
Handouts in multiple languages enhance
education of immigrant populations 
Systems partner to better educate patients with limited English proficiency 

Now there is an on-line inventory of about 120 dual language
(English and a foreign language) health information documents
in numerous languages. The web site, www.healthinfotransla-

tions.com, is a result of a collaboration between three major health care
systems in Columbus, OH, that includes The Ohio State University
Medical Center, Mount Carmel Health, and OhioHealth. 

“This project is really an excellent use of our resources in terms of
allowing more languages and a greater variety of handouts since that is
the focus of the project. We were very glad to get on board and we try to
think of OhioHealth and Ohio State as our neighbors rather than our
competitors, even though there is some competition,” says Karen
Guthrie, MS, RN, patient education specialist at Mount Carmel Health. 

Each health care system could only afford to translate a few handouts
each year, but once they formed a partnership the number swiftly multi-
plied. Diane C. Moyer, MS, RN, consumer health education manager at
The Ohio State University Medical Center, says she would get calls from
clinical areas requesting teaching sheets in certain languages but had to
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be very selective when determining what to
translate because her budget was limited. 

The idea to form a partnership came about
when the patient education coordinators from
each system began to meet informally to net-
work, discuss issues, and offer each other sup-
port. During these meetings, they discussed the
cost of translating material and the possibility of
sharing translated documents only to discover
that much of their inventories were exactly the
same. 

In addition, no one had a consistent plan for
translating handouts. Mostly they were trans-
lated when someone asked and they did not pro-
vide consistent education in foreign languages
across all diagnoses, says BJ Wingert, MS, RN,
patient education specialist at OhioHealth. 

The three patient education coordinators

decided to create a system for writing easy-to-
read documents that could be translated into the
most frequently needed foreign languages in cen-
tral Ohio and shared across systems. When they
approached their administrators with the idea, all
agreed to support it. 

A grant from the Columbus Medical Association
Foundation was obtained to launch the project,
which included creating a web site as a means for
distributing the information. Grant money also
covers the cost of translating the documents and
writing grant proposals is an ongoing process. The
three health care systems incorporated the work
each of their patient education coordinators do on
the project into their job descriptions so the cost of
their labor is covered in their salaries. 

The web site was launched in April 2005; how-
ever, work on the project began about three-and-
a-half years ago. 

A part-time project assistant, Angie Barnes,
was hired to help create the English version doc-
uments that are sent out for translation. (To learn
more about how the documents are written, see
article on p. 41.) Grant funding covered her
salary the first year and Ohio State has agreed to
pay for her services the second year. That health
care system also allows its technical editor to help
with the web site. 

A plan is formed

To determine the type of foreign language doc-
uments that would be most valuable, the patient
education coordinators surveyed clinicians
throughout central Ohio. In addition to contact-
ing clinicians within each health care system,
they sent the survey to the health department
and to various clinics. They tried to get input
from physicians, dietitians, and educators includ-
ing nurses that worked at free clinics.

“Much of the responses we got were related to
diagnostic tests, things that were done very fre-
quently; but there were no materials available
such as EKGs, chest X-rays, and colonoscopies,”
says Moyer. 

Focus groups within various immigrant com-
munities also were formed in order to find out
what they thought the needs were. 

“One of the things we found was they often
didn’t know what things were called so they 
didn’t know how to ask us for information on
certain health issues,” says Moyer. 

Interpreters were interviewed to determine
what they thought were the highest needs and

38 PATIENT EDUCATION MANAGEMENT™ / April 2006

Patient Education Management™ (ISSN 1087-0296) is published monthly
by Thomson American Health Consultants, 3525 Piedmont Road N.E., Building
Six, Suite 400, Atlanta, GA 30305. Telephone: (404) 262-7436. Periodicals
postage paid at Atlanta, GA 30304. POSTMASTER: Send address changes to
Patient Education Management™, P.O. Box 740059, Atlanta, GA 30374.

Thomson American Health Consultants is accredited as a provider of con-
tinuing nursing education by the American Nurses Credentialing Center’s
Commission on Accreditation. Provider approved by the California Board of
Registered Nursing, provider number CEP 10864. This activity is approved
for 18 nursing contact hours per year. 

Opinions expressed are not necessarily those of this publication. Mention
of products or services does not constitute
endorsement. Clinical, legal, tax, and other
comments are offered for general guidance
only; professional counsel should be sought
for specific situations. 

This activity is intended for nurse mana-
gers, education directors, case managers,
discharge planners, hospital clinicians, management, and other health care
professionals involved in designing and/or using patient education/staff
education programs. It is in effect for 24 months from the date of publication.
Editor: Susan Cort Johnson, (530) 256-2749. 
Vice President/Group Publisher: Brenda Mooney, (404) 262-5403, 

(brenda.mooney@thomson.com).
Editorial Group Head: Coles McKagen, (404) 262-5420, (coles.mckagen@

thomson.com). 
Managing Editor: Jill Robbins, (404) 262-5557, (jill.robbins@thomson.com).

Copyright © 2006 by Thomson American Health Consultants. Patient
Education Management™ is a trademark of Thomson American Health

Consultants. The trademark Patient
Education Management™ is used
herein under license. All rights
reserved.

Editorial Questions
For questions or com-
ments, call Susan Cort

Johnson at 
(530) 256-2749.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291. Hours of
operation: 8:30 a.m.-6:00 p.m. Monday-Thursday; 8:30 a.m.-4:30
p.m. Friday EST. E-mail: ahc.customerservice@thomson.com.
World Wide Web: www.ahcpub.com. 
Subscription rates: U.S.A., one year (12 issues), $489. Outside U.S., add $30
per year, total prepaid in U.S. funds. Discounts are available for multiple sub-
scriptions. For pricing information, call Steve Vance at (404) 262-5511. Missing
issues will be fulfilled by customer service free of charge when contacted
within one month of the missing issue date. Back issues, when available, are
$82 each. (GST registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced in any form or
incorporated into any information retrieval system without the written permis-
sion of the copyright owner. For reprint permission, please contact Thomson
American Health Consultants. Address: P.O. Box 740056, Atlanta, GA 30374.
Telephone: (800) 688-2421 or (404) 262-5491.



the patient education coordinators reviewed the
list of requests for translated patient education
information they had received over the years. 

In light of the information gathered, diagnostic
tests became the first set of handouts targeted
with a goal to translate each one into nine lan-
guages. At the beginning of the project one of the
coordinators would search the Internet to see if
the material was available in foreign languages
either on-line or through some other source. If a
handout was found in English and another lan-
guage the readability level was evaluated. 

“Generally we found there wasn’t much of
anything available in diagnostics except for a few
things in Spanish. Often the things that were
available were not at a readability level we were
hoping for. We haven’t been able to do readability
on the translated documents only on the English
version but we have been striving for a sixth
grade level or below,” explains Moyer. 

To create a document, Barnes is given all the
information on a topic from each system and she
merges it to form a rough draft. 

“If one or more of us have something, we use it
as a takeoff point; but we have written new mate-
rials from scratch if we don’t have it within our
own systems,” says Guthrie. 

Simple, easy-to-read handouts are vital. The
community focus groups said the handouts
should be short. Also the coordinators learned
that within the Somali- and Spanish-speaking
populations, many people cannot read well due
to limited schooling. Because health literacy is an
issue with the English-speaking population in
central Ohio, the patient education coordinators
determined that foreign language materials
should be simplified even more. 

Moyer says that in addition to information on
preparing for diagnostic tests patients are told
what to expect, because in most of the countries
from which they immigrated preventive care is
not common. “Mammograms, pap smears, and
those type of things are not routinely done in
many of the countries,” she explains. 

Establishing quality checks 

Once the handouts were completed in English,
they were given to a translation service for inter-
pretation. The company used is one that all three
health care systems had worked with in the past
both for translation and interpretive services. 

“They do some quality checks of the materials.
None of the patient education coordinators in this

project are multilingual so we don’t know what
the materials should look like when we get them
back. Therefore, we have to have some way to
check them,” says Moyer. 

The company chosen has one person translate
the material to the foreign language and another
person translates it back to English to make sure
the content is correct before the handout is sent to
an editor who reviews it. The copy is sent to a
proofreader for a final check. 

To make sure the handouts are consistent the
translation service has one person act as coordi-
nator to assign the material to the same transla-
tors. These translators know the copy needs to be
written in more conversational language than for-
mal. If there is a question about a word choice
they call to see if the wording should be changed.
For example, one translator called to ask about
the use of the word “cookie” because in the for-
eign language it would be perceived more as
what Americans know as crackers.

The detailed translation process helps protect
against liability issues. “We pay a little higher
premium on our translation because we go
through a company that does back translation
and then they have it proofed by two other peo-
ple so there is quite a bit of checking on our docu-
ments. This is done for accuracy. We put them on
the web site as a PDF so people can’t change
them,” says Wingert. 

The web site is external rather than funneled
through the web of one of the health care sys-
tems. In addition, the colors used and any other
identifying features are different from any of the
participating institutions. “We have been very
aware of the politics and have looked at those
issues,” explained Wingert.

The translations are submitted electronically
and new software had to be purchased in order to
accurately portray the various fonts of the foreign
languages.(For other problems encountered as
well as the benefits realized, see article on p.
40.)

A web site was selected to distribute the trans-
lated handouts because it was not only the easiest
way to share the material between the health care
systems but also with other health care entities in
central Ohio. “If we are really thinking about the
patient we would like them to have the material
at all points of care,” explains Wingert. 

She says it is great for patients to get the same
information at the physician’s office or clinic as
they do when they come to the hospital for a test
or treatment. While the materials target immi-
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grant populations in central Ohio, clinicians can
access the handouts anywhere. Guthrie says all
agreed the materials should be free without copy-
right restrictions. They had all experienced the
frustration of trying to find materials in foreign
languages only to have them cost money or not
have an English version paired with the transla-
tion. 

In addition, a lot of time, energy, and money
have been invested in the project so it is impor-
tant that it is used, says Wingert. 

To help promote it within her health care sys-
tem, she distributes stickers with the web address
to be placed on computers. She has attended
nursing meetings to speak about the web site and
written about it in physician and all-hospital
newsletters. 

Guthrie keeps cards with web site information
in her office, which is located within a commu-
nity health information center. She also dis-
tributes these cards to all new employees.
“Getting the word out is an ongoing effort,” she
says.

Since the site was established it has been get-
ting an increased number of hits. In May 2005 it

received 43,330 hits; in October 2005 the number
was 96,820. 

Foreign language handouts are increasingly
necessary. It can be difficult to justify the expense
when only two or three patients a month may
need the material, says Moyer. Yet in the commu-
nity at large the numbers and the need add up. 

As long as grant funding can be obtained the
project will press forward. Guthrie says once the
diagnostic tests were completed they would
begin creating handouts on general health issues.

“We feel we will have a building phase for a
few years and then a maintenance phase,” says
Guthrie.  ■

Project’s problems 
tackled one by one
Benefits make overcoming glitches worthwhile

When the patient education coordinators at
The Ohio State University Medical Center,

OhioHealth, and Mount Carmel in Columbus
partnered to create translated educational hand-
outs for patients limited in English proficiency
they encountered a few problems.

“Our biggest struggle is getting funding. It is
very time consuming. We do a lot of work in that
area,” says BJ Wingert, MS, RN, patient educa-
tion specialist at OhioHealth. 

A grant from the Columbus Medical Association
Foundation helped launch the project and the same
foundation provided a second year grant. The
Mount Carmel Foundation agreed to provide some
funding for translation and the OhioHealth
Foundation is considering it as well. Ohio State is
covering the salary of the project assistant for one
year.

“Ideally we would like to get an endowed
fund started to keep the project going for three to
five years,” says Diane C. Moyer, MS, RN, con-
sumer health education manager at The Ohio
State University Medical Center. 

Moyer says the group wants to expand the
project to include multi-media materials so
patients could hear a voice reading the words
accompanied by a few pictures as many immi-
grants that need medical care don’t read well in
their own language. Procedural things, such as
giving injections or wound care, would work
well in this format, says Moyer.
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“I have personally spent hours and hours
doing proposals and grant applications. It is very
frustrating that we aren’t able to get everything
we are asking for but we also realize we have
been very fortunate in what we have gotten for
this project and we are glad to have it off and
running,” says Moyer. 

In addition to the cost of translating most
material into nine languages, changing illustra-
tions so that they are culturally appropriate has
added to the cost. The group has had their illus-

trator create multiple faces so the way the patient
looks in the document matches the print lan-
guage. For example, Hispanics are used when
Spanish is the translation or Asians if the docu-
ment is in Chinese or Japanese. 

The decision to work with a translation service
that provides several checks for accuracy and a
quick turnaround time has caused some relation-
ship problems between immigrant community
contacts and the patient education coordinator
partnership. Therefore, the partnership is looking
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Streamlined editing 
adds momentum
Steps in place from merging to clinical check

On average, every three weeks five to 15
new documents are added to a web site

that features foreign language patient educa-
tion materials. This number is far more than
the partners in this project could each produce
annually alone.

The volume is generated by the production of
easy-to-read English version documents that are
drafted by project assistant, Angie Barnes, and
then translated into foreign languages. 

“Having Angie onboard has really helped
take some of the load off us. She has learned a
lot in the past year getting very good at drafting
materials that are more easy to read and learn-
ing how to do readability scores on material,”
says Diane C. Moyer, MS, RN, consumer health
education manager at The Ohio State University
Medical Center in Columbus. 

Partner BJ Wingert, MS, RN, patient educa-
tion specialist at OhioHealth in Columbus
agrees. 

“We got momentum when Angie came on
board as our assistant. She merges what we
have on a topic and then hands it to one of us.
In the beginning we were all looking at it but
now one of us does a first draft through and
cuts it more,” she explains.

The third partner in the project is Karen
Guthrie, MS, RN, patient education specialist at
Mount Carmel Health in Columbus. 

Barnes says when she merges the information
in the documents she works to keep important
points. Her method includes an 80/20 rule

when culling what to leave in and what to take
out. In other words, she looks for what product
or method is used 80% of the time. In this way
institution-specific information is eliminated. 

Material that has been merged and edited by
one of the patient education coordinators is
taken to the monthly meetings for final editing.
“The editing is more how to word something to
make it easy for a layperson to understand,”
says Barnes.

During the meeting the partners identify an
expert to review the copy before it is sent to the
translation service. 

Once translated Barnes receives the copy in a
Word and PDF file and loads it on the web site. 

“At the moment it is usually a 15 day
turnaround from the moment we send it to be
translated and get it on-line,” says Barnes.

In addition to the material on the web site
there are currently about 120 documents at
some point in the editing process.  ■

For more information about the project to improve the
overall health of limited English proficiency patients
through the distribution of translated materials, contact: 

• Karen Guthrie, MS, RN, patient education 
specialist, Mount Carmel Health, 5975 East Broad St.,
Columbus, OH 43213. Phone: (614) 234-6062. 
E-mail: kguthrie@mchs.com. 

For additional information about the editing process,
contact:

• Angela Barnes, project assistant, The Ohio State
University Medical Center, 1375 Perry St., Rm 524,
Columbus, OH 43201. Phone: (614) 293-9654. E-mail:
angela.barnes@osumc.edu. surgery and treatments. 
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for ways to use the skills within these community
groups so they receive some of the grant money
funding the project. Once the partners are able to
create multi-media materials members of the var-
ious immigrant communities might be able to do
some of the oral interpretation, says Moyer. 

Getting focus groups from the various immi-
grant communities to help tailor the handouts to
each patient population is often challenging, says
Wingert. Material on the Web site is more cultur-
ally appropriate when these community groups
provide input. For example, in the Spanish ver-
sion of the teaching sheet on depression the term
is referred to as “feeling sad” for the Hispanic
population does not like the word “depression.” 

Benefits outweigh problems

While the project has had a few glitches the
benefits far outweigh any of the difficulties. 

“The benefit for Mount Carmel is having many
more translated materials available and that is
the same benefit for our community and really
across the country. Anyone can use these hand-
outs for their purposes at no charge. I think that
is a benefit for patient education in general,” says
Karen Guthrie, MS, RN, patient education spe-
cialist at Mount Carmel. 

These handouts also provide consistent infor-
mation for people in the various immigrant com-
munities who are often intimidated by the health
care system and therefore like to share what they
learn, she says. 

This sharing helps get information on preven-
tative health care out into the community, says
Wingert. “Knowledge doesn’t always change
behavior but you have to start there. When peo-
ple don’t understand what they can do to prevent
disease or keep healthy they never have a choice
to make those decisions to be healthy,” she
explains. 

Guthrie says the feedback from health care
professionals working with the immigrant popu-
lation has been positive and they find the hand-
outs an asset to the care they give. 

The project has been personally of benefit to
those involved as well.

“Consistently working with two really excel-
lent people outside my system has stimulated my
writing and brought it up a level in terms of easy
to read. Anyone can write about these topics at a
high level, it is getting it at that standard easy to
read level that is more difficult,” says Guthrie. 

Since the three patient education coordinators

meet every three weeks they are able to discuss
problems they have with their workload in gen-
eral and bounce ideas off one another. Since all
basically work in one-person departments this
support has been very helpful, says Wingert.   ■

Home environment better
atmosphere for learning
Observation aids in overcoming learning barriers

Education is the backbone of home health care,
says Eileen McFadden, BSN, MN, manager of

educational services at VNA Home Health Care
Services in Spokane, WA. It is through education
that the patient’s goals and outcomes are met.

“It is the purpose of home health care to
instruct and assist the patients in gaining the
knowledge and skills to allow them to remain in
their own homes and return to their prior health
status,” says McFadden.

The purpose of home health care is rehabilita-
tion, says Jeanne M. Martinez, RN, MPH, CHPN,
former quality and education specialist at North-
western Memorial Home Health Care in Chicago,
who now is a quality specialist with palliative
care and home hospice at Northwestern
Memorial.

Sometimes the rehabilitation is short term, in
which case patients must learn a skill such as
dressing changes while recovering from surgery.
However, home care staff often work with
patients learning to manage a chronic illness,
such as diabetes, in which success has a long-
term impact.

“Generally, the focus of home care is to rehabil-
itate the patient or at least get them to a point
where they can continue their own care,” says
Martinez.

While the educational process is a continuum
of the teaching that took place in the hospital,
often the patient will learn better in familiar sur-
roundings. “It is becoming well known that if
you want a patient to recover get them back into
familiar surroundings where the stress is
decreased. The home is where the best teaching
and learning take place,” says McFadden.

There are many reasons why teaching in the
home care setting frequently leads to better
results than those achieved in the hospital setting.
There is no better way to see the whole person
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than in home care, says McFadden.
“We in home care have a very special and

unique role. We are allowed very close, intimate,
and personal contact with the patient and fami-
lies in their situation,” she explains. By going into
the home environment it is easier to assess what
some of the obstructions and barriers to health
and learning might be, as well as the patient’s
and family’s values, interests, motivation, and
real goals.

Connecting choices and consequences

The home environment is usually less distract-
ing than the hospital where visitors and medical
staff come in and out of a patient’s room all day
and education is interrupted for lab work or
other patient care needs. If there are distractions
in the home, such as small children running
around or a loud television, nurses can work with
patients to eliminate them, says Martinez.

When working with the patient at his or her
home it is much easier to help them see the
connection between the choices they make and
the consequences of those decisions. “We can
give patients direct feedback and support in
order to correct their behaviors,” says
McFadden.

The feedback can be obtained by contracting
with telemedicine companies that call the
patients frequently to determine if they are mak-
ing choices that will result in good health out-
comes. For example, congestive heart failure
patients learning to monitor their weight and
determine what can cause a sudden weight gain
might weigh each morning and report to a
telemedicine company. If there is a sudden
weight gain, home health would follow up to
help the patients determine the cause and see the
link between their food choices and the sudden
spike in weight. Home health nurses are able to
help patients sort out what may or may not be
good choices for them, says McFadden.

“The home is where the actual change in the
patient’s behavior needs to take place so the clini-
cians are able to observe the patient’s actual fol-
low through, or lack thereof. By starting where
patients are, allowing them to see their progress,
and obtain observable goals, long-term results
and sustained change are possible,” says
McFadden.

In a hospital setting, clinicians must rely on
information provided by patients concerning
such matters as the ability to purchase medica-

tions and nutritional food or whether patients
have family support. When in the home setting, 
a team from home health can observe barriers to
education and recovery. Home health nurses
become very good at assessing situations quickly,
says McFadden.

Family dynamics can be either supportive or
challenging, she says. It is easier to know what
would motivate a person to comply with treat-
ment regimens and instructions when in a per-
son’s home, says Martinez. For example, they
may be motivated to complete certain exercises
so they will be able to walk because they have a
garden with many walking paths they want to
enjoy again. (To learn how to use the home envi-
ronment to improve cultural assessments, see
related article, p. 44.)

Because nurses return to the patient’s home
time and again for repeat visits they are able to
observe the patient’s progress after he or she has
had time to practice a technique such as insulin
injection. Often people think they will not be able
to master a skill but a home health nurse can help
them through the process until they have a sense
of control. In addition, patients can call the home
health agency when they have problems, says
Martinez.

Also, home health nurses can help patients
become better organized to handle the changes in
their lives that must occur in order for them to
live with their illness or health problem. For
example, taking 10 medications can be very over-
whelming, yet a home health nurse can help
patients organize them in a way that works.

In a two-story home, patients might keep the
medicines they take at bedtime in the bathroom
next to their bedroom and their morning medica-
tions downstairs.

“Nurses can do a lot with patients to help them
become better organized in their home setting,”
says Martinez.

Successful teaching sessions

Teaching sessions can be very successful
because the home health nurse sets up the time
for the visit in advance and is able to discuss 
with patients what they will need to be ready 
to learn, as well as the information to be covered.
For example, the nurse may want to go over the
patient’s ability to monitor his or her blood glu-
cose levels.

Before a visit, the nurse will determine
whether or not patients have been able to get the
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equipment they need, such as a blood glucose
meter. If patients cannot get the equipment the
nurse will find resources to help them obtain sup-
plies.

Also, the nurse can make sure everyone who
needs to be present at the time of teaching will be
in the home. In home health it is important that a
family member or other caregiver be in the home
at the time of the visit to learn as well, says
Martinez.

Valuable teaching sessions in the home setting
also depend on accurate documentation of
patient education. When multiple nurses are vis-
iting the patient, as well as physical and occupa-
tional therapy, communication must take place so
each discipline knows not only what was taught
but also what teaching must be reinforced, says
Martinez.

If educational needs are not well documented
insurance companies may deny subsequent vis-
its because the need is not evident, she adds.
Indeed, in home health it is important to be
goal- and objective-oriented and make every
visit count because insurance companies can
limit the number of visits, says McFadden. It is
important for members of the health care team
to know that a certain portion of the education
has been completed and the objective has been
met.

“Documentation of the education in the home
is critical so we stay on task to help the patient
reach these goals in as short a period of time as
possible,” says McFadden.

To help with documentation and make sure
objectives are met, care pathways are often used
at VNA Home Health Care Services. “Care path-
ways also help members of the team assess where
the patient is and determine where he or she
wants to go,” explains McFadden.

It’s important to communicate with the physi-
cians who are seeing the patients as well, she
adds. “We use liberal amounts of faxes to keep
the physician apprised of the patient’s progress.
The physician is key in developing the plan of
care,” says McFadden.

Yet, communication is not limited to home
health teams and the patient’s physician. It
begins at the point of discharge between home
health care and discharge planners at the hospi-
tal. It’s a good idea to have a copy of the written
discharge instructions so there is consistency in
what was taught at the hospital, says Martinez. It
also is important to have the protocols from
physicians on what they want their patients to be

taught, especially for patients recovering from
certain surgeries, such as hip replacement or
undergoing certain treatments, such as
chemotherapy.

When multiple services are involved with
patient care it is helpful to provide patients with
a folder to keep all their instructions and hand-
outs together.

“The more the hospital and the home care
agency or the physician’s office and the home
care agency can communicate the better it is for
the patient,” says Martinez.

Although hospital clinicians try to provide all
the necessary instruction to patients before dis-
charge, they do not always retain all they have
been taught, says McFadden. Therefore, it is
important for a home care agency to know 
what has been taught during the hospital stay so
they can reinforce the teaching. In addition, 
it is important to know what triggered the hospi-
tal admission so the issue can become a focal
point for teaching, she says.

“Our goal is to delay, reduce, or eliminate
repeated hospitalization by helping the patient
understand the process. Only by instruction and
education can the causes of the changes in their
health status become known to them so they can
learn disease management,” McFadden says.  ■

Cultural cues important
in home health care
Come armed with cultural knowledge

When a home care patient is from another
culture it is a good idea to learn as much as

possible about his or her cultural beliefs before
the visit, says Jeanne M. Martinez, RN, MPH,
CHPN, former quality and education specialist 
at Northwestern Memorial Home Health Care in
Chicago and now a quality specialist with pallia-
tive care and home hospice at Northwestern
Memorial.

“Find out as much about the general cultural
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values and beliefs as you can, but then be very
cautious you don’t assume each patient and fam-
ily member ascribe to all of those values and
beliefs because often they don’t,” says Martinez.

People are acculturated at different rates. There
may be a lot of differences in the same family
between who is acculturated and who has more
core values and beliefs of the culture from which
they came, particularly between generations, says
Martinez.

“It is very important to always do an individ-
ual assessment and not assume because the cul-
ture at large believes that your individual patient
believes that as well. But if you observe some
customs in the home at least you have some back-
ground information of where the patient might
be coming from,” says Martinez.

For example, the home may have several reli-
gious artifacts that signal a person’s faith is
important to them. Or the female patient may
be wearing a traditional, floor-length dress that
signals privacy issues are important. A nurse
raised in the United States may think nothing
about exposing the lower leg to examine a
wound with a male in the room, however in
other cultures that action may not be accept-
able. Therefore, it is wise to ask first, says
Martinez. 

Cues to appropriate behavior can also be spot-
ted with careful observation. For example, if
everyone has their shoes lined up at the door the
home care visitor should take his or her shoes off,
too.

Sometimes it is a good idea to curtail certain
behavioral habits if it is uncertain how a person
from another culture will react to them. “You
may be the type of person who puts your arm
around a patient and hugs them routinely; how-
ever, in a culture you are not familiar with, that
might not be the thing to do,” says Martinez.
“You need to be careful about how you touch
people.”

Another obstacle to teaching a patient from
another culture could be a language barrier.
Interpreters sometimes accompany home health
nurses to the home of a patient but when this is
not possible telephone interpreter services can be
used instead.

Pictures come in handy as well, says Martinez.
She likes to have pictures to help reinforce educa-
tion in any home but for patients who do not
speak English or have low literacy skills, they are
vital teaching aids.

When two people do not share the same cul-

tural expectations and do not know what to
expect from each other the home visit can be
tense; it is important to come armed with as
much knowledge of the culture as possible. It also
is a good idea to bring teaching sheets in the
patient’s native language as well, Martinez
explains.  ■

Make sure your patients
understand discharge plan
Low health literacy contributes to readmissions

As a case manager, you’re likely to be one of
the last people to see patients before they

leave the hospital. This gives you the opportunity
to make sure they understand their treatment
regimen, their follow-up appointment, how to
take their medicine, and other components of the
discharge plan that can help them recuperate
rapidly and avoid readmissions or emergency
department visits.

Low health literacy, or lack of understanding
of the treatment regimen, costs the health care
system an estimated $58 billion a year, according
to the Institute of Medicine in its 2004 report
Health Literacy: A Prescription to End Confusion.

Low health literacy is associated with more
hospitalization and emergency department use,
increased adverse drug reactions, and a decrease
in the use of preventive services, according to the
report.

Health literacy is the degree to which individu-
als are able to obtain, process, and understand
basic health information and services needed to
make appropriate health decisions, according to
the U.S. Department of Health and Human
Services.

The National Assessment of Adult Literacy by
the U.S. Department of Education, conducted on
more than 19,000 adults, showed that about one in
20 adults in the U.S. could not answer simple test
questions or could not take the test because of lan-
guage barriers.

Even among college graduates, 3% demon-
strated “below basic literacy,” meaning that they
couldn’t perform skills such as locating easily
identifiable information in a short paragraph or
reading a prescription label.

But even people who are highly literate can
have low health literacy and not understand com-
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plex medical terms, points out Gloria Mayer, RN,
EdD, president and chief executive officer of the
Institute for Healthcare Advancement (IHA) based
in La Habra, CA.

“Health literacy is a huge problem. Many times
case managers may feel like their patients aren’t
compliant, but it’s a health literacy problem. They
simply don’t understand what they are supposed
to do,” Mayer adds.

“An increasingly important trend is to give
patients more ownership of their own health care
outcomes and to make them understand that
they are responsible, in part, for how things go
for them medically. This puts a higher burden on
us to provide education in clear English that they
are capable of understanding,” says John
Rogers, MD, chairman of the department of
medicine for Good Samaritan Hospital in
Baltimore.

Put yourself in your patient’s place and remem-
ber what it’s like when you deal with someone in
another profession, such as a computer technician
or an automobile mechanic who uses terms you
don’t understand.

Age, disability, language, culture, or the sheer
stress of being in the hospital can block a patient’s
understanding of health information, says Helen
Osborne, MEd, OTR/L, president of Health
Literacy Consulting, a Natick, MA, firm.

Don’t make an assumption of literacy, no mat-
ter how bright the patient seems to be, Rogers
advises.

While it may seem that the immigrant popula-
tion or people with low-level jobs would be the
ones affected by low health literacy, middle class
people with good jobs may have trouble under-
standing, Mayer points out.

Rogers tells of a patient with diabetes he fol-
lowed for a year. She seemed to understand her
instructions on how to give herself insulin shots
and fill out a flow sheet showing blood sugar lev-
els. “I found out she was filling out the flow sheet
into the future, recording her blood sugar levels
for a week or two ahead of time, trying to please
me. She didn’t understand why she was doing
it,” he said.

Patients’ lack of understanding of their condition
and the health care system often starts at admission,
when the patient is the primary source of his or her
medical history.

“We’ve looked at medication history as pro-
vided by different people and have found a big
variation,” Rogers says.

For instance, a patient comes into the emer-

gency department and tells the admissions per-
son what medications he or she is taking. Later,
the spouse comes in and brings a bag with the
medication. The two versions are likely to be dif-
ferent and may not include herbal medicine or
over-the-counter drugs.

“Every hospital and health care system should
be trying to educate people to get into the habit of
bringing medication lists or the actual medica-
tions with them,” Rogers says.

Discharge instructions are particularly crucial
to patients’ well-being after they leave the hospi-
tal, and it’s an area where case managers have the
potential for the biggest impact.

“With the current time crunch in health care,
the decision to discharge a patient is made; and
an hour later, we’re in the middle of the discharge
process. We need to think ahead and make sure
the discharge instructions are clear and have the
patient or a responsible caregiver demonstrate
that they understand them,” Rogers says.

Osborne points out that while most hospital
literature is written for people at the seventh- 
to 12th-grade reading level, millions of adults in
the United States can’t read above the fifth-grade
level.

Even the signs in the hospital pose difficulties
for some patients, Mayer adds. “A patient may
know he’s going to see Dr. Smith but he can’t
read ‘radiology’ or ‘neurology,’” she says.

Make sure your patient education material is
simple and easy to understand, with a lot of illus-
trations. Examine all written materials you give
to patients. Mayer points out that materials pro-
duced by drug companies may be too compli-
cated for the average patient to understand but 
so may hospital discharge instructions.

For instance, directions for medication may
say, “take with food” rather than “take with
water and food.”

Patients who take direction literally, particu-
larly the elderly, may believe it means the medi-
cation should be folded into food, Mayer points
out.

Test materials on intended readers first

When you develop written materials, test them
on the intended readers as you go along. Test
your initial draft of the materials, then make revi-
sions and test it again.

“No writer, no matter how clever he or she is,
can be sure the reader will understand,” Osborne
points out.
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Use formal focus groups to test your materials
or just ask people sitting in the waiting room to
look them over and answer questions.

“In our book, we use ‘pee’ instead of ‘urine.’
We had five focus groups look at the material and
they all recommended using ‘pee’ because every-
body understands what that is,” Mayer says.

If your word processing software has a spell-
checking function, look for words that are high-
lighted because they’re not in the software’s
dictionary and eliminate those.

Case managers should work with other profes-
sionals within the hospital as well as outpatient
providers to make sure that everyone who works
with patients uses the same wording and lan-
guage, Osborne suggests.

For instance, it may confuse patients if one
person says his or her condition is “hyperten-
sion” and another calls it “high blood pressure.”

Use pictures and a model to show your patients
what they need to do after discharge. Make sure
they understand, and if not explain it in other ways
until they do.

Use large type for your older patients and
adjust the content to meet their learning needs,
Osborne suggests.

Never ask patients, “Do you understand?” It’s
too easy for them to say yes when they do not
understand.

One way to make sure you’re getting through
when you give oral instructions is to use the “teach-
back” method, asking your patient to explain each
key point, “to make sure I explained it correctly,”
Osborne advises.

Preface your questions by putting the burden
on yourself, rather than suggesting that the
patient may not understand, she adds.

For instance, ask the patients how they would
explain their medication regimen to someone else
or to show you the suggested exercises.

If you find that the person doesn’t understand
completely or correctly, go over it again until he
or she understands.

Take a patient’s age into consideration and do
your education of elderly patients in short sessions,
repeating the information, and confirming their

understanding along the way, Osborne suggests.
“As people go through the life cycle, their way

of learning changes; their hearing and eyesight
may not be as good; their tactile senses may not
be as good; and they tend to learn in shorter
bursts,” Osborne explains.

Suggest that your older patients bring along
someone else when you do patient teaching.

“Older people have a harder time reading and
comprehending, as well as poorer eyesight,” Mayer
says.

Keep in mind that while you talk about the
same types of information all day long as a pro-
fessional, the patient you’re talking to is hearing
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COMING IN FUTURE MONTHS

CE instructions/objectives

Nurses and other patient education profession-
als participate in this continuing education

program by reading the issue, using the provided
references for further research, and studying the
questions at the end of the issue. 

Participants should select what they believe to be
the correct answers, then refer to the list of correct
answers to test their knowledge. To clarify confusion
surrounding any questions answered incorrectly,
please consult the source material. After completing
this activity each semester, you must complete the
evaluation form provided and return it in the reply
envelope provided in order to receive a certificate of
completion. When your evaluation is received, a cer-
tificate will be mailed to you.

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

financial issues relevant to patient education;
• explain how those issues impact health care

educators and patients; 
• describe practical ways to solve problems that

care providers commonly encounter in their
daily activities;

• develop patient education programs based
on existing programs from other facilities. ■



it for the first time.
“Clinicians shouldn’t use medical jargon. In a

study by Dean Schillinger, MD, assistant profes-
sor of medicine at the University of California,
San Francisco, a doctor explained dialysis to a
patient, but when he was asked to repeat what he
learned, he said he just knew he had to do some-
thing daily,” Mayer says.

“Health professionals tend to have their own
jargon, their own way of talking in shorthand to
each other. It’s an efficient way to communicate
with other clinicians but it’s not effective when
they talk to patients,” Osborne says.

“For instance, PET scan is an easy way to say

‘positive emission tomography’ and is under-
stood by people in the medical profession, but
someone in your emergency department who’s
been hit by a car might think of a furry little ani-
mal when they hear the term. Drawing blood has
nothing to do with crayons, but the medical pro-
fession uses it in a certain way and assumes peo-
ple will understand” Osborne says.  ■
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CE Questions

12. What has been accomplished as a result of
the partnership between three health care
systems in central Ohio?

A. Easy access to dual language materials.
B. More consistent education for immigrants.
C. An inventory of teaching sheets on-line.
D. A and B.

13. In preparation for translation the teaching
sheets for the web site, www.healthinfotrans-
lations.com, sentences are reworded so they
are easier to understand. 

A. True
B. False

14. When teaching in a home setting cultural cues
can often be found by observing which of the
following? 

A. Religious artifacts 
B. Family wears traditional clothing 
C. Family takes off shoes at door 
D. All of the above 

15. According to the Institute of Medicine, what is
the cost of low health literacy each year?

A. $100 million
B. $58 billion
C. $10 billion
D. $850 million

Answers: 12. D; 13. A; 14. D; 15. B.
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On-line bonus book 
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