
Strategies for improving safety through
patient and family involvement in care
Institutions create ways to achieve latest National Patient Safety Goals

In order to successfully meet the requirements of many of the National
Patient Safety Goals for hospitals, educational initiatives must be cre-
ated and applied. 

This is especially true of a goal added in 2007:
Goal 13 states: “Encourage patients’ active involvement in their own

care as a patient safety strategy.” 
Goal 13A states: “Define and communicate the means for patients and

their families to report concerns about safety and encourage them to do
so.”

“In order for patients and families to do this, they have to know that
involvement is wanted and they have to understand how to go about it so
that is where education comes in,” says Richard J. Croteau, MD, execu-
tive director for patient safety initiatives at The Joint Commission in Oak
Brook, IL. 

Croteau explains that organizations are required to provide ways for
patients and families to express their concerns about safety. In addition,
they must go beyond giving patients permission to discuss concerns and
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There often is a link between National Patient Safety Goals and education.
It is education that helps family members and patients understand that

their safety is improved if they ask questions. In 2007, The Joint Commission
acknowledged this, as well, by making a patient’s active involvement in his or
her own care a safety goal. In the March issue of Patient Education
Management, we explore ways to meet the requirement of this goal. 

EXECUTIVE SUMMARY



actively encourage them to do so. 
“The general message is there are a lot of ways

to do this, and it is probably a good idea to have
more than one way in an organization,” adds
Croteau.

Part of the education process is to help patients
and families become more observant and know
when to speak up. (To learn more about the
types of things in which to teach patients to be
more actively involved see information on
“Speak Up” campaign on p. 28.)

In addition to educating patients and fami-
lies, it is important to educate health care pro-
fessionals as well as they must not only accept
patient involvement but encourage it, says
Croteau. 

In anticipation of Goal 13 being implemented
in 2007, Annette Mercurio, MPH, CHES, man-
ager of patient, family, and community education
at City of Hope National Medical Center in
Duarte, CA, was asked by the vice president of
patient care services and vice president for qual-
ity and safety to take the lead on addressing the
goal.

So she established a “Patient and Family
Partnership in Safety” performance improve-
ment team. The team consists of several
patients, along with a cross-section of staff,
such as a patient advocate, nurse, and social
worker. 

To identify strategies for partnering with
patients the team is in the process of conducting
300 surveys. The survey results also will serve as
a baseline for measuring the institution’s
progress on Goal 13A, determining whether
patients know how to report their concerns about
safety. 

Also the team revised a booklet titled “Be a
Partner in Safe Patient Care.” This booklet, writ-
ten in English and Spanish, addresses multiple
National Patient Safety Goals, such as improving
the accuracy of patient identification by encour-
aging patients to show their armband to care
providers and reducing the risk of health care-
associated infections by encouraging patients to
ask their care providers if they’ve washed their
hands. 

The new improved booklet includes explicit
statements about how patients can communicate
concerns about their safety. 

Another project with the communications
department involves identifying tools to remind
patients and family members of their key role in
preventing falls, reducing risk of infection, hav-
ing staff use two identifiers, and using medica-
tions safely. “We’re considering tent cards for
patient rooms,” says Mercurio. 

While many tools have been devised to edu-
cate patients, Mercurio says handing a booklet to
patients or having videos available is never
enough. 

“We’ve worked to encourage care providers
to talk with patients about their role in safe
patient care. To prompt that discussion we
included a pre-printed section on our patient
and family education flow sheet that requires
documentation that the patient’s role as a part-
ner in safe patient care was discussed and that
the patient’s understanding was assessed,” she
explains.
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Prompting participation

Staff members at the University of Minnesota
Medical Center, Fairview in Minneapolis always
involve patients in the site marking for invasive
procedures; thus the safety precaution becomes
routine. 

Also staff wear buttons that state: “Ask me if I
have washed my hands” and posters with a simi-
lar message can be found throughout the medical
center. 

“What we are doing is getting patients used to
being involved and we are getting our staff used
to being asked if they are doing the things they
need to do to keep patients safe,” says Susan
Noaker, PhD, LP, senior director of quality and
patient safety. 

Currently, a brochure provides information on
how to report concerns, and patients and family
members can contact patient relations, a nurse
manager, a physician or enter their concerns on
The Joint Commission web site. Also, an
employee position at the hospital is dedicated to
soliciting patient concerns. This employee visits
patients and asks if they have worries about their
safety. 

In the near future, patients will have access to
kiosks that will allow them to enter safety con-
cerns into a web-based tool. 

Noaker says the University of Minnesota
Medical Center provides information on its safety
performance to patients and families so they are
more aware of the issues. “We are being very
transparent, not only with our staff, but patient
and families, about our hospital performance —
whether that has to do with national patient
safety goals or a patient safety initiative we have
initiated,” says Noaker. 

To educate staff, a series of three eight-hour
classes have been implemented called “A
Leader’s Role in Patient Safety.” Lessons from
other industries are viewed in light of how they
apply to health care. Also, research is reviewed
that shows the frequency of human errors, even
though providers are well-intended caregivers. 

A campaign to encourage patients and family
members to partner with health care profession-
als at Vanderbilt University Hospital and Clinics
in Nashville, TN, is called “Asking is the
Answer.” To prompt people to ask the right
questions, posters focusing on safety goals are
tacked up all over the medical center with a
fresh message every three months, says Terrell
Smith, MSN, RN, director of patient/family-

centered care. 
The posters have been designed for a quick

read based on research about how much informa-
tion can be read on a poster while someone is
walking past it. 

Along with these posters, Vanderbilt devel-
oped a video that plays on a continuous loop
on a TV system that also is safety related. It
reinforces the safety messages introduced on
the posters, such as asking providers to wash
their hands. 

At Ohio State University Medical Center in
Columbus patients’ rights and responsibilities, as
well as information on how to partner in their
health care, are posted on the web site and
printed in the visitor guide. There also are many
handouts available to patients on how to partner
in patient safety. 

In addition, nurse managers encourage
patients to call them if they have concerns. They
provide patients and families with a card that has
the contact information, says Diane Moyer, MS,
RN, program manager of consumer health educa-
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tion at Ohio State University Medical Center. 
The accreditation committee or safety commit-

tee usually makes recommendations on how to
meet patient safety goals based upon suggestions
from a task force. The task force reviews where
the medical center currently is pertaining to a
goal and comes up with ways to move forward,
says Moyer. 

Pinpointing the best strategy

The process for meeting patient safety goals is
similar at Northwestern Memorial Hospital in
Chicago, where a team was created to figure out
the right strategy for the organization, says
Cynthia Barnard, MBA, MSJS, CPHQ, director of
quality strategies. 

Barnard says a team is formed as soon as a
new goal is clarified by The Joint Commission
and there usually is at least six months lead
time.

To help meet the goal to encourage patients’
active involvement, a team created a pamphlet
that explains how the organization wants to work
with patients on patient safety goals. The infor-
mation is given according to the acronym PART-
NER. 

The P is for “provide information,” and there
are  details on what health care providers at
Northwestern Memorial would like to know,
such as what medications a patient is taking. The

A is for “ask questions,” and the R for “review
information,” such as the treatment plan. 

The T is for “tests and treatment,” encouraging
patients to make sure they ask questions so they
understand what their tests and treatment are for
and that they participate in marking the surgery
site. The N stands for “notify,” something they
are asked to do if they have safety concerns. The
E is for “engaging a friend or family member” to
help make decisions and provide oversight of
safety issues. The R prompts patients to “recog-
nize their risk for falls.” 

Barnard says there are a few things listed at
the end of the document patients need to be
sure they have when they leave the hospital.
This includes discharge instructions with diet
guidelines and instruction sheets such as
details on wound care. There also is a medica-
tion record that can be carried in a person’s
wallet. 

Mercurio says when National Patient Safety
Goals are discussed amongst members of the
patient safety team at City of Hope Medical
Center she makes sure patient education/part-
nership strategies are considered whenever possi-
ble. Also, she includes partnership with patients
and families in safety on the agenda of the patient
and family education committee. 

“Patient education is all about partnering with
patients and their families to improve the out-
comes of care. We know that patients who are
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Joint Commission tells
patients to “Speak Up”
Materials give instruction on patient involvement

“Speak Up” is a program offered by The Joint
Commission in Oak Brook Terrace, IL, which

features brochures, posters, and buttons on a vari-
ety of patient safety topics. 

The acronym stands for the following: 
• Speak up if you have questions or concerns,

and if you don’t understand, ask again.
• Pay attention to the care you are receiving.

Make sure you’re getting the right treatments and
medications by the right health care profession-
als.

• Educate yourself about your diagnosis, the medi-
cal tests you are undergoing, and your treatment plan.

• Ask a trusted family member or friend to be
your advocate.

• Know what medications you take and why you
take them. Medication errors are the most common
health care errors.

• Use a hospital, clinic, surgery center or other
type of health care organization that has undergone
a rigorous onsite evaluation against established
state-of-the-art quality and safety standards, such
as that provided by The Joint Commission.

• Participate in all decisions about your treat-
ment. 

“The whole campaign is about patient involve-
ment and it provides materials for health care orga-
nizations to use if they wish; it is not required. They
can develop their own or there are other products
they can purchase,” says Richard J. Croteau, MD,
executive director for patient safety initiatives at The
Joint Commission. For more information: www.joint-
commission.org. ■



informed and actively involved in their own care
are likely to experience optimal outcomes —
including safe care,” explains Mercurio.  ■

Education targets Native
American population
Lessons on prevention leads to lifestyle change

About five years ago, Carol Maller, MS, RN,
CHES, left her job as patient education coor-

dinator for the Veterans Administration Medical
Center in Albuquerque, NM, a position she had
held for 15 years. She now works in community
health education as a grant coordinator for
Southwestern Indian Polytechnic Institute (SIPI),
where she oversees four awareness and preven-
tion education grants for diabetes, AIDS, sub-
stance abuse, and hepatitis C. 

“I work primarily in tribal communities, both
with the college students on campus as well as
outlying tribal communities in the state of New
Mexico. The thrust of everything I do is with
Native American people,” says Maller.

In addition to overseeing four health care
grants, Maller writes grants as she sees new
opportunities for additional funding or to expand
health education among her target population.
She reports directly to the chair of the special pro-
grams department at the Southwestern Indian
Polytechnic Institute. 

“I use my medical background to run these
projects, but I am not situated in a clinical envi-
ronment so my past connections and networks
are invaluable,” she says.

Maller has a nursing license, a master’s of sci-
ence degree in community health education, and
she is a certified health education specialist. In
addition to these degrees, Maller has 30 years’
experience in a clinical setting. During her time
with the VA system, she worked on the AIDS pro-
ject, which was a patient education initiative for
the prevention of this disease. Also, she gained a
lot of insight on chronic illness such as diabetes
as chronic lifestyle diseases are prominent among
veteran patients, she says. 

The diabetes grant she oversees focuses on cre-
ating diabetes curriculum for grades K-12 and is
funded by the National Institutes of Health. She
works with seven other tribal colleges across the
United States, with her portion of the project

focusing on middle school children. 
“I have several middle school pilot projects in

Native American communities throughout New
Mexico. Our goal is to get the message out about
the prevention of type 2 diabetes and to work
with students on making healthier choices in the
areas of activities and eating. We want them to
bring the message home,” says Maller. 

The AIDS, substance abuse and hepatitis C
grants all work with the SIPI student population.
The message on healthy and appropriate lifestyle
choices is delivered by peer educators who have
undergone training. Peer educator training is a
successful model used across the United States,
says Maller. 

“We train our peer educators, who are stu-
dents, and then they train other students because
students listen to students,” she explains. 

The amount of staff Maller oversees depends
on the resources within the grant. The diabetes
grant provides funding for a full-time program
assistant. The AIDS grant funds a full-time health
educator, and this individual is able to help with
education for the substance abuse and hepatitis C
prevention programs as well. 

In a recent interview, Maller, who also sits on
the editorial board of Patient Education Manage-
ment, discussed her job, her philosophy on patient
education, the challenges she has met, and the
skills she has developed that are helpful in her

March 2007 / PATIENT EDUCATION MANAGEMENT™ 29

A FREE white paper for you

AHC Media appreciates the faith you have
placed in us to provide you with practical,
authoritative information. As a token of our

gratitude for your support, we would like to pro-
vide you with the free white paper, The Joint
Commission: What Hospitals Can Expect in
2007. From new National Patient Safety Goals to
new standards to a new data management tool
designed to help hospitals identify areas for
improvement, 2007 is shaping up as a year of
innovation and change for The Joint Commission
and the facilities it accredits. This special paper is
written specifically to explain the new standards
so that you can plan appropriately.

To get your free copy of The Joint Commission:
What Hospitals Can Expect in 2007, type
http://www.ahcmediawhitepaper.com into your
browser, and follow the instructions.

Thank you again for subscribing.  ■



profession. Following are the answers to the ques-
tions posed:

Prevention makes a difference

Q: What is your best success story?
A: I really enjoy working with the students,

and in terms of success, you can see you are mak-
ing a difference.  

For the diabetes grant, our curriculum is a
social studies unit for the fifth- and sixth-
graders, and the emphasis is lifestyle and envi-
ronment. It is put together as a mystery, with the
students getting a letter from an individual look-
ing for his or her roots. In order to answer the
letter, the students have to look back at what
lifestyle and environment was like in the 1920s.
It gives them a chance to compare how things
used to be vs. how they are today and how that
impacts health. 

It is done in terms of the way we eat today,
fast food vs. growing your own food, and activ-
ity. The students start to see how the changes
have made a difference in our lives today. 

The students get to be investigators and inter-
view people in their family. The solution comes
from them and they start to see it rather than it
being a one-way, didactic presentation. 

Native Americans like to learn through story-
telling and this builds on that, as the children go
back and get the stories from their ancestors. It is
wonderful to see the difference it is making in
terms of their understanding.

Q: What is your area of strength?
A: Prevention is the drive I am using now. In a

clinical and hospital setting it is usually too late
for prevention because the event has already hap-
pened. While working in a hospital I always felt,
“If only we could get out there and somehow
divert people and prevent some of these things
from happening through education and aware-
ness.” We always tell the students they can make
a difference and we do know type 2 diabetes can
be prevented or delayed. AIDS, substance abuse,
and hepatitis C can be prevented by looking at
behavior and making the right choices.

Q: What lesson did you learn the hard way?
A: Prevention is such a positive approach to

health care; it is just so uplifting. When you are in a
medical environment, a medical health care facility,
it is more of a doom and gloom aspect of managing
one’s health and when doing prevention you are
with healthy people and it is very positive. 

When people have an acute event that brings

them to the hospital, they want to make changes,
but then they go back home to all the habits and the
environment that put them at risk. When you are
working in prevention education, people are not at
the crisis point yet and they are going through
stages of change, making decisions about altering
their lifestyle, and it is easier to work with them.
There is not the complexity of a new diagnosis and
people feel a little more in charge of their life.

Q: What is your weakest link or greatest chal-
lenge?

A: In my situation, it is funding limitations. We
are always looking for funding to support the initia-
tives we feel we can carry out. It is having the
vision; then being able to put it on paper to get the
funding. There are monies earmarked now for
minority initiatives, but grants are very competi-
tive. 

Native American communities are lumped
with all the other minority groups and we all
compete for the same dollars. A number of insti-
tutions hire grant writers, and that is all those
people do, whereas I write grants in addition to
running the grants.

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

A: Consumer-directed, consumer-led, con-
sumer-driven education. The more you can put
the power with the individual the more success
you will have. It has to come from within each
person; it can’t come from providers wagging
their fingers. 

People start to see the solution and how to
change behavior. It comes from within; they want
to make the change, instead of someone on the
outside telling them they have to change the way
they eat. The more it comes from within, the more
successful they will be, because it is their choice
and not the choice of a health care professional.

Q: When trying to create and implement a new
form, patient education materials, or program
where do you go to get information/ideas from
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which to work?
A: I find the Internet invaluable for everything,

whether the most current patient information or
on-line sources for health information for lay peo-
ple. I am always so impressed on how everything
is getting better and better, more user friendly,
easier to understand. I use the Internet a lot both
in grant writing and grant administering when
looking for health information.  ■

Flu campaign goes 
beyond the mandate
Virginia Mason uses incentives, options

Almost everyone gets the flu shot at Virginia
Mason Medical Center in Seattle. It isn’t an

option. It’s a condition of employment.
But the hospital still works hard to spice up its

annual flu vaccine campaign with other options,
incentives, education, and innovative approaches.
There’s more to the mandatory vaccine than the
mandate.

“You have to continuously educate and pro-
mote [the vaccine] and work with staff,” says
Beverly Hagar, BSN, COHN-S, employee health
manager. “It’s definitely a year-long campaign.”

The Virginia Mason flu team includes repre-
sentatives from employee health, human re-
sources, inpatient nursing, pharmacy, asthma and
allergy, infectious disease, and communications,
as well as legal and other management staff.

The campaign slogan, “Save Lives, Immunize,”
was chosen from employee suggestions as part of
a promotional campaign in 2005. This year,
employees received a lanyard with the slogan
when they got their flu shot.

The flu vaccine “kick-off” began with a tailgate
party featuring football players and cheerleaders
from the Seattle Seahawks. In a room adorned
with Seahawk posters and paraphernalia, the
football players were among the first to get their
vaccine — followed by about 750 employees.

Nurses wore Seahawks jerseys as they vacci-
nated employees at six stations, and the party
atmosphere included music, hotdogs and chips,
and prizes.

The hospital then launched its “Double Shot”
promotion. Hospitals (and patients) could get
their flu shots from drive-through stations. As a
bonus, they also received a shot of espresso.

Within a month, the hospital had already vac-
cinated 78% of its employees.

The mandatory flu vaccine policy has brought
both acclaim and controversy to Virginia Mason.

The Washington State Nurses Association
argued that the policy violated nurses’ rights to
bargain over their working conditions. A U.S.
district court judge agreed, and the vaccine is
optional for those inpatient unionized nurses.
However, last fall, an administrative law judge
ruled that the hospital could require nurses to
wear masks in patient care areas for infection
control during the influenza season.

“We take an oath: ‘First, do no harm,’” says
Gregory Poland, MD, a flu vaccine expert and
director of the Mayo Vaccine Research Group at
the Mayo Medical School of the Mayo Clinic and
Foundation, who has been outspoken in favor of
mandatory vaccination of health care workers.
“This is a patient safety issue.”

In this flu vaccine campaign, Virginia Mason
employees were required to receive their flu vac-
cine by Dec. 13 or begin wearing masks and face
possible termination. Those with documented
medical contraindications such as allergies or reli-
gious objections must wear masks during the flu
season and may be asked to take antiviral medica-
tions during a flu outbreak. Nurses who choose
not to receive the vaccine also must wear masks.

Virginia Mason vaccinated 98% of its employ-
ees in the 2005-2006 flu season — 4,504 of 4,588
employees. Most nurses received the vaccine
despite the dispute: 515 of 599, or 86%, were
immunized. Thirty-one employees received an
accommodation and seven were terminated.

In the 2006-2007 flu season, more than 98%
have been vaccinated. “The organization has
reached a 100% fitness for duty, combining
influenza immunization and masking,” says
spokeswoman Kim Davis. Before establishing
the mandatory policy, the hospital’s highest rate
of vaccination was 55%.

“As an organization, we’re proud that we were
the first to implement this,” says Hagar. “It wasn’t
easy to implement. We had to face a lot of hurdles.
We definitely had administrative support, and they
were forward-thinking in moving on this initia-
tive.”

Coping with logistic challenges

The logistics of vaccinating some 5,000 employ-
ees within six weeks is daunting for the employee
health staff of two full-time nurses and an admin-
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istrative assistant. They received support from
light-duty nurses and flu “champions” on units.
In a “peer vaccination” program, nurses who
received training from employee health provided
vaccinations to their co-workers in their units.

Every shot administered at the hospital gener-
ated two copies of documentation — one for the
employee to keep and one to be entered into the
Oracle database.

Physicians were required to receive vaccines 
as a condition of their credentialing, and vendors
had to demonstrate proof of vaccination to re-
ceive a badge allowing them on campus. Volun-
teers, students, and contracted service workers,
such as the housekeeping staff, were also re-
quired to receive the vaccine.

In 2005, the hospital conducted educational
forums and answered staff questions. Poland
spoke to physicians at grand rounds.

Education has been a key part of the program
to combat common myths about the vaccine. In
the first year of implementation, as part of an
education blitz, employees could answer flu quiz
questions to enter a drawing for prizes.
Meanwhile, those who delayed getting their flu
shot were required to view a computer training
module.

This year, educational materials remain on the
hospital’s web site, and new employees are
informed of the policy and its purpose. “It’s be-
coming part of the hospital culture,” says Hagar.
“It flows right into our culture of safety.”   ■

Difficult cases make
staffing models obsolete
Time studies no longer accurate, CMs contend

With increasingly complex cases and more
and more uninsured patients, traditional

case management staffing models have become
obsolete, suggests Kate Tenney, RN, manager for
case management at Sutter General Hospital in
Sacramento, CA. 

“In the old days, with the original case man-
agement staffing models,” she adds, “you took
the overall census and determined which patients
would need utilization review [UR], which
would need discharge planning and some coding
documentation, and then calculate staffing based
on, for example, UR takes 20 minutes and dis-

charge planning maybe 45 minutes.”
With current patient acuity levels, however,

those time studies are no longer accurate, Tenney
contends. “I have case managers who have large
caseloads of homeless, uninsured, young patients
with multiple diagnoses.

“It used to be that if a patient was 45 years old,
he didn’t require anything but UR,” she says.
“Now that 45 year old has hypertension, diabetes,
is a smoker, and has peripheral vascular disease.”

In addition, that patient might be a drug user
with wounds that are infected because he lives on
the street, Tenney adds. “Since he has no insur-
ance and is homeless, there is no place in the
community he can go. Skilled nursing facilities
are not geared to the young.”

The picture doesn’t even have to be that bad
for the case to be a challenge, notes Barbara
Leach, RN, director of case management for
Sacramento Yolo Sutter Health.

“Say the person is a skilled worker, works for a
mom-and-pop operation [and so doesn’t have
insurance] and barely pays the rent,” she says.
“We have a 57 year old who has lived here [in the
hospital] more often than not because [he needs
post-acute care] and there isn’t anywhere else for
him to go.”

Adding to the pressure is the faster turnarounds
that have been expected since the advent of the
hospitalist program, Leach points out. “If there is a
test in the morning, [hospitalists] are expecting to
do something by that afternoon.”

In the past, case managers would open a case in
the morning, spend 30 minutes on it, and not touch
that case again for 24 hours, adds Tenney. Now, the
hospitalist handling the case might come back to it
during the day — multiple times — necessitating
more involvement by the case manager.

Despite these increasing demands on the case
manager’s time and expertise, she says, most hos-
pital budgets are dependent on that initial
staffing model.

A reevaluation of staffing ratios is obviously
in order, Leach says, but the fact that models
vary a great deal among hospitals complicates
the issue. 

“Some hospitals do not have what we call an
integrated model,” she adds. “At Sutter, our case
managers do UR, discharge planning, and a fair
amount of care coordination. In other hospitals
those are all distinct roles, which makes it hard to
compare models and staffing.”

At some hospitals, notes Tenney, social work-
ers do a great deal of discharge planning, and at
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others they don’t do any part of it.
Leach says she has done some “work sam-

pling,” whereby one identifies categories of work
that are expected to occur and then observes staff
to see what category they are performing at par-
ticular intervals.

“You can say you spend 30% of your time
doing this and 60% doing this,” she explains, but
work sampling can reveal that those percentages
are way off. In an “80-20 world,” where the most
intense work takes up 20% of one’s time, Leach
adds, “20% feels like more. You always write
down the things that drive you insane.”

Meanwhile, Sutter Health has added “nurse
extenders” to help relieve the staffing crunch, she
says. 

The drawback there, however, is that most of
the increased demands on case managers require
nursing expertise, Leach notes. “The nurse exten-
der can’t assess the results of a critical test or
resolve a complicated family dynamic or deter-
mine what level of care the patient needs.”

At Sutter Health, explains Tenney, these nurse
extenders are known as case management spe-
cialists. They act as assistants to the case man-
agers, she says, and do provide invaluable help. 

“The job description requires some college edu-
cation and some background in medical care,”
Tenney says. “[Case management specialists] are
responsible for the entire placement process once
the case manager has identified what is needed.”

A certain percentage of time in the staffing
model is calculated for placement, she notes. “The
nurse extender can pull that [function] out of the
nursing model, and the case manager can handle
twice as many patients that will need placements
because of the nurse extender positions.”

At Sutter General, four specialists do 800 place-
ments a year, Tenney says. “The other piece [they
perform] is that once the case manager has deter-
mined that a patient will go to a skilled nursing
facility [SNF], the specialist will meet with the
family, coordinate the actual transfer including
transportation, communicate with the SNF, and
copy charts.

“So basically, the specialist will make all the
arrangements and follow through and then back
it up with documentation,” she adds. “So a case
manager can hand off the rest of the case to that
person. It’s one thing to have a clerical person
who can make copies, but to have a person you
can hand a case to is a huge help for case man-
agers.”

While the nurse extender helps with a piece of

the case manager’s work, what Leach refers to as
“how long it took to Xerox something” has been
eliminated from the case manager’s schedule, she
points out. “It took away that down time, that
time to think.”

“Because we’ve moved hospitals into a 24-7
operation,” Tenney adds, “case managers are con-
stantly trying to maneuver patients and keep up
with documentation.”

Under normal circumstances, managers would
go to the hospital’s administrative team and say
more case managers are needed because of the
acuity of the patients, she says, “but in the cur-
rent environment, that’s not an option anymore.”

Instead, the focus at Sutter General is to bring
down the number of full-time equivalents (FTEs)
per discharge, Tenney continues, because it’s
higher than at other facilities.

To make the most of the staffing that is avail-
able, she says, “We concentrate on making the
case managers as efficient as possible. We try to
train them not to take on other people’s jobs.”

The tendency, Tenney explains, is for case man-
agers to do a lot of things that are not part of the
case management role, such as helping nurses
and physical therapists with their tasks, because
it facilitates discharge. 

“For instance, the physician writes that the
patient can go home as soon as his labs are nor-
mal,” she says. “The case manager will go to the
nurse and say, ‘The labs are normal. Is the physi-
cian going to discharge?’”

The nurse, Tenney adds, will respond, “I don’t
know. I didn’t know the labs were normal.”
Under normal circumstances, she says, the case
manager will then call the physician herself and
then go back to the nurse and say, “Here are your
orders for discharge.”

Other staff members may not be as aware of
time and length of stay, as well as other patient
issues, as are case managers, Tenney notes, which
can lead to another potential drain on case man-
agement resources.

“Traditionally on any hospital unit, the case
manager was the center of information if some-
one didn’t know what was going on,” she says.
Being that resource for a unit is very time con-
suming, Tenney adds, and not realistic in today’s
environment.

“Ask yourself,” she advises case managers,
‘Can you afford to take every phone call of every
nurse and physician that comes by to talk to
you?’ Time is such an issue. That [pattern] may
have to change.”  
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(Editor’s note: Kate Tenney may be reached at
TenneyK@sutterhealth.org. Barbara Leach may be
reached at LeachB@sutterhealth.org.)  ■

Complacency could be
deadly in pandemic
Hospitals are ill-prepared, reports say

Hospitals are ill-prepared to cope with even a
mild pandemic and are likely to face short-

ages of staff, protective equipment, bedspace, and
other supplies.1

The pressures that face hospitals daily would
be magnified and health care systems would
quickly become overwhelmed if there were a
sudden influx of patients suffering from a novel
influenza virus, according to a panel of prepared-
ness and public health experts and hospital lead-
ers convened by the Center for Biosecurity of the
University of Pittsburgh Medical Center.

That conclusion echoes other warnings.
Complacency could be deadly, says William
Charney, DOH, a national occupational health
consultant based in Seattle who compiled the
recent book, Emerging Infectious Diseases and the
Threat to Occupational Health in the U.S. and Canada
(CRC Press, 2006).

“We are taking for granted that our health care
systems are going to be able to deal with thou-
sands of sick and dying people, when in fact at
the current level of preparedness they will be
overwhelmed and chaos is quite predictable,”
Charney writes.

About half of the nation’s emergency depart-
ments (48%) function at or above capacity,
according to the Center for Biosecurity report.
About 30% of hospitals lose money, and the total
number of hospital beds, hospitals, and emer-
gency rooms has been declining.

“We have a lot less surge capacity in our health
care system now than we did even 20 or 30 years
ago,” says Eric Toner, MD, senior associate with the
Center for Biosecurity and lead author of the report.

The pandemic of 1968 was one of the mildest
on record. But Toner says, “I doubt we could han-
dle a 1968 pandemic now. Our hospitals have
trouble dealing with a bad flu season as it is.”

One of the greatest areas of weakness involves
the protection of the health care workforce.
Hospitals already struggle with staff shortages,

particularly with respect to nurses or other
licensed practitioners. Yet more than a third of
hospital employees may fail to show up if there is
a pandemic; in one survey, 42% of health care
workers said they would not report to work dur-
ing a flu pandemic.2

“The already existing shortage of health care
workers will certainly be worse in a pandemic,”
says Toner. “How bad it will be is anybody’s
guess, but certainly it will be significant.”

Preparing for a pandemic will be costly; the
Center for Biosecurity estimates that to be ready for
a severe pandemic, similar to the historic influenza
pandemic of 1918, an average-sized hospital of 164
beds would need to spend $1 million, including
$200,000 to develop a pandemic-specific plan,
$160,000 for staff education and training, $400,000
to stockpile “minimal” personal protective equip-
ment, and $240,000 to stockpile basic supplies. 

Hospitals also will need to spend about
$200,000 a year to maintain preparedness, the
center estimates.

Meanwhile, a pandemic would financially
cripple hospitals, as they would lose money on
delayed or canceled elective procedures while
paying more for staff and supplies and treating
more uninsured patients.

The solution: more government spending for
preparedness, tied to specific goals, and funds to
reimburse hospitals for uncompensated care and
extraordinary costs in a pandemic, the center said.

But don’t rely on the federal government to
save the day when a pandemic hits. Although
there is a national stockpile of antiviral medica-
tions, N95 respirators, and vaccine, the supply is
small compared to the immediate demand that
would occur. Preparation must be local and
regional, says Toner.

Yet for most hospitals, pandemic planning has
been sketchy. “Hospitals are not taking this
nearly as seriously as they should,” says Toner.
“Few hospitals have started stockpiling [PPE,
antivirals, and other supplies] to the extent that
they should. Almost every hospital has some sort
of pandemic plan, but they’ve not been commit-
ting the resources necessary to get prepared.”

Occupational health is one of the most critical
areas of preparedness. “The No. 1 priority is pro-
tecting the health care workers. If we don’t have
health care workers, then everything else is
moot,” says Toner.

Yet Charney worries that hospitals are not plan-
ning to provide adequate respiratory protection.
Charney and contributors to his book, Mark Nicas,
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John H. Lange, and Giuseppe Mastrangelo, con-
tend that health care workers caring for patients
with emerging infectious diseases need respirators
that are more protective than the N95 — either the
elastomeric half-mask respirator or powered air-
purifying respirator (PAPR).

Both of those respirator types are reusable; the
PAPR does not require fit-testing. Currently, the
Centers for Disease Control and Prevention says
that the use of an N95 during an influenza pan-
demic would be “prudent” and that an N95 or
greater respiratory protection should be used
during aerosolizing procedures, such as a bron-
choscopy.

“We don’t know how many viruses will be emit-
ted and how far they’ll travel and what the dose
response will be [with an emerging infectious dis-
ease],” Charney asserts. “While the experts are argu-
ing about [how influenza is transmitted], they’re
recommending lower-quality safety measures.”

In their planning, hospitals must think through
issues of supply for disposable products and dis-
infection of reusable ones. Toner recommends
tiered levels of protection based on the health
care worker’s patient contact and degree of risk.

“Hospitals can’t just stockpile one [item],” he
says. “They need to really think this through and
stockpile a number of different measures.”

Cohorting patients can reduce the potential
employee exposure and allow the hospital to
concentrate its protective measures on those
employees at greatest risk, he notes.

If your health care workers don’t feel safe, they
won’t show up for work. That is a maxim that
many occupational health experts emphasize in
pandemic planning.

HCWs also may stay home to care for ill family
members or as the only caregiver for children whose
schools have been closed as an infection control
measure. Meanwhile, you’ll need more health care
workers than ever to care for a surge of patients.

Where will you find them?
As part of pandemic planning, hospitals need

to identify volunteers, including retired health
care workers and those who have left clinical care,
who can help during a crisis period, according to

the Center for Biosecurity. Their credentials would
need to be verified, and the registration of volun-
teers would need to be kept up to date.  

“What are the essential things they need to be
taught in order to do what we ask them to do?”
says Toner. You should also consider “what func-
tions in a hospital can be done by relatively
untrained people.”
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■ Educating about
herbal supple-
ment/medication
interaction

■ Improving education
with the use of
technology

■ Effective pain
control education

■ Reaching the
population at risk for
hepatitis

■ Teaching consumers
how to keep a
medication record
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CNE 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. ■
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CNE Questions

9. To encourage patients to be actively involved in
their own care as a safety strategy, institutions
might set in place which of the following practices?

A. The distribution of instructional booklets.
B. Messages on posters and buttons.
C. Discussing patient’s role as partner. 
D. All of the above.

10. Health care institutions must actively encourage
patients and family members to discuss their con-
cerns about safety.

A. True
B. False

11. The Virginia Mason flu team includes representa-
tives from:

A. employee health;
B. human resources;
C. inpatient nursing; 
D. all of the above.

12. According to the Center for Biosecurity, hospitals
would need to spend about $200,000 a year to
maintain preparedness.

A. True
B. False

Answers: 9. D; 10. A; 11. D. 12. A.
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Readers of Patient Education Management who
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The report examines salary trends and other
compensation in the hospital, outpatient, and
home health industries.

For access to your free 2007 on-line bonus
report, visit www.ahcmedia.com. ■


