
Focusing prevention of smoking in
young best way to curb lung cancer 
Most smokers develop the habit before the age of 18

Smoking causes 90% of all lung cancer. 
While not all smokers develop the disease, the longer and more
intensely a person smokes the greater the likelihood of getting lung

cancer, says David W. Wetter, PhD, professor and chair of the
Department of Health Disparities Research at the University of Texas
M.D. Anderson Cancer Center in Houston. 

Wetter says the greater the amount of exposure to tobacco smoke the
greater the risk for lung cancer. It is similar to throwing baseballs at your
head — while you may be able to dodge the first five the sixth one will
get you, and the more baseballs thrown at your head the more likely you
eventually will get hit.

“Theoretically, you could prevent more than 90% of all lung cancers if
everyone in the United States stopped smoking tomorrow. It would take 20,
30, maybe 40 years, but basically lung cancer would disappear over that
period of time,” says Frederic Grannis, Jr., MD, a surgeon in the
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Lung cancer has been called the invisible cancer because it does not
often get media attention. Due to the cause — tobacco use — it often
is looked at as a preventable disease that people bring upon them-
selves. Yet it managed to receive publicity this summer when Peter
Jennings, the well-known ABC news anchor, died of the disease. 

The time could be right for education on the prevention of lung
cancer. In this issue we focus on some strategies that might be right
for your institution.

EXECUTIVE SUMMARY



Department of Thoracic Surgery at City of Hope
National Medical Center in Duarte, CA. 

It would take decades to eradicate lung cancer
because anyone who has smoked is at greater risk
for developing the disease. Grannis says that
every puff from a cigarette is like buying a ticket
in the lung cancer lottery. The more people smoke
and the longer they smoke, the greater their
chances of winning the lottery. (To learn more
about educational methods for lung cancer
patients, see article on p. 124.) 

Obviously it is best if people never start smok-
ing. Research shows that most start before the age
of 18 and become lifelong smokers because of
their addiction to nicotine. Therefore children are
good targets for prevention interventions.

According to Wetter there are many prevention
programs targeting kids that have been shown to

be effective. However, they need to be longer and
more sustained — a great intervention for sixth
and seventh grade students is usually not fol-
lowed throughout high school. “You need to keep
coming back to it and focusing on the issue,” he
says. 

It is not enough to let kids know the dangers of
smoking, says Wetter. Interventions should include
education on ways teens can cope with their emo-
tions, stress, and awkward social situations. In
addition, the education must be individualized. 

“Regular education is fine as a starting point,
but now we know more and we can pick inter-
ventions and change them so they make sense for
particular kids,” says Wetter. 

In addition to knowing that most people begin
smoking at a young age, research shows that
smoking rates are highest in populations that
have fewer resources. 

Also smoking rates are very high among indi-
viduals that have comorbidities — for example,
those who have other substance abuse problems,
those who are depressed or those who have other
kinds of mental disorders. 

“To some extent, smoking has become some-
what of a social justice issue. It is really concen-
trated in our most disadvantaged populations,”
says Wetter.

Many barriers to overcome

One reason simple educational outreach pro-
grams cannot stand alone is that they are up
against ad campaigns from the tobacco industry,
which spends $15 billion annually on advertising.
The health care community doesn’t have the
resources to counter the messages enticing young
people to smoke, says Grannis. 

Teens often smoke to be cool and sophisticated,
the message of many of the tobacco ads. Grannis
says the only solution to the problem is to stop all
advertising of tobacco products. 

According to Wetter there are twice as many
ads for tobacco products in poor, inner-city
neighborhoods than wealthier neighborhoods. 

To keep children from smoking, no matter
what their socioeconomic status, parents must
learn that they set the example. Grannis says that
parental role modeling is critically important, so
parents must stop smoking to set a proper exam-
ple for their children. Teens also set an example
for younger children, as do movie actors. A lot of
children start smoking because they want to look
like their favorite movie star, explains Grannis. 
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“There is a lot more research we need to do to
try to find out exactly what educational messages
get through to children,” says Grannis. Research
has identified that teens don’t like to be manipu-
lated and lied to by adults, so advertising that
shows the tobacco industry is deliberately lying
to them to entrap them would be effective, he
says. Also, information on how smoking will
change their appearance is helpful because the
way teens look is important to them. 

“There are probably better programs we can
develop, and one of the areas that is getting a
tremendous amount of attention right now is the
use of technology. People are trying to develop
interventions that can be delivered over the
Internet or on a cell phone or something along
those lines,” says Wetter.

Once teens are hooked on tobacco the educa-
tion must focus on smoking cessation. It is not
clear how to help teens stop smoking, either, says
Grannis. Interventions, such as group counseling,
that work for adults don’t necessarily work for
teens, he says. 

For adults smoking cessation strategies are
clearer. Pharmaceutical interventions are helpful
such as the nicotine patch or gum or prescription
medications. However a person’s chances of suc-
cessfully quitting are doubled if he or she
receives counseling as well. 

Advice can come from a physician, a trained
counselor, or one of the toll-free telephone ser-
vices that have been established around the coun-
try. For example, a counselor could help people
structure their home environment so that
cigarettes aren’t available and relatives and
friends no longer smoke around them.

“It is really critical for people who want to
have their best chance of quitting to incorporate
both of those approaches into their quit attempt,
use some medications, and get some help. The
help can be at any level people want, it can be
going to a group or it can simply be the telephone
counseling. It is incredibly easy and convenient
to do so,” says Wetter. (Learn how a hospital cre-
ated a protocol to help patients with smoking
cessation during their stay on p. 125.)

Yet many people do not quit smoking, increas-
ing their chance for developing lung cancer.
There are a multitude of reasons why, according
to Wetter. The longer and more intensely people
smoke the more difficult it is to quit. A person’s
genetic makeup also is a factor in nicotine depen-
dence. It is more difficult to quit when people are
struggling with negative emotions such as

depression or stress. Also the environment a per-
son lives and works in has a major impact. 

Non-smoking policies and laws that prevent
people from smoking in public places such as
restaurants have a profound effect, says Wetter. 

Grannis says it is easier for people to quit
when they work at a place where they can’t
smoke. Also it cuts down the consumption of
cigarettes. City of Hope has been smoke-free for
20 years and a simple research project deter-
mined that employees who are smokers had an
average of two to three cigarettes less each day at
work than when they were off.

“That is important, for the cumulative effect of
the number of cigarettes they smoke is important
over a long period of time,” says Grannis.

When people are not ready to quit it is often
because the barriers seem insurmountable so
talking with them about why they smoke can
sometimes provide ideas for ways around the
obstacles, helping people to rethink their posi-
tion, says Wetter. 

Regardless of a person’s readiness to quit, a
patient’s smoking status should be a topic of con-
versation at each health care visit. The health care
professional should give advice on why the
patient should not smoke and try to personalize
the message as much as possible, says Grannis.

“We try to personalize the message by doing a
pulmonary function test to show people how
their lung age is 60 even though they are only
40,” he says. 

Once a person is willing to quit it is important
to select a quit date and arrange for counseling
and nicotine-replacement therapy. 

Grannis says people must understand that
even if they have stopped smoking they are still
at greater risk for lung cancer. He recommends
that people more than 40 years old who have
more than 10 pack years of cigarettes (one pack a
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For more information about the prevention of lung
cancer, contact:

• Frederic Grannis, Jr., Md, Department of Thoracic
Surgery, City of Hope National Medical Center, 1500 East
Duarte Road, Duarte, CA 91010-0269. Phone: (626) 256-
4673 extension 67100. E-mail: FGrannis@coh.org.

• David W. Wetter, PhD, professor and chair UT
M.D. Anderson Cancer Center Department of Health
Disparities Research, P.O. Box 301439, Unit 1330,
Houston, TX 77230-1439. Phone: (713) 745-2682. 
E-mail: dwetter@mdanderson.org. 
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day for 10 years or two packs a day for five years)
be screened for lung cancer. 

City of Hope is participating in a research pro-
ject on screening for lung cancer in which 30,000
people have undergone an X-ray method called
spiral CT scanning. Grannis says that more than
80% of the lung cancer detected is picked up in
stage one using this method, while currently
throughout the United States only 15% of lung
cancer is diagnosed at stage one.

Of those patients at City of Hope who have
had their cancers removed surgically only 3.9%
have died in five years. “To me the proof is strong
enough that we should be screening on a national
level now,” says Grannis. 

With 150,000 or more dying of lung cancer
annually in the United States screening should be
paired with education on prevention and early
detection just as it is with breast cancer, he says.  ■

Educational needs of lung
cancer patients unique
Quality of life key in common late-stage diagnosis

Each type of cancer needs a different education
perspective, says Mary Szczepanik, MS, BSN,

RN, manager of cancer education, support, and
outreach at OhioHealth Cancer Services in
Columbus.

While health care professionals tailor educa-
tion to a person’s learning style or their ability to
read, education for cancer is different for one
patient vs. another based on the disease itself and
the stage in which it is detected, she explains. 

For example, lung cancer is very different from
many other cancers because it is more difficult to
diagnose at an early stage and more difficult to
cure. The average survival rate for people with
lung cancer is 13 to 14 months, says Szczepanik.

According to the Atlanta-based American
Cancer Society it is the leading cause of cancer
death for both men and women. More people die
of lung cancer than colon, breast, and prostate
cancers combined. 

A person with late-stage cancer has different
educational needs than an early stage patient,
says Szczepanik.

Patients diagnosed with stage one or two lung
cancer will need information on the disease, its
stage, and treatment options, along with their long-

and short-term side effects. Also they need to learn
about lifestyle changes they should make in order
to help prevent a recurrence, explains Szczepanik.

In the early stages, surgery is usually an
option; however the diagnostic workup is a lot
different than other cancers. “It is a lot more in-
depth,” says Kelly Damman, RN, OCN, a lung
health nurse at OhioHealth Cancer Care. 

Pulmonary function tests help determine a per-
son’s breathing capacity if an entire lung or half a
lung is removed. For example, if the left lung is
removed it is important to determine how much
lung capacity will remain from the right lung. If
the test predicts the patient will only have 10% to
15% capacity it is too dangerous to do the surgery.
“There is a lot of education just in the diagnostic
process with lung cancer,” says Damman. 

Even when the cancer is removed through
surgery patients must be taught that lung cancer
should be viewed as a chronic disease. After
surgery lung cancer patients need to be followed
by an oncologist who will determine if they
should have chemotherapy and watch them so
that if their cancer does return it can be found
early and treated. 

It is important to help patients understand the
severity of the disease without dashing all hope,
says Damman. 

Focus is quality of life

People diagnosed with stage three or four lung
cancer are not going to get better, therefore educa-
tion will focus more on symptom management,
prognostic information, pain management, and
emotional needs, says Szczepanik. 

“Our No. 1 goal is quality of life,” says
Damman. For some lung cancer patients that
means they will continue to smoke if they were a
smoker when their disease was diagnosed.
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For more information about educating lung cancer
patients, contact:

• Kelly Damman, RN, OCN, lung health nurse,
OhioHealth Cancer Care, 3545 Olentangy River Road,
Suite 511, Columbus, OH 43214. Phone: (614) 566-
3899. E-mail: kdamman@OhioHealth.com. 

• Mary Szczepanik, MS, BSN, RN, manager, cancer
education, support, and outreach, OhioHealth Cancer
Services, 3535 Olentangy River Road, Columbus, OH
43214. Phone: (614) 566-3280. E-mail:
szczepm@OhioHealth.com
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However, smoking cessation is an important part
of education; patients will not only feel better but
their risk for getting another lung cancer as well
as infections of the respiratory system, including
pneumonia, decrease, she explains. 

In the higher stage lung cancer patient, radiation
to decrease inflammation or the size of the tumor
to manage symptoms is sometimes recommended
to improve quality of life, says Szczepanik.

Late-stage patients also must be educated on
the option of not having treatment as well as
given information on hospice, says Damman. 

Pain also is an issue. “It is important to educate
patients that they don’t need to be in pain and if
they are with a physician who won’t give them
the pain medicine they need that means it is time
to get another opinion, maybe switch to someone
who will manage their pain,” she says. 

Patients should have the option of counseling
as soon as possible so they can gain the tools they
need to cope with the disease. It’s important to
help people learn how to deal with their feelings
because the emotional state of cancer can be over-
whelming, says Damman. 

In addition, patients can be taught how to edu-
cate their family members and friends about lung
cancer and what a devastating disease it is, says
Damman. Lung cancer is considered the invisible
cancer because few people talk about it. Although
lung cancer was in the news when ABC news
anchor Peter Jennings died of the disease in July
2005, it will not remain in the headlines, making
word of mouth a good educational method, she
says. 

The list of educational needs for a lung cancer
patient is long. “There are so many decisions for
patients and families to make now, so many
choices it is overwhelming for them. Part of educa-
tion is helping them, not steering them in one
direction or another, but making sure they truly
understand the implications of one treatment vs.
the implications of another,” says Szczepanik.  ■

Comfort first step in
smoking cessation 
Replacement therapy provides opportunity to quit

Smokers admitted to Mid Coast Hospital in
Brunswick, ME, are offered nicotine-replace-

ment therapy to help them manage their habit in
a smoke-free environment. 

While it is often the first step in permanently
giving up cigarettes, it is not the main reason for
the intervention.

“When many people come to the hospital it is
an unplanned-for event, and if they are depen-
dent on nicotine coming to a smoke-free environ-
ment can be very uncomfortable. Our first
concern is to help patients maintain their com-
fort,” says Marla Davis, MSN, RN, manager of
community health education and a tobacco treat-
ment specialist at Mid Coast Hospital. 

A patient who is comfortable and not strug-
gling with nicotine withdrawal can focus on the
treatment of his or her illness. However nicotine-
replacement therapy also provides experience
with positive steps for smoking cessation and
improves the smoker’s confidence in his or her
ability to quit for good.

To implement this plan of care, a smoking ces-
sation protocol called the Tobacco CareMap was
put in place at Mid Coast Hospital in 2001 when
a new facility was built and the decision was
made to make it a smoke-free environment. At
that time Davis and other members of the multi-
disciplinary team created the Tobacco CareMap
by reviewing best practices in smoking cessation.
Davis says the committee relied heavily on the
clinical practice guidelines from the U.S.
Department of Health and Human Services titled,
“Treating Tobacco Use and Dependence.” 

Once completed, other groups within the hos-
pital that were not involved in the development
of the protocol but that would have an interest in
it, such as pharmacy, reviewed the plan. It also
went through a full medical review before it was
implemented. 

The protocol, which is initiated by a physi-
cian’s order, provides strategies for working with
a hospitalized smoker that include discussions
about the patient’s need for comfort, says Davis. 

“Our first strategy is to discuss the use of nico-
tine-replacement therapy and to encourage them
to use it. Once you have established a comfort
level you can talk about cessation. It is taking
advantage of a teachable moment,” says Davis.

Quitting smoker’s choice

Nurses implement the Tobacco CareMap,
working directly with the patients to determine
the amount of nicotine-replacement therapy that
is appropriate. A bedside consultation on strate-
gies for quitting is conducted with anyone who is
willing to consider cessation. Included in the dis-
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cussion are the rewards of quitting, barriers to
quitting, and some strategies for overcoming the
urge to smoke a cigarette such as deep breathing.

Patients are given resources to aid their efforts
once they leave the hospital. For example, they
receive the number for the Maine Tobacco
Helpline, which provides free counseling over
the telephone, and they also receive written
handouts on strategies for quitting. 

Davis provides patients with free nicotine-
replacement therapy at discharge, such as a cou-
ple of nicotine patches, and makes arrangements
for further assistance with replacement therapy
through state resources.

She says she is very concerned about patients’
transition from hospital to home because patients
who want to quit smoking are very vulnerable at
that time. 

“They are going back to what they know and
nicotine dependency is a form of relaxation. It has
a habit component and there are a lot of triggers.
Once patients step outside of the smoke-free zone
they become vulnerable to the lure of what they
know will be a satisfying experience,” explains
Davis. 

Yet policy does make a difference. Having pol-
icy in place that prohibits smoking within a medi-
cal environment sends a clear message to people
that the practice is unhealthy. Davis says it also
sends a message of hope because people find out
they can quit, even if for a short period of time. 

“Those of us who have been in tobacco control
for a long time have finally grasped that policy is
what really brings cultural and environmental
changes. If you make policy that de-normalizes
an activity then people start seeing things differ-
ently,” says Davis. 

Although not every smoker is ready to quit
during his or her hospitalization, having a health
problem that may be impacted by a smoking
habit is often a catalyst to stop. Davis is currently
gathering data to determine what percentage of
smokers agree to a smoking cessation consulta-
tion once the Tobacco CareMap is initiated. 

Also a team is putting together a packet of infor-

mation all patients will receive whether they are
interested in smoking cessation or not, to empower
them to make healthy choices in the future. 

“We can provide them with information and
coaching on ways of quitting that others have
taught us have been successful, but we try very
hard not to be the experts in this situation. We
want the patient to be the expert about their lives
and that is so empowering,” says Davis.  ■

Take lead in filling your
patients’ perception gap
Low health literacy affects many people 

By Mindy Owen, RN, CRRN, CCM
Chair, Commission for Case Manager

Certification
Rolling Meadows, IL

Aperception gap often exists today between
what health care providers say, prescribe,

and advise, and what patients actually under-
stand and carry out in their self-care. Many fac-
tors can influence this gap, including a lack 
of language comprehension. Yet, even when a
patient is well educated, highly conversant, 
and appears to understand what the health care
provider is saying, a perception gap can result.

Adding to the perception gap is greater frag-
mentation in care delivery and a lack of coordi-
nated communication. This reflects the rise in
complex cases, as an increasing number of
patients deal with catastrophic and chronic dis-
eases. At the same time, however, they are receiv-
ing less acute care than they have in the past,
with the average hospital stay down to 4.8 days. 

In addition, patients are being seen by multiple
health care providers with various specialties,
which adds to the fragmentation and many times
leads to a communication breakdown. 

Although it has been a goal of case manage-
ment to help counter that fragmentation and
bridge the perception gap, I do not believe we
have achieved that yet. 

For one thing, it is difficult for case managers
to establish a rapport with a patient and his/her
family, to provide education, and effectively com-
municate during a short hospital stay, when both
the patient and family are feeling a heightened
amount of stress.

A patient also may be working with more than
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For more information about the Tobacco CareMap used
at Mid Coast Hospital in smoking cessation, contact:

• Marla Davis, MSN, RN, manager, community health
education, tobacco treatment specialist, Mid Coast Hospital,
123 Medical Center Drive, Brunswick, ME 04011. Phone:
(207) 373-6586. E-mail: mdavis@midcoasthealth.com. 
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one case manager; for example, an acute-care case
manager at the hospital, an insurance company
case manager, and even a case manager who
works in the home health arena. The result is an
imperfect communication structure due to the
number of health care practitioners, with more
than one case manager trying to coordinate care
and facilitate the exchange of information.

While communication problems and perception
gaps are easier to identify when general literacy
(reading, language, and overall comprehension) is
an issue, the problem becomes masked when a
patient is highly literate, but his or her health liter-
acy is impaired. 

Health literacy includes understanding a
chronic illness and how it affects a person’s life,
plus treatment and self-care requirements. The
risk with highly literate patients with low health
literacy is that although they appear to under-
stand, they may not follow through with treat-
ment or they may not be astute about watching
for signs and symptoms.

In fact, a highly literate/low health literacy pat-
ient may be the most risky situation because it is
easy to assume that the person has comprehended
instructions for medication, self-care, diet restric-
tions, and so forth. However, there may be gaps in
that patient’s perception due to what he or she
heard (vs. what was actually said), and even judg-
ments and opinions about taking medication —
from whether it really needs to be taken to taking it
more/less frequently than prescribed. Stress, anxi-
ety, and other emotional causes also can impact
comprehension and widen the perception gap.

The perception gap is particularly problematic
with medication, given the statistics on prescrip-
tions: One-third of the prescriptions written are not
filled by the patient, and of the remaining two-
thirds, half are taken inappropriately or not at all.
When a patient does not fully or adequately under-
stand treatment, he or she may arbitrarily stop tak-
ing a medication, believing that it’s “not doing
anything, I don’t feel any different” or taking it
more/less frequently than prescribed. This high-
lights the need to address the perception gap as
part of the drive to improve patient safety, whether
in an acute-care setting, as outpatients, or adminis-
tering self-care under a doctor’s advisement. 

For the case manager, the first responsibility is to
recognize that a perception gap may exist with
every patient, including those who appear highly
literate and capable of comprehending information
and instructions given by a health care provider.

The next step is to assess the patient’s ability to

communicate with health care providers. In other
words, does the patient exhibit sufficient literacy
and health literacy to comprehend the practition-
ers’ instructions? Does the patient comprehend his
or her disease state and the recommended inter-
ventions? Are there language or cultural issues?

As an example, a diabetic patient I worked
with did not follow through with self-administer-
ing his insulin shots because he expected his wife
to do this for him. Until this factor became
known, he was not receiving the prescribed
dosage in a timely manner.

Fortunately, there are tools for case managers to
assess patients and their level of communication
and interaction with health care practitioners.
These tools, which mostly track medication adher-
ence, also provide case managers with the means
to track patients using specific data measures. By
using these tools, case managers can gauge im-
provements in patient adherence, which also re-
flects their level of communication with providers.

With more fragmentation among health care
providers, shorter hospital stays, and an increase
in the number and variety of care providers
whom a patient may see, case managers fill a
vital role. Case managers can assess patients’
ability to comprehend what health care providers
are telling them, and act as a conduit of informa-
tion about a particular disease or health state,
care, and treatment.

The first step to closing the perception gap is 
to recognize that it exists and then to implement 
a specific plan aimed at identifying patients’ com-
munication needs and providing the education
and support they require.

(Mindy Owen, RN, CRRN, CCM, is principal of
Phoenix HealthCare Associates LLC, a Coral Springs, 
FL-based consulting firm specializing in case manage-
ment, disease management, and managed care devel-
opment and education.) ■

Study: Customizing simple
regimen raises adherence
Those with acute conditions stick to plan more often

Hospital admissions related to poor medication
adherence cost the United States billions of

dollars a year. Two physicians reviewed the litera-
ture and discussed adherence to medication in the
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Aug. 5 issue of The New England Journal of Medicine.
The rates of patients with acute conditions

adhering to their medication regimen are typi-
cally higher than those with chronic conditions,
say Lars Osterberg, MD, and Terrence Blaschke,
MD. Osterberg is chief of general medicine at VA
Palo Alto (CA) Health Care System and clinical
assistant professor of medicine at Stanford (CA)
University School of Medicine. Blaschke is pro-
fessor of medicine and molecular pharmacology
at Stanford. 

Studies show that adherence to medications for
patients with chronic conditions drops the most
after the first six months of therapy.

Physicians don’t have a strong ability to recog-
nize medication nonadherence, the authors say.
To help physicians, Osterberg and Blaschke com-
piled a list of the major predictors of poor adher-
ence to medication, according to studies of
predictors. 

In the article, the authors also included the ref-
erences for each study.

Here are some of the items on the list:
• Presence of psychological problems, particu-

larly depression.
• Side effects of medication.
• Patient’s lack of belief in benefit of treatment. 
• Presence of barriers to care or medications.
• Complexity of treatment.
• Cost of medication, copayment, or both.
However, even patients who lack these indica-

tors may miss taking medications as prescribed,
the authors say. “Thus, poor adherence should
always be considered when a patient’s condition
is not responding to therapy.”

The authors then discuss interventions that
can be used to improve adherence. These 
can be grouped into four general categories: 
patient education, improved dosing schedules,
increased hours when the clinic is open (includ-
ing evening hours), and improved communica-
tion between physicians and patients. 

Since many factors can contribute to a patient
not adhering to a medication regimen, a single
approach will not be effective for all patients,
they say. The authors have adapted some strate-
gies for improving adherence to a medication
regimen. Here are a few: 

• Identify poor adherence. 
— Look for markers of nonadherence: missed

appointments (“no-shows”), lack of response to
medication, missed refills.

— Ask about barriers to adherence without
being confrontational.

• Provide simple, clear instructions and
simplify the regimen as much as possible. 

• Encourage the use of a medication-taking
system.

• Listen to the patient, and customize the regi-
men in accordance with the patient’s wishes.

• Consider more “forgiving” medications
when adherence appears unlikely.

— Medications with long half-lives.
— Depot medications.
— Transdermal medications.
Practitioners should always look for poor

adherence and can enhance adherence by
emphasizing the value of a patient’s regimen,
making the regimen simple, and customizing the
regimen to the patient’s lifestyle, the authors
conclude. “Patients who have difficulty main-
taining adequate adherence need more intensive
strategies than do patients who have less diffi-
culty with adherence, a more forgiving medica-
tion regimen, or both.”  ■

Learn how to measure the
effectiveness of handoffs
Identify processes that affect continuity of care

By Patrice Spath, RHIT
Brown-Spath & Associates
Forest Grove, OR

Continuity of patient care has many facets,
such as availability of information, availabil-

ity or constancy of a clinician, a usual source of
care, and follow-up appointment keeping. It is
driven by the goal of providing seamless patient
transitions from one setting to another. 

Among its many facets, continuity of patient
information is essential; clinicians must have
knowledge of or ready access to relevant facts
about a patient at all times. Complete and perti-
nent information must be available to all care-
givers. Effective information sharing must occur
among the practitioners caring for a patient,
whether in the same institution, between institu-
tions, or between care settings. Information conti-
nuity depends on data being up-to-date, accurate,
retrievable, understood, and used. 

In transitions between settings of care, infor-
mation is at risk of not being transferred, of
being transferred but not read, of being read but
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misunderstood, or of being understood but dis-
counted. 

A variety of measures can be used to judge
how well your hospital is doing at ensuring effec-
tive and efficient continuity for your patients. The
measurement model — structure, process, and
outcome — can be used to evaluate continuity of
care. Structure in health care delivery refers to the
way a health care entity organizes itself and sets
up operations. Health care structures include ele-
ments such as the physical plant, configuration of
management structure, and organizational link-
ages with other providers. 

Process refers to specific interventions per-
formed by health care professionals that result
in an outcome. Outcome refers to the results of
patient interactions with health care profession-
als and services. Measures of patient care conti-
nuity can encompass all of these components —
structure, process, and outcome.

Structure measures look at the capacity of
practitioners and providers to furnish seamless
health care services. Measures of structure that
relate to continuity of care generally focus on
availability of services and the ability to commu-
nicate across the continuum. The following are
some examples of structure measures that can be
used to determine if continuity-of-care problems
exist within a health care organization:
• length of time between request for special 

services not provided within the organization
and patient receipt of services;

• percent of transferring facilities with whom your
organization has a formal transfer agreement;

• percent of staff who receive orientation and con-
tinuing education in continuity-of-care activities
(for example, initial assessment, screening for
high-risk patients, discharge planning);

• percent of non-English-speaking patients for
whom educational materials are available in
their primary language. 
To begin identifying structure measures for

your organization, ask yourself: What organiza-
tional structures support, or should support, 
continuity of care in my organization? Rank the
structures you list and focus your continuity-of-

care structure measures accordingly. 
Process measures should focus on activities

that are critical to ensuring continuity of care. 
For example, patients being discharged from the
hospital to their homes need detailed instructions
about follow-up care, and family members or
other caregivers may need training to provide
care. Failure to teach them how to give drugs,
implement treatment, and monitor recovery
increases the likelihood of adverse outcomes and
of hospital readmission. Process measures could
evaluate provision of patient instructions for fol-
low-up care and provision of necessary training
for family members. 

To begin identifying processes that affect the
continuity of care in your organization, ask your-
self: What tasks must be performed properly and
what linkages must work well to achieve conti-
nuity-of-care goals in my organization? Focus
your continuity-of-care process measures on
these critical tasks and linkages. Here are some
examples of the continuity-of-care questions your
process measures could help answer:
• How often does important information (for

example, patient’s cognitive and physical func-
tion, medical and social status, resuscitation
status, drugs, drug allergies, family support)
accompany patients when they are transferred
to another facility?

• What percent of patients are given adequate
and complete follow-up instructions at the
time of discharge? 

• How many patient records have a complete
and up-to-date list of the patient’s current
medications and allergies? 

• What percent of inpatients have an adequate
and timely assessment of their discharge needs? 

• How often are terminally ill patients offered
appropriate guidance about advance care plan-
ning in the end-of-life experience?

• What percent of patients receive appropriate
referrals to community-support services? 

• How often are parents encouraged to play a
part in the care coordination for their child?

• What percent of patients with chronic condi-
tions are assigned a case manager?
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Inpatient Satisfaction Survey: Upon Discharge

Please rate your satisfaction with the following:
Very Somewhat Not Satisfied
Satisfied Satisfied

1. Efficiency of procedures for discharge planning. ■■ ■■ ■■

2. How well my doctor kept me informed about my 
condition and plans for care after discharge. ■■ ■■ ■■

3. Discussions with me about laboratory, X-ray, and 
other test results. ■■ ■■ ■■

4. How well everyone involved in my care communicated 
with one another. ■■ ■■ ■■

5. My involvement in the discharge planning process. ■■ ■■ ■■

6. My satisfaction with post-hospital care plans. ■■ ■■ ■■

7. The education provided to me and my family members 
about what would happen after I left the hospital. ■■ ■■ ■■

8. Availability of people at the hospital to answer my 
questions after discharge. ■■ ■■ ■■

Source for both charts: Spath P, Stewart A. Measuring and Improving Continuity of Patient Care. Forest Grove, OR: Brown-Spath &
Associates; 2001. Used with permission.

Inpatient Satisfaction Survey: One Month Post-Discharge

Please indicate your level of agreement with the following:

Strongly Agree Neutral Disagree Strongly N/A 
Agree Disagree

1. After I came out of the hospital, I sometimes felt
as though I had been left “in limbo.” ■■ ■■ ■■ ■■ ■■ ■■

2. After I came out of the hospital, I knew who to go to 
for help and advice.  ■■ ■■ ■■ ■■ ■■ ■■

3. I wish I had been given a little more help in coping 
with the medical side of my conditions when I came 
out of the hospital.  ■■ ■■ ■■ ■■ ■■ ■■

4. I wish I had been given a little more help coping 
with my worries when I came out of the hospital. ■■ ■■ ■■ ■■ ■■ ■■

5. I would have liked to have been given more 
information about what to expect when I came 
out of the hospital. ■■ ■■ ■■ ■■ ■■ ■■

6. The hospital staff could have done more to make 
sure that I would be able to cope when I went home. ■■ ■■ ■■ ■■ ■■ ■■

7. I have had enough information about my progress 
since I left the hospital. ■■ ■■ ■■ ■■ ■■ ■■



• How often does everyone providing care to a
patient use the same treatment plan? 

• How often does the nurse caring for a hospital-
ized patient talk with the nurse who will care
for the patient after discharge?

• What percent of the time is medication recon-
ciliation done as required by hospital policy?
Outcome measures focus on the end result of

health care processes. The patient, the environ-
ment, caregivers, and other factors can influence
outcomes. 

Therefore, selecting outcomes to measure that
correlate directly with continuity-of-care tasks is
difficult. It is most likely that the results of any
outcome measures you choose will be affected
by many factors, not just continuity-of-care
tasks. That’s why a family of structure, process,
and outcome measures is needed to adequately
evaluate the continuity-of-care function. 

An outcome measure that may be directly tied
to continuity of care is patient/family satisfac-
tion. Targeted survey tools can be used to judge
people’s satisfaction with various aspects of
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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 patient education programs based
on existing programs from other facilities. ■



health services such as:
• adequacy of discharge plan explanations;
• level of involvement of patients/families in

decision making;
• timeliness of response to questions and 

problems.
The top chart on p. 130 shows a survey instru-

ment that could be used to gather satisfaction data
from patients who have just been discharged from
the hospital. The questions relate to various pro-
cesses intended to improve continuity of care. 

The other survey instrument (see bottom
chart, p. 130) can be used to gather information
from patients approximately one month after
they have left the hospital. 

To effectively manage the patient care contin-
uum, case managers must help control the transi-
tions or handoffs in the process of care. 

The transitions may be between caregivers
within the same setting, between services or

departments within the same setting, or between
caregivers in different settings. The effectiveness
of these transitions is directly related to the design
and operation of information linkages and hand-
offs within the continuum. 

Examining the patient transitions in the care
continuum in your organization provides you
with a measure of the capability of your systems
to support consistently safe, high-quality patient
care. 

Case managers should be at the forefront of
identifying and resolving challenges that hamper
the seamless delivery of patient care services.  ■
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CE Questions

16. Which groups are more likely to start
cigarette smoking?

A. Children under 18.
B. Residents of California.
C. Adults in stressful situations.
D. People over the age of 50.

17. Nicotine replacement therapy is offered to
patients who are smokers when they are
admitted to Mid Coast Hospital in Brunswick,
ME, so they will be comfortable in a non-
smoking environment. In addition to comfort,
what are the other benefits of this protocol?

A. Smoker’s confidence in ability to quit is boosted.
B. Counseling is available.
C. It is implemented at a teachable moment.
D. All of the above.

18. The authors of a study on medication adher-
ence say poor adherence should always be
considered when a patient is not responding
to therapy.

A. True
B. False

19. According to Mindy Owen, RN, CRRN, CCM,
which type of patient may represent the most
risky situation?

A. a low literacy/low health literacy patient
B. a highly literate/high health literacy patient
C. a highly literate/low health literacy patient
D. a low literacy/high health literacy patient

Answers: 16. A; 17. D; 18. A; 19. C.



The job of patient education manager/coordi-
nator has become more valuable in recent

years, according to many in the field. There is
growing awareness among administrators and
staff about health literacy problems and the
importance of using documents that are easy to
read. Materials written at appropriate reading lev-
els usually fall under the direction of the patient
education coordinator. 

“They are starting to understand that many
readmissions and complications can be avoided
through quality patient education,” says Fran
London, MS, RN, a health education specialist at

Phoenix (AZ) Children’s Hospital.
Issues currently impacting health care, such as

health literacy, place education coordinators in
leadership roles because of their expertise. 

Annette Mercurio, MPH, CHES, manager of
patient, family, and community education at City
of Hope National Medical Center in Duarte, CA,
says her role is becoming broader, encompassing
management responsibilities beyond patient and
community education.

“As more and more institutions seek to advance
patient-centered care, patient education managers
have the expertise and experience with organiza-
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tion-wide systems to assume leadership roles,”
she says.

They are assuming key roles in patient-centered
initiatives such as patient safety, patient satisfac-
tion, and quality improvement. Also they play an
important role in the delivery of culturally compe-
tent care for a patient population that is becoming
more and more diverse. 

While the increased value of the position may
provide more job security it does not necessarily
impact salary increases. 

The results of Patient Education Management’s
2005 Salary Survey revealed that the average pay
increase for most patient education coordinators
was 1% to 3% percent. 

“A 1% to 3% salary increase is in line with most
increases across health care systems over the past
five to seven years. The amount of increase is
often based partly on merit, performance, and
trends in the community,” says Diane Moyer,
BSN, MS, RN, program manager of consumer
health education at the Ohio State University
Medical Center in Columbus. 

Many factors impact income

Annual gross income among those answering
the survey varied. A good number said they
earned between $50,000 and $59,999. Others
earned more and a few less with the majority in
the $50,000 to $80,000 range. 

There are many factors that could impact salary,
such as the region of the country in which a
patient education coordinator lives and works.
“The East and West Coast regions often pay all
staff more than the South or Midwest,” says
Sandra Cornett, PhD, RN, director of the
OSU/AHEC Health Literacy Program at the Ohio
State University in Columbus. 

The size of the facility at which readers worked
ranged from about 200 to 800 hospital beds.
Hospital size might impact salary in a number of
ways, as would the ownership of the facility, says
Mercurio. Salary should be higher in a mid-to-
large private hospital than a small hospital or a
large public hospital, she explains. 

“Resources in public hospitals are so stretched
they’d be lucky to have a patient education man-
ager position. State and federal hospitals have
position classification/pay structures that tend
to be lower than private hospitals,” says
Mercurio. 

Most patient education managers/coordinators
are hospital-based. According to those in the field,
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the need for such a position exists where the
teaching of many patients is coordinated.
However, hospital-based coordinators often sup-
port outpatient and other services outside the hos-
pital that are part of the health system.

The job description would impact the salary
range with the amount of responsibility of the
position bringing a higher salary, says London.
Skills needed to perform the requirements of the
role vary depending on how the role is defined
and also would factor into salary, she adds.

Also, the department to which the patient educa-
tion manager reports might impact salary increas-
es, says Magdalyn Patyk, MS, RN, BC, patient
education program manager at Northwestern
Memorial Hospital in Chicago. “If the manager is a
nurse and reports to nursing, that person may be
eligible for all the nursing salary increases, which
in our case is almost annually,” she explains. 

Diplomas do matter

Moyer says, “Salary is impacted by whether the
role requires a registered nurse or a health educa-
tor, since an RN will usually mean a larger salary
than a health educator. Often the RN educator will
be master’s prepared which can also increase
salary range in some systems.”

Although some readers answering the survey
had master’s degress others indicated a bachelor’s
degree was their highest degree. According to
Patyk, job title often determines what degree is
required to fill the position. Many organizations
will not promote staff to manager level without an
advanced degree. However, in some hospitals a

coordinator level does not require more than a
B.A., she says. 

The nursing shortage has prompted some insti-
tutions that once required master’s degrees to
ease the requirement, says Moyer. While not all
patient education coordinators are nurses, that
frequently is the case, and the majority of readers
answering the survey indicated that they were
registered nurses. 

“RNs in patient education roles often lose
opportunities for overtime and credentialing pay
compared to those staying in inpatient staffing so
it is getting harder to attract qualified individuals
into the role,” says Moyer. 

Yet income is not always the draw of the posi-
tion of patient education manager or coordinator. 

“Patient education coordinators/managers who
entered their positions from a hands-on clinician
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role were most likely attracted to the nature of the
position vs. the salary. They were ready for a new
challenge at that stage in their careers and may or
may not have achieved much of a salary
increase,” says Mercurio. 

PEMs role changing, challenging

The position of patient education manager/coor-
dinator should remain a challenging job because
many factors have an impact on patient education
creating changes that must be addressed.

Regulatory and accreditation bodies, such as the

Joint Commission on Accreditation of Healthcare
Organizations based in Oakbrook Terrace, IL, con-
sistently implement new regulations and require-
ments.

“[Health Insurance Portability and Account-
ability Act] regulations have put great restraints
on patient education. Family members seem to be
cut out of the process because of the rules and reg-
ulations, and staff that need the information for
continuity of care are impacted by HIPAA also,”
says Cornett. 

The availability of health information on the
Internet has had a great impact on patient educa-
tion in recent years. The questions patients have
for health care providers are more sophisticated
because they can find the basic information them-
selves, says London. 

“Technology in general has provided more
vehicles for patient education such as DVDs, e-
mail, web sites and text messaging. We still need
more research to determine how to use these new
methods most effectively,” she adds. 

Shorter hospital stays continue to shape patient
education with much of the teaching now com-
pleted in the pre- and post-hospital phase. These
short stays mean patients and caregivers must
deal with more complex issues at home and
patient education continues to play a role in
preparing them for this task, says Moyer.  ■
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