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ABSTRACT
THE NEWEST VITAL SIGN’S IMPACT ON PROVIDER COMMUNIGTION

by
Adam Drent

The University of Wisconsin-Milwaukee, 2014
Under the Supervision of Professor Hayeon Song

Despite the growing concern over the issues rekaténiv health literacy there has been
little research done on the connection betweertlhétdracy screening and patient-provider
communication. This study thus explores whetharatrreporting scores from the health literacy
screening tool the Newest Vital Sign (NVS) increaee use of certain techniques

recommended for communicating with patients whoeHaw health literacy.

Data was collected at the Sixteenth Street Commietlth Center at Parkway as part
of the Health Literacy Performance Improvement Medwy the American Board of Pediatrics.
Before pre- and post-conditions began, particiggtiediatricians were given a brief education
session on the concerns related to health litemadythe recommended techniques for
communicating with patients who have low healtbricy. Between the conditions an
intervention was administered that consisted otl@rceducation session on the NVS and the
teach-back technique specifically. NVS scores weteeported to the pediatricians in the pre-

intervention condition, while it was reported irethost-intervention condition.

Results indicate the intervention and reportin§lufS scores did increase the use of the
teach-back technique. Patient satisfaction alseased after the intervention. On the other

hand, the other recommended communication techsigp@ee not used more frequently by



pediatricians, probably because they were alreéitigad at a high rate, even prior to the

intervention.

Though teach-back did increase after the intereantnore research should be done to
further investigate the utility of health literasgreening as well as ways to efficiently increase

the rate of the teach-back technique.
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Health literacy is defined as, the degree to wimiclividuals have the capacity to obtain,
process, and understand basic health informatidrsarvices needed to make appropriate health
decisions (Ratzan & Parker, 2000). The 2006 repdw, Health Literacy of America’s Adults:
Results from the 2003 National Assessment of Adalacy,(NAAL), made the case for low
health literacy (LHL) as a national problem and sheistics from the report have been cited in
numerous publications addressing health literacycems. There are serious, negative
implications for those individuals identified asviveg LHL. According to Dewalt and his
colleagues (Dewalt , Berkman, Sheridan, Lohr & Biggy 2004), patients with LHL have poorer
health outcomes, become sick or injured more ofiea,health resources less and have a worse
health status in general The report indicates tingeLHL are in general, “1.5 to 3 times more

likely to experience a given poor outcome” (Develal,, 2004p.1228).

The Institute of Medicine found that individualstwiLHL reported poorer health statuses
and were less likely to use preventive care (NreBehlman, Panzer & Kindig, 2004).
Additionally, results from the NAAL state adultsttviBelow Basichealth literacy are more
likely to lack health insurance than adults wigmdficient’ health literacy (Kutner, Greenberg,
Jin & Paulson, 2006). Because of not being insumetlusing preventative care and misusing
resources one study estimates the cost of LHLead\idition’s economy to be between $106 and

$236 billion U.S. dollars (USD) annually (Vernomnujillo, Rosenbaum, & DeBuono, 2007).

People with LHL understand illnessessland are more likely to mismanage their health
(Kountz, 2009). People with LHL are less likelyuoderstand written and oral information
given by physicians, nurses, pharmacists, andeénsuless likely to act on necessary procedures
and directions such as medication and appointnot@dules, and are less likely able to navigate

the health system to obtain needed services (Balkar, 2006). According to a Center for



Health Care Strategies Fact Sheets on Health ciggraople with LHL cause higher health care
costs. A study of Medicaid patients revealed thatannual health care costs were four times
higher for people who had lower than a third-gregling level as compared to the overall

Medicaid population (Center For Health Care StriaefCHCS], 2013).

The National Action Plan to Improvedié Literacy identifies people with LHL as:
adults over the age of 65 years, racial and etimaiaps other than white, recent refugees and
immigrants, people with less than a high schoolelegr GED, people with incomes at or below
the poverty level and non-native speakers of Ehdiational Action Plan to Improve Health

Literacy, 2010).

Although literacy and health literacy are not syymous they are intimately connected.
According to DeWalt et al. (2004), patients witlvlbteracy have poorer health outcomes,
general health status, use of health resourcesnaadures of morbidity. His study also indicates
that patients with low literacy were in generaltaghree times more likely to experience a poor

health outcome (Dewalt et al., 2004).

Despite the critical role of health literacy in igat-provider communication, currently,
most medical systems do not assess the healtacht@f their patients in order to make practical
adjustments to care. Instead, most health systel;men the Joint Commission’s universal
approach, in which all patients are to receiverdot®@mmended techniques for patients with
LHL, although different patients require differerare, and communication tailoring is more
appropriate than treating all patients the saméhdps most health system rely on the universal
approach is because there simply isn’t enoughatateow utilizing screening tools actually

impacts communication with patients and specifyctdbse with LHL.



Thus, the current study tests the &ffeness of utilizing a health literacy screeniaglt
in doctor-patient communication. Specifically, taonditions will be compared. In the first
condition, the health literacy tool will be used khe scores will not be reported. In the other
condition, on the other hand, the health literassel of each patient will be reported to the
participating pediatricians. In addition, beforesk two conditions the pediatricians become
encouraged to tailor toward individuals with lowalts literacy by more frequently utilizing
communication strategies to enhance patients’ cehgmsion. If the screening tool results in
higher frequency of the recommended communicagohrtiques as compared to the universal
approach, screening tools can be justified ascsttiat improve provider communication,

specifically for individuals with LHL.

Combating Low Health Literacy

Communication Techniquesfor those with Low Health Literacy

The burden of LHL is not on patients but provid@iglsen-Bohliman et al., 2004).
Numerous techniques exist for providers to usenforove interpersonal communication with
patients such as speaking slowly, using non-medex@on-less language and checking for
comprehension that can help prevent some of thiessassociated with LHL. Other strategies
for providers to assist those with LHL are uncongrinealth beliefs and tailoring
communication. Additionally, research suggests i@ limit the number of key points
discussed with patients to three or less (KripagaWVeiss, 2006). Providers are often prompted
to use specific techniques such as a teach-baakewdatients explain medical instructions in
their own words. The teach-back allows physicianshieck if the patient has comprehended the

critical information. Providers are also encourhgespend more time listening to patients in



order to create an atmosphere of respect and comfloich builds trust with the patient (CHCS,

2013).

One of the most important componentsi@dr communication involves checking for
comprehension. Merely asking if the patient hastiols of if they understand is ineffective
however for assessing how much the patient actualtierstands about their medical instruction.
Instead, providers should promote questions witlyuage like, “What questions do you have?”
because this suggests the patients should havaanseand gets them to take a more active role
(Kripalani & Weiss,2006). Checking for comprehension and the othesmmended
communication techniques such as speaking slowkusing non-medical language are
encouraged because they increase the likelihodelnpsiwvill understand their medical
instruction. This is essential because when apadiees not understand their medical instruction
they are more likely to have poor health outcomesabse of simple mistakes like misusing their
medication. These preventable mistakes can leegthiospitalization, which incur even greater
costs to health systems because as previously onedtthose with LHL often lack health

insurance (Kutner et al., 2006).

The Schwartzber et al. (2007)’s stadganded the list of patient-provider
communication techniques recognized to combat LHie study shows how frequently the
recommended techniques are used by different healehproviders. According to the study 288
of 304 or 94.4% of providers reported routinelyngssimple language. In the study, 99.2% of
the health care professionals reported having purated at least one of the identified
communication techniques routinely in their clinipeactice. Additionally, 70.7% of participants
reported using five or more communication technsquest of the time or always

(Schwartzberg, Cowett, Vangeest & Wolf, 2007). ther complete list see Tablel.



The study indicates using simple laage, handing out printed materials, speaking
more slowly and reading instructions aloud weremtost regularly used strategies. However,
certain techniques and strategies recommendeduserkless routinely and of the more
advanced techniques examined; none were used layaagity of those surveyed. For example,
only 39.5% of the health care professionals roitineed the teach-back technique

(Schwartzberg et al., 2007).

The Teach-back Technique

As mentioned some of the recommended techniqugshfgicians and medical staff are
speaking slowly, using simple language, readingt@riinstructions aloud and explaining them,
however only the teach-back technique checks forprehension. A teach-back is medical term
used for a patient comprehension technique, wisiclséd to evaluate a patient’s understanding
of information and instruction. A teach-back invedva doctor, nurse, pharmacist etc. asking
patients to repeat the medical information andusions they were just given in their own
words. The teach-back entails the provider usingmem ended question like, “how would you
explain the directions/information in your own we®i or “how would you explain the
direction/information to a friend?” to replace ttlese-ended question, “do you understand?”

This technique has been reported as being a miaetieé way of checking for comprehension.

Schillinger et al. (2003) showed thsing the teach-back technique to assess
comprehension was associated with better glyceomtral for patients with diabetes. This study
implies teach-back technique is directly relatedriproved health outcomes. In addition to
improving retention of information, the teach-baekhnique provides an opportunity to correct

any misunderstandings and reiterate critical infatian that was not remembered. However the



study found that physicians rarely checked for cahension, less than 25% of time for across

the board.

In a study on communication techniques for pasievith LHL, using simple language
was (Schwartzberg et al., 2007) reported as anelytused technique 94% of the time, speaking
slowly was reported 67% of time, reading instructédoud was reported 59% of the time, but
teach-back was only reported as used routinely 8Bfte time. According to Jager and Wynia
(2012), some physicians are only giving teach-bagkmatients from the demographic groups
where lower literacy is more common. This studygasgs those outside of these demographic

groups are not getting the necessary care.

Schwartzberg and his colleagues (2007) show tleabitigest discrepancy between a
communication technique and its perceived effeoegs was the use of the teach-back
technique. Physicians reported using the teach-teatinique routinely 35% of the time,
Pharmacists and RNs reported 27.7% and 60.5% itagglgcThe teach-back technique ranked
3rd highest for perceived effectiveness of the commigation strategies listed in the study.
Simple language was perceived as the most effeati9é.1%, followed by asking if patient
would like family member present at 92.9% and teaatk at 92.8%. While the teach-back
technique is perceived as effective it is not reggmbas being routinely used with similar
percentages as other techniques. The teach-bdukiqee had 39.5% routine use compared to
92.8% for perceived effectiveness. According ie #tudy the teach-back technique has the
greatest disparity among strategies for effectigsrand routine use (Schwartzberg et al., 2007).
Because of the disparity between effectivenessaatuhl usage of the teach-back technique

studies testing ways to increase usage of teadkskzae important to combating LHL.



The Joint Commission recommends curresdlls for a universal approach to addressing
health literacy issues (The Joint Commission, 200 His approach expects that providers are
using the recommended techniques with every pdimeytsee. While it is true all patients would
benefit from the recommended techniques includmegt¢ach-back technique, some patients
need additional care. Also studies show providegsiat consistently using the communication
techniques therefore finding ways to make surertigeies are used with greater frequency with
patients at the LHL levels is essential The urgakapproach can break down if physicians are

only using the some of the techniques some ofithe. t

Perhaps this is due to the additiomaétit teach-back takes to administer; time is cied
one of the greatest barriers to implementing ih(i8hting et al., 2007; Welch, VanGeest &
Caskey, 2011). Because of time restraints it n@ybe possible to use the teach-back with all
patients, and while everyone would benefit fromereing a teach-back, those who suffer from
LHL would benefit most. Studies also show certachniques are used regularly when providers
become aware of the problems surrounding LHL, eixfmegeach-back (Schwartzberg et al.,
2007). As a result, some have called for the implatation of screening of health literacy in
primary care to help clinicians better identifyrest patients and to trigger the teach-back
technique (Chew, Bradley & Boyko, 2004; Jeppesayl& & Miser, 2009; Johnson & Weiss,

2008; Nielson-Bohlman et al., 2004; Weiss et &05).

Health Literacy Screening and the NVS

Health Literacy screening to tailor communication

In practice, health providers often use physicalrabteristics as a quick and dirty way to

estimate the health literacy level of the patiéintan be inaccurate to predict an individual's



health literacy level based on demographic treadd,thus healthy literacy screening tools must
be implemented to identify individuals with LHL. &main benefit of screening patients
individually is to allow staff to tailor messages those who have the hardest time

understanding health information (VanGeest, Weickyeiner, 2010).

Tailored messages are defined as those individuedfyed based on the unique
characteristics of each person (Hawkins, Kreutesritow, Fishbein, & Dijkstra, 2008). Wolf et
al. (2007) suggest that knowing a patient’s litgriewel leads to the proper, “allocation of health
education and care management resources” (p. Tx9pite the potential benefits of tailoring
communication there is resistance to implementthdiééracy screening by health professionals.
Screening allows for a formal identification of jgaits at highest risk of having LHL. Health
systems that want to go beyond the universal approan implement health literacy screening
tools on a clinical level to determine the heailigracy levels of their patients in order to tailor
their messages most appropriately. All patientslasatill receive recommended strategies;

however, those patients identified as having mes¢r® levels would receive increased care.

Possible obstacles to screening

Lack of time to screen patients is listed asniiaén obstacle to formal health literacy
programs (Schlichting et al., 2007). Schlichtingket(2007) reports that sixty five percent of
physicians cited lack of time. Another major camcassociated with health literacy screening is
patients being negatively stigmatized and feelimanse (Johnson & Weiss, 2008). The data
produced by Wolf et al. (2007) revealed that 22%atfents would feel embarrassed about low
literacy being documented in their medical chaddiionally, 47.8% of patients at the lowest

HL level, below third grade level, acknowledged ing\felt shame or embarrassment about their



difficulties reading. When asked if they would mebarrassed about that information being

documented 35% answered in the affirmative (Wo#lgt2007).

However, there is research indicating this conéenot realized in all situations.
Vangeest et al. (2010) asserts patients welcoméhHearacy screening and feel their health
literacy level is important information for provideto haveln the study more than 90% of
patients with LHL reported it would be helpful fitvre doctor or nurse to know they did not

understand some medical words. In this study th& MMs used to assess patient health literacy.

Health Literacy Screening Tools

There are a variety of health literacy screenimgstthat provide a way in which health
care providers can assess the health literacy tétakir patients, for instance the Rapid
Estimate of Adult Literacy in Medicine (REALM), thieest of Functional Health Literacy in
Adults (TOFHLA), the shortened version of the TORH(S-TOFHLA) and the Newest Vital

Sign (NVS) are the literacy assessment tools useldalth care setting.

The Newest Vital Sign

The NVS was designed by Barry Weiss MD and hissegjles (2005). The NVS
consists of six questions that can be answereddsriining information from a “Nutrition
Facts” label from a pint of ice cream in order $se@ss the reading and numeracy skills of
patients (Weiss, 2005). To administer the scregtool patients are given a full page copy of
the label, and an “interviewer” reads the questams records whether the patients answer
correctly or incorrectly on a score sheet. Therwiewer then sums the number of correct
responses to produce a health literacy score rgdghm zero to six. If a patient was not able to

answer any or only one question correctly the patas a high likelihood to have LHL. If the
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patient is able to answer two or three questiomgectly it indicates that LHL is possible for that
patient. If the patient is able to answer four @renquestions correctly than the patient almost

always has adequate health literacy (Osborn e2@0.7).

To develop the NVS, the creatorgafigrtested potential scenarios and questions on
over 1,000 patients (Weiss et al., 2005). The ficetnarios tested were developed by a panel of
health literacy experts (Weiss et al., 2005). Baeld from patients, interviewers, and data
analysts about the clarity and ease of scoringeais were used to refine the scenarios and
guestions used to assess health literacy. It iscbase scenario (i.e. ice cream nutrition label)
with six questions. That scenario included six tjoas that could be answered using the
information from an ice cream nutrition label (Weeet al., 2005). For instance, the first question
on the NVS asks if one were to eat the entire ¢oetaf ice cream, how many calories would
the person ingest. This requires the participané&al the label, see there are four servings per
container and 250 calories per serving. To ansieeqgtiestion correctly 250 would need to be
multiplied by four to give the correct answer ddd0Q calories. The number of correct items on

the NVS ranged from O to 6. Additionally, the NM&s developed in both English and Spanish.

The NVS was shown to have a good iatezansistency in English (Cronbaalpha=
0.76) and criterion validityr(= 0.59,p <.001), just as the Spanish NVS (Cronbalgha= 0.69),
(r =0.49,p <.001). And it takes less time to administer N\é@@npared to other traditional health
literacy indices. The average time required to aulster the NVS in English was 2.9 minutes
(SD=1.2 minutes; range = 1.5-6.2 minutes). The avetiageto administer the Spanish NVS

was 3.4 minutesSD=1.2 minutes; range = 2.1- 8.2 minutes).



11

Osborn et al. (2007) created a stodyompare the performance of the NVS with
REALM and S-TOFHLA screening tools. During the stude NVS and REALM were given to
over 100 patients, and the NVS and S-TOFHLA to ) patients in public clinics (Osborn et
al., 2007). The study concluded that the NVS béjigdentified patients at risk for LHL as it
correctly identified almost all patients with LHIs determined by S-TOFHLA € 0.61,p <

.001) and REALM (= 0.41,p < .001) (Osborn et al., 2007).

Johnson and Weiss (2008) conducteddydb determine approximately how long the
NVS takes to deliver. They administered the NVS&dEnglish speaking patients in an
outpatient primary care clinic and used a stopwaidime how long it took to administer the
test. According to the study the average time tamlete the NVS was 2.9 minutes (95%
confidence limit, 2.6-3.1 min). Whereas the TOFHiakes 18 to 22 minutes and the S-
TOFLHA takes seven to ten minutes to administdre REALM can be administered in less
than three minutes but is only available in Engésl is only a word-recognition test that
doesn’t assess numeracy skills. The researcherseported that the NVS’s area under the
ROC curve for predicting LHL was 0.88 for Engligda071 for Spanish. They concluded that
was the NVS was brief enough to be consideredimayy care practices (Johnson & Weiss,

2008)

Shah et al. (2010) determined the N\&&'septability and timeliness in various
suburban, urban, and rural primary care settingsuRs discovered that one’s health literacy
status can be assessed in less than 3 minutetheitvS. The NVS was widely accepted by

patients and produces results comparable to dteexdy tests.
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Welch et al. (2011)’'s study found that, only sntimlle and cost constraints were
associated with implementing NVS screening. Howdlvey found that continual training was
required to ensure the NVS and best communicatiactiges were being utilized properlg
the study all patients completed the NVS as pait thtake procedures under the guidance of
nurse coordinators and clinic staff and scores watered into the patient’s medical record.
Patients completed the NVS on their own, with clistaff available if they needed assistance
with instructions or clarification. Once the NVS sveompleted it was returned to the in-take
staff, scored and entered into the patient’s médezord.

Welch et al. (2011) reported that the time requtcedand out and instruct patients how
to use the NVS was less than 30 seconds, andngdtwe NVS and inputting that score into the
medical record took, on average, less than 2 msnu@nce the score had been reported to the
physician, they reported an increase between ad5aninutes during patient office visits
because of tailoring communication to the patielitesacy level and assessing patient
comprehension.

Physicians also indicated that staff training anglementing the NVS increased their
awareness of the importance of health literacytaildred health communication during
physician/ patient interactions (Welch Vangeest&key, 2011). Additionally, the majority of
physicians noted their inability to correctly idépindividuals with limited health literacy
without results from the NVS. 66.7% of physiciaaported using the NVS to identify patients
with LHL enabled them deliver higher quality caoetheir patients and helped them tailor their
communication by using the recommended technichesassess comprehension (i.e., teach-
back, simple language). However, there was a “Bagmt learning curve in the actual

implementation of these techniques” (p. 286) asjugns eventually stopped using these
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recommended techniques and reverted back to tbeial (pre-intervention) care processes and
health communication behaviors (Welch et al., 2011)

In Schlichting et al. (2007)’s study of providepsrceptions of limited health literacy in
community health centers of the 321 providers. Té%ponded formal health literacy screening,
and providing appropriate services based on thhaesing would be somewhat to very helpful,
while only 7% said it would not be helpful at édditionally, Seligman et al. (2005) concluded
in their study that when physicians were notifiédheirs patients’ LHL, by using the S-
TOFHLA to assess patient literacy, they used thmmanication strategies more frequently.
Additionally, physicians also felt screening wasfusin 64% of their patient visits. However,
when physicians were notified of patients LHL thygicians were less satisfied with their
visits. Also, results demonstrated that 62% ofgoma$ had their health literacy level
overestimated by their physicig8eligman et al., 2005).

Vangeest et al. (2010) specificallydstd patients’ perceptions of the NVS and found
patients were accepting of it. According to thedgt95% of patients did not have a problem
with screening for health literacy within a primargre setting. Every participating patient
responded that screening was not a waste of ther Additionally, 96% were not upset about
having to take the NVS as part of their intake ferifthe most important finding was that 100%
of patients reported that screening did not eleslings of shame. Lastly, 97% of patients
answered in the affirmative when asked if they wlaeicommend clinical screening to improve

care.

According to the study on the patient’s shame aatet with the REALM health literacy
screening tool, patients remained receptive torgatheir doctors and nurses aware of they did

not understand medical terminology. Data from tine\s reveals that 95% of patients think it
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would be at least somewhat helpful if doctor knbeytdid not understand some medical words
(Wolf et al., 2007). Even after pointing out theqrial for causing feelings of shame, Wolf et
al. (2007) still suggest, testing for a patientesracy level is justified because patients with LHL
ultimately need more than the other patients. Mldtstudies corroborate these findings. DeWalt
et al. (2011) found their participants were condble having their literacy assessed using the

REALM and TOFHLA.

For this reason, the NVS can be an efficient amdii@te health literacy screening tool
that can be used before meeting with the heald maoviders. This study, thus, uses NVS to
assess patient health literacy to first determmg, hf at all, provider’s tailor their
communication. Additionally, it will be investigatdhow reporting NVS scores impacts patients’

satisfaction with and perceptions about providenewnication. This study will give insight into

how an NVS score aids in tailoring communicationgatient need.

Methods

Participants

Participants were 1) pediatricians and 2) parenteagnized guardian of patients from
the Sixteenth Street Community Health Centers (SSdR Milwaukee, Wi, where thpatient
population is largely low-income and Hispanic. Theee participating pediatricians were
located at the Parkway Health Center, one of se&3&HC locations. For a parent or guardian
to be selected for participation their child neettelave an appointment scheduled with one of
the three participating pediatricians. In totd@,garent/guardians participated in the study, 51

parent/guardians participated in pre-interventionditions and 41 participated in post-
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intervention condition. They were recruited in thating room upon arriving for their

appointment with a physician at the Parkway locatbthe SSCHC.

Procedures

The study consisted of a pre- and a post-intefmemondition. Participating
parent/guardians followed the same procedure dumirly pre- and post-intervention conditions.
Once a parent/guardian approached the front desidck in with one of the participating
pediatricians they were directed to a bilinguakeesh assistant who explained the project. A
bilingual research assistant explained that padian would require a health literacy
assessment and a short “yes or no” questionndeetakir appointment. The researcher
emphasized the health literacy assessment andappstatment questionnaire were aimed at
improving provider care, and would take very litilae to complete. After consent was given
the researcher assistant administered the NVS. DiddVS (seéppendix Afor the score sheet
andAppendix Bor ice cream label) was completed and scoregdnent/guardians then
proceeded to their appointments. When appointnemtsluded parent/guardians had to exit
through the waiting room where they then compléiedquestionnaire. This questionnaire
targeting parent/guardians asked for instance venethnot their medical provider used plain
non-medical language, encouraged questions, shmsedct for what they had to say, and
whether the provider had spent enough time witlpdrent/guardian, as well as their satisfaction

level of the meeting with the doctor. For the céetg questionnaire, ségpendix C

For the three participating pediatricians the fwilog procedure was implemented.
Before the pre-intervention condition the researchet with the pediatricians at the SSCHC.

During this meeting the researcher reviewed whaptioject would require them to do, the
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concerns related with LHL, and the recommended comeation techniques including teach-
back. During the pre-invention condition the peditéins were simply alerted which patients
required them to answer a short post-appointmesstgpnnaire and patients’ NVS scores were
not reported to the pediatricians. The intervent@s on the information in the Health Literacy
Universal Precautions Toolkit. The Agency for Heae#tre Research and Quality commissioned
the University of North Carolina at Chapel Hilldevelop and test the Health Literacy Universal
Precautions Toolkit (DeWalt et al., 2010). It allowractitioners to implement and assess how
they account for health literacy issues. Duringititervention physicians were given the print
outs of Tool 4 “Tips for Communicating Clearly” aidol 5 “The Teach-back Technique.” Tool
4 specifically highlights making eye-contact, spagkslowly and using non-medical language,
and using a teach-back to check for comprehensimng others. Tool 5 specifically explains
the teach-back technique purpose and suggestionsiftg it. Seéppendix Dtool 4) and
Appendix Htool 5) for the print-outs given to the pediatuits as part of the intervention

between conditions.

After completing data collection in pre-intervemtioondition a two-week there was a
two-week reflection period as required by the Arami Board of Pediatrics. During this
reflection period the intervention was deliveréthe intervention involved health provider
education about 1) health literacy & NVS scores 2ndealth provider communication
techniques including the teach-back techniquet,Rhie participating pediatricians were told that
in the next stage of the study, the NVS score eif thatients would be reported prior to their
meeting. The researcher then explained how topreeNVS results; explaining that a score

ranging from one to three would be written in redtloe patients’ label that indicates their name,
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date of birth, insurance carrier and primary phgsicThe label is required for patients to leave

the waiting room and enter their examine room.

During the second part of the intervention, comroatidon techniques, specifically the
teach-back were reemphasized. Once the post-imionecondition began patients’ NVS scores
were reported to the pediatricians before thearauttion with the patient. Similar to the pre-

intervention condition, questionnaires were fild by the pediatricians after the interaction.

M easur es

The NVS scores patients’ health literacy with desé@m zero to six. Based on the score
the patient is determined to in one of three hdaéhacy levels. During the intervention in
between conditions the researcher explained arfditated a high likelihood of LHL. If the
patient answered two or three questions correct®y/ avould be written on the label, which
indicated the possibility of LHL. If a patient anssed four or more answers correctly then a “3”

is written on the label, which indicates adequagalth literacy.

To assess patients’ evaluation on doctor-patiemngunication, patients filled out a
guestionnaire right after meeting with their doc®oth parent/guardian and physician
guestionnaires were provided by the American Badfelediatrics (ABP). As stated, the
guestionnaires ask specific yes or no questiongtahe provider's communication during the
appointment. The questionnaires were crafted ®™BPs Health Literacy Performance
Improvement Module (PIM). ABP PIMs are web-basmulg that enable pediatricians to
implement improvements in clinical care using dyatnprovement methods. PIMs guide
pediatricians through the process of collecting amalyzing practice data over time and

documenting improved quality of care (ggpendix C & Appendix)E
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To assess the parents’ perception on pediatric@mmunication when the appointment
with their pediatrician was over they answered st{gxamination questionnaire. The bilingual
research assistant approached the participanttbagdeft the examination room and were in the
lobby. The questionnaire contained several questmout their pediatricians’ communication,
for instance, “Did this provider use medical woydsl did not understand?” and, “Did this

provider encourage you to ask questions?” fqgeendix G.

A 5-point Likert scaled satisfaction scale has badted because patient satisfaction is
crucial to consider when adding additional intakecpdures, especially ones with potential to

induce negative emotions (sappendix F.

To assess the pediatricians’ evaluation on their parformance, when the patients’
label indicated their parent/guardian as a paditipthe pediatrician would answer eight yes or
no questions on the provider-targeted questionngoeinstance, the questionnaire asked “Did
you confirm the patient’s understanding by using‘tieach-back” method during this visit?” and

“Did you use plain (non-medical) language when kpgpto your patient?” (se&ppendix G

Data Analysis

In total, three pediatricians and 92 parent/guaigijgarticipated. 51 parent/guardian
participants were in the pre-intervention conditéord 41 participated in the post-intervention
condition. 59 parent/guardian participants complébe NVS in English, while 33 completed it

in Spanish.

The mean NVS of all 92 parent/guardian participavas 2.9 D= 1.61). the mean of
NVS scores was 3.08D= 1.61) In the pre-intervention condition and 2(3® = 1.73) in the

post-intervention. An independent sample t-test wia to see if the pre-existing difference in
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the level of health literacy between pre- and poErvention conditions was significant. Results

indicate an insignificant difference in the conalits,t(90) = 0.63p = .531.

To test the hypotheses, pre-intervention and pustyvention conditions were compared
using a chi-squared and t-tests. After the inteiearthe pediatricians did increase their use of
the teach-back technique. In the pre-interventmmddion of the 51 parent/guardian participants,
pediatricians responded using teach-back methall with only 5.9% of participants(= 3).
Intervention successfully changed doctors’ behaviorthe post-intervention condition, of the
41 parent/guardian participants, pediatricians mggousing teach-back with 26.8% of parents,

/(1) =7.7 p=.0025.

When the pediatricians were asked if they encourggestions and asked “what
guestions do you still have” rather than “do youéany questions” in the pre-intervention,
pediatricians said yes for 90.2% of parents inteadn = 46). In the post-intervention
condition, pediatricians reported yes for 87.8%afents interaction?(1) = .134;p = .48,

suggesting insignificant difference between condki

Additionally, after the intervention pediatriciadgl not increase the frequency with
which they summarized important information to emembered in three to five main points. In
the pre-intervention condition, pediatricians resged using this technique with 94% of patients
(n = 48) and in the post-intervention pediatriciasedithe technique with 90% of the patients (
=37),74(1) = .485;p = .379. When asked if they used plain, non-medaajuage pediatricians
responded yes in all cases, 100% of the time, inatie pre-interventiomn(= 51) and post-

intervention 6 = 41) conditions.
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Parent/guardian participants did not report a ficant decrease in pediatrician’s using
confusing medical jargons from the pre-interventiothe post-intervention condition. During
the pre-intervention condition parent/guardianipgrants were asked if the doctor used any
medical jargon they did not understand, 86.3% nedped no i§ = 44). During the post-
intervention condition 90.2% of parent/guardiantisgrants responded na € 37),5° (1) =

.340;p = .401

Similarly participants did not perceive any sigeéiint increase in neither the frequency
with which their doctor encouraged them to ask tioes, (1) = .613;p = .418, nor in whether
they felt listened to after the interventiofi(1) = 2.49;p = .166. When parent/guardian
participants were asked if the doctor encouragenhtto ask questions participants responded
yes 98% of patients1(= 50) in the pre-intervention condition and 95%6=(39) in the post-
intervention condition. When asked if they felt thector listened carefully to what they had to
say, 94.1% responded yes in the pre-interventiowlition (h = 48) and in the post-intervention

100.0% said yeqE 41).

There was a significant increase in whether thergéguardians felt the doctor spent
enough time with them after the intervention. Warent/guardian participants were asked if
the doctor spent enough time with them they respdrygs 88% of the timea & 45) in the pre-
intervention condition. In the post-interventiomddion every participant responded yas=(

41), 5% (1) = 4.34;p = .046.

Parent/guardian satisfaction also increased dfeemtervention. The average

satisfaction response was 4.@(= 0.6) in the pre-intervention condition and 4S®DE 0.3) in
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the post-intervention. The t-test revealed thesis & significant difference between the pre- and

post-intervention condition$(77.1) = 2.67p =.009.

Discussion
The problems associated with low health literacyehgained considerable attention and
are recognized as a legitimate health concern.thiess investigated whether an intervention
and reporting the health literacy levels of pasembuld increase the use of recommended

communication techniques, specifically teach-bauk farther promote patients’ satisfaction.

Results from the current study indicated that tegudency of teach-back increased after
the intervention. The teach-back technique operdem effective means to check patients’
comprehension of medical instructions and infororaand patients’ comprehension is essential
to avoid the negative consequences associated ttith However, while the teach-back
technique is recognized as effective, studies atdicare use (Schillinger et al., 2003;

Shwartzberg et al., 2007).

On the other hand, none of the other techniquesdstrated a significant increase.
Although further studies are needed, this resuit beaexplained with a ceiling effect. Most of
the techniques were used close to, if not over 80%itne even before the intervention. That is,
most of the scores in the pre-intervention conditi@re already too high providing little room
for improvement. For the pediatrician’s evaluatithmee items included encouraging questions,
summarizing things to remember in three to five geints and using plain non-medical
language demonstrated higher than 90% in the peeviention condition already. Similarly for
patients’ evaluation, the doctor listening cargfulélt encouraged to ask questions, and doctor

spending enough time with them were already ovét 80the pre-intervention condition.
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The results show that the pediatricians were ajreéathg most of the recommended
techniques at a high frequency without having thalth literacy scores of patients reported or
any formal training on health literacy. It canédelained with at least two reasons. First, the
health center was located in a community whereilm@me Latino population is large majority
of their patient population. It is possible thahajority of patients in the clinic are at risk for
LHL. Perhaps, doctors were already using the conication techniques regularly with patients
who likely have LHL. In a way, the universal appcbavould work fine in these communities
where patients are relatively homogeneous in t&inhealth literacy, where the benefit of
tailored communication based on health literacgeaing is minimized. Secondly, we may be
observing the hawthorn effect. Even in the prerirgation condition, the pediatricians practiced
desirable techniques, perhaps because they knéthdiaperformance was being monitored.
However, this would not explain why then the teaelek technique was still used at a low

frequency during the pre-intervention condition.

The Joint Commission and others have recommendedhéalth providers use universal
precautions, assuming that all patients have LHteiad of testing patient’s health literacy levels
(The Joint CommissionThe current study showed that universal approachwaak fine with
techniques that providers already use frequentiyil&ly to Shwartzberg, (2007)’s finding, we
also found that using simple language was alresayuently practiced (94% in Shwartzberg,
2007; 86.3% as reported by patients in the custmty) and did not have enough room for
further improvement. However, skills that are metjiently used such as teach-back may be
more efficiently encouraged to be utilized whenvers are given the health literacy score of
each patient. Before the pre-intervention condjtadthough doctors were specifically educated

about teach-back techniques, it was only used 5v@bo of patients. However, when such
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education was accompanied by health literacy sorgdast, the use of teach-back was increased
significantly (26.8%). Although using teach-backyniee considered time-consuming, knowing
which patients are at a high risk of having LHL nsacourage providers to use teach-back more
often, further resulting in patients feeling moatisfied with their care. Because reporting the
NVS score increased the use of the teach-backutive@ suggest more research on
implementing screening for limited health literdmcause it can help providers improve their
identification of high-risk patients and furtheldéa communication to those patients by

evaluating patients’ understanding with a teach<bac

Additionally results show that patient satisfactadso increased after the intervention.
This is an important finding because of the conedinat shaming and isolation (Wolf at al.,
2007), which would decrease patient satisfactiomaasociated with assessing patient literacy.
This study suggests assessing patients’ healthdijeactually made patients more satisfied with
their care. Because satisfaction was not affecégitively by administering the NVS concerns

about it stigmatizing patients can be eased.

This study provides several practical implicatibmshe health professionals. First, this
study adds empirical evidences of benefits théizung health literacy screening tool,
specifically NVS can bring. Pediatricians usedttach-back more often and patients were more
satisfied with their care. Secondly, this studyles more practical information of practicing
health literacy tool in the actual health centetirsg. The NVS took approximately three minutes
to administer and score. Patients seemed verysatwith being assessed and did not complain

once they knew it was to improve their pediatriSasommunication.
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Limitations and Futur e Studies

This study has some limitations that future studiesuld address. First, while the
pediatricians were made aware of health literasyas and the teach-back technique before the
pre-intervention, future studies should assespdaatricians’ awareness of health literacy
related issues and knowledge prior to running aqpgements as this was not done in the current
study. Future study should replicate this studyhwdrious health centers located in various
communities, as the current findings may not applyommunities where health literacy levels
of patients are more heterogeneous. Future stsmdd also take into account the reason for
the patient visit as the type of medical informatiprovided by health professionals may be
different depending on whether the patients hawanic illness compared to an acute illness.
Another limitation of this study was the relativelynall sample size. The results would have
more external validity if there would have beemér sample. However, due to restrictions for
the research team there was only a limited amadutimhe to collect data. Lastly, in order to get
access to the patient population researchers wgrered to use the approved ABP
guestionnaire. The questionnaire was binary aslit allowed for “yes” or “no” responses.
While yes no questions made it easier for partitip#o answer, it made the results less

descriptive. Further studies should craft andttest own measures.

Conclusion

In conclusion some indicators demonstrated thairtteevention did not make any
significant differences. However, it would be taolg to conclude that using health literacy
screening measure itself is inefficient, becausditidings indicate possibility of ceiling effects.

Furthermore, during the post-intervention parergtfdian satisfaction and the chance of a teach-
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back increased. Because teach-back is such arnie#feomprehension technique any measures
to increase its use are encouraged. Thus, | belimre research should be conducted to create

more efficient intervention and screening measargsevaluate them.
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Tables

Tablel. Rank order of communication techniquesimelyt used by respondents

Technique Frequency of Use
Using simple language (avoid technical jargon) 4.7%
Handing out printed materials to patients 70.3%
Speaking more slowly X 67.3%
Reading aloud instructions 59.1%
Writing out instructions 44.5%
Presenting 2 or 3 concepts at a time and checkingrfderstanding 44.1%
Asking if patient would like family member to bediiscussion 39.5%
Asking patients to repeat information, teach-badthhique 39.5%
Underlining key points in patient information hamtio 38%
Having patient follow up with office staff to rewieinstructions 23.6%
Drawing pictures 15.1%
Following up with telephone call to check underdiag/compliance 12.4%

Note. Table taken from Schwartzberg, Cowett, Vasg&eNolf (2007)
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Table2. Differences between pre and post intergartondition in terms of doctors report on
their own communication with parents

Question Conditon n % y? p

Did you confirm patient’s understanding Pre 3 5.9 7.7 .0025

using the “teach back” method?
Post 11 26.8

Did you encourage questions and ask “What Pre 46 90.2 .134 A48
guestions do you still have?” (rather than ‘Do

you have questions?’)? Post 36 87.8

Did you summarize what you want the Pre 48 94.1  .485 379
patient to remember in three to five key
points? Post 37 90.2

Did you use plain (non-medical) language Pre 51 100 n/a n/a

when speaking to your patient?
P gioy P Post 41 100

Note. Numbers for “n” and “%” indicate the numbpe(centage) times the doctors responded
“yes” to each question.
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Table3. Differences between pre and post intergartondition in terms of parents’ evaluation
on pediatrician communication

Question Conditon n % y? p

Did this provider use medical words you did  Pre 7 137 .340 401
not understand?

Post 4 9.8
Did this provider listen to you carefully? Pre 48 4. 2.49 48

Post 41 100

Did this provider encourage you to ask Pre 50 98.0 .613 418
guestions?

Post 39 951
Did this provider spend enough time with Pre 45 90.0 4.34 .046
you?

Post 41 100

Note. Numbers for “n” and “%” indicate the numbpe(centage) of participants who responded
“yes” to each question.
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Appendix A — The Newest Vital Sign (NVS)

Questions and Answers

READ TO SUBJECT: ANSWER CORRECT?
This information is on the back of a container of a point of ice cream. yEs no

1. If you eat the entire container, how many calories will you eat?
Answer: 1,000 is the only correct answer

2. Ifyou are allowed to eat 60 grams of carbohydrates as a snack, how much ice
cream could you have?
Answer: Any of the following is correct: 1 cup {or any amount up to I cup),
half the container. Note: If patient answers “two servings,” ask “How much ice
cream would that be if you were to measure it into o bow! 77

3. Your doctor advises you to reduce the amount of saturated fat in your diet.
You usually have 42 g of saturated fat each day, which includes one serving of
ice cream. If you stop eating ice cream, how many grams of saturated fat would
you be consuming each day?
Answer: 33 is the only correct answer

4. If you usually eat 2,500 calories in a day, what percentage of your daily value
of calories will you be eating if you eat one serving?
Answer: 10% is the only correct answer

READ TO SUBJECT:
Pretend that you are allergic to the following substances: penicillin, peanuts,
latex gloves, and bee stings.

5. Is it safe for you to eat this ice cream?
Answer: No

6. (Ask cnly if the patient responds “no” to question 5): Why not?
Answer: Because it has peanut oil,

Mumber of correct answers:

Interpretation

Score of 0-1 suggests high likelihood [50% or more) of limited literacy.
Score of 2-3 indicates the possibility of limited literacy.

Score of 4-6 almost always indicates adequate literacy.



Appendix B- Ice Cream nutrition label

Nutrition Facts
Serving Size

Servings per container
. T T A O = I S e g i W

Amount per serving
Calories 250 FatCal 120

%DV
Total Fat 13g 20%

Sat Fat 9g 40%
Cholesterol 28mg 12%
Sodium 55mg 2%

Total Carbohydrate 30g 12%
Dietary Fiber 2g
Sugars 23g

Protein 4g

*Percentage Daily Values (DV) are based on a
2,000 calorie diet. Your daily values may

be higher or lower depending on your

calorie needs.

Ingredients: Cream, Skim Milk, Liquid
Sugar, Water, Egg Yolks, Brown Sugar,
Milkfat, Peanut Qil, Sugar, Butter, Salt,
Carrageenan, Vanilla Extract.




Appendix G- Patient Questionnaire on perception of provaenmunication

Health Literacy Parent Visit Form

Information in shaded area are not entered into data system

Patient Name:

N

Date of Birth (MM/DD/YYYY)

Name of Provider for today’s visit:

SRR,

Date of Visit (MM/DD/YYYY)

We would like your honest feedback. Please answer these questions about today’s visit.

37

1. Did this provider seem to know the important information about your Yes No
child’s medical history?
2. Did this provider explain things in a way that was easy to understand? Yes No
3. Did this provider use medical words you did not understand? Yes No
4. Did this provider show respect for what you had to say? Yes No
S. Did this provider listen carefully to you? Yes No
6. Did this provider encourage you to ask questions? Yes No
7. Did you talk with this provider about any of your child’s health problems or | Yes No
concerns?
If YES, please answer these two questions; if NO, answer N/4 to Questions 7a
and 7b and go to Question 8.
o _ _ ) . ) Yes No N/A
a. Did this provider give you easy to understand instructions about taking care
of these health problems or concerns?
b. Did this provider ask you to describe how you are going to follow these Tes No NiA
instructions?
8. Does your child take medicine regularly? Yes No
If YES, please answer these two questions; if NO, answer N/4 to Questions Sa
and 8b and go to Question 9.
a. Did you bring to this office all of your child’s prescription medicines? Yes No N/A
b. Did anyone in this office look at your child’s medicine bottles AND talk
o o Yes No | N/A
with you about these medicines’
9. Were you given any written information today? Yes No
If YES, please answer Question 9a; if NO, go to Question 10.
_ ) _ _ Yes No N/A
a. Was the written information you were given easy to understand?
10. Did this provider help you set a personal goal to improve your child’s Yes No
health?
If YES, please answer Question 10a; if NO, go to Question 11.
' ' ) Yes No N/A
a. Did you and your provider agree today on at least one action that you or your
child plan to take to meet one of your child’s health goals?
11. Did this provider spend enough time with you? Yes No



Appendix D- Intervention Education Materials: Communicatiethniques

Tips for Communicating Clearly

Tips for Communicating Clearly

Overview

Patients often need to remember several things when they leave a primary care
practice. Communicating effectively with patients is important to ensure:

= Patient safety.

« Patient self-management.

« Efficient use of time.
All levels of communication are important, whether it be for diagnostic purposes,
taking medication correctly, preparing for lab work, home care, followup, or
scheduling appointments. Clear oral communication strategies help patients feel
more involved in their health care and inerease their likelihood of aceepting
recommendations.

Purpose
To introduce effective oral communication strategies and offer suggestions on

how to increase staff awareness as they interact with patients. This tool is for the

entire health care team.
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Testimonial ,

“QOur practice implemented this tool by giving the Communication Self As-
sessment worksheet to 11 physicians and asking them to complete it and rate
their communication skills. It was interesting to note that 80 percent re-
corded that they had good communication skills with their patients, yet over
one-third of them reported that they did not verify that patients understood
the directions before leaving the office (e.g., teach-back). We then asked
them to fill out the assessment after each of the next few patient visits. The
results improved, but what was even more important was that several com-
mented that they liked the tool because it reminded them about skills to use
for good communication and consequently they were more aware of them
when they went in to see their next patient.”

-MD, family practice teaching facility

Health Literacy Universal Precautions Toolkit
AHRQ Pub. No. 10-0046-EF
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Appendix D cont.

Tips for Communicating Clearl

Action
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Key communication strategies.

¢ Warm greeting: Greet patients with a smile and a welcoming attitude.

¢ Eye contact: Make appropriate eye contact throughout the interaction.

¢ Plain, non-medical language: Use common words when speaking to
patients. Take note of what words they use to describe their illness and
use them in your conversation.
Slow down: Speak clearly and at a moderate pace.
Limit content: Prioritize what needs to be discussed and limit
information to 3-5 key points.

o Repeat key points: Be specific and conerete in your conversation and
repeat key points.

O Crapllics: Draw pictures. use illustrations, or demonstrate with 3-D
models.

¢ Patient participation: Encourage patients to ask questions and be
involved in the conversation during visits and to be proactive in their
health care.

¢ Refer to Tool 14: Encourage Questions % for guidance on how
to encourage your patients to ask questions.

¢ Teach-back: Confirm patients understand what they need to know and

do by asking them to teach back directions.
¢ Refer to Tool 5: The Teach-Back Method™ for more guidance
on how to use the teach-back method.

Tips
Strategies to Remind Staff About Communication Skills

» Key communication sirategies poster.[5

, ¢ Hang poster in various locations.
« Staff bulletin board messages.

| ¢ Include key points and update regularly.
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Appendix E- Intervention Education Materials: The Teach-back

The Teach-Back Method

The Teach-Back Method

Overview
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Studies have shown that 40-80 percent of the medical information patients receive
1s forgotten immediatclyI and nearly half of the information retained 1s incorrect.”
One of the easiest ways to close the gap of communication between clinician and
patient is to employ the “teach-back™ method, also known as the “show-me”
method or “closing the loop.™ Teach-back is a way to confirm that you have
explained to the patient what they need to know in a manner that the patient
srvelnectande Datizoas ol e bman A ien e pr mmmsfasayad vk (e s laie 2b bl b
“Illlcl Jll.llll“ L auiciin uuuul :nmlu].ug I.) UL \'\‘ll‘uu LIILJ‘ I-APICII.IJ. it Gach 1o

you. It can also help the elinic staff members identify explanations and
communication strategies that are most commonly understood by patients.

Purpose

L L T L L ] LIt R

To provide your practice with examples and helpful advice on performing the
teach-back method.

Action

1. Learn the teach-back method.
« Teach-Back Video®: View a 5-minute video that gives two examples
of using teach-back with medication changes.

Testimunial .

|
|
*1 decided to do teach-back on five patients. With one mother and her |
child, I concluded the visit by saying “So tell me what you are gomg to do |
when you get home.” The mother just looked at me without a reply. She I
could not tell me what instructions I had just given her. I explained the :
instructions again and then she was able to teach them back to me. The :
most amazing thing about this “ah ha” moment was that I had no idea she [
did not understand until I asked her to teach it back to me. I was so |
wrapped up in delivering the message that I did not realize that it wasn’t :
being received.” I

i
-resident physician, pediatric office |

Health Literacy Universal Precautions Toolkit
AHRQ Pub. No, 10-0046-EF
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Appendix E cont.

The Teach-Back Method

» Teach-Back: A Health Literacy Tool to Ensure Patient
Underslanding: [ This PowerPoint presentation can be used ina

group setting or as a stand-alone self-study. It contains 20 slides
developed by clinicians at the Jowa Health System.

» AMA video: ® View a video entitled “Health Literacy and Patient
Safety: Help Patients Understand.” The last 5 minutes of the 23-minute
video includes an examplie of a clinician using teach-back.

= Keep in mind:

¢ This is not a test of the patient's knowledge: This is a test of
how well you explamned the concept.

¢ Use with everyone: Use teach-back when you think the person
understands and when you think someone is struggling with
your directions.

¢ Teach to all staff: All members of the practice staff can use it
to make sure their communiecation 1s clear.

Tips
L Suggested Approaches When Using Teach-back.

» “Iwant to be sure that I explained your medication correctly. Can you
' tell me how you are going to take this medicine?”

e “We covered a lot today about your diabetes, and I want to make sure
that I explained things clearly. So let’s review what we discussed. What
are three strategies that will help you control your diabetes?”

| =« “What are you going to do when you get home?”

2. Try the teach-back method.
« Start Slowly. Initially, you may want to try it with the last patient of
the day.

+ Plan your approach. Think about how you will ask your patient to
teach-back information based on the topic you are reviewing. Keep in

mind that some situations will not be appropriate for using the teach-
back method.

= Use handouts. Reviewing written materials to reinforce the teaching
points can be very helpful for patient understanding. Refer to Tool

12: Use Health Education Materials Effectively S\
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Appendix F -Patient Satisfaction Sci
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Appendix G Physician Questionnaire on communication witrepts of patients

Physician Visit Form

Information in shaded area are not entered into data system
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Patient Name: Date of Birth (MM/DD/YYYY)
A/
Name of Provider for today’s visit: Date of Visit (MM/DD/YYYY)
A
1. Did you confirm the patient’s understanding by using the “teach back” method during this visit? (Tool 5) ¥ES O
2. Did you encourage questions by using body language to indicate that you have the time to answer questions and YES NO
specifically asking, “What questions do you still have?’ (rather than ‘Do you have any questions?’)? (Tool 14)
3. Did you summarize what you want the patient to remember in 3 to 5 key points? (Tool 4) YES NO
4. Did you use pictures, drawings, models, or video to explain things to the patient? (Tool 4) YES NO
5. Did you use plain (non-medical) language when speaking to your patient? (Tool 4) YES NO
6. Were you trying to encourage behavioral change(s) with this patient? (Tool 15) IF NO, go to question 7. YES NO
IF YES:
a) Did you have the patient pick a specific step that s/he is likely to implement? 6aYES | NO N/A
b) Did you assess the patient’s confidence that they can follow this action plan? b YES | NO N/A
7. Is this patient on one or more medications? (Tool 8) YES NO
IF NO, go to question 8. IF YES:
. . . . .. L 7aYES | NO N/A
a) Did the patient bring all their medicines to this visit?
b) Did you review the medicines with the patient? JbYES | NO N/A
8. Did you give the patient written information at this visit? (Tool 11) YES NO
IF YES:
a) Were the materials easy to understand? 8a YES NO N/A
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