
Tailoring diabetes education to make
patients advocates for themselves
For best outcomes uncover solutions for each barrier to self-management 

“Diabetes is the most difficult chronic illness to manage because
so much of it is dependent upon the patient’s ability to self-
manage. Therefore, if they do not have the tools or the

knowledge to do that they will not have healthy outcomes,” says Carol
Manchester, MSN, APRN, BC-ADM, CDE, a diabetes clinical nurse spe-
cialist at the University of Minnesota Medical Center, Fairview in
Minneapolis. 

She adds that the average person with diabetes tests his or her blood
glucose a minimum of four times a day and can administer up to four
injections of insulin daily or take a variety of oral medications. No other
disease requires such careful monitoring to avoid serious long- and short-
term complications that include heart attack, stroke, blindness, kidney
disease, nervous system damage contributing to lower-extremity amputa-
tions, and periodontal disease.

People with diabetes must realize they are responsible for managing
the disease, says Lois Exelbert, RN, MS, CDE, BC-ADM, administrative
director for the Diabetes Care Center at Baptist Hospital of Miami. 

Although patients require supervision by clinicians they are responsi-
ble for the day-to-day management of their disease not their physician,
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In part two of a series on diabetes education, Patient Education Manage-
ment looks at the vast amount of knowledge people with this chronic dis-

ease must acquire and the skills they must learn for self-management.
Several diabetes educators explain their teaching techniques, sharing strate-
gies they have learned through experience.
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nurse or exercise physiologist, Exelbert says.
Patients must become their own advocates,

even discussing with their physicians different
medications that may be used to better control
their blood glucose levels. “We are not telling
patients ‘you need to know everything so you
can prescribe for yourself,’” she says. “However,
they must know what they need, such as help
from their physician to better manage blood glu-
cose levels if they are doing their part with diet
and exercise.” 

In order for patients to be successful at manag-
ing their diabetes they need to know almost as
much as the educator, says Jane Jeffrie Seley, NP,
CDE, a diabetes nurse practitioner at NewYork
Presbyterian in New York City. 

She says patients need to completely under-
stand the disease process, what to eat, when to

eat, how to eat, physical activity, and medica-
tions. Personal hygiene also is important because
diabetes can affect all parts of the body. For exam-
ple, proper brushing and flossing can reduce the
risk of periodontal disease and cavities, which
can be exacerbated by uncontrolled diabetes.

“The more I teach patients with diabetes, the
better they will do,” Seley says, adding that edu-
cation needs to be done in stages, over time.
People can’t be given too much information at
once, she says. 

Many ways to structure education

Seley usually breaks the education into sec-
tions including meal planning, insulin adminis-
tration if the patient is on insulin, and blood
glucose monitoring. It is important for patients to
understand that blood glucose monitoring pro-
vides information that will help them make
adjustments in food, activity, and medication to
get the best results. (To learn more about sur-
vival skills patients are taught prior to self-man-
agement education, see article p. 89.)

Until patients’ blood glucose levels are at the
correct target level, Seley recommends they
return every couple of weeks and once that goal
is achieved that they return every three months. 

One of the first questions she asks a new
patient is: “From the time you get up in the
morning until you go to bed at night what do you
do to take care of your diabetes?”

Learning what patients already know about
diabetes gives her a starting place for education.
Recognized by the American Diabetes
Association, the education program at the
Diabetes Care Center at Baptist Hospital follows
the association’s guidelines, which include a 10-
hour program following certain educational crite-
ria. 

At Baptist Hospital the information is covered
in four sessions. During the first session the
patient meets with an exercise physiologist,
nurse, and dietitian to discuss personal needs.
The second session is a group class that covers
the generalities of diabetes and answers ques-
tions those attending have about the disease. 

“Based on mutually agreed-upon lifestyle
approaches [by the educators and patient] we see
them in two more follow-up sessions to deter-
mine how successful they are and what needs to
be tweaked,” says Exelbert.

Patients are encouraged to come back every
year for a “tune-up,” she says. 
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To make sure people with diabetes have an
opportunity for education there needs to be many
modes of education, says Kate Lorig, RN, DrPH,
director of Stanford Patient Education Research
Center in Palo Alto, CA. 

That is one reason the research center is cur-
rently soliciting people with type 2 diabetes to
test the effectiveness of an on-line diabetes educa-
tion program it developed, which is similar to
two other on-line chronic disease programs
developed at the center. (To learn more about
patients eligible for the program, see editor’s
note at the end of the article.)

“The reason we decided to do an on-line dia-
betes program is that today less then half the peo-
ple with type 2 diabetes ever get any formal
diabetes education, and since it is so crucial to the
care of the disease we wanted to be able to reach
more people,” Lorig says. 

On-line programs provide an opportunity to
educate people who do not have access to small
group lessons or one-on-one sessions. They also
reach those people who would rather learn in the
privacy of their own home at their convenience,
she explains. 

Before people start they are given a test kit to
provide blood samples for the lab to obtain data
on their hemoglobin A1c and lipid levels. Also
each participant fills out a questionnaire. 

The information provides a baseline to monitor
what impact the program has on helping individ-
uals manage diabetes. It also provides individual
information so the weekly educational content
added to the on-line learning center each week
can be tailored to each patient. 

The program includes a communication center
where participants answer a question each week
such as, “What problems do you have because of
your diabetes?” 

Those enrolled in the study are divided into
groups of 25 and given opportunities to commu-
nicate with one another to provide advice and
support. During the week the groups look at the
problems posted, discuss them, and make sug-
gestions. 

Each week participants make an action plan
that is posted on the bulletin board. People can
look at each others’ action plans and make sug-
gestions, says Lorig. In the third week of the pilot
program there had been 400 messages posted by
the group of 25 people.

The on-line program has a section called “My
Tools” that includes such items as medication
logs, blood glucose tracking charts, places to jour-

nal, and ways to figure daily calories and activity
levels. 

The post office provides a way for participants
to send private e-mails to each other inside the
program. There is also a section where people can
ask for help from those who oversee the program. 

There are two peer facilitators for every on-line
course. The facilitators encourage people to log
on if they haven’t done so in a while and com-
ment on problems and action plans. They make
sure every posted message has a reply within
three days. They also read the posted messages
for their appropriateness.

When a participant asks a question that needs
to be referred to a diabetes educator it is e-mailed
to program experts and an answer is given within
24 hours. For example, a participant asked if the
Atkins diet is appropriate for people with dia-
betes. 

Techniques to improve teaching

Lorig says the information people with dia-
betes need to be taught is evidence-based.
Researchers have conducted studies to determine
how best to lower blood glucose levels. However,
no one has ever really evaluated education to see
if it is impacting hemoglobin A1c. Lorig says
despite the fact that most believe diabetes educa-
tion is very valuable, there is not a lot of support-
ing literature out there. 

Everyone can be educated, Manchester says.
“We just have to try different methods with
achieving successful outcomes with different
individuals,” she explains. Manchester tells peo-
ple that learning to manage diabetes takes persis-
tence and patience. 

It also requires that people learn to set realistic
goals. For example, if they need to lose 80 pounds
they should begin by losing five pounds. 

Lorig says when it comes to lifestyle changes
people are often taught the ideal but sometimes
are so far from the ideal it is impossible for them
to achieve it. So she tells them to go for the real
not the ideal. The real is what they can achieve
now. 

For example, a woman in a diabetes class Lorig
taught made an action plan to eat no more than two
candy bars a day. Although the class members were
horrified, Lorig followed the protocol and asked the
woman how certain she was she could achieve the
goal on a scale of zero to 10. The woman answered
seven. Lorig later found the plan was actually a big
commitment because the woman usually con-
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sumed eight candy bars a day. 
Small, achievable goals are the key so the person

can feel good about what he or she accomplished
and move on to the next goal, whether a continua-
tion of the present goal or a new one, says Seley.

Lifestyle changes must be made carefully. “If
you take away everything they hold dear they
won’t come back,” she explains. 

Seley says the Health Belief Model is good to use
for people with diabetes because of all the behav-
ioral changes the disease necessitates. The first thing
a person looks at is whether or not they think they
have the disease (often people are in denial), and if
they acknowledge having the disease how serious
they believe it is.

If the patient does not see the severity of the
disease that issue must be addressed before edu-
cation can begin. Once people recognize the
importance of treatment it is time to look at what
benefits they perceive will ensue from managing
the disease, as well as what they perceive as bar-
riers.  

When trying to determine perceived barriers
always look at time, money, and effort, Seley
advises. Once barriers are identified it is impor-
tant to help the patient overcome each one. For
example, children are not allowed to eat snacks
during class time at school; yet if the student has

diabetes he or she may need to eat something
outside of regular meal times. Parents must work
with teachers in advance to educate them about
their child’s diabetes management. 

A spectrum of strategies

There are many strategies for effective educa-
tion, whether the goal is deconstructing barriers to
adopting self-management techniques or provid-
ing information required for managing diabetes. 

One thing Seley has found to be true is that it is
better to focus on the things people can do rather
than on what they can’t. For example, she does
not tell people what they can’t eat but what they
can eat. She gives them a long list of non-starchy
vegetables, such as broccoli, peppers, mush-
rooms, carrots, tomatoes, and spinach, and tells
them to circle the ones they like. She tells them
they don’t have to measure these food items,
while other items such as rice and potatoes must
be measured. 

The terms used during education sessions are
important as well, says Seley. For example, the
word “exercise” scares people; so she uses the
less-intimidating phrase “physical activity.”

Seley has found people do best when they plan
ahead, looking at their schedule and determining
each morning how they will eat appropriately.
They need to be taught to think about what to eat
and how to work physical activity into their busy
schedule each day, Seley says. 

Manchester adds that many people must
address psychosocial aspects in order to control
diabetes. For one thing, people often use food
inappropriately, such as eating when they are
depressed. 

The support of family, friends, and colleagues
is important. Manchester says people have to
establish ways to help them be successful.
Diabetes management is a way of life, she con-
cludes, and the behavior changes must become a
part of who the person is.  

(Editor’s note: The Self-Management Stanford
Healthier Living with Diabetes program, an on-line
workshop and study, is in the process of being evalu-
ated. Staff members are recruiting adult study partici-
pants. 

Participants must have type 2 diabetes and live in
the United States. They must be willing to log on to
the Internet for about a half an hour two to three times
a week for about six weeks. For more information, 
e-mail diabetes@stanford.edu.)  ■
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For more information about diabetes self-management
education, contact:

• Lois Exelbert, RN, MS, CDE, BC-ADM, administra-
tive director, Diabetes Care Center, Baptist Hospital of
Miami. Phone: (786) 596-4930. E-mail: LoisE@bap-
tisthealth.net.

• Kate Lorig, RN, DrPH, director, Stanford Patient
Education Research Center, 1000 Welch Road, Suite 204,
Palo Alto, CA 94304. Phone: (650) 723-7935. E-mail:
lorig@stanford.edu. Web site:
http://patienteducation.stanford.edu/. 

• Carol Manchester, MSN, APRN, BC-ADM, CDE,
diabetes clinical nurse specialist, University of Minnesota
Medical Center, Fairview, 420 Delaware St., SE, MMC
732, Minneapolis, MN 55455. Phone: (612) 273-8948. 
E-mail: CMANCHE1@Fairview.org. 

• Jane Jeffrie Seley, NP, CDE, diabetes nurse practi-
tioner, NewYork Presbyterian/WC, Box 136 Endocrine,
F2025, 525 East 68 St., New York, NY 10021. Phone:
(212) 746-6220. E-mail: jas9067@nyp.org. 
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Teaching diabetes survival
skills for a safe discharge 
Intensity of lessons requires time, patient focus

Patients newly diagnosed with type 1 or type 2
diabetes, or those admitted to the hospital

because of an inability to manage the disease,
need to learn certain skills for a safe discharge.

The teaching requires a few hours at the
patient’s bedside or in a learning lab; therefore,
some institutions have staff dedicated to diabetes
teaching that can be called if needed. (For infor-
mation on creating a diabetes education pathway
for bedside nurses to follow, see guest column in
July Patient Education Management, p. 75.)

At the University of Minnesota Medical Center,
Fairview, in addition to diabetes clinical nurse
specialists who teach at the bedside, there is a
learning center where patients can be referred.
Yet on any given day 47% of the inpatient popu-
lation has hyperglycemia so it is impossible to see
them all, says Carol Manchester, MSN, APRN,
BC-ADM, CDE, a diabetes clinical nurse special-
ist at the facility. 

A detailed learning assessment is always con-
ducted so patients are taught what they must know
for a safe discharge. This would include basic infor-
mation on the principles of diabetes treatment and
prevention of complications. 

Also taught is how to recognize, treat, and pre-
vent hypoglycemia and hyperglycemia, as well as
self-monitoring of blood glucose and medication
administration. Education includes how to adjust
medication on sick days when a patient is experi-
encing nausea and vomiting. 

A list of community resources is given to patients
and family members so they have an opportunity
to seek more in-depth teaching after discharge.
They also learn about the proper disposal of sharps
and specimens for safety at home. 

“The difficulty with survival skill education is
that you have to teach quite a few things in a
very short period of time,” says Manchester.

In addition, the patients are usually very sick,
says Gwen Klinkner, RN, MS, APRN, BC-ADM,
CDE, a diabetes clinical nurse specialist at the
University of Wisconsin Hospital and Clinics in
Madison. 

“It is often trying to find a balance between
what the patient really needs to be safe at home
and what they can manage at the time because of

how sick they are and how ready they are to
learn,” Klinkner says. 

Depending on how quickly the patient will be
discharged, the teaching is usually broken out
into two to three sessions. “We have a tool we use
that is part of the permanent record that allows
us to track the teaching specific to diabetes.
Because it is on one form, it is a good way to
track a person’s progress from session to session
and it communicates with the staff nurses and
physicians what level the patient is at on all the
different survival skills,” says Klinkner. It also
serves as a communication tool between the vari-
ous clinical nurse specialists who do the teaching.

Assess learning needs

Even if a patient has had diabetes for years, he
or she may know little about the disease so an
educational assessment is essential. “We really try
to figure out where their deficits are and make
sure they have those survival skills. There are
times when we go beyond that; if they have
issues with carb counting or a need for more edu-
cation on an advanced skill we focus on that
instead of the basics,” says Klinkner. 

Clinical nurse specialists do not see all the
patients admitted to the University of Wisconsin
Hospital with diabetes. Sometimes bedside
nurses assess and meet the patient’s educational
needs sufficiently and review the survival skills
with him or her for a safe discharge. 

Even when a clinical nurse specialist does the

August 2006 / PATIENT EDUCATION MANAGEMENT™ 89

For more information on meeting the educational
needs of diabetes patients at the bedside, contact:

• Marie Buthe, RN, patient educator, Patient
Learning Center, University of Minnesota Medical Center,
Fairview, 420 Delaware St., SE, Minneapolis, MN 55455.
E-mail: MBUTHE1@Fairview.org. 

• Gwen Klinkner, RN, MS, APRN, BC-ADM, 
CDE, diabetes clinical nurse specialist, University of
Wisconsin Hospital and Clinics, 3330 University Ave.,
Madison, WI 53705. Phone: (608) 263-8225. E-mail:
ge.klinkner@hosp.wisc.edu.

• Carol Manchester, MSN, APRN, BC-ADM, CDE,
diabetes clinical nurse specialist, University of Minnesota
Medical Center, Fairview, 420 Delaware St., SE, MMC
732, Minneapolis, MN 55455. Phone: (612) 273-8948. 
E-mail: CMANCHE1@Fairview.org. 
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What is on your bookshelf?
Reference sources for patient ed coordinators

Recently, we asked a few patient education coor-
dinators what books they kept on their reference

shelves. Following is a list of titles with an explana-
tion of why they are invaluable. 

Patient Education: Issues, Principles, Practices 
Rankin S.H., Stallings K.D. 
Lippincott Williams & Wilkins; 1996.

This book provides an in-depth review of issues
regarding patient education from setting up pro-
grams to evaluations, reviewing materials or writing
materials for patients. “It provides more theory and
tools to use for patient education,” says Diane C.
Moyer, MS, RN, program manager, consumer health
education at The Ohio State University Medical
Center in Columbus. 

Patient Education in Health and Illness 
Rankin S.H., Stallings K.D., London F. 
Lippincott Williams & Wilkins; 2005.

This book provides an academic summary of the
research in patient education. 

No Time to Teach? A Nurse’s Guide to Patient 
and Family Education
London F. 
Lippincott Williams & Wilkins; 1999. 

Information on how to apply patient education
research to practice. 

Teaching Patients with Low Literacy Skills 
Doak C, Doak L, Root. J.B. 2nd ed. 
Lippincott Williams & Wilkins; 1996.

Information on writing plain language materials
and evaluating text for readability. 

Health Literacy: A Prescription to End Confusion
L. Nielsen-Bohlman, et al (editors). 
Washington, DC: National Academies Press; 2004. 

An overview of health literacy and the implications
related to patients, costs of health care, and clini-
cians educating patients about their health. 

Measurement Tools in Patient Education
Redman, B.K. 
Springer Publishing Co.; 2002.

Provides guidance on how to measure outcomes
in patient education. 

The Ultimate Guide to Competency 
Assessment in Healthcare
Wright, D. 
Minneapolis, MN: Creative Healthcare Management;
1998.

“This is the very best source for guidance on how
to measure competencies. If we expect staff to
teach, we should check their competence. They may
need better teaching skills,” says Fran London, MS,
RN, health education specialist at Phoenix (AZ)
Children’s Hospital. 

Learning to Listen, Learning to Teach: The Power of
Dialogue in Educating Adults
Vella, J. 
Jossey-Bass Publishers; 2002. 

This book contains information on how to teach
groups of adults.

Health Literacy: A Manual for Clinicians
Weiss, B.D. 
American Medical Association Foundation and
American Medical Association; 2003. 

A collection of materials related to health literacy,
often research-based. “I have found it good for pulling
examples for presentations on literacy issues. It is a
good overview of the complexity of health literacy and
many of the factors that can impact a person’s health
literacy level,” Moyer says.

Patient Education: A Practical Approach 
Lorig, K. 
Sage Publications; 1996.

This book is often described as the classic of dis-
ease management. 

Kathy Ordelt, RN-CPN, CRRN, patient and fam-
ily education coordinator at Children’s Healthcare of
Atlanta, says the following two titles are not exactly
patient education focused but are invaluable for
helping patient education coordinators and staff
learn to put the patient first.

Putting Patients First — Designing and 
Practicing Patient-Centered Care 
Frampton, et al. 
Jossey-Bass Publishers; 2003.

Through the Patient’s Eyes — Understanding and
Promoting Patient-Centered Care
Gertis, et al. 
Jossey-Bass Publishers; 1993. ■



teaching, bedside nurses are expected to reinforce
what was taught over the course of the patient’s
stay. 

At the University of Minnesota Medical Center,
Fairview patients can be referred to the Patient
Learning Center for two-hour hands-on teaching
sessions. One session is on insulin administration
and a second covers the use of a blood glucose
meter. 

A third educational session provides more gen-
eral information on diet, exercise, and stress man-
agement. Information on carb counting is being
added and patients will practice creating their
own meals and figuring their insulin based on the
selections. Patients referred for the one-on-one ses-
sions are usually newly diagnosed with diabetes. 

“Patients learn much more than nurses would
ever be able to teach on the unit and they do
return demonstrations and practice as long as
they need to in order to gain confidence in a
skill,” says Marie Buthe, RN, a patient educator at
the Patient Learning Center. 

During the session on blood glucose monitor-
ing patients are taught to keep a diary of their
meter readings so they can show their physician
at their next office visit and also take to outpa-
tient self-management classes so they can con-
tinue to adjust their medications, says Buthe. 

At the University of Wisconsin, diabetes clini-
cal nurse specialists are now being asked to see
patients with pre-diabetes who have stress-
related hyperglycemia following surgery. “Now
we are able to intervene earlier, educating on the
front side before people develop diabetes and are
admitted to the hospital with a heart attack or
stroke because of it,” says Klinkner.  ■

Are you collecting data
you don’t really need?
Know when to put your resources elsewhere 

In the process of collecting restraint data, you
learn that certain physicians are not signing

daily orders. Other data being collected show
that patient education is being documented 97
times out of 100.

These are two examples of scenarios in which
ongoing data collection is no longer needed, says
Paula Swain, MSN, CPHQ, FNAHQ, director of
clinical and regulatory review at Presbyterian

Healthcare in Charlotte, NC. In the former exam-
ple, action needs to be taken by profiling non-
compliant physicians and speaking to them
directly. In the latter, spot checks can be used,
instead of rigorous data collection.

“A notice can be sent to staff that a good job
has been done and letting them know that, since
we are still interested, we will spot check from
time to time and provide them feedback on this
process,” she says.

Almost all quality managers are struggling
with increasing data collection burdens with lim-
ited resources. Yet many organizations are collect-
ing the same data twice, or data that don’t give
meaningful information.

“Much of the data being collected lacks valid-
ity. Even if data is valid, it may not be impor-
tant,” says Peter J. Pronovost, MD, PhD, director
of the Johns Hopkins Quality & Safety Research
Group in Baltimore.

Since data collection requirements are largely
driven from outside the health system by insur-
ers, accreditation bodies, and regulators, it would
be helpful for these groups to integrate their data
collection requirements, he notes.

“There are national efforts by JCAHO, CMS,
and others to integrate their measures. However,
the measures vary widely among insurers. It
would be helpful if insurers could consolidate
measures,” he says.

To find out if redundant data collection is
occurring, Swain recommends asking the follow-
ing to anyone who requests that data be collected:
“If I’m to collect data for you, I need to know:
Why am I collecting it? What question will the
data answer? And if I’m still collecting, why?
What is our goal, have we met our goal, and
when will we know we have met it?”

Take an inventory of all the measures you col-
lect, who is collecting the data, and what resources
are being devoted to collecting it.

Next, go to the “consumers” of that data —
whoever is supposed to take action on it — and
ask if they believe it is valid, if they believe it is
important, and whether it should continue to be
collected, Pronovost advises.

“We did this exercise. It is eye-opening to see
how much data are being collected that the recipi-
ents believe is neither important nor valid,” he says.

Two examples of meaningless data collection
include auditing operating room practices with-
out clear specifications and collecting data on
readmission to the intensive care unit within 30
days. “When we audited this measure, we found
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that readmissions were due to patients develop-
ing a new problem,” Pronovost says. “We
changed the time from readmission to within 48
hours, and it was much more useful.”

All committees routinely evaluate the need to
collect data. “There is such a large need to collect
data that we can’t support it all. So if we have
something that seems to be a nonissue, we stop
collecting it,” says Dana Moore, RN, MS, a coach
at the Baltimore-based Center for Innovation in
Quality Patient Care, and clinical nurse specialist
in the medical ICU at Johns Hopkins Hospital.

For example, the infection control department
measured infection rates in intravenous lines
used for parental nutrition for years, but the rates
were low and below the national norms, so it is
no longer collected.

There are many other examples, Pronovost says,
adding that it is important to recognize that mea-
surement has costs. “If measures are not valid or
not important, then we should not waste resources
collecting them,” he says. “You are better off not
spending your resources collecting invalid data
that can misinform.”

Choose indicators carefully

A better strategy is to collect data for a smaller
number of valid measures, and choose your indi-
cators carefully.

“Data collection, especially for quality control,
can go on and on,” Swain says. “When it does,
there needs to be one indicator that is really impor-
tant to the whole process. That indicator should
also be simple to collect and sensitive enough that
when it falls out, some action is taken.”

For example, the indicator, “Is patient educa-
tion documented?” is not a good choice, because
it is too vague. A better indicator to use would be,
“Is the patient educated at least daily while in the
hospital by any provider?”

Data collection that is done to assure a process
“took” and that change is being sustained also
needs to stop at some point, says Swain. “Most 
PI projects end if some data are collected to verify
that the process change was made and that desired
results were achieved,” she explains. “When the
final report in the project’s success is submitted,
plan to roll the indicator off.”

For example, if it is established that a practice
is being done consistently, weekly data collection
can stop and be replaced by a monthly quality
control with a reduced sample size.

“Also, if findings from data collection are not

being acted upon, it may be time to discontinue
the study and breathe life back into the project,
since it is not performing as it should,” says Swain.
“Or you may need to evaluate if this is the ‘steady
state’ of the process and accept it, at whatever
level it has steadied out.”  ■

Hospice creates tool kit
for caregiver education
Focus on clients’ needs and building rapport

Hospice staff must spend a significant
amount of time educating patients and care-

givers, but the dilemma is how to do it efficiently
and effectively.

Community Hospice Inc. in Albany, NY, may
have the solution in its newly developed profes-
sional education tool kit.

“One activity that everybody in hospice does is
patient education,” notes Carol Shenise, MS, RN,
corporate education specialist for the hospice.

“We wanted to support our staff with patient
education and help them become more effective,”
Shenise says. “We began to think about what we
could do that would support our staff and pro-
vide them with the tools that would make their
patient teaching effective.”

The result is a tool kit divided according to a
list of principles and suggestions for enhancing
patient/caregiver education. There are 26 “tools,”
which essentially create a framework for how to
teach patients and their family caregivers.

“There is a tremendous amount of information
that we need to communicate to patients and family
caregivers, and what we needed were some tools to
help staff members better understand how to com-
municate,” says Patricia Martino, RN, CHPN, AAS,
case manager/team leader. Martino and Shenise
spoke about building a professional education tool
kit at the National Hospice & Palliative Care
Organization’s (NHPCO’s) 7th Clinical Team
Conference & Scientific Symposium, in April.

The tools are meant to be used by any hospice
health care professional, and they can build upon
them, Shenise says.

The idea is to change hospice professionals’
thinking and approach to teaching, Shenise says.

“The social worker or chaplain would use the
same tools, but just gear them toward their own dis-
cipline and the purpose of their visit,” Shenise says.
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It’s not a tangible tool, but a philosophical
approach to dealing with a given educational
opportunity, Martino says.

Here is how Shenise and Martino developed
the tool kit and its main features:

First, focus on nursing assessment.
With nursing experience, both Shenise and

Martino knew that the first step was to look at the
nursing process and nursing assessments at the
initial visit.

“Assess, plan, evaluate — we needed to do
assessments and learn the needs from both the
staff and the patient and family,” Shenise says.

“What I’ve observed from working with new
staff members is we have a lot of information we
need to communicate to new patients and care-
givers, a lot of medical jargon,” Martino says.
“We needed some tools to help our staff members
learn how to communicate better with patients
and families.”

The pair worked to marry the caregiver educa-
tion piece and the clinical piece together so infor-
mation can be presented to patients and their
caregivers in a way that they easily can under-
stand, Martino adds.

For example, one of the tools included in the
tool kit is the advice to “Ask open-ended ques-
tions requiring more than a ‘yes,’ ‘no,’ or ‘nod’
answer.”

Consider the patient and family caregiver’s
learning needs.

The tool kit encourages nurses to assess the
patient’s and family caregiver’s needs and to
determine how they are dealing with the disease,
including the emotional and physical aspects,
Shenise says.

“I reviewed the literature and pulled together
all of the best practices in the literature for
patients, caregivers, and families,” Shenise says.
“We spent time reading, digesting the information,
and deciding how best to use it with our staff.”

One of the common problems with hospice
nurses and staff who educate families is that they
will give out a wealth of information, without
knowing how the patient and family are absorb-
ing it, Shenise notes.

“We’re so intent on what our needs are that we
don’t step back and say, ‘Assess and really deter-
mine what the patient/family already knows and
what they want to know,’” Shenise says.

So the tool kit is designed to base the family
caregiver/patient education on the family’s
needs, she adds.

“One of the things we both feel very strongly

about is that emotions and feelings are very
important considerations when we’re taking care
of patients at the end of life,” Shenise says. “These
play a big role in their learning, so we’re trying to
keep the education as simple as possible.”

Educating hospice patients and caregivers is a
growth process that should be fine-tuned accord-
ing to individual needs, Marino says.

“When I’m sitting in my car before going into
someone’s home, I debrief myself and think
about the situation I’m going into and what I
know about it already, and I think about what my
approach needs to be and what my primary goals
are for that day,” Marino says.

Then when Marino enters the home and begins
to use the tool kit, she has a good foundation for
family education, but she can adjust it according
to what she knows are some particular issues.

“It takes time and commitment and the ability
to change focus,” Marino adds.

Design tools to assist in establishing rapport.
The 26 tools are designed to encourage more

depth in the assessment conducted by the health
care provider, Marino says.

The tools also help the provider make the
philosophical switch from teaching clients what
they think the client should learn to teaching
what the client would like and is ready to learn.

The typical hospice approach is for the nurse to
meet the clients and then launch into their pre-
pared speech about hospice care, Marino says.

Shenise has witnessed this teaching approach,
and what typically happens next is that the
patient and family caregiver will begin to stare
with eyes glazed over, and they cannot absorb the
information, Shenise says.

Instead, hospice professionals should assess
the situation, give it some thought, adjust the
education to the client’s needs, and allow for
feedback, Marino explains.

“Staff should start a conversation with the
patient, find out what they want to know, and
then establish a rapport with them in a safe and
comfortable environment,” Marino says.

One of the tools talks about creating a safe envi-
ronment and establishing rapport with clients.

“When I meet the family and introduce myself
and ask where they’d like to sit and talk about
things, I make a general statement so I can ask
about their needs and what they know about hos-
pice care,” Marino says.

Some conversation-openers that can be asked
to help build rapport are as follows:

• Tell me about how you first heard about hos-
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pice.
• How have things been going?
• What have you heard about hospice from

your family or friends?
• What have you heard from the doctor?
• What are you worried about?
“So nurses use the first few tools to establish a

safe environment and find out some informa-
tion,” Marino says.

Use teaching sheets and bullet points.
The hospice has teaching sheets that are part of

the tool kit, and these have been used on a trial
basis. The teaching sheets are simple with the key
information on the front page and medication
information on the back page, Shenise says.

Some are longer. The teaching sheet for chronic
obstructive pulmonary disease, which is called
the respiratory or dyspnea teaching sheet, for
example, is four pages long.

Teaching sheets make use of bullet points to
emphasize specific instructions, Marino says.

Hospice nurses show patients and their fami-
lies the teaching sheets, and they go over the
main points, emphasizing certain points. For
instance, the respiratory teaching sheet explains
how patients can breathe easier, and it includes
tips on how to get medical control of a situation.

The nurse will write down the name of a drug,
along with the amount that the patient will need,
and the nurse provides very simple and individu-
alized instructions, Shenise says.

Simplicity and accessibility are key, Marino
notes.

“What I see in the field is that when patients
are new they receive a lot of information, and we
give a lot of information verbally,” Marino says.
“Then the nurse leaves, and at 2 a.m. when Mr.
Jones can’t breathe, Mrs. Jones wakes up and is
nervous because she can’t remember all the
things the nurse said.”

Even if the nurse wrote out some instructions,
the caregiver might have trouble finding the

handwritten note, so the teaching sheets provide
an easy solution with simple, clear instructions,
Marino adds.

Educate staff to use the tool kit.
The Community Hospice has been teaching

staff how to use the tool kit, with the goal of edu-
cating everyone through team meetings, informal
and formal sessions, orientations, and inservices,
Shenise says.

“For the most part, it’s been informal,” Shenise
explains. “For instance, when Pat teaches an ori-
entation, she incorporates the tool kit into the
content of her discussion.”

The 26 tool kit items are handed out to staff for
discussion purposes.

“At team meetings we talk about individual
family characteristics and how we can structure
our approach to meet their needs,” Marino says.

Ongoing training will involve new tools, shar-
ing important literature, and other items that will
be added to the tool kit, Shenise says.

“We’ll bring new items forward and communi-
cate with staff about them,” she adds. “It’s con-
tinual and the education doesn’t end.”   ■

Motivate patients to take
control of their own health
CM’s one-on-one skills are the answer

Soaring health care costs and an increase in the
number of patients with multiple comorbidities

or other barriers to compliance represent an oppor-
tunity for case managers who have the skills to
work one-on-one with individuals to empower
them to take charge of their own health care, says
Connie Commander, RN, BS, CCM, ABDA, CPUR,
national president-elect of the Case Management
Society of America (CMSA) and owner and presi-
dent of Commander’s Premier Consulting Corp.

This challenging group of patients needs more
than just generic population-based information
about their disease, she points out.

“If you really want to motivate the individual,
you have to talk to them on a one-to-one basis.
Chronically ill people are not going to be moti-
vated to adhere to their treatment plan without
having regular one-on-one contact with a case
manager,” Commander adds.

Health plans across the nation have adapted
numerous strategies to increase adherence among
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For more information, contact:
• Patricia Martino, RN, CHPN, AAS, case

manager/team leader, Community Hospice Inc., 159 Wolf
Road, Albany, NY 12205. Phone: (518) 285-8124.

• Carol Shenise, MS, RN, corporate education spe-
cialist, Community Hospice Inc., 159 Wolf Road, Albany,
NY 12205. Phone: (518) 694-4987.
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the 20% of their member population who con-
sume 80% of the health care expenditures.

“The challenge is getting to them, educating,
empowering, and motivating them to adhere to
the suggested treatment and care guidelines. This
means educating case managers to the skill level
they need to be able to listen and communicate
effectively and motivate patients to adhere to the
plan of care,” Commander explains.

In the 1990s, with the advent of disease man-
agement, insurers started targeting populations
with chronic diseases and developing standards
of care such as regular foot and eye exams for
diabetic patients, she says.

“We expected that if we educated people about
their disease and sent them reminders about the
tests and procedures they needed, that they
would be compliant. But somebody needs to fol-
low up, and that’s where the individual case
manager comes in,” Commander says.

For instance, Fallon Community Health Plan is
educating all of its case managers on the
Prochaska “Readiness to Change” model and on
how to conduct motivational interviewing, says
Paula Phillipo, MD, medical director, disease
care services.

Using the skills they developed during train-
ing, the case managers can adapt their
approaches to the members based on what stage
of readiness to change the members are in. 

The Case Management Society of America has
developed Case Management Adherence guide-
lines designed to guide case managers in helping
their clients stick to their prescribed medication
regimen, Commander says.

“The guidelines assess an individual’s under-
standing of his disease and how willing they are to
take the steps necessary to stay well. Using the
Case Management Adherence Guidelines, the case
manager initiates back-and-forth communication,
trying to motivate the individual member on their
level of readiness and to empower them to take on
their own health maintenance,” she says.

No matter what program a case manager is
working in, it takes a personal touch and one-on-
one contact to get patients with chronic illnesses

to make the kind of changes in their lives that are
necessary to prevent major exacerbations of their
disease, Commander points out.

For instance, when Hudson Health Plan con-
ducted a barrier study to find out why its mem-
bers receiving Supplemental Social Security
benefits were not making regular visits to pri-
mary care physicians or dentists, they found that
the members knew about their benefits but they
didn’t think the visits were necessary.

As part of a Center for Healthcare Strategies
workgroup to improve services for members with
disabilities, the New York health plan instituted
incentives for members to make primary care and
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■ Education’s role in
creating a safer health
care experience.

■ Improving the
newborn survival rate
with education

■ Addressing the
latest barriers to
patient education.

■ Meeting JCAHO
standards for
discharge medication
teaching

■ Patient education
committees; not for
review only. 

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. ■



dental visits and incentives for the providers to
forward information about the visit to the health
plan, says Margaret Leonard, MS, RN, C, FPN,
CM, vice president of clinical services.

The pilot was so successful that the health plan
rolled it out to its entire population. 

A key component of the program is orientation
by bilingual case management assistants trained in
dealing with mentally ill populations, who make
orientation calls to the members. Case managers
follow up to encourage the members to seek pre-
ventive health and dental care, Leonard says.

Montefiore Medical Center’s Care Management
Organization (MCO) in Yonkers, NY, uses remote

monitoring equipment to leverage the resources
of its case managers who manage the care of
patients with congestive heart failure.

Patients weigh themselves, then answer a set of
questions each day. The case manager is alerted if
the data show that the patient’s conditioning is
worsening. This helps the case manager determine
which patient needs to be contacted that day.

The remote monitoring equipment allows a
case manager to monitor the care of 130-150
patients instead of carrying the typical caseload,
says Anne Meara, RN, director of medical man-
agement at the care management organization.

“There are always more patients than nurses
who are doing complex case management. Nurses
can manage only so many patients and do a good
job. We have to get better at knowing who needs to
be managed today, and that is what remote moni-
toring does for us. It alerts us to which patients
need attention,” she says.  ■
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CE Questions

5. To make lifestyle changes to better manage
diabetes when newly diagnosed, people
should do which of the following?

A. Set small achievable goals.
B. Go for the real, not the ideal.
C. Strive for the impossible.
D. A & B

6. Information on which topic is being added to
the education sessions at the University of
Minnesota Medical Center’s Patient Learning
Center? 

A. carb counting;
B. monitoring blood glucose levels;
C. insulin administration;
D. exercise programs.

7. Peter J. Pronovost, MD, PhD, director of the
Johns Hopkins Quality & Safety Research
Group in Baltimore, says insurers should con-
solidate requirements for data collection.

A. True
B. False

8. The remote monitoring equipment at
Montefiore Medical Center allows case man-
agers to monitor the care of how many
patients?

A. 100-120;
B. 130-150;
C. 160-190:
D. 200-230.

Answers: 5. D; 6. A; 7. A; 8. B.
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