
U.S. newborn death rate high but early
education could reduce infant mortality 
CDC: Changes in knowledge and attitude are necessary

Health education aimed at healthy babies should begin long before
conception, before even the thought of conception. 
According to a report issued by the Centers for Disease Control

and Prevention, the majority of U.S. adults do not know how unhealthy
lifestyle choices, such as smoking, obesity, or misuse of alcohol, influence
reproductive health and childbearing. To improve preconception health,
the report says, “Changes in the knowledge and attitudes and behaviors
related to reproductive health among both men and women need to be
made.”

“Education needs to happen before a woman gets pregnant to prevent
any kind of adverse outcome for the woman and for the infant,” says
Samuel F. Posner, PhD, assistant director for science at the CDC’s divi-
sion of reproductive health. 

To achieve better outcomes for both mother and baby, the CDC
issued recommendations in April on both preconception health and
preconception health care. There are 10 categories of health action steps
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Education is an important part of prenatal health care. However, in a report
issued recently by the Centers for Disease Control and Prevention much

of the routine education progams and interventions should be part of an
ongoing educational strategy that takes place throughout a woman’s repro-
ductive years. Early screenings could identify potential risk factors to head off
before conception. In this issue of Patient Education Management, we dis-
cuss educational strategies for improving preconception health. 

EXECUTIVE SUMMARY



and many focus on education. (See a list of
educational action steps on p. 111.)

“There are endless opportunities for health
education in the context of preconception care
and preconception health,” says Posner. 

One important message is that women should
not wait until they are pregnant to make sure
they are eating a healthy diet, taking vitamins,
and getting enough sleep. Healthy behaviors
should be developed before a woman becomes
pregnant so that she doesn’t have to adopt multi-
ple behavioral changes afterwards, says Posner.  

“This area is a great opportunity for patient
education. What are some of the key areas they
might want to think about? If there were some
behavior changes they might want to initiate for
improving their health, what would be the top

priorities?” Posner says. 
Education can start in schools with information

on how decisions regarding health impact a per-
son in the short and long term. While it is difficult
to get young people to consider the consequences
of poor health choices over a lifetime, it is impor-
tant to begin to think about such things at a young
age, Posner says. 

Education should include learning how to pre-
vent pregnancy, whether through abstinence
from sex or use of effective contraceptive meth-
ods, so that pregnancy occurs at a time when cou-
ples are ready — psychologically, physically, and
mentally. “All those things have an impact on a
mother’s health and well-being throughout the
lifespan, as well as the infant’s health,” says
Posner. 

Creating a reproductive life plan

Women and men should consider developing
a reproductive life plan that is part of a broader
life plan. This plan considers what a person
wants to achieve and what they want to do,
whether traveling or obtaining a certain career,
as well as becoming a parent, and how it all fits
together. 

Health care institutions can provide tools and
education about reproductive life plans. Such
tools can help people plan when they might want
to become pregnant and what they need to do to
prepare themselves spiritually, mentally, and
socially, says Posner. 

If preconception health screenings were part of
routine care for women of reproductive age, such
issues as poor nutrition and medical conditions
and use of certain medications could be addressed
to prepare for pregnancy whenever it might occur. 

According to the CDC report, “a reproductive
health plan might increase the number of
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ception health, contact:
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planned pregnancies and encourage persons to
address risk behaviors before conception, reduc-
ing the risk for adverse outcomes for both the
mother and the infant.”

“About 50% of the pregnancies in the U.S. are
unintended. We need to recognize that is the case
and work toward lowering that number and also
realize that will not happen overnight,” Posner
says. “Anything we can do to improve how peo-
ple plan how they will move through their lives,
including their reproductive decisions, will bene-
fit the women and the men, as well as any chil-
dren they will have.” 

There are health care facilities that have
developed tools for creating a reproductive
health plan and other educational materials to
support preconception health strategies. Posner
says it would be beneficial for each institution to
evaluate its tools for effectiveness and then
share the materials along with the evaluation
results. 

“We are looking to people like patient educa-
tors who are doing these things to evaluate and
disseminate their findings. If we can take advan-
tage of what people have already done, it will
help move this forward rather then having each
clinic develop their own materials. What we
need to do is share what we have already
learned so everyone can benefit from it,” says
Posner.  ■

Reaching at-risk women
to save mothers, babies 
Programs arm potential mothers with knowledge 

Recently, Save the Children, an international
relief organization, reported that the U.S.

infant mortality rate is nearly five per 1,000
babies. Of 33 industrialized nations, the U.S.
ranked near the bottom, tied with Hungary,
Malta, Poland, and Slovakia. 

According to data gathered by the organiza-
tion, the leading cause of newborn death in
industrialized nations is premature birth and low
birth weight.

The best way to address both these problems
is to provide good prenatal care for women and
that includes education, says Lora Harding
Dundek, MPH, manager of birth and family
education and support services at the

University of Minnesota Medical Center and
UM Children’s Hospital, Fairview in
Minneapolis. 

“It is a process of good prenatal care and good
pre-pregnancy care and education for good nutri-
tion, exercise, and stress management,” says
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Health action steps 
to smarter conception

In April, the Centers for Disease Control and
Prevention recommended several preconcep-

tion health action steps to improve the health of
women and men in their reproductive years for
healthier families.

• Develop, evaluate, and disseminate repro-
ductive life planning tools for women and men in
their childbearing years, respecting variations in
age, literacy (including health literacy), and cul-
tural/linguistic contexts. 

• Conduct research leading to development,
dissemination, and evaluation of individual
health education materials for women and men
regarding preconception risk factors, including
materials related to biomedical, behavioral, and
social risks known to affect pregnancy out-
comes. 

• Develop, evaluate, and disseminate age-
appropriate educational curricula and modules for
use in school health education programs.

• Integrate reproductive health messages into
existing health promotion campaigns (e.g., cam-
paigns to reduce obesity and smoking).

• Conduct consumer-focused research to iden-
tify terms that the public understands and to
develop messages for promoting preconception
health and reproductive awareness. 

• Design and conduct social marketing cam-
paigns necessary to develop messages for pro-
moting preconception health knowledge and
attitudes and behaviors among men and women
of childbearing age.

• Educate women and couples regarding the
value and availability of pre-pregnancy planning
visits. 

The complete list can be found at
www.cdc.gov/reproductivehealth. Look for the
report titled, “Recommendations to Improve
Preconception Health and Health Care — United
States.” ■



Dundek. While most people know that such
habits as cigarette smoking are not good for the
health of a baby, additional education and sup-
port can help them change their behavior, she
says. 

The earlier the better

Entering into prenatal care early is important,
says Renee Padmore-Baccus, MEd, coordinator
of the New York state-funded Prenatal Care
Assistance Program at New York-Presbyterian
Hospital in New York City. 

“When women enter our program early, we are
able to give them a lot more education and a lot
more background in terms of caring for them-
selves appropriately so the baby is cared for and
has a healthy outcome,” explains Padmore-
Baccus. 

Many institutions throughout the United States
have created programs that target women who
are at risk of receiving inadequate prenatal care.
They have been designed to reach specific popu-
lations.

Yet, one challenge for any program targeting
the underserved is making contact and getting
women enrolled. That’s why staff involved in the
Community Health Worker Program for Urban
Health Plan Inc., a New York state-funded clinic
in the Bronx, go out into the community on foot
to find clientele. 

According to coordinator Colette Sturgis, staff
members canvas the streets looking for pregnant
women that would benefit from the educational
program, which includes home visits. They talk
to women about the importance of prenatal care
at laundry mats and beauty salons. And they get
referrals from clinics, social services, and daycare
programs. 

The program targets women at high risk, such
as those who are receiving little or no prenatal
care, might be drinking or using drugs, are HIV-
positive, or are teen-agers. 

To get the word out to its target population,
staff for the OhioHealth Wellness on Wheels
Mobile Unit network with prenatal health care
teams throughout Columbus so everyone is
aware of the services they provide, says Sonia
Booker, RN, clinical coordinator for the pro-
gram. 

A lot of marketing is done, including partici-
pating in community events sponsored by
organizations that reach out to pregnant
women. A phone base called Pregnancy Care

Connection at OhioHealth makes appointments
for the mobile unit, as well as other providers,
to get women into prenatal care. Three appoint-
ment slots for the mobile unit are kept open
each week so the program can get women con-
nected. 

“Our goal is to at least have first trimester
entry to care; however, we will take women up to
35 weeks. If women are late entry to care we try
to see them at least three times before their baby
is born,” says Booker. 

Removing obstacles to care

Enrolling women in a program is only benefi-
cial if they show up for the appointment. To
make sure this occurs the mobile unit, which con-
tains exam rooms, a lab, a small pharmacy, and
two counseling rooms, goes out six times a week
to eight locations. All the sites are on the bus line,
and cab passes are provided when needed. A 12-
passenger van also picks up patients. Booker says
there are 13 high schools in the Columbus area
and the mobile unit goes to five of them and the
van driver picks up pregnant teens from other
schools. The mobile unit serves women age 12 to
40. Although once it was used for a variety of
programs — hence its name, Wellness on Wheels
— it is now used for prenatal care and also goes
to high schools to give students free sports physi-
cals. 

The Community Health Worker Program
makes access simple because staff members go to
the women’s homes. However, Sturgis says some
of the women come to the office for their meet-
ings. 

Once women have made it to their appoint-
ment, there are opportunities for education.
However, it’s important to have a system to fol-
low to make sure quality education is delivered.
Padmore-Baccus says at one time education for
the Prenatal Care Assistance Program was
delivered randomly but now there is a plan that
is followed. Women in the waiting room watch
videos and when they see their provider they
are given information appropriate to the visit.
Before they leave the nurse reinforces the edu-
cation that took place in the exam room and
adds to it. 

Staff for Wellness on Wheels follow a critical
path for education that adheres to the guidelines
set in place by the American College of
Obstetricians and Gynecologists. 

In addition, women receive a pregnancy guide
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about 30 pages long and nurses review parts of it
with them. “We do a lot of education. Much of
our population is the young women having a
child and we know they may not have a lot of
support, people who can take the time to educate.
So we do an enormous amount of education,”
says Booker. 

The outreach workers in the Community
Health Worker Program cover many topics in
their visits. Sturgis says staff members, who often
are residents of the community in which they are
working, have educational goals. 

Women in the program are taught the impor-
tance of prenatal and postpartum care and are
connected to support programs that help pro-
vide the means to obtain nutritious food for
mothers and babies, as well as medical cover-
age. 

Breastfeeding is taught and women are encour-
aged to breastfeed their babies six months or
longer. Also the peer counselors try to make sure
the children have a family physician they see reg-
ularly for preventive care. 

Women are taught about such safety issues as
domestic violence and the importance of having a
baby sleep on his or her back to prevent sudden
infant death syndrome. Women are encouraged
to know their status for HIV and AIDS and if
addicted to drugs or alcohol they are asked to get

help. A social worker provides assistance when
clients are willing to enroll in a substance abuse
program.  

Community health workers act as a bridge
between the women and support programs and
point them in the right direction, says Sturgis.
“We want to make sure they are able to make
healthy decisions,” she says. 

Crossing barriers

The language barrier can be a big problem.
That’s why a telephone interpreting service is
accessed when a non-English-speaking patient
calls for an appointment to the mobile care unit.
“The interpreter tells us what we need for the
first visit and also tells the patient how to get to
the site of the mobile unit,” says Booker. An inter-
preter from OhioHealth then comes for the
patient’s appointment and continues to work
with the patient for the full nine months of preg-
nancy. 

Sometimes people from other cultures are non-
compliant because they do not agree with what is
taught. When cultural or religious beliefs clash
with the teaching or practice it is important for
both parties to work to understand one another,
says Dundek. 

For example, Somali women who were in labor
at the University of Minnesota Medical Center
refused to get into a tub of water to make the
labor progress faster. It was a foreign concept to
them and their modesty prevented them from
willingly participating in the practice. 

Therefore, hospital staff met with women from
that ethnic population and learned they felt aban-
doned in birth. People who did not speak their
language and did not understand their culture
surrounded them. 

Speak in terms patients can understand

To remedy the problem a Doula program was
introduced. (“Doula” is a Greek word that means
servant of women.) When a Somali woman
comes in to give birth she has the option of using
a Doula, also a Somali woman, who provides
support during the labor process. 

“It has been a useful program for us and the
rate of Caesarean births in Somali women is
about half. It impacts clinical outcomes and it
helps them be more satisfied,” says Dundek. 

It is easier to educate the patient if she has an
active role in her care, says Padmore-Baccus. To
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For additional information about preventing infant
mortality, contact:

• Sonia Booker, RN, Clinical Coordinator, 
OhioHealth Wellness on Wheels Mobile Unit, Columbus,
OH. Phone: (614) 566-9037. E-mail: sbooker@ohio-
health.com. 

• Lora Harding Dundek, MPH, Manager, Birth and
Family Education and Support Services, University of
Minnesota Medical Center and University of Minnesota
Children's Hospital, Fairview, MB449/UNMC, 2450
Riverside Ave., Minneapolis, MN 55454. Phone: (612)
672-4688. E-mail: ldundek1@fairview.org. 

• Renee Padmore-Baccus, MEd, Coordinator,
Prenatal Care Assistance Program, New York-
Presbyterian Hospital, Cornell and Columbia campuses,
New York, NY. E-mail: rbaccus@nyp.org. 

• Colette Sturgis, Coordinator, Community health
Worker Program, Urban Health Plan Inc., New York, NY.
Phone: (718) 542-5555. 
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overcome compliance challenges, patients must
understand why they are being asked to do
something. For example, a Hispanic woman eats
a lot of beans and rice, which might make her feet
swell. If she understands this she is more likely to
agree to eat fewer servings.

(Editor’s note: Data and reports compiled by Save the
Children can be accessed at www.savethechildren.org.)  ■

Partner with patients and
families for education
How one educator involves families in care 

As associate director of patient and family cen-
tered care and education services at the

University of Washington Medical Center in
Seattle, Cezanne Garcia, MPH, CHES, directs
and facilitates a broad range of patient- and fam-
ily-centered care, quality improvements, and
patient education programs. 

“My work focuses on how we can actively
engage patients, families, and staff in collabora-
tive partnerships to improve the care experi-
ence,” says Garcia.

The goal is to bring the best patient education
resources and processes to the fingertips of clini-
cians who are primary educators and to put in
place processes that elicit patient and family
involvement on quality improvement initiatives
and operating committees so there is a complete
interdisciplinary team present to make the best
decisions.

Currently there are 18 committees on which
patient and family members sit. These include
the ethics committee, grievance committee,
patient safety committee, and patient and family
education committee. 

The medical center is part of the University of
Washington campus. Each year 18,000 to 20,000
patients are hospitalized and about 350,000 peo-
ple are seen as outpatients. 

Patient education is part of patient care ser-
vices that includes nursing, therapies, social
work, and interpreter services. Garcia reports
to the nurse executive officer and the director
of professional practice and quality improve-
ment.

Her team includes three health educators
who work part-time, a part-time production

coordinator, an hourly graphic artist, a program
support supervisor, and a part-time program
coordinator. 

Two of the health educators act as project man-
agers for material production, from videos to
written items. They also train staff on health liter-
acy and communication. A third health educator
was recently hired to oversee a health resource
center that is opening in the main lobby. It is
linked to six small libraries located throughout
the clinical care areas.

The production coordinator helps manage the
database of written materials distributed via the
Intranet and does simple design and layout of
posters and other signs. The graphic artist illus-
trates patient education materials. 

The program support supervisor helps with
office management, budget reconciliation, and
departmental marketing and communications
initiatives (e.g., newsletter, patient and family
education toolkit, etc.).

The program coordinator helps manage pro-
jects, oversees councils, and recruits people for
the patient and family advisor program. 

Garcia states that it is the capabilities of her
strong team, interdisciplinary committees, and
patient and family advisors that keep activities in
pulse with “point-of-care needs” and able to
adapt to the constantly changing health care and
patient and family care system needs and
demands. 

Garcia has been in her current position for 11
years. With a master’s in public health and health
education and a minor in health policy, she has
held a variety of jobs including work as a senior
health planner for the Navaho Nation. The
patient/family-centered care work that is now
part of her position is a new branch the medical
center added in the past four years. 

In an interview, Garcia, who also sits on the
editorial board for Patient Education Management,
discussed her job, her philosophy on patient edu-
cation, the challenges she has met, and the skills
she has developed that help her do her job well.

Family-centered care best success

Q: What is your best success story?
A: We now have 12 patient and family advi-

sors who review our patient education materi-
als and family-completed forms. They make
sure the forms are easy to understand and have
adequate space for people to write in their
comments and the education materials are clear

114 PATIENT EDUCATION MANAGEMENT™ / October 2006



and understandable and that we address the
key issues important to patients and families. 

Additionally, we are engaging patients and
families in the authorship of our larger publica-
tions, which are booklets or manuals of 15 pages
or more. We work to have advisors on the writ-
ing/planning teams and when that is not possi-
ble we use surveys and send draft versions and
core objectives to patients and their families to
ask for feedback. Also, we send the tool out to
patients after clinicians have done the final
review. There are some tools in which the
patients and families have been the main
authors.

We have engaged our patients and families as
faculty to help clinicians understand what is most
important in the care experience. 

Q: What is your area of strength?
A: To design, implement, and then continually

refine organizational processes that address
clearly defined objectives and goals, but are
refined so they are as efficient as possible and
bring forward the best quality product.

The skill that augments that is the ability to see
the organization from point of care to the big sys-
tem pieces. I am able to migrate up and down
from those differing perspectives and try hard to
bring forward the best work.

Q: What lesson did you learn the hard way?
A: Patient and family involvement in design-

ing educational programs and materials requires
a thoughtful and steadfast focus on culture
change. Many of our clinicians are so oriented to
what is needed for a technically competent care
experience, but this also needs to be abridged
with information that highlights the functional
and emotional support needs of our patients and
families.

The integrity of our efforts must include secur-
ing clinician and administrator commitment to
not only listen, but hear and guide their actions

to reflect patient and family-defined needs — not
our translation of what “we” think they need or
serves our system-centered or clinician-centered
lens alone.

Q: What is your weakest link or greatest challenge?
A: Our greatest challenge is limited resources

to support the growing programs and patient
and family education needs of our clinical
teams. The bottom line is having resources
invested in the frontline clinical piece, where we
give the time staff need to provide patient edu-
cation and all the support functions such as doc-
umentation. We continue to groom systems so
that with a click of a button on the computer
they have material to reinforce verbal education
or streamline the documentation as much as
possible.

Q: What is your vision for patient education for the
future?

A: To change it to patient and family education
rather than just patient education; I think family
involvement is often assumed but not directly
engaged. In some areas with decreased length of
stay we are increasingly sending patients home
with family members or trusted friends who are
providing clinical care. 

Part of my vision is for us to robustly address
and engage our patient and family members in
our education and directives. We also need to
more actively demonstrate our positive contribu-
tion to our organization’s outcomes, whether
clinical care, patient satisfaction, financial goals,
patient safety (reduction of medical errors), or
marketing strategies. There is a lot of opportunity
to show how we demonstrate our integration
with the financial goals and safety mission of our
organization.

Q: What have you done differently since your last
JCAHO visit?

A: Our last visit with the Joint Commission on
Accreditation of Healthcare Organizations was
about 18 months ago. We did very well in the
patient education area and have not made any
profound changes. We are continuing to direct
our organization toward demonstrating the edu-
cation provided by the use of documentation
practices. We also are continuing to grow ways
our patient and families are active partners in the
care experience.

Q: When trying to create and implement a new
form, patient education materials, or program where
do you go to get information/ideas from which to
work?

A: We talk directly with our patients and fami-
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lies and with the staff and try to engage as many
of the interdisciplinary team members as we can.
Also we go to the literature and do searches to
see what is the best evidence-based practice. My
strategy is to tear copies of articles and features
from publications and file them according to spe-
cific diseases, processes, or skills, so that when I
am working on diabetes, for example, I pull my
folder out and see what I already have or what
was culled from an earlier literature search. I
have one general articles drawer and another that
is more skills-based. ■

Initiatives aim to enhance
patient communications
AMA, NIH announce programs

Areport offering guidelines to help health care
organizations ensure effective, patient-cen-

tered communications with patients of diverse
backgrounds has been released by the American
Medical Association (AMA) Ethical Force
Program.

Hospitals can use the report to identify areas
of strength or weakness and focus resources
where needed, according to a statement from
the program, which is field-testing an organiza-
tional self-assessment toolkit based on the
report.

The report separates organizational perfor-
mance into six main areas and three “sub-
areas.” Quality improvement efforts to promote
patient-centered communication could focus on
any or all of these interrelated areas, which
include:

• understand your organization’s commit-
ment;

• collect information;
• engage communities;
• develop workforce;
• engage individuals;
• sociocultural context;
• language;
• health literacy;
• evaluate performance. 
It lists a number of specific, measurable expec-

tations for performance in each of these areas —
more than 50 in all. 

The AMA’s Institute for Ethics and Health
Research and Educational Trust, an affiliate of the

American Hospital Association, is conducting the
program’s initiative on patient-centered commu-
nication. More information is available at
EthicalForce@ama-assn.org.

In another effort aimed at enhancing patient-
provider communication, the National
Institute on Aging, part of the National
Institutes of Health, has published a guide to
help older Hispanics communicate effectively
with their physicians and other health care
providers.

The Spanish-language publication also helps
consumers choose a physician, prepare for an
appointment, work with an interpreter, discuss
sensitive health issues, and find additional infor-
mation in Spanish.

A national program recently announced by the
Robert Wood Johnson Foundation (RWJF) is
designed to support hospitals in improving the
quality and availability of health care language
services for patients with limited English profi-
ciency (LEP). 

“Speaking Together: National Language
Services Network” (NLSN) has four goals:

• To improve communication between patients
with LEP and their health care providers.

• To work in partnership with hospitals to
develop models of high-quality language ser-
vices.

• To develop useful measures in the area of
language services to enable hospitals to conduct
ongoing measurement of effectiveness and create
performance benchmarks.

• To encourage the spread of successful strate-
gies to increase language services within and
across hospitals and health systems.

The core component of the program is a 16-
month hospital learning collaborative aimed at
fostering shared learning and innovation among
participants. Sites selected to participate in the
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On-line bonus book 
for PEM subscribers

Readers of Patient Education Management who
recently have subscribed or renewed their pre-

vious subscriptions have a free gift waiting — The
2006 Healthcare Salary Survey & Career Guide.

The report examines salary trends and other com-
pensation in the hospital, outpatient, and home health
industries.

For access to your free 2006 on-line bonus
report, visit www.ahcpub.com.  ■



collaborative will receive grants of up to $60,000,
as well as technical assistance and training using
measures developed by the national program
office (NPO). George Washington University
Medical Center will serve as the NPO for this
program.

Eligible sites are non-federal, general acute-
care hospitals that have a minimum of 10,000 dis-
charges per year and serve substantial numbers
of patients with LEP. Hospitals must be operating
a language services program that involves on-site
professional interpreters.  ■

Speaking their language:
Crossing cultural barriers
Be familiar with practices of populations you serve

Navigating the health care system often is
bewildering for people who were born in

the United States and speak English; it may be
incomprehensible for some of this country’s
growing immigrant population, who bring
their own cultural beliefs and practices with
them.

Addressing the needs of this increasingly
diverse population has become a major challenge
for health plans, clinicians, and health systems,
and the job only is going to get more challenging
as the immigrant population increases, according
to the Agency on Healthcare Research and
Quality (AHRQ).

Minority Americans are expected to make up
more than 40% of the U.S. population by 2035,
according to AHRQ.

“Culturally and linguistically diverse groups
and individuals of limited English proficiency
typically experience less adequate access to care,
lower quality of care, and poorer health status
and outcomes,” the AHRQ reports.

Managed care plans must become sensitive to
the multicultural populations that they serve,
says Catherine Mullahy, RN, BS, CRRN, CCM,
president of Huntington, NY-based Options
Unlimited, a Matria Healthcare company.

This means that case managers should take an
active role in improving their own cultural com-
petency and gain an understanding of the beliefs
and practices of the populations they serve, she
adds.

“We live in such a melting-pot kind of society

that it is a challenge for health care to keep up
with the changes in the populations they serve. I
believe in the value of culturally competent care,
and I think managed care organizations have
done some good things, depending on where
they are located,” she says.

Blue Cross and Blue Shield of Minnesota has
provided health literacy and motivational inter-
viewing training for its case management staff
and provides additional education through its
continuing education program, says Jane
Cavanaugh, RN, CCM, CPHQ, nurse case man-
ager for the St. Paul-based health plan.

“Our health care demographic has changed as
a non-English-speaking population has moved
into the area. When the first influx of immigrants
arrived in our area in the 1970s, we were not pre-
pared to deal with the health issue and communi-
cations issues that arise when people of other
cultures need the services of Western medicine,”
she recalls. 

At the time, health plans and hospitals didn’t
have interpreters on the staff, Cavanaugh says.
“They didn’t speak English, and we couldn’t
understand them. It was a difficult time for us
and for the members.”

When she began managing the care of the first
member who didn’t speak English, Cavanaugh
began doing research for information on that
member’s cultural beliefs.

“Case managing someone from another culture
means being flexible. You have to respect their
ideas and look for ways to meet their needs that
still respect their traditional medicine. Some of
the traditional techniques we use with American-
born members won’t work with people from
other cultures,” Cavanaugh explains.

For instance, when she managed the care of a
Vietnamese woman with lung cancer, she learned
that the woman would ride in a car only with her
husband. 

Instead of arranging transportation so the
woman could see her physician, she had to
arrange the appointments around the husband’s
work schedule. (For more details, see related
article, p. 118.)

“More and more managed care organizations
are becoming increasingly sensitive to the multi-
cultural population that they serve,” Mullahy
says.

For instance, when care coordinators with
UCare Minnesota’s Minnesota Senior Health
Options (MSHO) visit the homes of their clients
from other cultures, they often are accompanied

October 2006 / PATIENT EDUCATION MANAGEMENT™ 117



by another staff member who is from the same
cultural background as the client they are visit-
ing.

MSHO is a health coverage plan created by the
Minnesota Department of Human Services and
offered through UCare Minnesota.

Case manager Cindy Radke, LSW, and Maiyer
Vang, BS, associate case manager, work as a team
to coordinate the care of MSHO members from
the Hmong community.

“Maiyer is an asset to me. She helps me under-
stand the traditional beliefs of our Hmong mem-
bers and assists in setting up services. We work
as a team to help members get everything they
need to remain healthy at home,” Radke says. 

The UCare population includes Hmong,
Somali, Russian, Cambodian, Vietnamese, and
Spanish members. Hmong and Somali are among
the biggest populations.

If you are serving people from a multitude of
backgrounds and cultures, it’s a good idea to
familiarize yourself with the beliefs and practices
of the people whose care you manage, Mullahy
suggests. 

“Understand the culture you’re working with
and look for resources to expand your knowledge
base so you can meet the needs of your clients,”
Cavanaugh adds.

There are a multitude of web sites and materi-
als that can help provide insight into diverse
populations, she suggests. 

Case managers should look to resources in the
ethnic communities they serve to learn about
what programs are available for members and for
information on how to develop materials that are
geared to that population, Mullahy suggests.

“It’s worth the time and energy to develop
materials that are user-friendly for large ethnic
populations,” she adds.

Most health plans have information available
in Spanish, but consider developing educational
materials for other ethnic groups if your member-
ship includes a large population, Mullahy says.

Some managed care organizations list physi-
cians who speak a variety of languages on their
web site so that speakers of that language can
select a physician with whom they can communi-
cate, she says.

Look to the community itself for help in writ-
ing the materials and making them user-friendly
for your membership, or turn to people on your
staff for help. 

Recruit nurses from the multicultural commu-
nities you serve, Mullahy recommends.

“There is more than one class of people immi-
grating to this country. A lot of professional peo-
ple are immigrating here and can be an asset to
managed care organizations because they speak
the language and they are aware of the cultural
beliefs and needs of the community you serve,”
Mullahy says.

If you have a large number of members from
an ethnic group, find a nurse who speaks that
language and can be an interpreter.

“One of our biggest assets is having staff mem-
bers we can call on to find out about the tradi-
tional beliefs of each of the cultures we serve,”
Radke says.

Become comfortable with using a language line
and an interpreter service, Cavanaugh suggests.

If you find an interpreter the member is com-
fortable with, request that interpreter for follow-
up calls, she adds.

Make sure an interpreter is available to talk
with hospitalized members about their discharge
plan; and if you call in a home health agency,
make sure it uses an interpreter as well,
Cavanaugh says.  ■

Learn cultural practices of
the population you serve
Language barriers, beliefs can be barriers to care

When Jane Cavanaugh, RN, CCM, CPHQ,
nurse case manager for Blue Cross and Blue

Shield of Minnesota, began managing the care of a
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For more information, contact:

• The Cross Cultural Healthcare Program:
www.xculture.org/

• DiversityRX: www.diversityrx.org/
• The Center for Cross-Cultural Health:

www.crosshealth.com
• The Minority Health Network:

www.pitt.edu/~ejb4/min/
• National Multicultural Institute:

www.nmci.org/

Source: Blue Cross and Blue Shield of Minnesota, St. Paul.
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Vietnamese woman with lung cancer, she
researched beliefs of the Vietnamese culture and
tailored her care management plan around them.

The St. Paul-based health plan has internal trig-
gers for referrals to case managers. In the case of
the Vietnamese woman, the referral to case man-
agement was triggered by a 12-day length of stay.

The patient was discharged to a nursing home
that did not have easy access to a medical inter-
preter. The husband, who also spoke no English,
could visit his wife only after work.

“There was a language barrier and problems
with communication during the discharge pro-
cess and during the nursing home stay,”
Cavanaugh recalls. 

Before the patient was discharged, Cavanaugh
called the hospital social worker to arrange a
meeting with the patient, the family, the doctor,
and a medical interpreter who went over the
post-discharge plan of care.

“There was a tremendous communication
deficit when it came to medications and which
one she should take when. We discovered that it
doesn’t work to discuss colors of pills with the
Vietnamese because the blue and green both
translate to the same word,” she says.

Cavanaugh arranged for home health with an
interpreter present. She called the family with 
the help of an interpreter to remind them of
meetings.

The woman was afraid to go through
chemotherapy treatment because she was afraid
she’d use up her health insurance benefits and
there would be nothing left for her husband.

Cavanaugh spent a lot of time explaining
Western medical treatment to the family and
eventually persuaded the woman to undergo
chemotherapy treatment.

For instance, she resisted having blood drawn
because of concerns that if a fluid was removed
from her body, she would suffer a loss in this life
as well as the next.

Using an interpreter, Cavanaugh explained
that blood is naturally replenished.

Because the woman’s cultural beliefs would
allow her to ride in a car only with her hus-

band, Cavanaugh was able to get a specific
Friday appointment with an oncologist so she
could be evaluated for chemotherapy when the
husband was there. She arranged visits for
treatment around the husband’s work sched-
ule.

Cavanaugh found her motivational interview-
ing training helpful when dealing with the
Vietnamese population.

“To them, saying ‘no’ means life is in dishar-
mony. I had to ask them open-ended questions,”
she says.

Many Southeast Asians believe that good
health is achieved by harmony between two
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CE instructions/objectives

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

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

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



opposing forces. Their traditional remedies are
used when they feel things are out of harmony,
she says.

Although the Vietnamese woman’s condition
was terminal, Cavanaugh was able to help her
through the health care maze, taking her cultural
beliefs into account.

When the woman’s condition deteriorated,

Cavanaugh worked collaboratively with the hos-
pital social worker to find a facility that had a
Vietnamese-speaking staff member.

Cavanaugh works with an employee group
that includes Spanish, Cambodian, Vietnamese,
and other immigrant populations and tailors her
case management techniques to each member’s
cultural beliefs. 

Members get better care and better health out-
comes if you understand their health care prac-
tices and their cultural structure, she adds. “It is
incumbent on us to be respectful of people’s tra-
ditional cultures and medical beliefs as we reach
out to them.”  ■
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CE Questions

13. Preconception health education might include which
of the following?

A. information on birth control;
B. creating a reproductive life plan;
C. developing healthy eating habits;
D. all of the above.

14. Good prenatal care could help decrease the infant
mortality rate. Which of the following strategies
help to get women into a program? 

A. taking the clinic to them;
B. making home visits;
C. waiting for the women to walk through the doors;
D. A and B.

15. According to the Agency on Healthcare Research
and Quality, minority Americans are expected to
exceed what percentage of the population by 2035?

A. 20%
B. 30%
C. 40%
D. 50%

16. When possible, U-Care of Minnesota uses family
members as interpreters for members who do not
speak English.

A. True
B. False

Answers: 13. D; 14. D; 15. C; 16. B.
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