
Policy, tools, training and expectation
prompt assessment of learning needs 
Teach staff to individualize teaching based on information from an assessment

Policy is in place at the University of Washington Medical Center in
Seattle that translates The Joint Commission Standard PC.6.10 into 
a statement about assessing the learning needs of patients and fami-

lies, as well as tailoring education to their specific care, treatment and 
services. 

This health care institution is not unusual. It is common for policy to be
written addressing this standard in the Patient Care Chapter which reads:
“The patient receives education and training specific to the patient’s
needs and as appropriate to the care, treatment, and services provided.” 

Yet with or without a policy, one of the most common RFIs (require-
ment for improvement) issued during a survey by The Joint Commission
pertains to this standard. 
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In the February 2008 issue of Patient Education Management we identi-
fied areas of patient education in which surveyors from The Joint
Commission based in Oakbrook Terrace, IL, most frequently find need for
improvement. One area is teaching from a learning needs assessment. In
other words, a learning needs assessment has not been completed in order
to create an individualized plan for education. 

To help address this issue, we discuss the tools medical institutions have
set in place to make sure staff members are compliant. In addition, we 
discuss the barriers to compliance and how to overcome them.

EXECUTIVE SUMMARY



So how do you ensure that your staff conduct
learning needs assessments and use the informa-
tion to create an individualized plan of teaching
for each patient? The first step is to make sure the
tools are in place. 

A learning needs assessment is the first com-
puter screen for the online documentation system
for patient education at Children’s Healthcare of
Atlanta. The assessment tool has questions to ask
the parent and/or child in order to tailor the edu-
cation appropriately.

The questions cover ways the learner likes to
be taught, such as watching a video or reading a
booklet, as well as the information he or she
wants covered. In addition, questions determine
physical problems, such as a hearing impairment,

as well as psychosocial, emotional, religious and
cultural factors that need to be addressed in order
for the patient to learn. For example, to determine
whether or not to involve social work or some
other department, staff might ask: “Are there any
kinds of emotional or family stressors going on in
your life now that may impact your ability to care
for your child at home or to learn the information
we are going to be teaching?”

According to Kathy Ordelt, RN-CPN, CRRN,
patient and family education coordinator at
Children’s Healthcare of Atlanta, the learning
needs assessment addresses anything staff may
need to be aware of to alter their teaching so that
the patient or parent may actually learn. There is
also space to document the interventions used to
address the factors, such as calling in an inter-
preter or child life specialist — or arranging a
consult with a financial counselor or social
worker. 

A learning needs assessment is part of the intake
process for hospitalization at the University of
Washington Medical Center, and the assessment is
on the new electronic medical record. 

In outpatient clinics patients are given a ques-
tionnaire to complete or — if preferred — a staff
member helps them fill out the form. 

The questions on the form are written accord-
ing to The Joint Commission Standards as well as
the philosophy of patient-and family-centered
care, says Cezanne Garcia, MPH, CHES, the
associate director of Patient & Family Centered
Care and Education Services at the University of
Washington Medical Center. 

Tools make assessment complete

Many factors impact the approach used for
communication, says Garcia. That is why the out-
patient assessment covers many areas not always
considered important to learning, such as those
with whom patients live and whether or not they
have help with transportation. The ability to eat
nutritious meals could depend on whether or not
the patient has help with food preparation and
the ability to get to a store, not just education on
nutrition. 

The variety of questions on the outpatient
learning needs assessment include the following:

• Do you have a main concern or question
about your health care that you would like to talk
about today?

• My illness or condition has made me change
the kind and/or amount of food I eat.
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• Do you have any values or beliefs we should
consider when planning your care?

• How often during the last four weeks have
you felt so down it has affected your ability to do
your daily activities?

Check boxes are provided to indicate how a
patient learns best, such as listening, reading,
viewing a video, or doing something hands-on.
People are also asked about their ability to physi-
cally function, pain concerns, and physical
impairments. 

With information in hand, such things as exer-
cise to help patients with hypertension could be
tailored to their physical ability to enable them to
put into practice what is taught. 

At Phoenix (AZ) Children’s Hospital, staff are
given patient education tip cards that can be
inserted into a badge holder for quick reference.
The cards give specific questions to ask in order
to best individualize teaching to the needs of the
learner, says Fran London, MS, RN, a health edu-
cation specialist at Phoenix Children’s. Also, the
cards have questions to ask to evaluate under-
standing of teaching. 

Assessment questions include:
• What concerns you most about this illness?
• What do you think caused the problem?
• What do you need to know to take care of

yourself at home?
• What do you want to learn more about?
In addition, the documentation form used at

Phoenix Children’s Hospital prompts the person
doing the teaching to ask the patient what he or
she knows about the subject before proceeding
with the lesson. The degree of knowledge
includes “no understanding,” “able to state gen-
eral concept,” and “understands.” 

While a teaching plan is often informal, at the
University of Texas M.D. Anderson Cancer
Center in Houston, an interdisciplinary plan of
care teaching record has been created on a multi-
tude of topics, such as subcutaneous medications
or lymphedema of the arm. 

This gives staff a standardized template from
which to work, prompting a learning needs
assessment and a written plan for teaching that
can be individualized. 

“It really keeps staff from missing any specific
teaching content and reminds them of the avail-
able resources,” explains Louise Villejo, MPH,
CHES, executive director of the M.D. Anderson
Cancer Center patient education office. 

The plan has sections pertaining to learning
preference, barriers affecting learning ability and

readiness, learning needs, education provided,
teaching method, and the response to teaching. 

There is also a section on the teaching goal, as
well as content that needs to be covered. For
example, content for subcutaneous medications
would include instructions on the type, dosage,
actions, and side effects of the medication, as well
as information on when a patient needs to call the
doctor or health care team. The goal of the teach-
ing would be that the patient/parent/caregiver
verbalizes understanding of medication actions,
side effects and adverse reactions to report. Also,
he or she verbalizes proper storage of medication. 

Formal teaching sheets are not unique to can-
cer centers, says Villejo. An institution would
simply need to determine areas in which instruc-
tion is most frequently offered, such as prenatal
care, heart conditions, or diabetes.

Following policy

Although tools are beneficial, providing assess-
ment questions and templates for teaching plans
are usually not enough to secure high compli-
ance. That’s why patient education managers
make sure staff training is part of the equation. 

Ordelt says staff often thinks there is no time
for a learning needs assessment. However, it
allows them to tailor the information to patients
and families and make it meaningful for the
learner. She explains in staff orientation that tai-
loring education to the learner based on an
assessment not only results in quality education,
but also the teaching process is quicker. 

Garcia says a staff development workgroup,
which is part of the patient and family education
committee at the University of Washington
Medical Center, developed training modules for
all the new nurses on various education issues,
including the learning needs assessment. In addi-
tion, there are periodic training sessions on
patient and family education.

Also important for compliance is staff account-
ability, says Villejo. A few years ago during a 
performance improvement project at M.D.
Anderson, staff members said they knew that
conducting a learning needs assessment and
using the information to individualize the teach-
ing was important, but because it was not part of
their job performance evaluation, when pressed
for time it might be dropped.

Now managers have a notebook with guide-
lines on making staff accountable for conducting
a learning needs assessment and creating a teach-
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ing plan based on the information gathered. 
Each manager must make sure it is part of an
employee’s job description when appropriate
and job evaluation as well. Managers also must
ensure that staff members are educated about
the process during orientation and as part of
ongoing training. 

“We regularly monitor the medical record
and specifically look to make sure staff have
evaluated for the learning preference and
looked at barriers and learning needs. It is an
ongoing evaluation,” says Villejo.  ■

To manage pain, combine
assessment with education
Communication key for successful management

Teaching patients about pain management is
an important part of their education, yet

many institutions have trouble meeting this 
education standard required by The Joint
Commission in Oakbrook Terrace, IL. 

Standard RI.2.160, located in the Ethics,
Rights, and Responsibilities Chapter, states that
patients have a right to pain management. This
means patients are assessed for pain, and they
and their family members are educated on their
role in order to manage pain. 

To help staff at the University of Texas M.D.
Anderson Cancer Center in Houston meet this
standard, an Interdisciplinary Plan of Care &
Teaching Record on pain was implemented,
says Louise Villejo, MPH, CHES, executive
director of the patient education office.

The teaching plan has a list of topics to cover
with the patient and caregiver, as well as teach-
ing materials that can be used in the education
process. 

Patients are instructed on the following:
• The right to pain assessment and 

management.
• Their role and responsibility in pain 

management.
• Side effects and schedule of administration

of medications.
• Bowel management plan to prevent/manage

constipation.
• The need to take a stimulant laxative and

stool softener to offset the side effect of pain 
medication.

• Use of pain scale.
• Substituting over-the-counter analgesics for

prescribed analgesics, as directed by physician.
• Taking prescribed analgesics as ordered. 
• Notifying physicians/RN if pain continues.
• Tapering prescribed analgesics, as discussed

with physician.
• Clinical contact information.
• Referral to pain management class.
The following educational materials are

reviewed with patients:
• Numerical pain rating scale.
• Guide to managing cancer pain.
• Partners in care: Controlling your pain

(video).
• Bowel management when taking pain med-

ication and other constipating medications.
• Bowel management, a guide for patients.
• Preventing constipation. 
The first step to managing pain is a thorough

assessment, says Jane Taubert, RN, MSN,
AOCN, a clinical nurse specialist at M.D.
Anderson Cancer Center.
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For more information about creating tools and staff
teaching methods for conducting a learning needs
assessment, contact:

• Cezanne Garcia, MPH, CHES, Associate Director,
Patient & Family Centered Care and Education
Services, University of Washington Medical
Center,1959 N.E. Pacific St. Box 356052 Seattle, WA
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The assessment that patients are given upon
hospital admission includes the use of a pain
rating scale, as well as a series of questions. One
pain scale has patients rate their pain on a scale
of zero to 10. 

It also has a description of pain and is avail-
able in English and a few other languages, such
as Spanish and Chinese. 

Patients are questioned about the location of
their pain, as well as the level of pain at each
location. They are asked what helps to relieve
pain, such as elevating their legs. 

“We start where the patient is and learn how
we might improve it. Sometimes pain is well-
controlled from the patient’s perception,” says
Taubert.

All surgical patients are seen by staff in the
acute pain service, and those that continue to
have trouble controlling pain are referred to the
chronic pain service. 

Different choices for pain control are offered,
such as guided imagery or acupuncture,
because not all patients want to take pain medi-
cations or need to take them, explains Taubert. 

Part of the education process is to help
patients understand they must adhere to the
planned regimen in order for their pain to be
effectively controlled. 

Taubert says patients often don’t see the
value of setting an alarm to wake up in the mid-
dle of night to take pain medication at the pre-
scribed time, yet it may be required in order to
manage pain well. 

To manage pain, there must be a great deal of
communication between patients and clinicians.

“The patient is an important player in pain
management. We must keep the patient
informed, and they must keep us informed. It is
a two-way street,” says Taubert.  ■

Education needed on stroke
symptoms and prevention
Deaths and disabilities may be reduced

Stroke is the third leading cause of death, yet
many of these fatalities could be prevented,

according to the National Stroke Association
based in Centennial, CO. Statistics tallied by this
organization find about 80% of the 780,000
strokes occurring annually could have been
avoided.

In addition, stroke is the leading cause of adult
disability. During a stroke, two million brain cells
die each minute; therefore, recognizing symp-
toms and quickly seeking medical attention will
limit disabilities, as well as save lives.

To address these issues, Susan M. Gaunt, RN,
MS, CCRN, CNRN, a neuroscience clinical nurse
specialist at Gwinnett Medical Center in
Lawrenceville, GA, regularly speaks to groups
about stroke prevention and the importance of
early intervention. 

“My goal was to get out to the community and
educate them, because most of the time stroke
doesn’t hurt like chest pain, so people sit at home
and don’t come in until a day later when they
can’t move one side of their body,” says Gaunt. 

One man, age 54, waited 24 hours to seek med-
ical attention, even though he noticed he dropped
items he picked up with his left hand, and each
time he reached for his face his arm would turn.
One of the warning signs of stroke is problems
with coordination.

However, one week after Gaunt spoke at an
independent living facility for seniors, a woman
came to the hospital with a transient ischemic
attack. A TIA is also called a mini-stroke, because
the symptoms go away in a few minutes. It is an
important time to seek medical attention, because
a person who has had a TIA is 10 times more
likely to have a major stroke within the first few
days up to three months following the episode. 

“The woman told me she would not have
come in for medical help if she had not heard my
presentation. It could have prevented her from
having a big stroke,” says Gaunt.

The most obvious stroke symptom is sudden
numbness or weakness of the face, arm or leg,
especially on one side of the body. Yet people will
wait to seek medical attention thinking they
pinched a nerve or slept wrong, says Gaunt. 
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For more information about educating patients on pain
management, contact:

• Louise Villejo, MPH, CHES, Executive Director, UT
M. D. Anderson Cancer Center, Patient Education
Office, 1515 Holcombe – 21 Houston, TX 77030.
Telephone: (713) 792-7128. E-mail: lvillejo@md
anderson.org. 

SOURCE



Common stroke symptoms according to the
National Stroke Association also include:

• Sudden confusion, trouble speaking or
understanding.

• Sudden trouble seeing in one or both eyes.
• Sudden trouble walking, dizziness, loss of

balance or coordination. 
• Sudden severe headache with no known

cause. 
Gaunt often speaks to older people about

stroke prevention and early intervention, because
those over the age of 55 are more likely to have
one. However, she wants to get into more schools
to teach teens because there have been cases at
Gwinnett Medical Center where teenagers have
recognized that someone was having a stroke and
called emergency services. 

Because it is important to get a stroke victim to
the emergency department quickly, the National
Stroke Association devised a simple test to help
people act quickly. It is called Act F.A.S.T. and is
based on this acronym. 

F=Face: Ask the person to smile. Does one side
of the face droop?

A=Arm: Ask the person to raise both arms.
Does one arm drift downward?

S=Speech: Ask the person to repeat a simple
sentence. Does the speech sound slurred or
strange? 

T=Time: If you observe any of these signs, it’s
time to call 9-1-1 or get to the nearest stroke cen-
ter or hospital. 

Teaching about stroke prevention

Almost 85% of strokes are ischemic and are
triggered by blocked arteries, according to the
National Stroke Association. Arteries can be
blocked by blood clots or plaque and other fatty
deposits. When a blood vessel in the brain breaks,
a hemorrhagic stroke occurs. 

While some risk factors are beyond a person’s
control, there are certain lifestyle changes people
can make to reduce their chance of having a
stroke. The risk of stroke is higher for those who
are older, males, African-Americans, those with
diabetes or who have a family history of stroke. 

Risk factors that people can target to lower
their risk of stroke include smoking. Those who
smoke double their risk of stroke. 

High blood pressure, or hypertension, is a
leading cause of stroke. It is important for people
to know their blood pressure and work with their
physician if it is high, says Gaunt. She tells peo-

ple that a diet low in sodium and fat, as well as
exercise and medications can all help lower an
elevated blood pressure. 

According to Gaunt, nutrition is a big focus,
because an unhealthy diet contributes to many
health problems that increase the risk of stroke.
High cholesterol is one of those problems, there-
fore everyone needs to know their cholesterol
number. If the total level (LDL and HDL) is over
200, a person may be at increased risk for stroke.

People with diabetes must keep it under con-
trol to reduce the risk of stroke, says Gaunt. Also,
a history of cardiac problems, including an irreg-
ular heartbeat, are risk factors, and people with
these conditions need to be under a doctor’s care,
says Gaunt. 

Although older people are more likely to have a
stroke, Gaunt sees patients in their 20s, 30s and 40s.
These strokes could be lifestyle related, she says.
That’s because many young people are developing
hypertension and other health problems as a result
of a poor diet and obesity. 

When a person knows something is a risk factor
they need to address it, says Gaunt. Yet she sees
people with high blood pressure stop taking medi-
cation. Within a couple days to a year they could be
seeking medical attention for stroke, she adds. 

Education on stroke prevention and early
intervention is needed, says Gaunt. Gwinnett
tracks data on the number of people who seek
medical attention within three hours of the onset
of stroke symptoms and within six hours, and the
numbers are not changing. 

She’s hoping to educate enough people in her
area to see the data change, with more patients
seeking medical intervention within three hours.  ■
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For more information on providing community stroke
education contact:

• Susan M. Gaunt, RN, MS, CCRN, CNRN,
Neuroscience Clinical Nurse Specialist, Gwinnett
Medical Center, 1000 Medical Center Blvd.,
Lawrenceville, GA 30045. Telephone: (678) 312-2504.
E-mail: SGaunt@gwinnettmedicalcenter.org.
• National Stroke Association, 9707 East Easter
Lane, Suite B, Centennial, CO 80112-3747. Telephone:
(800) 787-6537. Web site: www.stroke.org.
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Reducing ‘frequent flyers’
in the emergency room
Medicaid members connect with primary care 

By using a combination of education and case
management, Molina Healthcare of Michigan

has decreased the number of members who fre-
quently visit the emergency department with pri-
mary care issues.

“We began this initiative after we determined
that our emergency department rates were very
high and that some of our members were going
to the emergency department over and over for
problems that could be handled in a primary
care setting,” says Janet Marino, RN, MSN,
CCM, director of utilization management. 

Molina Health Care of Michigan is part of a
national managed care organization that pro-
vides coverage for Medicaid and Medicare
members. In Michigan, the HMO has about
210,000 Medicaid members and about 1,300
Medicare members.

The health plan mines claims data each
month and identifies frequent users for the
emergency room case management program.

Anyone who has visited the emergency
department three or more times in a month
receives an educational package. 

Educating patients

The packet includes information explaining
Molina’s health care benefits, including the
name of the member’s primary care provider; a
list of urgent care providers; a phone number
patients can call to access behavioral medicine
services; and the health plan’s nurse advice line
number. 

The letter emphasizes the importance of see-
ing a primary care physician, reminds the mem-
ber that Molina provides transportation to their
doctors’ appointments, and includes the trans-
portation number.

Many times, the emergency department visits
are the result of the member not understanding
the health plan and its benefits, Marino points
out. 

When members join the program, they have
an opportunity to choose a primary care
provider. If they don’t choose, the plan assigns
one to them. 

Some of the members in the program don’t
know how to access their primary care provider
and don’t know that the health plan will pro-
vide transportation for primary care visits.
Many of the members in the program have mul-
tiple co-morbidities. About 18% of the popula-
tion is disabled.

About two-thirds of members who receive
the educational packet curtail their emergency
room visits, while about one-third continue to
use the emergency room frequently and are
referred for case management. The case man-
agers are assigned to a population of members
based upon the members’ geographic location
and provider group.

Members who are referred to case manage-
ment receive a letter that identifies the nurse
case manager who will be working with them
and explains case management services.

Using a comprehensive assessment tool, the
case managers contact the members and com-
plete an extensive assessment that includes
their medical history; home situation and sup-
port system; understanding of their disease and
medications, including adherence issues; and
barriers to getting care. 

“The assessment tool helps the nurse deter-
mine why the member isn’t receiving care in the
office setting and how the case manager can
help the member learn to manage their care and
avoid the emergency department,” Marino says. 

The case managers put together a care plan
based on the members’ needs and follow up by
telephone on a regular basis. 

They work as a team with the health plan’s
social workers to facilitate behavioral medicine
coordination and help with community
resources.

“The population we serve frequently needs
assistance with social issues as well as medical
issues. They may be homeless, without heat, or
have other needs,” she says.

In the beginning, the case manager may call
the member as frequently as twice a week, and
then taper off to a few times a month, depend-
ing on the member. 

When the member’s emergency room utiliza-
tion tapers off, the barriers to primary care have
been resolved, and the member is able to man-
age his or her condition, the case manager will
close the case.

When the case managers contact the mem-
bers, they facilitate scheduling needed appoint-
ments while they still have the member on the
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telephone.
“Sometimes the nurse will make a three-way

call while the member is on the line and get
them into services right away. It’s always help-
ful if we can set appointments when the mem-
ber is on the line,” she says.

If the case manager has any concern about
the member’s physical condition, home situa-
tion, or immediate medical needs, the health
plan will send out a home care nurse to evalu-
ate the situation and contact the member’s pri-
mary care physician if appropriate.

The home care nurse conducts an assessment,
evaluates the member’s medication adherence,
and home situation, and works with the case
manager to determine if more support is
needed.

One of the plan’s medical directors, David
Donigian, MD, a board-certified emergency
medicine physician, works closely with the case
managers on the program. The team conducts
case rounds monthly to evaluate the progress of
each member.

Many of the members who are using the
emergency department have chronic pain. 

The case managers will help them access a
pain management specialist or a pain clinic to
help get their pain under control. 

If the members appear to have substance
abuse problems, they are referred to behavioral
health.

In the rare case of patients who clearly are
drug seeking, the case manager works with
Donigan, the plan’s pharmacy department, and
the primary care physician, as only one treating
physician can write the member’s prescriptions
for pain medicine. The pharmacy won’t fill the
prescription unless it’s signed by that particular
physician.

“We try to coordinate with a pain manage-
ment specialist who can work with the member
on pain management. Some members don’t
know what to do and go to the emergency room
to get some relief,” she says.

If members qualify for one of Molina’s spe-
cialty case management programs or disease
management programs, the case managers refer
them to the appropriate program. 

Molina’s specialized case management pro-
grams include: congestive heart failure, chronic
obstructive pulmonary disease, cardiovascular
disease, end-stage renal disease, oncology,
organ transplants, high-risk obstetrical, and
pediatrics.  ■

Be sure procedures are 
in place to prevent falls

It was a provider’s worst nightmare. An 86-
year-old woman had just undergone surgery
in Boston to replace a broken hip. As the staff

prepared to transfer her to a bed, a nurse
removed a safety strap, according to a media
report.1 She then walked toward the patient’s left
side so a bed could be placed on the right side for
the transfer. 

The orthopedics surgical table features boots to
immobilize patients’ feet and a large opening
near the base of their torso to facilitate X-rays.

As the nurse started to walk, “she looked at the
patient and saw (with horror) that she was falling
from the table, buttocks first, through the open-
ing between the torso and the lower leg table sec-
tions,” according to an investigative report by the
state Department of Public Health. 

The nurse lunged toward the patient, but the
patient fell through the table, struck her head on
the floor, and suffered a massive head injury. She
died within a few days. 

The hospital’s root-cause analysis determined
that the providers were preoccupied with their
tasks and that the “removal of the . . . safety belt
from the patient was not verbally communi-
cated.” Since that time, the hospital has adopted 
a protocol that requires all nurses and doctors to
put their hands on the patient before removing
the safety belt and to ensure that there are people
on both sides of the table. The family has filed a
lawsuit. 

Ambulatory surgery patients may be particu-
larly susceptible to falls, surgery experts warn. 

Previously, outpatient surgery providers took
care of a basically healthy patient population,
says Bonnie G. Denholm, RN, MS, CNOR, peri-
operative nursing specialist at the Center for
Nursing Practice, Association of periOperative
Registered Nurses. “I think that’s changing now,”
she says. “The acuity is more. The population is
getting older.” Older patients may have osteo-
porosis, she points out. “The bottom line is that
there needs to be awareness [of falls] in ambula-
tory centers,” she says. “When a patient is anes-
thetized, you have the same risks for falling in 
an ASC as you have in any other operating room
setting, and the same precautions and basic
safety principles should apply.”

Outpatient surgery programs in both hospitals
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and freestanding centers emphasize the quick
ambulation of patients after surgery, says Kate
Moses, RN, CNOR, CPHQ, quality management
nurse at the Medical Arts Surgery Center (MASC)
in Miami. “Sometimes they’ve just had sedation,
so they’re more active, quicker, in post-op,” she
says. “In the recovery area, you need to make
sure they won’t slip and fall.”

Get ready to report falls

Ambulatory surgery centers may be required in

the future to report falls as a quality measure. The
ASC Quality Collaboration Group is determining
the measures for which surgery centers will be
responsible. (Editor’s note: For more information, go to
www.ascquality.org.) 

The ASC group is working with the National
Quality Forum, which endorsed five measures in
November 2007, including the number of patients
who experience a fall within the surgery center. 

“I know that’s one of the measures we’re going
to be held accountable for,” Moses says.

Another reason to be concerned about patient
falls is the trend toward adopting policies to not
bill patients or insurers when “never events” occur,
including includes patient death or serious disabil-
ity associated with a fall while being cared for in a
health care facility. 

Beginning Oct. 1, 2008, the Centers for Medicare
& Medicaid Services (CMS) won’t pay hospitals for
cases that include a patient fall or for any repair
work, Denholm says. Surgery center managers
should prepare for such a policy to be imple-
mented for them in the future, she says.

Also, The Joint Commission has patient falls on
its radar. As of Dec. 31, 2007, there had been 281
patient falls reported to The Joint Commission.
Falls were the sixth most common sentinel event;
5.8% of all sentinel events were falls. There already
is a National Patient Safety Goal for hospitals, and
they are required to implement a fall reduction pro-
gram and evaluate the program. 
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For more information about preventing patient falls,
contact:

• Kate Moses, RN, CNOR, CPHQ, Quality
Management Nurse, Medical Arts Surgery
Center (MASC), 8940 N. Kendall Drive, No.
201E, Miami, FL 33176. Telephone: (786) 596-
7556. E-mail: katem@baptisthealth.net. 

As part of its Learning Management System,
Joint Commission Resources offers an online
educational program titled It’s a Long Way Down:
Reducing the Risk of Patient Falls. The course
costs $275 and includes CE contact hours. Go to
www.jcrinc.com. Click on “Audioconferences and
Distance Learning” and then “Online Education,”
Under “JCR Online Education — Complete List-
ing,” click on the title. For more information, call
(630) 268-7400.
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8 tips to protect 
patients from falling

Consider the following steps to protect patients
who may be susceptible to falls:

• Confine medicated patients to a stretcher.
• Use bumper pads for children. 
• Don’t remove the safety strap until the time to

move the patient to the stretcher. Make sure
someone is on both sides of the patient. If you
undo the safety strap to reposition the patient,
don’t walk away.

• Make sure someone is in attendance with a
medicated patient. 

• Consider moving patients, especially elderly ones
who may have vision problems, to the OR on a
stretcher, even if they’re not overly medicated. 
The Association of periOperative Registered

Nurses (AORN) offers these additional tips in its
recommended practices: 
• Locking wheels, raising side rails, and securing

safety straps will help to reduce the risk of
patient falls when transporting patients and
preparing them for transfer and positioning on
procedure beds.

• Perioperative registered nursing assessment 
of the patient’s risk for falling and continuous
surveillance are keys that should be incorpo-
rated into the health care organization’s fall-
reduction program.

• If the following items appear in the nursing preop-
erative assessment, the patient should be consid-
ered to be at a high risk for falling: recent history
of a fall, mobility problems, dizziness, poor vision,
postural hypotension, and altered mental status.
(Editor’s note: AORN’s newly updated “Recom-
mended Practices for Positioning the Patient in
the Perioperative Practice Setting” is published in
the Perioperative Standards and Recommended
Practices, 2008 Edition. To purchase the book,
visit aornbookstore.org.) ■



Every facility and patient is at risk

To avoid patient falls, realize that everyone is at
risk, Denholm says. While providers often think of
the elderly as the most vulnerable, children are also
at risk, she says. “They crawl around coming out of
anesthesia,” she says. 

Children can be very active, Moses says. “They
should be either with their parents or in a situation
where they shouldn’t have the opportunity to fall,”
such as cribs, she says. If the child is not with the
parents or restricted, a nurse should stay with the
child, Moses says.

Denholm points out that freestanding staff may
have to handle the same areas that increase fall risk
at hospitals, such as ice on sidewalks and wet
floors, but in a hospital there often are staff desig-
nated to address such potential problems. “In an
ASC, you’re the whole gamut,” she says. 

Also keep in mind that visitors, as well as
patients, can fall, Denholm says. 

For patients, the key is a thorough preoperative
assessment, sources say.

“Document that they’re dizzy, their eyesight
is not good, they have a history of falling, they
have osteoporosis, so you have a nice flag for
others that this patient is a higher risk for falls
than others,” Denholm says. (For more steps to
protect patients, see tips, pg. 69.) 
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Program helps workers
manage their weight

Anewly diagnosed diabetic, we'll call him Mr.
Smith, called in to Capital District Physicians’

Health Plan Health Coach Connection because his
doctor had told him he needed to undergo gastric
bypass surgery if he was going to live another 10
years.

Smith was concerned and wanted to explore
other options.

The health coach sent the employee a decision-
support video along with information on dia-

betes, nutrition, and healthy lifestyles. The health
coach also referred the employee to the health
plan’s Weigh 2 Be weight loss program, which pro-
vides adults with multiple resources for weight
loss and healthy lifestyle choices, including interac-
tive web-based tools to design customized weight
loss plans and fitness programs, and offers com-
munity classes and other support.

Smith decided not to have the surgery but,
with the help of the multidisciplinary team at the
health plan, worked on losing weight and exer-
cising. Health Coach Connection staff spoke to
the employee 11 times in eight months offering
him help with losing weight and getting his dia-
betes under control. He lost 65 pounds in seven
and a half months, got his blood sugar under
control to the extent that he could stop taking
medication for diabetes, and is scheduled for ses-
sions with a respiratory therapist who will help
him quit smoking.

“This illustrates how the various departments
within our health plan collaborate, trying to keep
people healthy and out of the hospital,” says
Mary Ann Roberts, RN, health educator for the
Albany, NY-based health plan.

Nurses, dieticians, respiratory therapists, case
managers, and disease managers at Capital
District Physicians’ Health Plan and Health
Coach Connection work together to ensure that
employees have all the tools and support they
need to maintain a healthy lifestyle. The health
plan offers Weigh 2 Be for adults and KidPower
for children, both programs that help participants
learn to manage their weight and improve their
health. The health plan started its adult weight
management program in April 2003 to respond to
the increased prevalence of obesity and co-mor-
bidities, such as hypertension and diabetes, that
are linked, Roberts says.

The program is designed to help participants
learn to manage their weight and improve their
health, and the statistics have been encouraging,
Roberts points out.

In 2006, 79% of adults responding to the health
plan's Weigh 2 Be program reported reductions in
their body mass index.

Capital District Physicians’ Health Plan sent
out an introductory mailing describing the
Weigh 2 Be program to more than 30,000 mem-
bers with diabetes and/or hypertension. In
addition, adults are referred to the Weight 2 Be
program by their physicians, nurse case man-
agers, or by self-referral.

When employees enroll in the program, they
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receive a packet of information on nutrition,
stress management, fitness, a discount on the
purchase of a pedometer, and a rebate offer of $64
off the completion of a 10-week Weight Watcher's
program. “We partnered with Weight Watchers
since this was the most sound and evidence-
based weight loss resource. It helps participants
learn portion control and how to eat healthfully,”
Roberts says.

Employees who sign up for the program can
access interactive fitness and weight loss tools on
the health plan’s web site. They can enter their
weight and other measurements on the site to
determine their body mass index, and they can
calculate the number of calories they are consum-
ing each day by entering information on what
they eat and drink.

In response to survey results from employees
who wanted more personal contact, in May, the
health plan developed a Weigh 2 Be pilot pro-

gram of six, one-hour classes in the community.
Experts speak to participants on topics ranging
from hypertension and stress management to
cooking and exercise demonstrations. Employees
weighed in each week and received a small
incentive each week, such as a stress ball, fitness
bands, or portion control dishes. About 60% of
enrollees participated in all six classes.

“We want to give them the resources they can
use at home to be successful in their weight loss
efforts,” Roberts says.

Because the class attracted participants from
their 30s to their 80s, the speakers covered sub-
jects that would be of interest to everyone. For
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■ Determining patient
pathways

■ Using technology 
to improve patient
teaching

■ Educating all
segments of your
patient population

■ Teaching adults to
recognize signs of
sexual abuse

■ Accumulating the
data to defend patient
education

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. ■
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instance, the fitness instructor taught exercises that
people could do sitting down or standing up, as
well as in wheelchairs.

The health plan offered a second round of Weigh
2 Be six-week programs again in September. More
than 125 persons enrolled in the second round,
and many of those had participated in the first
pilot program. In October, the plan started send-
ing a quarterly newsletter to Weigh 2 Be partici-
pants. “Each quarter will address different
options for making healthier lifestyle choices,”
Roberts says. ■
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CNE Questions

21. A learning needs assessment helps clinicians
tailor education to a patient in which of the 
following ways?
A. Shows how a patient learns best.
B. Reveals what a patient already knows.
C. Uncovers issues to address before 
teaching.
D. All of the above.

22. To help prevent death or disabilities from
stroke, teach about signs and symptoms to
recognize for early medical intervention.
A. True
B. False

23. Which of the following should be documented
in the preoperative assessment in order to
avoid falls, according to Bonnie G. Denholm,
RN, MS, CNOR? 
A. Dizziness.
B. Poor eyesight.
C. History of falling.
D. Osteoporosis. 
E. All of the above

24. Which is true regarding financial incentives
given to employees to encourage weight loss?
A. Payment is effective for short-term weight
loss. 
B. Long-term weight loss was significant. 
C. Financial incentives should replace other
wellness programs. 
D. Incentives are not effective for short-term
weight loss. 

Answers: 21. D; 22. A; 23. E; 24. A. 
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On-line bonus book 
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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.
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report, visit www.ahcmedia.com. ■



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


