
Complying with Joint Commission
patient education standards
When in doubt on implementation give the department a call

In her position as associate director in standards interpretation at The
Joint Commission in Oakbrook Terrace, IL, Virginia McCollum, RN,
MSN, answers questions on how to meet standards including those in

reference to patient education. 
She also sees the areas surveyors most often identify as needing

improvement. One such standard is in the patient care chapter — PC.6.10.
This standard reads: “The patient receives education and training specific
to the patient’s needs and as appropriate to the care, treatment, and ser-
vices provided.”

To meet this standard, a learning needs assessment must be completed
that is available to any health care practitioner working with the patient.
The assessment addresses cultural and religious beliefs, emotional barri-
ers, desire and motivation to learn, physical or cognitive limitations, and
barriers to communication. 

Needs assessment element shows planning

“If I see any RFIs [requirements for improvement], I often see them
written on this one. There isn’t a learning needs assessment and the edu-
cation for the issue hasn’t been planned or documented,” says McCollum. 

It is the needs assessment that helps staff members tailor the education
to a specific patient and create a teaching plan, she explains. For example,
to teach a Hispanic patient newly diagnosed with diabetes, a look at the
learning needs assessment could tell the educator that the patient’s pri-
mary language is Spanish and that he or she is unable to read and write
in Spanish but is very motivated to learn and responds to teaching meth-
ods that use verbal and pictorial cues. 

If the patient is physically and cognitively functional, but has elevated
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blood sugar, he or she will need to understand
the issue to incorporate lifestyle changes that will
prevent or lessen the side effects of diabetes. The
learning needs assessment guides the health care
professional for preparation to teach. For exam-
ple, by employing an interpreter who would
need to be present or gathering appropriate
teaching materials and possibly family members
who would be available to help the patient man-
age the disease. 

The Joint Commission standard directs educa-
tion on several topics including: 

• the plan for care, treatment, and services.
• basic health practices and safety.
• the safe and effective use of medications.
• nutritional interventions, modified diets, or

oral health.
• safe and effective use of medical equipment

or supplies when provided by the organization.
• understanding pain, the risk for pain, the

importance of effective pain management, the
pain assessment process, and methods for pain
management.

• habilitation or rehabilitation techniques to
help the patient reach the maximum indepen-
dence possible.

According to McCollum, another area many
institutions have a challenge in meeting is located
in the ethics, rights, and responsibilities chapter.
RI.2.160 states that patients have a right to pain
management. This means patients are assessed
for pain and they along with their family mem-
bers, are educated on managing pain. 

“Part of care and assessment of pain is not just
the medication or physical therapy or whatever is
ordered, it is the teaching and understanding.
Therefore, patient education is vital,” says
McCollum. 

Providing guidance

It is important for patient education managers
to remember that The Joint Commission is not a
regulatory agency, says McCollum. It is an orga-
nization that provides guidance and knowledge
to health care organizations based on research,
theory, and sentinel events. 

There are many standards that have an educa-
tional aspect that should not be forgotten. Many
are in the ethics, rights, and responsibilities chap-
ter. For example, RI.2.20 states that information
on patients’ rights and responsibilities is not only
provided but explained to patients. 

According to RI.2.30, patients must be involved
in decisions about their care and treatment. Yet in
order for this to happen, they need to be taught
about their diagnosis and given information. 

RI.2.40 covers informed consent. Before any
operative procedure or with any type of care, treat-
ment or service for which a patient needs to sign a
consent form, education about the benefits, risks,
side effects, potential problems, the likelihood of
achieving goals, and any reasonable alternatives
must take place. The expectation is that before a
patient signs a form, they understand what it is
they are signing. Education is also required for
standard RI.2.60 that states that patients must be
given information about the people responsible for
the delivery of their care, treatment, and services.
The patient must be able to tell the difference
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between the nurse, the physician, and other health
care providers. 

While the standards refer to areas of education,
how that education is provided depends upon the
patient population. Some cultures may be comfort-
able learning in a group setting and find class
instruction appropriate, yet others value confiden-
tiality and prefer one-on-one education. 

That is why assessment is key before conducting
all patient education, says McCollum. Often if the
surveyors do not see a needs assessment, they will
drill down to see how the organization assesses the
patients’ learning needs, she explains.  

[Editor’s note: If you need clarification or help inter-
preting any of the standards, call The Joint Commission
at (630) 792-5900 and speak to an associate director in
standards interpretation. 

In addition, there are resources for patient education
available on The Joint Commission web site at
www.jointcommission.org. One McCollum recommends
is “Speak Up.” These initiatives promote safety through
communication in areas including surgical errors, infec-
tion control, medication mistakes, living organ dona-
tions, medical test mistakes, and clinical research studies.  

Another resource McCollum recommends is The
Joint Commission International Center for Patient
Safety. Also available through The Joint Commission
is a book titled Patient and Family Education that
was edited and reviewed by staff members in standards
interpretation.]  ■

Unannounced surveys
keep staff on their toes
Steps to take for a constant state of readiness

One day you may show up to work and find
that surveyors from The Joint Commission

are in the process of surveying your facility.
Because there is no preset date for surveys or
advance warning, health care institutions must
remain in a constant state of readiness. 

The unannounced survey format currently
used by The Joint Commission is good because it
drives quality and patient safety, says Kathy
Ordelt, RN-CPN, CRRN, patient and family edu-
cation coordinator at Children’s Healthcare of
Atlanta. However, it is a lot more work for staff
on a continuous basis. 

“We need to be on our toes continually, look-
ing at things through the eyes of the patient to
see what we need to do to make sure the patient
has a safe and quality medical encounter.
Patient education is a big part of that,” says
Ordelt.

In addition to unannounced surveys, The
Joint Commission now evaluates whether an
institution complies with certain standards by
following a patient through his or her care pro-
cess, from hospital admission to outpatient care.
Because the surveyors track a patient through
the medical system, they are able to look at
patient education in a much more specific way
to make sure patients get education appropriate
to their needs every step of the way, explains
Ordelt. 

In the past, patient education was a separate
session and patient education managers could
highlight their policies, special programs, and
patient education resources, says BJ Wingert,
RN, BSN, MS, a patient education specialist with
OhioHealth in Columbus. Now, the survey pro-
cess for patient education is primarily on the
unit during tracers. The bedside nurse and
patient care staff need to be able to speak to the
patient education resources, follow the policy,
and document patient education provided, she
explains. 

How are patient education managers making
sure their health care institution is in continuous
compliance with Joint Commission standards
for patient education? 

“Strategies to prepare are focused on preparing
the patient care staff. We have done this in many
different ways, such as prep cards, internet print-
able resources, and sample questions and
answers,” says Wingert. (See p. 16 for list of
steps Wingert uses in preparation process.)

At Northwestern Memorial Hospital in
Chicago, a matrix flowchart is used to track com-
pliance with all standards including patient edu-
cation. The matrix includes the standard, the key
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For further information about complying with Joint
Commission patient education standards, contact:

• Virginia McCollum, RN, MSN, associate director,
standards interpretation, The Joint Commission, One
Renaissance Blvd., Oakbrook Terrace, IL 60181.
Phone: (630) 792-5900.
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Element of Performance / Expectation:

Education provided is appropriate to the patient's ability.

Education is coordinated among the disciplines providing
care, treatment, and services.

Element of Performance / Expectation:
The content is presented in an understandable manner. And,
teaching methods accommodate various learning styles.

Comprehension is evaluated

Action Items:

Know your Patient
Patient Profile: Identify physical and/or cognitive limitations
that will impact care.

MPET (Multidisciplinary Patient Education Tool): Always
assess patient barriers to learning.

Identify family member and/or significant other to involve in
patient teaching.

Include education in the Plan of Care
The attending physician, a pharmacist and/or a nurse might
cover a topic like medication. Educational needs should be
coordinated and prioritized among the caregivers.

Examples of multi-disciplinary topics include:
• Advance directives  (NMH resources; videos; referral

to Chaplains, Social Work or Patient Representative
Department)

• Infection control/hand hygiene 
• Patient education is happening; remind staff to take

credit for their teaching by documenting on the MPET
or Clinical Pathway

• Document in each section
• Review MPET and provide follow-up teaching as needed

Action Items:
Know your Resources
NM Connect/Health Information
Patient Education Homepage-paperless directory of
brochures/ videos and professional resources to a assist in
patient teaching
HLC: MedlinePlus; expert assistance
Clinical Pharmacology
Wellness Institute
Communication aids:
Interpreter Services
Language Line
No Need to be an expert, rather:
Ask the patient to:
Review NMH brochure or video
Write down questions. Go over the questions with the
patient; answer what you know and as appropriate defer
other questions to clinical experts.
For select topics, use the Teaching Guides to help guide
you.(NM Connect/Health Information/ Patient Education/
Professional Resources)  
Can't find a patient education resource?  Call the Patient
Education Department or the Health Learning Center (HLC).
Staff will research the topic and deliver information to the
unit.
Refer complex questions to clinical experts (e.g. APNs and
physicians)

MPET: Always assess patient's response to learning.
Use the "teach back" method to gauge patients' response to
learning. Patients should be able to articulate the key points
about what they learned.



elements of performance, and where the evidence
of compliance is found, says Magdalyn Patyk,
MS, RN, BC, patient education program manager.

For example, Joint Commission standard
PC.6.10 requires that the patient receives educa-
tion and training specific to his or her needs
and care, treatment, and the services provided. 

The first element of performance on the
matrix is: “Does the patient receive education
appropriate to his or her needs?” Evidence of
compliance is listed as: “NMH education
resources, brochures, videos.”

The matrix also has a section to track compli-
ance in each standard. Using the tracer method-
ology, teams responsible for Joint Commission
readiness determine compliance for all cate-
gories of standards 

Taking personal responsibility

Chart audits at Children’s Healthcare of
Atlanta are a team effort completed by the
Quality and Patient Safety Council. The results
are reported on a monthly basis and Ordelt is
responsible for looking at the reports to deter-
mine what needs to be done to improve patient
education. If staff members do not understand a
key element of patient education, Ordelt would
provide the teaching on the issue. However, if
staff are aware of a process or policy and are not
compliant, then the manager would take steps to
improve compliance. 

Ordelt is a member of the Continual

Accreditation Readiness Team (CART) that
meets monthly. This team looks at new stan-
dards and new national patient safety goals and
determines how to meet them. They also deter-
mine who would be responsible for a particular
standard or safety goal. 

“As a member of this team, I hear the big pic-
ture and learn how patient education fits in if
appropriate,” says Ordelt.

In addition, Ordelt has regular communica-
tion with the two directors in charge of The
Joint Commission patient care chapter where
most of the patient education standards are
located. They let her know when there are com-
pliance problems in patient education that need
to be addressed. 

Also in place is an interdisciplinary patient and
family education Joint Commission team that
meets quarterly to determine how to address spe-
cific standards. Ordelt works with this team to fix
problems and reports progress to the directors in
charge of The Joint Commission patient care chap-
ter. This information is also given to the CART
team.

According to Wingert the easy part of pre-
paredness is keeping the policies, documenta-
tion system, and employee resources current
and continuously ready. The challenging part is
to get the information to all the employees in
each department and on all shifts so that they
are able to speak to the standards and resources. 

To update staff members at Northwestern
Memorial Hospital on what are considered “hot
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In order to maintain a constant state of readiness for
Joint Commission surveyors to review the patient
education process, BJ Wingert, RN, BSN, MS, a
patient education specialist with Ohio Health in
Columbus, has set in place steps that keep staff
members prepared.
They include the following:
• Keep abreast of changes in the patient education
standards. 
• Update and communicate policy changes as
needed. 
• Update and communicate documentation issues,
data, and form changes. 
• Provide and update resources as needed to meet
the needs of our patients. 
• Participate in regulatory team meetings, complete
internal assessments, maintain action plans, and pro-
vide data as a chapter owner for patient education

standards.
• Prep cards — Prep cards are made for various
employees, such as what a patient care staff mem-
ber needs to know, manager preparations, human
resources and employee file preparations, unit
preparations, etc.
• Internet printable resources — Documents are
loaded onto the intranet for staff to have access to
24/7. Some documents are set up to be accessed by
chapter owners and leadership only. 
• Sample questions and answers for all the chapter
standards — Each chapter owner creates
question/answer cards for their chapter. The ques-
tions are formatted in a way that surveyors might ask
the question and correct ways to answer are
included. These cards are collated into cards on a
ring. Copies are provided to each unit. The content
is also loaded onto the intranet for anyone to access. 

For survey readiness, steps for preparation process



topics” with The Joint Commission, updates are
issued via e-mail. (See example of a patient
education update, below.)

The process of readiness requires continual
staff education about patient education, says
Ordelt — a reminder that staff need to be doing
the learning needs assessment, evaluating
learning, and documenting the education 
process. 

It is continual education that keeps staff pre-
pared so they are not taken aback when The
Joint Commission survey team shows up, she
adds.  ■

Updates for continuous
compliance key
Information distributed via e-mail and Intranet postings

To keep staff at Northwestern Memorial
Hospital (NMH) in Chicago in a state of

constant preparedness for a Joint Commission
survey, updates are e-mailed to managers and
then are communicated to staff. Following is an
example on patient education:

Joint Commission Update
Monthly Update on Survey Process and

Continuous Compliance 
Key Message to Staff: One of the core ele-

ments of the provision of patient care is patient
education. Every patient and family interaction
is an opportunity to educate. It is essential that
all caregivers incorporate patient teaching into
hands-on care. 

Joint Commision’s Provision of Care
Standard 6.30 requires that each patient receive
education and training specific to his or her
abilities and appropriate to the care, treatment,
and services provided by the hospital. Learning
styles vary, and the ability to learn can be
affected by many factors including individual
learning preferences and readiness to learn.
Educational activities must be tailored to meet
the patient’s needs and abilities.

As health care professionals, patient educa-
tion is our responsibility. NMH has systems in
place to help support this effort.

Comprehension is evaluated
MPET: Always assess patient’s response to

learning.
Use the “teach back” method to gauge

patients’ response to learning. Patients should
be able to articulate the key points about what
they learned.

Make a difference 

During hand-offs between departments/
levels of care/change of shift report, share out-
standing patient education requirements.

While attending a conference or preparing 
an in-service, identify key patient teaching mes-
sages related to this topic.

Include important patient education compo-
nents while developing competencies and 
policies and procedures.  ■

Celebrate National Patient
Safety Week this March
Take time to highlight patient safety initiatives

The first week in March, patient education
managers have an opportunity to promote

patient safety by observing National Patient
Safety Awareness Week.

This national observance was initiated in 2002
by the National Patient Safety Foundation, a non-
profit organization based in North Adams, MA.
Its purpose was to raise awareness about the
issue of patient safety among patients, families,
and community members and to emphasize the
importance of effective partnering among
patients, families, and providers. 

“The focus and rationale behind the themes
over the years have been to encourage effective
partnerships with patients and families. Last year
our theme was ‘Patient Safety: A Road Taken
Together.’ It resounded so well with people, we
have made that the permanent theme of the
week,” says Diane Pinakiewicz, MBA, founda-
tion president. 

The week provides a time when hospitals,
communities, practices, and corporations that
work with the health care industry pause to cele-
brate some of the successes that have gone on in
the field and create opportunities to bring people
in to learn more about what is happening with
patient safety. 

During the 2008 observance, the NPSF will
launch a new health literacy program as part of a
global campaign.  
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“National Patient Safety Awareness Week is a
time to reconfirm a commitment to this work but
in partnership with patients and the community,”
says Pinakiewicz.

The work with patients and families is not so
much about empowering them as it is about
engaging them and providers to empower the
relationship, she adds.

Pinakiewicz says the NPSF advises health care
organizations to do some proactive community
education about patient safety during the week. 

“Focus on those things that we know to be
helpful in minimizing opportunity for unantici-
pated events and errors,” she advises. 

One topic might be the importance of knowing
and understanding the medications taken and
why people should carry information about the
prescriptions they take as well as a list of over-
the-counter medications, herbal medicines, holis-
tic treatments, and vitamin supplements. 

Another issue is hand washing. People need
education on why it is important and how to
become more comfortable asking providers if
they have washed their hands, says Pinakiewicz.

Also, people need to better understand why it
is important for health care professionals to check
a patient’s identification frequently during their
hospital stay. Often people become worried, not
understanding that it is an important step in
patient safety and can prevent such problems as
giving the wrong medication to a patient, says
Pinakiewicz.

“Part of the point for this week is to take the
opportunity to convey to the public at large, your
community members, and to your patients the
commitment that your organization has to
improving patient safety. The work that is going
on that is helping to move us toward a better
level of care delivery,” says Pinakiewicz. 

Too often people hear nothing about the
progress in patient safety or the steps set in place
to avoid errors. They only hear the occasional
horror story, she explains. 

The NPSF has a hospital-based program called
“Stand Up for Patient Safety” and all hospitals
that belong will receive a tool kit for National
Patient Safety Week. It has posters, banners, and
buttons as well as ideas to raise awareness about
patient safety. In addition, there will be three ini-
tiatives that health care facilities can implement
to engage people more on the issue of patient
safety and educate them.

Those not involved in the program can order
patient safety week items from the on-line store

at www.npsf.org. The web site also has tip sheets
for consumers.  ■

Plan provides patients
with referrals, home care
Demonstration project aims to reduce hospitalization

AMedicare demonstration project at Montefiore
Medical Center in New York City provides

care coordination to help high-cost, fee-for-service
beneficiaries comply with their medical treatment
plan and access the community services they need
to manage their chronic conditions.

“We are leveraging the experience we have in a
managed care environment and applying it to a
fee-for-service, high-cost population. We are using
some of the principles of case management that are
used in managed care and applying them in a non-
managed care environment while working directly
with patients, providers, and caregivers,” says Ann
Meara, RN, MBA, associate vice president, net-
work care management.

Part of CMS demonstration project

Montefiore Medical Center, the largest health
care provider in the Bronx, is one of six health
care providers chosen by the Centers for
Medicaid & Medicare Services (CMS) for a three-
year demonstration project showing how care
coordination, assistance with social support, and
monitoring of patients’ medical conditions can
help prevent complications from illness and
reduce emergency room visits and hospitalizations.

CMS has identified chronically ill Medicare ben-
eficiaries who live in 16 designated zip codes in the
Bronx and meet the criteria for the Care Guidance
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For more information about National Patient Safety
Week, or patient safety, contact:

• Diane Pinakiewicz, MBS, president, National Patient
Safety Foundation, 132 MASS MoCA Way, North
Adams, MA 01247. Phone: (413) 663-2000. Web site:
www.npsf.org.

SOURCE



care coordination program. Participants in the pro-
gram are all fee-for-service Medicare beneficiaries.
If they join a Medicare Advantage or other plan,
they are automatically withdrawn from the
program.

“All of the participants have had some contact
with the Montefiore system. It may be as minimal
as having blood drawn here but CMS did include
a loyalty criteria in the selection process,” Meara
says. 

Each Medicare beneficiary who agrees to par-
ticipate is assigned a care coordination team,
depending on where they live and what their pri-
mary language is. The teams, led by a nurse case
manager, include outreach specialists, patient
educators, and social workers.

The care management team works with patients
to understand the challenges they face in comply-
ing with the medical treatment plan. They identify
social issues and other challenges that may hinder
patients from fully complying with their treatment
plan and work with them to overcome the 
challenges. 

“This is not a disease management program. 
It is a program that deals with those issues that
interfere with a patient’s ability to adhere to a
treatment program. We are providing caregivers
with the resources they need to take care of the
patients and help them stay healthy,” she says.

For instance, the teams have found more appro-
priate housing for some participants whose living
arrangements had been contributing to their fre-
quent hospitalizations. 

CMS help with life planning

They may arrange transportation for medical
visits or connect participants with community ser-
vices, such as Meals on Wheels.

Life planning is one of the biggest issues that the
team addresses with the participants, Meara says.

“We talk a lot to the patient and family members
about health care proxies and advance directives
and the importance of having these documents in
place,” she says. 

Many of the participants don’t understand
their medication regimens and the case managers
work to educate them.  They educate the partici-
pants about their conditions and about lifestyle
changes they can make, such as exercising or
good nutrition, to help keep them under control.

They refer people who are at risk for falls to
the hospital’s falls risk prevention program.

“The case managers make a lot of referrals for

conditions that have not gotten attention. For
instance, we have identified a network of dentists
in the community who will treat Medicare benefi-
ciaries and who have arrangements that base pay-
ments on a sliding scale that is tied to income,” she
says. 

When the program was initiated, the medical
center hired a temporary outreach team of com-
munity members with previous customer service
experience and trained them on the program and
how to communicate with the beneficiaries. Some
of them are peers to the people they are calling.

After the initial group was enrolled, the medi-
cal center hired three members of the outreach
team to continue enrolling participants.

How it works

When a participant enrolls in the program, a
case manager calls him or her on the telephone and
conducts an extensive assessment that covers nine
domains, including: cognitive capacity, level of
function, risk of falls, medical condition, end-of-life
planning, and previous medical history, she says. 

The information is collected in an electronic
system, which stratifies the participants based on
their psychosocial and medical needs and how
much intervention they are willing to accept. One
group of beneficiaries is self-directed; they are
willing to participate but didn’t want to complete
an extensive assessment. 

The care coordination team uses the electronic
system to generate a problem list and develops an
individual care plan for each member. The nurse
team leader reviews the plan with the team, and
depending on the participant’s needs, assigns the
person to a member of the team. For instance, if a
participant needs help scheduling an appoint-
ment, that task is assigned to a non-clinician. 

The teams are supported by a full-time pharma-
cist, a full-time nutritionist, a geriatric psychiatrist,
and an internist. For instance, if there is a polyphar-
macy issue, the pharmacist calls the patient or care-
giver and reviews the medications. 

Follow-up calls are made according to the strati-
fication level of the participant. 

The Care Guidance program began a telemoni-
toring initiative for patients with heart failure in
late 2007. Participants who meet certain criteria
for congestive heart failure receive a scale with a
monitoring device that connects to their telephone.
They weigh themselves each day and answer a set
of questions that they transmit into an electronic
system that notifies the care coordinator if the

20 PATIENT EDUCATION MANAGEMENT™ / February 2008



patient appears to be having problems.
The case management interventions are pri-

marily telephonic. The nurses may go to the
home if the participant is uncomfortable doing
the assessment over the phone, if he or she is
hard of hearing, or if the primary caregiver
prefers to be present.

Home assistance

Home-bound patients who are not receiving
regular medical care from a primary care physi-
cian are referred to the medical center’s Medical
House Calls program, a team of physicians and
nurse practitioners who provide care to patients
in their home. 

The team gets a hospital census every day to
identify anyone in the program who has been
admitted to Montefiore. If someone is hospitalized,
the team’s physician visits them in the hospital,
assesses the condition, and makes a determination
about appropriate follow up.

“This program is under our network care man-
agement program. The nurses who are conducting
the telephonic case management work with the
nurses at the hospital who are involved in utiliza-
tion management and care management,” Meara
says.

The Care Guidance team coordinates care with
the utilization nurses and case managers in the
hospital and with the treatment teams through-
out the health care system. Everyone in the health
system has access to the same clinical information
system and can share information.

“One of the things we’ve tried to do is to inte-
grate what we do when people are outside the
hospital with what we do when they are in the
hospital,” she says.  ■

CM department scores big
on member satisfaction
Multidisciplinary team collaborates on patient care 

Blue Cross Blue Shield of Rhode Island’s case
management department consistently scores

in the 90th percentile on satisfaction surveys sent
to members who have completed a case manage-
ment program.

The 2006 surveys show 99% of respondents
reported being treated with dignity and respect;

97% rated their experience “good to excellent;”
98% reported being able to reach the case manager
by telephone; 93% reported usually or always
receiving a return phone call within 24 hours; 93%
said the education they received helped improve
their health habits; and 96% would recommend the
service to family and friends.

The not-for-profit managed health care plan has
been recognized by J.D. Power and Associates for
providing an outstanding experience to its PPO
members and received an “excellent” rating from
the National Committee for Quality Assurance
(NCQA). In addition, the case management depart-
ment was one of the first three Blue Cross plans
nationwide to receive the highest accreditation
from URAC.

The case management department’s multidisci-
plinary team collaborates to provide all the services
that members need to learn to manage their health,
says Yvette Chartier, RN, BS, CCM, CPUR, man-
ager of case management for the Providence-based
health plan.

The integrated case management department
includes RN case managers, social workers, dieti-
cians, tobacco cessation specialists, and RN
health coaches who are experts in working with
members on specific diseases, such as asthma,
diabetes, or cardiac conditions. They can call on
the medical director, staff pharmacists, and other
resources within the company to help meet the
needs of the members, Chartier says.

“The nurses in our program have an average of
18 years of clinical experience. 

We have nurse case managers on staff who
have specialized in pediatric care management,
oncology management, and management of
transplant patients so they have the expertise to
coordinate the care for these patients,” she adds.

Having all the disciplines in one department
makes it effective for the team to collaborate on
patient care, Chartier says. In addition, the health
plan contracts with an external vendor for behav-
ioral health services and dedicated behavioral
health case manager on site at the health plan.  

“Our staff can collaborate with the behavioral
health case manager and co-manage members
with both behavioral health and medical issues,”
she says.

The health coaches focus on specific conditions
and provide telephone coaching, monitoring, and
evaluations.

When members have more than one chronic
condition or comorbidities, the team determines
whether the member would be better served if the
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case manager or the health coach was in charge.
All of the staff are cross-trained to handle any

needs the members may have, allowing continuity
of care when a member’s care is being coordinated
by one team member and he or she develops an
additional condition.

For instance, if a health coach is already work-
ing with a member on diabetes control and the
member fractures his or her hip, the health coach
could continue to manage the members.  

The case managers have basic knowledge of
community resources, such as medication assis-
tance or Meals on Wheels, but also consult with
the team’s social workers for additional help.

Members eligible for case management are
identified by through health risk assessments,
predictive modeling, and claims information trig-
gers that identify patients with certain diagnosis
codes, and those who have been admitted to the
hospital. Customer service representatives iden-
tify issues that members need help with when
they talk with members on the telephone and uti-
lization review nurses refer members for case
management services.

“We have worked with our provider commu-
nity to help increase the number of referrals from
physicians,” Chartier says.

Introducing a member 

When a member is identified for case manage-
ment, a nurse calls them and begins to establish a
relationship.

“There is a lot of concern when members get a
call from their health insurer. The role of the case
manager during this phone call is to explain how
we are there to help them navigate the complex
health care system,” Chartier says.

The health plan contracted with an external
vendor to train the case manager on effective
ways to educate members about the services that
the health plan can offer. “As nurses we are not
as comfortable with marketing as we are with
patient care. We wanted to give the nurses skills
to help them engage the member and see the ben-
efits of participating in our programs,” she says.

If the member expresses interest in participat-
ing in the case management program, the case
manager completes telephone assessment to help
the member identify potential areas where the
health plan can be of assistance. The assessment
includes information on the member’s medical
condition, medications, and psychosocial, and
behavioral issues.

The member is then assigned to the team mem-
ber who can help with their problems. 

“This is where having an integrated team is of
benefit. The member might need to speak with
the dietician for help with nutrition or may need
to work with a social worker to coordinate com-
munity resources,” Chartier says.

Setting goals

The case managers have been trained on moti-
vational interviewing and readiness to change
and use this knowledge to help the members set
goals.

The nurses match the members’ readiness level
to the types of interventions that will benefit them.
Many of the goals revolve around providing edu-
cation about their condition, diet, and exercise. The
case managers work with the members on medica-
tion compliance, helping them understand how to
take medication correctly and to understand side
effects.

“We educate the member to talk to the physician
for an alternative if they experience side effects,
rather than stop taking the medication,” she says.

In other cases, the case manager may work
with a member who is recovering from a catas-
trophic injury or undergoing treatment for cancer
or another condition. For instance, a member
going through chemotherapy and radiation treat-
ment might not understand the treatment regi-
men and the side effects the medication may
cause.  The case managers educate the members
about what to expect from their treatment and
when they should call the doctor if they are experi-
encing certain symptoms, Chartier says.

“Members who are seriously ill or going
through chemotherapy may not be thinking about
what questions they should ask the doctor. The
case managers are here to help them understand
their disease and their treatment and to be pre-
pared so they can make the most of the next doc-
tor’s visit,” she says. 

One of the triggers for referral is when members
have had two hospital admissions within a six-
month period.  

If a member agrees to participate in the program,
the case manager contacts the member’s physician
to collaborate on a treatment plan.

The health plan has made a concerted effort to
promote a collaborative relationship with physi-
cians. In 2004, the health plan started reimbursing
providers $50 for a telephone consultation. As a
result the physician collaboration rate increased
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from about 23% to as high as 60% some months.
The case manager faxes the physician a form,

which lists all the medications the member has
reported taking and any other issues or potential
problems. “We fax them in advance to let them
know that we will be contacting their office within
24 hours and ask them to let us know if there is a
better time to communicate with them,” Chartier
says.

When the case managers call the physicians,
they review the medication and make sure the
member’s self-reported medication plan matches
what the physician has on file, such as the mem-
ber is taking the appropriate dose at the appro-
priate time. 

“Many times, if a member has just been dis-
charged from the hospital, the primary care physi-
cian may not be aware of new medication,” she
says.

The case managers discuss the members’ goals
with the physician and find out how they can help
reinforce the treatment plan the physician has
developed.

The average members stay in case management
for four to six months, Chartier says.

“At the outset of the relationship, the member
sets individual goals and they are discharged from
case management when they complete the goals
unless they are willing to work on other goals,” she
says. ■
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■ Lowering costs with
health literacy
improvements

■ Strategies for
implementing learning
needs assessment

■ Comply with Joint
Commission on pain
management education

■ Setting in place
patient pathways

■ Methods for
juggling staff/
patient education
requirements

COMING IN FUTURE MONTHS

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. ■

BINDERS AVAILABLE

PATIENT EDUCATION MANAGEMENT has sturdy
plastic binders available if you would like to store back
issues of the newsletters. To request a
binder, please e-mail binders@ahcme-
dia. com. Please be sure to include the
name of the newsletter, the subscriber
number and your full address. 

If you need copies of past issues or prefer on-line,
searchable access to past issues, go to www. ahcmedia.
com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at (800) 688-2421.

REPRINTS?
For high-quality reprints of articles for
promotional or educational purposes,
please call Stephen Vance at (800) 688-

2421, ext. 5511 or e-mail him at
stephen.vance@ahcmedia.com
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CNE Questions

5. Health care institutions are being given require-
ments for improvement because there isn’t a
learning needs assessment and the patient’s
education hasn’t been planned or docu-
mented.
A. True
B. False

6. Areas pertaining to Joint Commission stan-
dards that need to be addressed include
which of the following?
A. An explanation of rights and responsibilities.
B. Information on the health care team.
C. Pain management education. 
D. All of the above.

7. According to Ann Meara, RN, MBA, one of the
biggest issues the team addresses with 
participants is life planning.
A. True
B. False

8. Which of the following is not true of the survey
results for Blue Cross Blue Shield of Rhode
Island’s case management program?
A. 99% of respondents reported being treated
with dignity and respect.
B. 64% rated their experience “good to 
excellent.
C. 93% reported usually or always receiving a
return phone call within 24 hours.

D. 96% would recommend the service to 
family and friends. 

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