

Is that all there is?

While a form must be succinct, there is more to
documentation compliance than the form design,
says Ruthie Gohl, MSN, director of medical ser-
vices at Southwest Washington Medical Center in
Vancouver. 

Before a team of staff nurses at the health care
facility tackled the problem of noncompliance in
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documenting patient education, they explored
the reasons for noncompliance. A survey indi-
cated that staff were spending about 90 minutes
per patient teaching and documenting what was
taught. As a result, compliance for documenta-
tion was around 40%. 

Staff members teach all the time, but they don’t
always document. The solution was to design a
system that prompted documentation, explains
Gohl.

First, a patient education record was designed,
which increased documentation by about 15%.
That form was followed by the implementation
of a plan of care for various diagnoses. All mate-
rial needed to teach the patient about the particu-
lar diagnosis comes with the plan of care along
with the education record and a daily planning
record that prompts the appropriate education
for the day. 

The education record is printed with areas for
documenting what was covered in the care plan
by codes to keep documentation simple. 

For example, if a patient with congestive heart
failure is taught smoking cessation, the teaching
material is included in the plan of care including
information on why the patient should quit smok-
ing, what will happen when he or she quits, and
community resources available for support. Areas
for documenting the review of this material with
the patient are preprinted on the education record
for ease of documentation. Also on the record is the
standard education process for educating a patient,
such as the assessment for readiness to learn, teach-
ing method, and how the education is evaluated. 

The staff nurse group that designed the system
determined that, if they did not have to find infor-
mation in a file on the floor or pull it off the com-
puter and print it every time they needed it, they
were able to provide better education and comply
more readily with documentation requirements. 

It has worked, says Gohl, and documentation
now is at 88%. In addition, follow-up surveys
indicate the amount of time it takes to document
patient education has been cut in half. 

Documentation forms that mirror teaching
flow sheets tailored to particular units or disease
processes provide a convenient method for docu-
mentation at The Ohio State University Medical
Center. Required teaching can easily be checked
off on the form, says Moyer. 

Prompts or triggers for documentation can be
key — not only on the form, but in other areas as
well, says Brookes. For example, an area on the
admission form can prompt nurses to initiate the

teaching record. Also, it is a good idea to have a
patient education discharge-teaching tab in the
medical record so staff will know where to look
for the teaching record for documentation. 

Codes, such as letters, on forms work well to
streamline documentation, says Brookes. “Use
the documentation form as a summary and have
it refer to the tools used, such as a handout that
was reviewed or video,” she advises. Everything
can have a code — from barriers to learning, such
as pain, to the method for evaluating teaching,
such as question and answer or demonstration
and return demonstration.

If a form has been updated, streamlined, or
redesigned, staff must be advised of changes
before it is implemented.

When a new form is introduced at Baptist
Health, a patient education liaison takes it to his
or her unit to explain how it works. In addition,
large posters of the form are printed that have
short descriptions of each area with arrows point-
ing to them. And before the form is introduced,
articles about its implementation are run in the
employee newsletter.

At the Deborah Heart and Lung Center, mem-
bers of the Health Care Advisory Council were
accessible on their units to help staff with form
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completion when the new design was intro-
duced. The form was essentially the same tool
used before only streamlined with a better
design, says Gebers. 

While form redesign can improve documenta-
tion, Moyer warns that often it is not the form
that is the problem with low compliance in docu-
mentation of patient education.

“Often it is more a matter of being certain that
the staff identify and recognize the importance 
of the documentation, and knowing that it cap-
tures the teaching they are doing. They see and
value the information as an important part of the
patient’s care,” she explains. 

Many staff members think no one reads the
education record, so it is a waste of time to write
down what was taught, says Moyers.

Janice Reynolds, RN, OCN, a staff nurse who
chairs the patient education team at Mid Coast
Hospital in Brunswick, ME, says, although many
attempts have been made to streamline the docu-
mentation of patient education, compliance still is
low. 

The facility has been using computer docu-
mentation for about three years, first providing
an education section where staff could access
various subjects such as pain management and
simply click on what was taught, who was
taught, materials reviewed, and patient and
family response to teaching. When they received
various complaints about the time it took to go
to a special section, patient education was added
to the flow sheet where nurses do 90% of their
documenting. The simple point-and-click docu-
mentation was used. 

Reynolds says many nurses at the community
hospital do not see the documentation of patient
education as priority. In a class on effective doc-
umentation and communication, she teaches
annually, she tells nurses that patient education
is one area for malpractice that they are held
responsible. 

If documentation of patient education is a
problem, before changing the form, find out what
prevents staff from documenting teaching and
then address the problems, suggests Moyer. It
could be the form is not easily accessible. Or it
could be staff do not value it as an important part
of the care that is provided. 

Staff members must understand, although they
may not see their health care team looking at the
education documentation form, it is a key piece
for the long-term record of care provided for a
patient, she says .  ■

Facilities comply with
JCAHO patient ed regs
New tracer survey methodology successful

The new tracer methodology for surveying the
Oakbrook Terrace, IL-based Joint Commission

on Accreditation of Healthcare Organizations
(JCAHO) implemented in January 2004 is work-
ing well, according to Michael Alcenius, MS, PA,
associate director for the Standards Interpretation
Group. 

It is a much better way of evaluating a patient
education program at an institution than the old
method, he says. In the past, surveyors sat in inter-
views with leadership in organizations responsible
for managing patient education. These dedicated
educators could explain policies and what went
into development of education programs, but sur-
veyors were never able to observe whether the sys-
tem set in place really was working, says Alcenius.

Now that the surveyors actually go to the point
of care, select a sample of patients, and use their
medical records as the tracer tool to follow the
patient through their treatment and care, they are
able to focus on various areas including educa-
tion, he explains. 

For example, if the patient is admitted for dia-
betes, the surveyor observes how insulin admin-
istration is taught as well as nutrition in relation
to his or her disease process. The surveyor also
checks to see if the patient’s learning needs
assessment is being addressed.

“We go to the medical record to look for those
keys to indicate compliance with patient education
standards. We then discuss it with staff and the
patient to make sure that what the staff is telling us,
what the record documentation indicates, and what
the patient is telling us is consistent,” says Alcenius. 

JCAHO is finding that organizations really are
quite compliant with patient education stan-
dards. Quarterly, the agency publishes the top 10
challenging standards areas, and patient educa-
tion is not one of them. “We have not seen a sig-
nificant amount of noncompliance issues with
patient education,” he says.

Since patient education standards were intro-
duced more than 10 years ago, they have under-
gone a considerable amount of revision to make
them clearer. The modifications consistently
improved the standards making them easier to
implement, and patient education has become an
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established part of most health care facilities. 
Therefore, when JCAHO integrated the patient

education standards with those covering assess-
ment, care, and continuum of care in a new chap-
ter titled “Provision of Care” at the same time it
changed the method for surveying there was no
adverse impact.

Surveyors look for evidence

Alcenius describes the patient education stan-
dards as prescriptive but open. They are pur-
posely written this way to fit the needs of a wide
range of health care facilities from small, home
care organizations that provide respiratory care
for patients, to university-based medical centers
that provide complex care. 

“The way they are written, they require organiza-
tions to all do essentially the same thing, but they
allow them to determine how best to come into
compliance with the standards,” says Alcenius. 

For example, the standards require that institu-
tions conduct a learning needs assessment to
determine the patient’s motivation to learn and if
there are any physical or cognitive limitations or
cultural and religious beliefs that need to be con-
sidered when teaching. Some organizations have
a formal needs assessment in place, and others
address this standard in the nursing assessment
notes, he notes. “The requirement is there, but
how the organization meets compliance is up to
them, [as long as] they can evidence attention to
those particular requirements,” Alcenius explains. 

According to Alcenius, there are two areas in
which many health care institutions need improve-
ment. One is documentation of patient education.
“Frequently, I find there is much more education
occurring than what has been documented,” he
says. 

Documentation is important to JCAHO because
it assures a continuity of education. Without know-
ing what was taught the day before, a provider can-
not pick up where his or her colleague left off and
continue the education process. 

There are many ways to meet the requirement
for documentation without making it a burden
for staff, says Alcenius.

For example, some institutions use the SOAP
note, which is a format for an encounter with a
patient as explained below:
• Subjective — what the patient is telling the

provider; their complaint and their own
perception 

• Objective — refers to the clinician’s observation 

• Assessment — considers both the patient’s and
clinician’s observations, so a diagnosis can be
made 

• Plan of care 
“Organizations that use this format may add a

[second] SOAP — one plan for treatment and one
for education, where they write what they dis-
cuss with the patient from an educational stand-
point,” says Alcenius. 

In addition to documentation, another area for
improvement is the learning needs assessment.
Once patients have been assessed on how they
learn best and for barriers to learning, the find-
ings must be taken into account when teaching.

“You may see sort of a template approach to
patient education that really isn’t in the spirit of
our standard. We want everything — care plans
and patient education plans — to be specific to
the patient and the needs of the patient,” explains
Alcenius.  ■

Using learning needs
assessments with children
Observation while working with family is key

While a learning needs assessment for a child is
not formal, it is important to determine how

they can learn and how much they can learn, says
Kathy Ordelt, RN-CPN, CRRN, patient and family
education coordinator at Children’s Healthcare of
Atlanta. 

The assessment takes place while working
with the child and helps determine if the child’s
developmental level fits his or her age so educa-
tion can be tailored accordingly. 

“You approach a child at age 3 or 4 differently
than at age 8 or 9,” says Ordelt. 

While honesty is fitting when teaching children
at any age, the information should be delivered in
an age-appropriate, nonthreatening way. For exam-
ple, young children often take statements literally
so, instead of saying something will burn, it is
more appropriate to say that it will feel warm. 

“You need to use words that will not produce
fear so they aren’t superanxious at the start of a
procedure,” says Ordelt. 

Props, such as dolls, models, and picture books,
also help when teaching children. She says children
learn best in hands-on activities; therefore, she sug-
gests that those working with children allow them
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to do medical play when preparing for a procedure.
If a family is going to learn catheterization for a
bladder program, give the child instruction with a
catheter kit and a doll, Ordelt adds. 

A health care professional can observe play to
determine if the child is ready to handle the next
step in his or her care. 

When a child is the patient, health care profes-
sionals need to be able to instruct parents or
guardians according to adult learning principles,
and then work with the child at his or her devel-
opmental level. 

All five senses should be incorporated into
lessons for children including smell, taste, touch,
sights, and sounds. For example, let children
know that something will feel cold or wet so they
know what to expect.

Part of the hands-on teaching that also can
serve to assess what children will be able to han-
dle should include letting them help when
preparing for a procedure, suggests Ordelt. For
example, when nurses are doing a central line
dressing change, they can ask the child if he or
she would like to help gather the supplies.

“Take those steps with the children to see how
much they will be able to handle, and sometimes
you [can] even involve siblings because they go
through the crisis too when a brother or sister is
ill,” she explains. 

During the assessment process, a health care
provider is not just trying to determine how
much information to give a child, but when to
give it. Preschoolers should be given information
immediately before a procedure because they
have no concrete sense of time, and will therefore
become anxious. “Right before a procedure, teach
them what it will be like,” says Ordelt.

Teenagers, on the other hand, want control and
should be given information at least a week
ahead of time so they can prepare for the event.

Children’s ages don’t necessarily indicate their
developmental stage; therefore, it is important to
determine what a child can do. Also determine if

the family will give the child permission to par-
ticipate, and if his or her involvement will work
with the family dynamics, says Ordelt.

When a child is diagnosed with cancer or
another devastating illness, clinicians work with
the entire family. Therefore, it is important to
assess the family system to know when to give
information, how much to give, and when to give
it, she explains. 

(Editor’s note: For information on conducting a
learning assessment when preparing to teach adults,
see article in Patient Education Management, April
2005, p. 37.)  ■

Improve communication
with the right tool 
Poor communication major cause of adverse errors

Abington (PA) Memorial Hospital will soon
roll out a pilot program for a planned SBAR

(situation background assessment and recom-
mendation) initiative the program’s proponents
say will improve communications and reduce
errors at the facility. 

The link between poor communication and
errors is well recognized in the health care commu-
nity. In fact, the Joint Commission on Accreditation
of Healthcare Organizations recently identified
communication as a major cause of adverse events. 

“We’ve had instances where there have been
adverse events, and where we did not see proper
communication, and it turns into a doctor/nurse
‘he said, she said,’” notes Doron Schneider, MD,
associate program director, internal medicine res-
idency, at Abington. 

“People say they were not aware of certain
vital signs, or the primary nurse’s concern was
‘X,’ and the physician thought it was ‘Z.’ We
want to make sure that when the physician
makes an important call, they have received all
the pertinent information,” he explains. 

“We’ve noted 60% to 70% of medication errors
are related to communication, so the way we
deliver information and anticipate delivery as 
a receiver of information can go a long way to
alleviating some patient safety problems,” says
Schneider.

Interestingly, Schneider and some of the nurs-
ing leadership at Abington both heard about
SBAR within a short period of time — at separate
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industry meetings. “It was initially introduced 
to me at the National Patient Safety Foundation
meeting last year in Boston, and a month later,
our nurse leadership went to a conference and
also heard about it,” he recalls. “It’s a tool that is
really gaining acceptance nationally.” 

At the heart of SBAR is a form that is filled out
and shared with the other health care professionals
treating the patient. It is divided into four sections: 
• Situation: This includes patient identification

information, code status, vitals, and the nurse’s
concerns.

• Background: Information is noted on patient’s
mental status, skin condition, and whether he or
she is on oxygen. 

• Assessment: Here the nurse indicates what he
or she believes to be the problem.

• Recommendation: Physician follow-up actions
are suggested, including possible tests.
Before a potential rollout to the entire hospital,

Schneider says a pilot program will be conducted
in the critical care unit (CCU), as part of a totally
new overall approach to quality. “The tool is not
going to start as a permanent part of our medical
record, but it will be on the nurse’s flowsheet as 
a reminder of how to communicate information
surrounding unstable changes in clinical status,”
he explains. 

In short, it will serve as a unidirectional form
of communication — someone on the ground
reporting up the chain of command. “It will com-
municate something of importance from nursing
to the physician,” Schneider says. “We will later
be looking at how residents communicate with
attending physicians.” 

Education of staff is critical, he continues. “We
want to make sure we not only educate nursing
about the fact that we expect them to use this tool,
but we also will educate the docs, so they know
they are supposed to receive this information.” 

This will start with the residents, who will
receive a revamped introduction/orientation to
CCU when they rotate, which they do monthly.
“They will hear about things they have not heard
about before, like goal-setting checklists, a bundle
project to decrease CAP [community-acquired
pneumonia], insulin drips that are now pretty
much protocol — a lot of quality initiatives,”
Schneider notes. 

“As part of that, they will be oriented to SBAR,
so that when a nurse talks to them in a way they
were not previously used to, they will under-
stand what they are communicating.” 

Once the nurses have been educated, he adds,

“We want to make sure they have reviewed the
chart, know the admitting diagnosis, know the
right doctors to call, have an updated meds list,
and have the latest vital signs — even before they
make the call [to the doctor].” 

At the end of the pilot program, residents and
nurses will be debriefed. “We will be able to look
very quickly at their attitudes and experience, to
see if the form has validity and if people think it
helped,” Schneider says. “The real outcome, of
course, will be a decrease in adverse events and
fewer transitions to a higher level of care — once
the tool has been rolled out to the general medi-
cal floors.” 

Eventually, the form will become part of the
record. “The nurses will just pull one of these
sheets out, and it will almost be like a fill-in-the-
blank,” he predicts.  ■

How to discuss AEs with
patients and families
Establish a foundation of trust

To make full disclosure work, you first have 
to remember that it is not a “program” or an

“effort,” or a “policy,” says a leader at one hospital
that has undergone a major change in the way
adverse events (AEs) are discussed with patients
and families. Full disclosure is more of a philoso-
phy and an overall way of working with people,
says Julie Morath, RN, MS, chief operating officer
and vice president of care delivery at Children’s
Hospitals and Clinics of Minnesota in Minneapolis.

“If you want to be patient and family-centered,
that requires a foundation of trust,” she says. “If
our patients and families can’t trust us to be hon-
est with them and tell the truth, to disclose when
there has been an error, an accident, a failure in
their care, I don’t think we can enter a true thera-
peutic relationship.”

Implementing such a philosophy takes time.
Children’s spent more than a year carefully craft-
ing policies and procedures and even choosing
the right words to use. Some semantic differences
proved important. For instance, Children’s asks
“What happened?” instead of “Who did it?” after
an AE.

The hospital also created an Office of Patient
Safety that analyzes patient safety data and acts
on reports from physicians and staff.
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“It was important that they see that something
happened to the information they took the time
to report,” Morath explains. “We work from the
premise that everyone comes to work to do a
good job and do no harm, so we wanted to create
an environment that values people who step for-
ward to let us know about failure points or where
they personally got tripped up.”

Disclosure policy prompts bigger change

Morath explains that the change began when
the Children’s board of directors endorsed a pol-
icy of full disclosure to families as part of its over-
all patient safety agenda. The policy is designed
to achieve these goals:
• Improve patient and staff safety by decreasing

system vulnerability to future accidents. 
• Evaluate and improve care provided. 
• Reduce the chances for patient morbidity and

mortality. 
• Restore patient, family, employee, provider, and

community confidence that systems are in place
to assure future accidents are not likely to recur. 

• Emotionally, professionally, and legally support
staff who have been involved in events. 

• Ensure disclosure of the accident, near miss, or
sentinel event to the family, as well as ongoing
communication of system improvements to
family and caregivers involved in the accident. 
When an event occurs, Children’s conducts a

full analysis to understand the multicausal com-
ponents that produced the conditions allowing
the event to occur. Morath says that immediately
following an accident or near miss, a “sequence-
of-event” analysis is conducted.

“This is followed by a causal analysis study
with all key stakeholders to seek to learn what
contributing variables existed, and steps to take
to eliminate system vulnerabilities and latent
error that could realign to produce a future
accident,” she says. “Formal procedures and
resources are used to guard against blame, attri-
bution, and hindsight bias — all of which are
human tendencies in conditions of a devastat-
ing event.”

While maintaining confidentiality of the
patient and providers involved, a case study is
created to inform others about the risks so actions
are taken to prevent such an event from happen-
ing again. That analysis is designed with these
goals in mind:

• Understand what happened. 
• Identify opportunities for improvement. 

• Support caregivers, patients, and their families. 
• Incorporate this learning into our daily work. 
Morath says in the disclosure process, a

presumption of truth-telling guides all discus-
sions. Generally, the physician managing commu-
nication should presume all information that
describes the specific event affecting a patient 
can and should be disclosed, with the exception
of identifying the specific staff members involved
in the accident, if unknown to the family.

The disclosure is a thoughtful, well-defined
process meant to re-establish confidence and
maintain a therapeutic relationship, she reports.

A key to the Children’s philosophy is that “dis-
closure is not a confessional,” Morath says. “This is
not just an opportunity to get it off your chest so
you can feel better. It is a professional activity. It
has to be approached with the same knowledge
base, skill, and discipline as any other intervention.
Disclosure isn’t just an outpouring of one’s soul.”

The disclosure begins with an apology, possi-
bly the most important part of the discussion, she
says. From there, Children’s offers the patient
and family as much information as possible and
the assurance that more will be forthcoming as
the investigation proceeds. 

Physicians and staff are trained how to disclose,
and senior staff such as Morath are available to
either accompany others during disclosure or to
conduct the disclosure if the other person is either
too uncomfortable or unwilling.

“We don’t name names in the disclosure pro-
cess by pointing the finger at someone like the
nurse who just happened to be last person in a
long line of system failures that made the acci-
dent possible,” she says. “We indicate what has
happened, what the consequences to the patient
are as we know them today, that an analytic
review will take place, that the family will know
the results of that review, and what changes will
be made to reduce the probability that this will
ever happen again.”

No punishment for reporting errors

Another important part of the disclosure phi-
losophy at Children’s is the blameless reporting
system. Simply promising employees that they
will not be punished for reporting accidents is
not enough, Morath says. They must see over
time that you mean what you say.

Under the reporting policy at Children’s, staff
members who promptly and appropriately report
accidents to a patient’s immediate caregiver,
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manager, or Children’s safety office “will not be
subject to retaliation and will receive the adminis-
trative support of Children’s in all matters relating
to the accident. This does not require Children’s to
protect staff members who engage in intentional
acts of malfeasance that compromises patient
safety.”

The hospital devoted a lot of time and
resources to educating staff about AEs and the
new system for reporting events and concerns.
Targeted learning packets about patient safety
were provided to leadership and clinical staff,
and different packets for patients and families.

For staff, the safety guides reiterate the impor-
tance of moving from a culture of blame and
secrecy to one of open communication and analy-
sis of systems, Morath says. For families, the
packets are intended to help them understand
their role as partners in care, encouraging them to
ask questions and participate in ongoing commu-
nication with caregivers.

Modeling its reporting system on the type used
in the airline industry, Children’s adopted a new
incident report the form of a “safety learning
report” that is mostly text, rather than a series 
of questions or boxes to check off.

“You mostly learn about systems through the
stories, what happened, what the conditions were
at the time, and what you think could have pre-
vented this,” Morath says. “One thing we learned
was that near misses or vulnerabilities that are
not dealt with can reconfigure at another time 
in a way that actually harms the patient. So we
started asking ‘Have you ever seen this before?’
to help us become aware of recurrent problems.”

She notes that forms asking a person to check off
boxes are good for data management, but not so
much for learning. It’s a different kind of data anal-
ysis that is needed for improving patient safety, she
adds. 

“We have reading groups that do content analy-
sis and abstract the patterns,” Morath says. “Once
we land on an issue and create an improvement
project, then we measure the data and analyze it.
But the narrative description in the original reports
is what shows the need for improvement.”

One example is how Children’s discovered 
that the lab was getting too many unlabeled speci-
mens. Leaders were first alerted by the narrative
reports in which staff explained that specimens
were arriving without proper patient identifica-
tion, and that prompted an investigation. The root
cause turned out to be far upstream in the first-
line patient identification, which led to an

improvement project regarding the reliable identi-
fication of every patient, every time, with two
identifiers. 

“We’ve completely eliminated mislabeled
specimens because the lab won’t accept them any
more,” Morath reports. “The system depends on
staff first alerting someone that something is wrong
or could be improved.”

Commit to real culture change

Morath suggests that risk managers interested
in embracing full disclosure more thoroughly
“look far upstream.” The changes at Children’s
required a wholesale revamping of philosophy at
the hospital, not just the implementation of a new
policy handed down by risk management.

The new approach is a culture change, along
with some very practical skills training and tools
for disclosure, Morath says. Staff and hospital
leaders must be prepared for significant changes
in their roles, she says.

Children’s found that a very traditional risk
management, a legal approach focused mainly on
limiting the liability of the organization, did not
fit well with the new philosophy of full disclo-
sure. That old-school approach did not promote a
good relationship with the patient and family, at
a time when they need your support. 

“We really reconceptualized our risk manage-
ment program here,” she says. “Protecting the
assets of the organization certainly is critical, but
even more important is protecting those we care
for. We determined that we want legal counsel 
to advise us of our risk, but the malpractice risk
and legal concerns do not form the philosophy or
define the relationship with those who depend on
us for care.”  ■

Many teens still lack info 
to prevent pregnancy 
Parent-child communication needed

Information from the National Survey of Family
Growth offers a mix of good and bad news:

While sexually active teens are more likely to use
contraception, many teens are uninformed about
birth control choices.1 The research also indicates
that the number of women ages 15-44 at risk of
pregnancy but using no method of contraception
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rose from 7.5% in 1995 to 10.7% in 2002.2

While this 3.2% rise may appear small in
numbers, it translates into potentially large prob-
lems with unintended pregnancy, says James
Trussell, PhD, professor of economics and public
affairs and director of the Office of Population
Research at Princeton (NJ) University. In 1994, the
last year for which data are available, the small
minority (7.5%) of women using no contraception
contributed almost half (47%) of the 3 million unin-
tended pregnancies in the United States,3 he reports.

“What we have witnessed is a 43% rise in that
small minority, which would lead, everything
else held constant, to an 18% rise in unintended
pregnancies,” he explains.

The National Survey of Family Growth
(NSFG) is conducted periodically by the Centers
for Disease Control and Prevention’s National
Center for Health Statistics in Hyattsville, MD,
with researchers collecting information on sev-
eral topics, including contraception, infertility,
pregnancy outcomes, and births. Since the sur-
vey is so large and is known for its accuracy,
reproductive health experts see the newly
reported increase as a worrisome trend.4

What factors may be impacting women’s
nonuse of contraception? Declining insurance
coverage, increasing costs of contraceptives, and
the inability of publicly funded family planning
services to keep up with inflation all could be
contributing to the decline, says Sharon Camp,
president and chief executive officer of the New
York City-based Alan Guttmacher Institute (AGI).

Camp also points to the increase in abstinence-
only sex education and what she terms “govern-
ment-sponsored misinformation” as possible
contributors to a lack of knowledge or miscon-
ceptions about the effectiveness, safety, and side
effects of the various contraceptive methods
available, particularly among teens and young
adults. (For an overview of challenges to infor-
mation on reproductive health, check AGI’s
review, “Top 10 Ways Sexual And Reproductive
Health Suffered in 2004” on the organization’s
web page, www.guttmacher.org.) Among older
women, a mistaken belief that they are unable to
become pregnant may influence their contracep-
tive decision making, she surmises.

Are teens better off?

What do the survey findings show when it
comes to teens? Information from the NSFG
indicates good news on the adolescent front:

• The proportion of never-married females
ages 15-17 who had ever had sexual intercourse
dropped from 38% in 1995 to 30% in 2002. At ages
18-19, 68% had had intercourse in 1995, compared
with 69% in 2002. 

• For male teens, the percentage of those who
were sexually experienced dropped in both age
groups: from 43% to 31% at ages 15-17, and from
75% to 64% at ages 18-19. 

• Teens are more likely to use contraception
when they begin having intercourse (79% in 1999-
2002, up from 61% in the 1980s). 

Teens are more likely to have used contracep-
tion at their most recent intercourse (83% in 2002,
up from 71% in 1995). At their first premarital
intercourse, teens were most likely to choose con-
doms for birth control; 66% reported using a con-
dom when they became sexually active.1

However, the survey results also highlight
some troubling developments:

• Many teens are not learning about birth con-
trol in school; one-third of teens report having
received no formal instruction about contracep-
tive methods before age 18. 

• Half of young women ages 18-19 and about
one-third of men of similar age, said they had
talked with a parent about birth control before
they turned 18.1

“Although more teens are delaying first sex,
and those who are sexually active are more likely
to use contraceptives than they were previously,
the fact that so many teenagers lack the informa-
tion and services they need to protect themselves
from unintended pregnancy and sexually trans-
mitted infections is particularly alarming,” says
Camp. “As more schools move toward absti-
nence-only-until-marriage education that talks
about contraception only in the context of its fail-
ure rates, family planning providers may increas-
ingly find themselves on the front lines as teens’
primary source of medically accurate information
about consistent and correct contraceptive use.”

Is mandatory notice OK?

When it comes to obtaining contraceptives, one
in five teenagers would have unsafe sex if their
parents had to be notified before they could receive
prescription birth control at a family planning
clinic, according to just published nationally repre-
sentative data.5

Results from the new study show that many
teens — three in five — had parents who already
knew about their clinic visit, usually because
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teens told them or their parents suggested it. But
among those adolescents whose parents were
unaware of their visit, 70% said they would stop
coming to the clinic, and one-quarter said they
would continue to have sex but would rely on
withdrawal or not use any contraception if
parental notification were mandated. Just 1% of
all teens surveyed said they would stop having
sex.5 Researchers surveyed more than 1,500
women younger than 18 who were seeking sex-
ual health services, including contraceptives, at
family planning clinics in 33 states. 

Texas and Utah now require parental consent
for state-funded family planning services, and
a similar restriction is in place in one Illinois
county (McHenry), where research has found
an increase in teen birthrates while other coun-
ties experienced declines.6 In 2004, bills to
impose new requirements for parental consent
for adolescents seeking contraception were
introduced in Congress and several states,
including Kentucky, Minnesota, and Virginia. 

While the rate of teen pregnancy has dropped
over the last decade, about 850,000 teenagers still
get pregnant each year, with most such pregnan-
cies unintended, according to the AGI, which
performed the new study. Forcing parental
involvement could drive teen pregnancy rates 
up, reproductive health experts contend.

Research shows that family planning clinics
can play an important role in fostering parental/
teen communication.7 National research con-
ducted in 1999 found that 43% of agencies had
one or more educational program to improve
parent-child communication.8

The practices and educational programs pro-
vided by many family planning clinics are
intended to improve parent-child communication
around sexual health issues, explains Rachel
Jones, PhD, senior research associate at AGI and
lead author of the study. Some clinics incorporate
this issue in one-on-one counseling sessions with
teen clients, such as offering to help teens come
up with strategies for talking to parents about sex
and birth control, she notes.

“Formal educational programs — which can

be directed at teenagers, parents, or both — often
provide skills and information to improve com-
munication around sexuality issues,” states
Jones. “Notably, educational programs are often
labor-intensive, require a physical space to hold
classes, and cost money, so clinics are less likely
to be able to provide this resource to clients and
community members.” 
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After reading Patient Education Management,
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• explain how those issues impact health care

educators and patients; 
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care providers commonly encounter in their
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grams based on existing programs from 
other facilities. ■
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CE Questions

21. User-friendly forms for documenting patient
education include which of the following
elements?
A. Covers needs of all hospital disciplines
B. Short and easy to use
C. Are not redundant 
D. All of the above

22. Although JCAHO finds that most organiza-
tions comply with the standards on patient
education, surveyors have found which area
to be weak? 
A. Evaluating teaching
B. Providing written information
C. Tailoring education to individual patients
D. Conducting learning assessments

23. JCAHO recently identified communication as
a major cause of adverse events. 
A. True
B. False

23. Which of the following are goals of the full
discloser policy at Children’s Hospitals and
Clinics of Minnesota in Minneapolis? 
A. Improve patient and staff safety by 

decreasing system vulnerability to future 
accidents. 

B. Restore patient, family, employee, 
provider, and community confidence that 
systems are in place to assure future 
accidents are not likely to recur.

C. Emotionally, professionally, and legally 
support staff who have been involved in 
events. 

D. All of the above 

Answers: 21. D; 22. C; 23. A; 24. D.
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