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Abstract 

 

Background.  Patients with limited health literacy (HL) are use fewer preventive services, access more 

emergent care and report poorer health outcomes than those with adequate literacy. Nurse have little 

consistent preparation to use HL competencies in practice, thus exacerbating risks for miscommunication 

and harm with patients of diverse literacy levels.  

Purpose.  The purpose was crafting educational interventions to compare effects of two contrasting 

theoretical approaches on HL practice uptake including initial assessments of a HL competencies tool.   

Problem/Aims.  For nine nurses and nursing faculty, did use of multidimensional versus functional HL 

educational strategies lead to changes in HL knowledge and HL- related behaviors in recorded 

standardized patient- nurse interactions? The four aims were to develop the Health Literacy Patient-Nurse 

Interaction Competencies Evaluation or HLP-NICE tool, craft two contrasting HL curricula and teaching 

approaches, evaluate intervention effects on HL knowledge and HL-related behaviors of participants, and 

then identify future research directions. 

Design/Theoretical Basis.  A sequential mixed methods feasibility study design compared effects of the 

contrasting implementations on HL knowledge and HL-related behavior changes of the nine randomly 

assigned participants. Zarcadoolas, Pleasant & Greer’s multidimensional HL theoretical framework was 

integrated through HLP-NICE items and multidimensional teaching activities 

Procedures. Preliminary qualitative case study methodology shaped standardized patient, teacher and 

HLP-NICE development through individual cognitive, focus group and expert panel interviews. A 

quantitative two group between subjects design assessed study feasibility.  HL experiences and changes in 

HL knowledge were based on the Health Literacy Knowledge and Experiences Survey or HLK-ES 

scores. Kalamazoo Essential Elements Communication Competencies-Adapted or KEECC-A and HLP-

NICE ratings evaluated communication and HL-related behavior changes. 

Findings.  HL knowledge did not increase overall for participants, nor was prior HL educational 

experience associated with HL knowledge gains.  Increases in communication and HL-related behaviors 

were noted for both groups, although functional group gains were greater for KEECC-A communication 

ratings. Study implementation was feasible for enhancing short-term HL– related behavior changes 

although challenges existed in recruitment. 

Conclusions.  Improving acceptability for participation, creating additional standardized HL training 

resources, enhancing educational strategies and strengthening HLP-NICE psychometric support is 

warranted to advance HL integration in nursing educational and clinical practice. 

 

Keywords: Health literacy (HL), functional, multidimensional, experiences, knowledge, HL-related 

behaviors, nursing competency, nursing education, nursing practice, standardized patient (SP) 
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Effects of multidimensional vs. functional health literacy educational interventions on 

standardized patient-nurse interactions: A feasibility study 

A person’s literacy level has been linked to their health status (Berkman et al., 2010) and 

well-being (Sudore, 2006), which has driven increases of health literacy (HL) research over the 

last three decades to examine relationships between literacy, health outcomes and literacy-related 

interventions (Berkman et al., 2010). The National Action Plan to Improve Health Literacy, a 

national framework of seven HL-related goals and interventions, was created to mitigate the 

negative health consequences of limited literacy (US DHHS-ODPHP, 2010). The plan 

recommended adoption of Universal Health Literacy Precautions principles of active listening, 

tailoring messages to patient preferences, confirming patient understanding through teach back, 

and providing a shame-free environment by all health system stakeholders.  While the bulk of 

U.S. HL research and provider approaches have emphasized text-based interventions and patient 

literacy screening (Barry et al., 2013) less HL research has documented the influence of provider 

health-literacy based HL and communication practices on patient comprehension, level of 

engagement or health outcomes. A recent consensus study has proposed HL educational 

competencies and HL-related practices for health professionals (Coleman, Hudson & Maine, 

2013) as an initial step to address gaps between provider educational preparation and clinical 

practice application. These competencies may be useful for evaluation of differing HL 

theoretical and pedagogical strategies for all health provider education, including nursing 

educational practice. The overarching question for this dissertation is as follows: Are current 

nursing educational curricula, didactic content and clinical experiences the most effective 
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educational approach for preparing baccalaureate nurses to practice HL competencies aligned 

with Universal Health Literacy Precautions and professional nursing standards? 

Purpose 

The purpose of this dissertation was to answer the overarching question by exploring 

contrasting HL theoretical approaches and evidence for implementation of Universal Health 

Literacy Precautions, by identifying the current status of HL competencies in nursing educational 

practice, and using identified gaps to create and test contrasting HL teaching interventions for 

promising trends in HL knowledge and HL-related behaviors.  Given the minimal research into 

nursing HL competencies development, a rational and detailed comparison of the effects of 

multidimensional and functional health literacy on essential nursing health literacy competencies 

warranted further exploration.  The research question was as follows:   In a sample of recently 

graduated baccalaureate nurses and nursing faculty, does multidimensional versus functional 

health literacy educational strategies lead to significantly different outcomes of health literacy 

knowledge and health-literacy related behaviors, as seen in recorded standardized patient-nurse 

interactions? 

To answer this question, the following four aims were addressed. 

Aim 1.  Develop and assess the Health Literacy Patient-Nurse Interaction Competencies 

Evaluation or HLP-NICE tool for psychometric signals of multidimensional and 

functional health literacy competencies seen in:  

a. interrater reliability levels for Cohen’s kappa (κ) of 0.4 or greater for ratings by the 2 

standardized patients (SP) when using the HLP-NICE, 

b. internal reliability using Cronbach’s alpha (α) of 0.60 or greater,  
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c. content and construct validity from health literacy and nursing education stakeholder 

opinions, and 

d. pre- and post-intervention convergent validity comparison with the Kalamazoo 

Essentials Evaluation Communication Competencies-Adapted or KEECC-A (Rider & 

Nawotniak, 2010). 

Aim 2.  Develop and refine two health literacy curriculum interventions exemplifying 

multidimensional versus functional theoretical perspectives with pre-intervention 

assessments from external stakeholders and post-intervention process evaluation 

modifications from the teacher-interventionist and external stakeholders. 

Aim 3.  Assess the effects of multidimensional versus functional health literacy teaching 

curriculum interventions on two randomly assigned groups consisting of 10 recently 

graduated baccalaureate nursing students and 10 nurse educators by comparing graduate 

nurse and faculty pre-intervention recall of prior health literacy experiences using the 

Health Literacy Experiences Survey (Cormier & Kotrlik, 2009) and post-intervention 

changes in: 

a. health literacy knowledge scores using the Health Literacy Knowledge Survey 

(Cormier & Kotrlik, 2009) from nurse-participant self-report,  

b. communication competency scores using the Kalamazoo Essentials Evaluation of 

Communication Competencies-Adapted or KEECC-A Instrument (Rider & 

Nawotniak, 2010) from standardized-actor  ratings of nurse participants, and 

c. health literacy-related behavior scores using the newly-developed Health Literacy 

Patient-Nurse Interaction Competencies Evaluation or HLP-NICE observational 
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checklist supporting select consensus-based health literacy participant competencies 

as rated by standardized patient-actors. 

Aim 4.  Identify what further development and testing the HLP-NICE observational checklist 

needs through analysis of quantitative observations of participant health literacy-related 

competencies and qualitative cognitive interviews with standardized patients and external 

stakeholders. 

Background 

The most recent national survey of US literacy levels, the 2003 National Adult 

Assessment of Literacy Survey (NAALS), measured the reading proficiencies of  randomly 

sample of 19,000 American adults over the age of 16, and which included completion of 40 of  

the available 152 health-related literacy items for the first time (Kutner et al., 2007). The results 

suggested that 75 to 80 million (36%) of Americans may have basic or below basic (one = below 

basic to four = proficient) literacy proficiency, and therefore may have difficulty in correctly 

following medication instructions or completing consent or insurance forms without additional 

assistance. Those groups at greater risk for limited literacy were more likely to be over the age of 

65, affected with multiple co-morbidities or disabilities, entering school speaking a language 

other than English, or at lower economic levels.  NAALS health literacy assessments were 

limited to written proficiencies and taken out of their natural context, which may have reduced 

their relevance for health-related verbal competencies.  The health literacy questions did not 

account for cultural preferences (Andrulis & Brach, 2007), the effects of provider 

communication on medication adherence (Lemer et al., 2009) or evaluate comprehension of 

medical information by the participant (Castro, Wilson, Wang & Schillinger, 2007; Schillinger et 

al., 2003). 
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Americans with lower literacy proficiency may have trouble navigating the current health 

care system, but health knowledge difficulties are not restricted to those at risk for limited 

literacy or with inadequate access to health care.  Functional-based literacy approaches may 

neglect the health information needs, preferences and perspectives of the remaining 64% percent 

of patients who have adequate or advanced reading levels.  Patient literacy screening instruments 

such as the Single Literacy Item Survey were intended to foster a better match of patient literacy 

level and patient learning needs using easy–to-administer tools (Chew, Bradley & Boyko, 2004).   

Identifying limited literacy levels, however, may not account for the impact of provider 

communication barriers and the limitations of written materials used to supplement patient 

education. 

Castro and colleagues (2007) noted when assessing observations of 74 diabetic patients 

with low literacy and their providers, that 81 % of visits included providers’ use of medical 

jargon without additional explanations. Jargon was used an average of four times per visit and 

particularly when making recommendations (37%) or providing patient instructions (29%).  

Comprehension of identified medical jargon terms evaluated through telephone surveys indicated 

that the 19 contacted patients had difficulty grasping the meaning of previously discussed 

medical jargon regardless if the words were presented with or without contextual cues (Castro 

et.al, 2007, p. S90).  Comparisons between self-reported provider effectiveness and patient 

perceptions of the same interaction between 19 physicians and 145 patients at a NY internal 

medicine ambulatory clinic suggested that providers with lower communication competency 

skills tended to overestimate both the effects of their patient education on patient comprehension 

of health information [OR 0.33 CI (0.18, 0.62), p<0.001] and their own effectiveness as 

communicators [OR 2.71, CI (1.90, 3.88), p <0.001] (Lukoschek, Fazzini, & Marantz, 2003). 
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Schwartzenberg and colleagues (2007) surveyed the health literacy practices of 168 

physicians, nurses and pharmacists. Those who participated reported the recent use of plain 

language, handing out written materials, and speaking slowly more often than recommended 

health literacy standards such as ensuring patient comprehension through teach-back and 

tailoring written materials to the patient.   Nurses may also shortchange patients with adequate or 

high literacy levels by assuming that those patients can understand and apply complex and 

potentially unfamiliar medical concepts to their personal health situations.  Nurse’s health 

literacy awareness or assessments of patient literacy-related behavioral cues (Dickens, Lambert, 

Cromwell & Piano, 2013 ) also may not be most accurate when educating patients without 

confirmation of patient existing knowledge levels, learning preferences or major concerns.  

Dickens and colleagues (2013) described these disparities when comparing the screened literacy 

levels of 65 patients hospitalized for CHF and 30 nurses caring for them on two inpatient cardiac 

units.  There was little agreement between the patient’s Newest Vital Sign (Osborne et al., 2007) 

and SILS (Chew, Bradley & Boyko, 2004) screening results and the nurses’ informal literacy 

assessments (Cohen’s κ = 0.09). Over- or underestimation of literacy levels may lead nurses to 

assume that patients fully understand health instructions or that patient knowledge needs are met 

without additional confirmation. 

According to these findings, provider knowledge about limited health literacy or literacy-

related behavioral cues may not be the most reliable guide for HL and communication 

interventions based solely on screening results or behavioral assessments. Providers may not be 

using recommended evidence-based HL practices correctly or consistently in practice which 

implies insufficient educational preparation.  The knowledge, skills and practices that nurses and 

other health providers develop are influenced by curricular threads, didactic course content and 
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clinical exposures from their professional preparation, Nursing educational research was 

examined for the quality and quantity of HL competencies used to educate baccalaureate nurses, 

and how HL competencies had been integrated in nursing educational theory, curriculum and 

practice. 

Gaps in knowledge 

Nursing education research has focused on traditional functional literacy definition and 

skills such as assessing nurse  health literacy knowledge levels (Cormier & Kotrlik, 2009; 

Jukkala, Deupree & Graham, 2008; McCleary-Jones, 2012; Scheckel, Emery & Nosek, 2010), 

evaluating written materials (Shieh & Hosei, 2008) or conducting patient health literacy 

screenings (Sand-Jecklin et al., 2010). Nursing education HL research primarily used lower level 

descriptive designs such as surveys (Cormier & Kotrlik, 2009; Jukkala et al., 2008) or single site 

case studies (McCleary-Jones, 2012; Sand-Jecklin et al, 2010, Scheckel et al., 2010; Shieh & 

Hosei, 2008, Shieh et al. 2013; Zanchetta et al., 2013). Short-term student knowledge gains 

occurred after brief learning interventions (McCleary-Jones, 2012; Sand-Jecklin et al, 2010; 

Shieh & Hosei, 2008) but sustained learning retention or direct observation of health literacy 

practices in patient-student interactions was not evaluated. 

Factors affecting reported outcomes include limited reliability and absence of reported 

validity testing (Jukkala et al., 2009; McCleary-Jones, 2012;  Sand-Jecklin et al., 2010;  Shieh & 

Hosei, 2008), researcher selection bias (Scheckel et al., 2010) and reliance on self-reporting 

without corroboration from additional data sources (Cormier & Kotrlik, 2009; Scheckel et al., 

2010, Shieh et al., 2013, Zanchetta et al., 2013).  Despite additional searches, published reports 

were not found regarding measurement of nurse educator HL competencies or how educator HL 

competencies might influence nursing student practices and learning outcomes.  None of the 
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previous studies identified a theoretical framework for the educational interventions, tested long-

term knowledge retention, evaluated the impact of student learning on observed patient outcomes 

or assessed the health literacy knowledge, skills and attitudes of those teaching health literacy 

competencies to future nursing professionals. 

Design and methods 

The feasibility study used a sequential mixed methods approach with preliminary 

instrumental qualitative case study data collection to inform the development of the two HL 

curricula, teaching strategies, and a researcher-created HL observational checklist quality. This 

qualitative information was used to create a logic model based on Bowen and colleagues (2009) 

feasibility focus areas. This model guided acceptability, practicality, implementation and 

integration evaluations of the quantitative two group between subjects approach assessing the 

effects of the teaching strategies on HL competencies.  As part of the first aim, a panel composed 

of four health literacy, linguistic and nursing education experts evaluated the Health Literacy 

Patient-Nurse Interaction Competency Evaluation or HLP-NICE  instrument (Appendix Q) for 

content validity using the content validity instructions and relevancy rating form in Appendix W  

(Di Iorio, 2005; Waltz, Strickland & Lentz, 2010).  The researcher conducted one hour semi-

structured cognitive interviews with a faculty member involved in simulation, a practicing nurse, 

a nursing student and both standardized patients (SP) to garner qualitative feedback regarding 

item or response quality and wording issues using a script, prompts and interviewing techniques 

(Appendix X) recommended by Willis (2005).  Additional analysis from the expert reviewer 

panel, focus group and cognitive interview participant’s feedback will be used to critically 

appraise and improve the HLP-NICE instrument before further research is undertaken.  For the 

second aim, two nursing faculty and four junior-level student volunteers from courses other than 
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those taught by the researcher participated in a two hour focus group session using a semi-

structured interview guide (Appendix Y) to share their nursing perspectives and experiences 

regarding the functional and multidimensional HL curricula (Appendix Z) and teaching plans 

(Appendices LL & MM) for relevance, accuracy and realism (Barbour, 2008). The focus group 

perspectives about limited HL behaviors and nursing HL practices were used to train the 

standardized patient-actors and teacher-interventionist in expected limited health literacy 

behavioral cues, potential patient responses and possible nursing actions. 

The intervention utilized a quantitative between-subjects design to compare changes 

between pre- and post-intervention HL knowledge and HL-related behaviors to meet the third 

aim (Melnyk & Morrison-Beedy, 2012).  Three recently graduated baccalaureate nurses and six 

nursing faculty members were recruited and then randomly assigned to the experimental 

multidimensional and control functional groups.  Intervention effects were assessed by 

interactions with SP’s reflected in KEECC-A communication (Appendix O) and HLP-NICE 

(Appendix Q) ratings by the SP’s and researcher.  The researcher was not directly involved in 

delivering the interventions; and was blinded to specific intervention assignments from the time 

that informed consent had been given until after data collection was completed. 

After Institutional Review Board approval was obtained from both the academic 

institution and research site, participant consent was obtained (Appendices E, F).  Participants 

were randomly assigned to either the multidimensional experimental or functional control group, 

and were recorded in a semi-structured simulation involving a congestive heart failure (CHF) 

discharge teaching interaction with the standardized patient at the university simulation lab 

(Appendix JJ). The objective was for nurses to ensure adherence to discharge instructions for a 

client with newly-diagnosed CHF, and who was also starting several new medications (Appendix 
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II).  Participants also completed the demographic data survey (Appendix K) and both sections of 

the Health Literacy Knowledge and Experiences Survey (Appendices L, M), or HLKES 

(Cormier & Kotrlik, 2009) to complete the pre-intervention activities.  Participants were given a 

link to complete the web-based knowledge module (Appendix KK) consisting of basic functional 

health literacy knowledge regarding prevalence and attitudes about limited literacy, health 

literacy functional and multidimensional evidence and practices, and recommended adoption of 

Universal Health Literacy Precautions (US DHS ODPHP, 2010). This one hour module used an 

unfolding patient case study approach with interactive activities and a 5 multiple choice 

questions to reinforce content mastery (Bastable, 2008). During the following two weeks, the 

face-to-face intervention sessions for each approach were conducted. Each teaching intervention 

consisted of a one hour long researcher-developed educational session conducted at a research 

site classroom by the trained teacher following a theoretically-specific script and similarly timed 

activities (Appendices Z, LL, MM).  The educational sessions occurred at two separate times to 

reduce intervention contamination. When the educational intervention sessions were completed, 

participants returned within one to two weeks for the post-intervention evaluation to complete 

the second recorded standardized patient interaction and repeat the HL-Knowledge section of the 

HLKES (Cormier & Kotrlik, 2009). The study flow and participant allocation is reported in 

Appendix HH (Schultz, Altman & Moher for the CONSORT group, 2010). 

Data analysis 

Descriptive statistics were tabulated from participant completion of the demographic 

survey and the Health Literacy Experiences section of the HLKES (Cormier & Kotrlik, 2009) 

using appropriate univariate statistics. The continuous variables of self-reported age, past years 

in health care and faculty time worked were summarized using ranges, means, medians and 



11 

 

standard deviations (Table 1)  The categorical variables of self-reported gender, race and 

ethnicity, past work (yes/no), grade point averages, type faculty teaching assignment and final 

degree achieved were reported as numbers and percentages (Table 2). 

Reliability of the HLP-NICE was assessed in the following areas: inter-rater reliability of 

the instrument when used by the standardized patient and researcher using a Cohen’s κ of 0.4 as 

the benchmark for acceptable agreement, and internal reliability between pre- and post-

intervention scores of the HLP-NICE were set using the recommended Cronbach’s α of .6 for 

new instruments (Waltz, Strickland and Lentz, 2010). Preliminary content validity of the HLP-

NICE was assessed using the content validity index of 90% agreement or greater set as the 

benchmark for the expert panel data.  Internal reliability of the HLK continuous scores as 

percentage correct from the HLKES (Cormier & Kotrlik) and KEECC-A pre- and post-

intervention continuous scores were assessed using the recommended Cronbach’s α of .7 for 

existing instruments (Waltz, Strickland and Lentz, 2010). Convergent validity was evaluated by 

comparing associations between HLP-NICE and KEECC-A continuous scores using Mann 

Whitney U statistic. 

Data integrity checks and analyses were performed on the sample demographics and 

HLKES, HLP-NICE and KEECC-A pre- and post-intervention scores using SPSS v 23 (IBM, 

2016).  A normally distributed sample was evident with no outliers identified. The use of non-

parametric statistics was suggested by the small sample size, and an inability to meet 

homoscedacity and linearity assumptions confirmed this decision. Significance was assessed at 

the alpha level of .05 with one tailed options for directional tests.  For one participant, the last 

part of their pre-intervention recording had been lost due to a technological glitch. This problem 

was not identified until after the intervention was started.  Rather than discarding the remaining 
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90% for the participant’s 10 % “missing completely at random” data, missing values were 

substituted using the SPSS v23 (IBM, 2016) linear interpolation procedure (Waltz, Strickland & 

Lenz, 2010).  Using substituted values, however, meant the interpretation of the results could be 

affected by the potential loss of variance and should be interpreted cautiously due to this effect. 

Ethical protections 

The human subjects of the feasibility study involved nursing faculty, practicing nurses, 

graduate and undergraduate students and nursing graduates who were older than 18, able to 

consent as adults, and who spoke and read English. Participation in the study was voluntary and 

assured through informed consent obtained by the research assistant, and every effort was made 

to protect the ethical rights and confidentiality of each participant and their accompanying 

written and recorded documentation. The use of de-identified information for the results database 

and not linking written codebook information with demographic data collection logs reduced 

potential breaks in confidentiality.  A fireproof safety box was purchased to store hard copies of 

the focus group audio recordings, the audio-visual SP interactions, and all hard copies of the data 

and code books for safety and data protection. This locked safe will be kept in the researcher’s 

locked office, accessible only to the researcher and appropriate personnel in the researcher’s 

office in room 303 of the APSU McCord Building, Clarksville, TN 37044.  All electronic data 

will be stored on the online password-protected firewalled server maintained for research 

purposes in the MUSC College of Nursing. 

Key concepts and definitions 

Literacy is defined as “the ability to read and write” (Mancuso, 2008) and was 

operationalized for this research as a person’s measured reading ability. Patient literacy levels 

were assessed by their response to Single Item Literacy Screening question or SILS (Chew, 
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Bradley & Boyko, 2004) as having adequate, marginal or inadequate literacy abilities based on 

their self-reported need for assistance when completing medical forms. The underlying 

assumption was that nurses who identified patients with low literacy levels using SILS screening 

would be more likely to intervene with recommended HL practices.  Health literacy has been 

functionally defined as “the degree to which individuals have the capacity to obtain, process, and 

understand basic health information and services needed to make health decisions” (Nielsen-

Bohlman, Panzer, & Kindig, 2004, p. 31-32).  For this research, functional health literacy was 

operationalized through participant use of readability and suitability pamphlet assessment scores 

in selecting written materials for the standardized patient. The underlying assumption was that 

nurses would match the reading burdens implicit in written health information to match the 

SILS-identified literacy level of the standardized patients. 

The functionally-focused HL definition prominent in past HL research may not fully 

account for health information-seeking behavior of those with diverse literacy levels. As a result, 

a newer definition and concepts have  expanded to include “the wide range of skills, and 

competencies that people develop to seek out, comprehend, evaluate and use health information 

and concepts to make informed choices, reduce health risks and improve quality of life” 

(Zarcadoolas, Pleasant & Greer, 2006,  p. 55) in a more holistic multidimensional theoretical 

approach.  Health literacy educational competencies were defined by Coleman and colleagues 

(2013) as “the knowledge, skills and attitudes that health providers need in order to address low 

health literacy with consumers of health care services and health information”.  Health provider 

knowledge, skills and attitudes are key components for competent HL practice, but this 

definition was more closely aligned with traditional functional definition used to guide the 

functional curricula and teaching interventions. Modifications of the definition were made for 
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participants in the expanded multidimensional group, because the HL knowledge, skills and 

attitudes taught were to be practiced with all patients with diverse literacy levels and 

backgrounds.  A paradigm shift may be occurring in health provider and national awareness of 

multidimensional HL definitions.  The most recent health literacy definition stated in CDC’s 

Health Literacy Web-based training module includes multidimensional Hl competencies for 

patients, providers and organizations rather than focusing on patient or functional HL alone 

(CDC, 2015). 

Health literacy knowledge was operationalized by the knowledge percent correct from 

the 29 multiple choice items of the HLKES (Cormier & Kotrlik, 2009). Health literacy-related 

behaviors were operationalized through observed KEECC-A communication and HLP-NICE 

HL-related behavior scores from recorded standardized patient-nurse interactions. The 

underlying assumption was that nurses with higher levels of KEECCA communication and HLP-

NICE HL-related competencies would have more effective patient-centered interactions based on 

their application of HL knowledge and evidence-based HL practices. 

Theoretical framework 

The expanded multidimensional HL approach has potential to meet every patient’s needs 

regardless of their literacy level (Nutbeam, 2008; Zarcadoolas et al., 2006).  This more holistic 

approach builds on fundamental verbal, textual and media proficiencies to layer scientific, 

cultural and civic health literacy dimensions flexible enough to meet patient-centered health 

education needs beyond written proficiencies alone (Appendix NN).  The call to restructure 

nursing practice and education beyond the traditional emphasis on tertiary care knowledge and 

technical skills has grown (Cronenwett et al. 2007, Cornett, 2010), but current nursing 

educational practices or student learning outcome evaluations may  lack evidence of efficacy or 
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be taught inconsistently (Coleman, 2011).  Existing nursing educational research and practice has 

not evaluated this HL approach in didactic or clinical research, but adopting Universal Health 

Literacy Precautions has potential to improve nursing communication practices. The 

multidimensional definition and supporting concepts indicate how providers can engage in 

patient interactions, but may not fully delineate how providers are to be introduced and educated 

using evidence-based strategies to develop essential HL competencies. 

Edwards, Woods, Davies and Edwards (2012) proposed a multidimensional HL 

framework to describe patient formation of HL competencies in a five stage Health Literacy 

Pathway Model or HLPM.  A 9 month longitudinal qualitative study explored how 18 chronic 

disease patients described acquiring health knowledge, self-management skills with 

identification of barriers or benefits in a skill-building process.  Patient HL competencies were 

categorized using Kwan, Frankish and Rootman’s multidimensional HL definition (2006) to 

“find, understand, appraise and communicate” health information across all contexts while 

integrating Nutbeam’ s (2008) depiction of HL as a health asset rather than personal liability. 

Patients described the cultivation of HL knowledge, skills and actions in a non-linear progression 

which could be positively or negatively influenced by health professional’s input, and by 

additional personal or emotional mediating or moderating factors. 

Stage 1 of the HLPM occurred as patients built health knowledge through prior 

knowledge and appraisal of new information.  Stage 2 occurred as patients extended existing or 

build new skills to gain additional understanding.  Stage 3 occurred as patients practiced their HL 

skills to access and comprehend health information. Stage 4 occurred when diverse options were 

produced and examined by patients when thinking about barriers or benefits to adherence. Stage 

5 occurred when patients shared final decisions.  The HLPM is not dependent on identification of 
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literacy levels or written material readability levels, but scaffolds on existing knowledge levels, 

abilities, needs and preferences to promote self- care management and empowerment at a 

patient’s or caregiver’s desired autonomy level. The use of a structured but non-linear pathway 

such as the HLPM, when incorporated with Zarcadoolas, Pleasant and Greer’s (2006) 

multidimensional concepts indicates one possible developmental approach to honing the HL 

competencies of nurses and other health providers. Study participants would progress through 

similarly structured stages to build HL competencies, with the expectation that teaching 

interventions based on a multidimensional model would result in HL knowledge and HL-related 

behaviors gains demonstrated in standardized patient-nurse interactions. 

Brief manuscript descriptions 

The first manuscript (French, 2015) explored a theoretical introduction to the traditional 

functional HL approach which targets limited literacy interventions as compared to the more 

holistic multidimensional HL patient-centered approach, and provided supporting rationale for 

adoption of Universal Health Literacy Precautions (US DHHS ODPHP, 2010). This manuscript 

was published in Nursing Clinics of North America March, 2015. The second manuscript 

(French, in review), an integrative review using Whittemore and Knafl’s organizing framework 

and Critical Appraisal Skills Progamme or CASP research appraisal questions (Center for 

Evidence Based Medicine, n.d.), examined primary research in nursing education for HL 

competencies represented in educational practices, student learning outcomes and patient-related 

learning or health outcomes.  The second manuscript was submitted to the Journal of Nursing 

Scholarship February, 2016 and is currently in review.  The third manuscript (French, 2016) 

reports findings from the feasibility study evaluating the effects of the two different HL 

theoretical approaches on HL knowledge and HL-related behaviors for recently graduated 
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nurses. The manuscript includes a summary of initial reliability and validity signals of the HLP-

NICE observational instrument to measure nursing HL competencies in patient interactions. The 

peer-reviewed poster of the findings was presented at the STTI - NLN sponsored Nursing 

Education Research Conference April 2016.   The third manuscript will be submitted to the 

Journal of Nursing Education with final committee approval May 2016. 
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Outline:  

Introduction 

Problem 

- Limited literacy prevalence 

- Functional health literacy definition 

- Patient literacy screening tools 

- Limitations of literacy screening 

- Barriers to patient understanding 

o over-emphasis on limited literacy 

o neglect of provider contributions to interactions 

o overdependence on written materials 

o Multidimensional health literacy definition 

o Challenges for front-line nurses 

Education Strategies using ACTS (Table 1) 

- Assess patient concerns, preferences, and values 

- Compare patient information with available resources 

- Teach 3, Teach Back 

- Survey for additional learning needs and resources 

Advocacy Strategies using ACTS (Table 2)  

- Access health materials and environment for accessibility 

- Collaborate with patients and peers to address identified problems 

- Train with peers using health literacy competencies 

- Survey evidence to support clinical and organizational practices 
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Evaluation 

- National Action Plan to Improve Health Literacy 

Discussion 

- Universal Health Literacy Precautions 

References 
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Synopsis:  Limited patient literacy contributes to poorer health status, increased emergency 

room and hospital use, higher morbidity and mortality rates and less use of preventive health 

services.  All patients, however, need health information which is accurate, accessible and 

actionable to make informed decisions about their health. A universal health literacy precautions 

approach has been recommend to empower patients through shared decision-making 

interactions. Nurses implementing a universal approach educate patients by assessing for patient 

concerns and preferences, comparing resources to identified needs, using teach-back to verify 

comprehension, and survey for other learning needs. Nurses advocate with patients to assess 

health system environments for user-friendliness, engage in patient collaborations to guide 

improvements, teach peers about key health competencies, and use ongoing surveillance to meet 

national health literacy standards. Consistent use of evidence-based health literacy practices by 

front-line nurses offers the potential for transformations in nursing care through stronger patient-

nurse interactions and health system partnerships. 
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Abstract 
 

Purpose.  To critically analyze studies published within the last decade about the quantity and 

quality of educational strategies to teach baccalaureate nurses health literacy (HL) competencies 

for use during patient interactions, based on comparisons to the nationally recommended 

approach. 

 

Design.  An integrative review using Whittemore and Knafl’s methodological approach 

examined gaps between national health literacy competency standards and baccalaureate nursing 

education practices. 

 

Methods.  The Cumulative Index of Nursing and Allied Health Complete (CINAHL), Academic 

Search Premier, Cochrane Database of Systematic Reviews, Dynamed, Educational Research 

Information Collection (ERIC), Google Scholar, Ovid Medline, PubMed and eight additional 

nursing or HL content-specific journals were searched.  Inclusion criteria were primary research 

reports published between January 1, 2004 and December 1, 2015, written in English, in peer-

reviewed journals, and with baccalaureate nursing populations. Keywords applied were 

combinations of “health literacy”, nurs*, communication and student. 

 

Findings.  Of the 588 unduplicated abstracts identified from the search, 16 full-text  articles 

were screened with nine meeting the inclusion criteria. One article was excluded due to 

insufficient primary research documentation.  Three interventional and five descriptive studies 

were then analyzed using Critical Appraisal Skills Programme (CASP) and HL-related criteria. 

Teaching interventions emphasized short-term knowledge gains or patient and textual 

assessments without evaluation of outcome effectiveness. Student practices and observations 

focused more on verbal interactions and interventions clarifying written or verbal health 

information for patients or caregivers. Minimal student reference was made to prior course 

content or text-based teaching approaches included in interventions. Studies were limited in 

design and sampling, lacked theoretical frameworks and long-term follow-up. 

 

Conclusions. Future nursing education studies should expand HL theoretical approaches using 

multidimensional HL competencies, use stronger study designs and evaluate relationships among 

evidence-based HL teaching strategies, student competencies and patient learning outcomes.  

 

Clinical relevance.  Universal Health Literacy Precautions based on multidimensional HL 

competencies should be consistently practiced in baccalaureate nursing education to improve 

safety and nursing communication effectiveness, encourage greater patient engagement in self-

care management, and potentially reduce economic health care costs. 

 

Keywords. Health literacy, competencies, nursing curriculum, course content, clinical 

experiences, functional, multidimensional 
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An integrative review of health literacy competencies inclusion in baccalaureate nursing education 

Patients with limited literacy or lower reading abilities are more likely to have poorer 

health outcomes, higher emergency room use and hospitalization rates, and greater morbidity and 

mortality rates than those with adequate literacy levels (Berkman et al., 2011).  Increasing 

recognition of links between literacy and health status has driven the development of the 

National Action Plan to Improve Health Literacy (DHHS, ODPHP,  2010), the national 

framework of seven population-based goals for health literacy interventions. Health literacy (HL) 

has been defined as “the degree to which individuals have the capacity to obtain, process, and 

understand basic health information and services needed to make health decisions,” (Nielsen-

Bohlman, Panzer & Kindig, 2004, p. 31- 32).  Early HL research approaches were patterned after 

educational literacy practices with instruments designed to screen patient reading levels and 

formulas to determine written material readability levels. This approach remains the most 

utilized in the US (Barry, D’Eath & Sixsmith, 2013) yet overlooks patient comprehension of 

written or verbal information (Al Sayah et al., 2014)  and provider’s (Castro, Wilson, Wang & 

Schillinger, 2007) or health system’s (Paasche-Orlow, Schillinger, Greene & Wagner, 2006) 

contributions to health-related interactions.  Patients at any literacy level, however, may have 

difficulty understanding or acting on health information due to the innate complexity of medical 

language, unfamiliar scientific or numerical concepts, technology barriers and health care system 

intricacies (Nutbeam, 2008). 

An expanded multidimensional HL approach has emerged which addresses these 

limitations through attention to patient and provider competencies beyond text literacy and health 

care environments (Nutbeam, 2008; Zarcadoolas, Pleasant & Greer, 2005).  Multidimensional 

HL incorporates “the wide range of skills, and competencies that people develop to seek out, 
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comprehend, evaluate and use health information and concepts to make informed choices, reduce 

health risks and improve quality of life” (Zarcadoolas, Pleasant & Greer, 2006, p. 55).  This 

approach enlarges on basic literacy skills to integrate scientific, cultural and civic competencies 

including patient risk awareness, participation in speaking, level of civic engagement, cultural 

beliefs and values and ways of seeking understanding (Shaw et al., 2012). Multidimensional 

provider practices may require HL competencies beyond literacy screening (Coleman, Hudson & 

Maine, 2013) and may demand alternative health system strategies other than textual 

simplification or linguistic modifications (Baur, 2010; Brach et al., 2012). 

The purpose of this integrative review is to critically analyze primary research studies 

published within the last decade about the quantity and quality of nursing educational strategies 

to prepare baccalaureate nurses to observe or use diverse health literacy competencies in patient 

interactions.  These multifaceted competencies should align with the second goal of the National 

Health Literacy Action Plan (DHHS, ODPHP, 2010), which advocates for Universal Health 

Literacy Precautions to be adopted in the initial training and continuing education of all health 

professionals. Nurses may not be adequately educated in HL competencies as indicated by 

significant HL knowledge gaps (Dickson et al., 2013) and less-than-optimal HL nursing practices 

reported in surveys (Schwartzenberg et al., 2007) or observed in patient-nurse interactions (Al 

Sayah et al., 2014).  Recent reviews of health care provider education have suggested that health 

literacy concepts are essential to provider preparation due to the interconnectedness of literacy 

levels, communication interactions and health status (Coleman, 2011; McCleary-Jones, 2015; 

Toronto & Weatherford, 2015).  Evidence from this review can suggest additional strategies or 

recommendations to teach expanded and evidence-based HL practices and competencies in 

nursing curricula, course content and clinical practice. 



45 

 

Methods 

Nine electronic databases were searched December, 2015: Academic Search Premier, 

Cumulative Index of Nursing and Allied Health Literature (CINAHL) Complete, Cochrane 

Database of Systematic Reviews, Dynamed, Educational Resources Information Center  

(ERIC), Google Scholar. Ovid Medline, PsychInfo and PubMed. The keywords in this first 

approach used combinations of relevant terms including “HL”, nurs*, communication and 

student. Once the initial search identified one hundred fifty or fewer records, a manual abstract 

review was undertaken to reduce selection bias or missed records due to an overly-restrictive 

keyword search. The second approach was a purposive search of the following health 

communication or nursing-related journals:  Journal of Community Health Nursing, Journal of 

Health Communication, Journal of Nursing Education, Journal of Nursing Education and 

Practice, Nurse Educator, Nursing Education Perspectives, Nursing Outlook and Patient 

Education and Counseling. The third approach, an ancestry review of references from the final 

sample, validated that the majority of HL evidence was based in medically-oriented or primary 

health care research and graduate health professional populations (Coleman, 2011) rather than 

undergraduate nursing educational research. 

Inclusion criteria were English language, peer-reviewed primary research reports from 

January 1, 2004 through December 1, 2015 at the baccalaureate level. The 2004 date was chosen 

due to the release of the Institute of Medicine report HL: A Prescription to End Confusion 

(Nielsen-Bohlman et al., 2004) which substantial recommendations were made to support HL 

integration in research, academic and clinical practice.  Exclusion criteria were editorials, 

explanatory reports, disciplinary recommendations, dissertations and theses and unrelated 

nursing or adult educational topics. Additional topic-specific exclusion criteria were for 
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“information” or online (internet or web) literacy, dental (oral) literacy, or literacy studies of 

registered or advanced practice nurses currently in practice. Figure 1 details the search outcomes 

using PRISMA flow chart adaptation (Moher, Liberati, Tetzlaf, Altman & The PRISMA Group, 

2010). 

Data Extraction and Coding 

Critical Appraisal Skills Programme (CASP) quality questions (Centre for Evidence 

Based Medicine [CEBM], nd) and appropriate HL theoretical components were used to extract 

data for the analytical framework. CASP questions evaluate up to 12 research design-specific 

criteria as present (yes), absent (no) or unclear (can’t tell). Identification of study emphasis, 

design, implementation quality and relevance to prior research and current practice enhances 

uniformity for research conclusion validity. Data was appraised using the following CASP and 

theoretical parameters: research design, aims, HL definition and theoretical framework, sample 

characteristics and recruitment, HL unit of analysis or intervention, HL competency taught, 

practiced or observed in other provider interactions, reliability and validity measures 

(quantitative), rigor and credibility (qualitative), outcomes measures and findings. The design 

level and the quality, quantity and consistency of the results were compared to determine the 

strength of the findings (Whittemore & Knafl, 2005). Table 1 provides a summary of aims, 

design, sample characteristics and course, intervention, outcome measures/themes and primary 

conclusion in reviewed articles arranged chronologically by publication date. 
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Results 

Research Designs and Aims 

The reviewed sample was published between 2008 and 2013,  and consisted of lower 

level descriptive designs such as teaching case studies (Shieh & Hosei, 2008), cross-sectional 

surveys (Cormier & Kotrlik, 2009; Jukkala et al. 2009) or qualitative thematic explorations of 

student experiences (Scheckel et al., 2010; Shieh et al., 2013; Zanchetta et al., 2013).  Two 

quasi-experimental studies (Sand-Jecklin et al., 2010; McCleary- Jones, 2012) provided the 

highest evidence levels (Sand-Jecklin et al., 2010; McCleary- Jones, 2012).  Quantitative study 

aims were focused primarily on measuring functional HL perspectives and knowledge gains, 

with limited connections made between student competencies and patient outcomes (Cormier & 

Kotrlik, 2009; Jukkala et al., 2009; McCleary-Jones, 2012; Sand-Jecklin et al., 2010; Shieh & 

Hosei, 2008).  Aims described student perspectives and exemplars during hospital-based patient 

interactions as the majority of clinical experiences (Shieh et al., 2013; Scheckel et al., 2010; 

Zanchetta et al., 2013).  No studies were excluded either for the lower quality design or unclear 

aims during data extraction. 

HL Theories and Definitions 

No HL theory was directly identified as a research framework or used for hypotheses 

testing with the quantitative teaching interventions. The HL definition most referenced by five of 

the eight studies was the Institute of Medicine’s consensus definition (Nielsen-Bohlman et al., 

2004) which emphasizes the impact of limited patient literacy in health care (Cormier & Kotrlik, 

2009; Jukkala et al., 2009; McCleary-Jones, 2012: Sand-Jecklin et al., 2010; Scheckel et al., 

2010).  Operational definitions of functional HL concepts such as patient literacy screening 

(Sand-Jecklin et al., 2010) or written material evaluation (Shieh & Hosei, 2008) were 
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exemplified in existing (SAM, SMOG, SILS) and researcher-created instruments and 

questionnaires (Cormier & Kotrlik, 2009, Jukkala et al., 2009; McCleary-Jones, 2012; Sand-

Jecklin et al., 2010).  Of the three studies conducted after the 2010 release of the National Health 

Literacy Action Plan (DHHS, ODPHP, 2010), none referenced the plan’s health provider 

education goals or addressed Universal Health Literacy Precautions practice standards.  

Sample Characteristics, Size, Inclusion and Exclusion Criteria 

Participants from seven studies included prelicensure baccalaureate degree students at 

American university nursing programs, with one Canadian group (Zanchetta et al., 2013). Of the 

635 total number of participants, 603 reported gender, with 438 of those supplying additional 

racial and ethnic information. The predominantly female (520/603, 86%)  White (491/603, 81%) 

student population characterized the sample with few racially (Black or African-American, 

46/438, 8%; Asian 2/438, 0.33%; American Indian, Alaska Native, Native Hawaiian or Other 

Pacific Islander 0, 0%) or ethnically (Hispanic or Latino 0, 0%) diverse participants.  The sample 

somewhat mimicked nursing school gender enrollment percentages but not racial and ethnic 

trends (AACN, 2015). Descriptions of student HL experiences solely from predominant cultural 

or linguistic perspectives may limit student or nurse educator development of civic or cultural 

competencies inherent to the expanded HL definition (Zarcadoolas et al., 2005).  Student abilities 

to effectively address health disparities may be lessened or inappropriate if culturally and 

linguistically diverse patient preferences, values and beliefs are not used as the basis to provide 

patient-centered nursing care based on educational exposures alone in academic settings. 

Students starting their professional education were included to introduce HL knowledge 

and skills early in the process (Sand-Jecklin et al., 2010). Those closer to completion were 

identified as capable of giving more detailed descriptions of targeted HL constructs (Scheckel, 
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Emery, & Nosek, 2010, p. 796) or as having more extensive clinical experiences (Cormier & 

Kotrlik, Shieh et al. 2013; Zanchetta et al.2013). Students could exclude themselves through 

activity non-completion (Cormier & Kotrlik, 2009; McCleary-Jones, 2012; Shieh et al., 2013) or 

be excluded if the end product did not align with the HL outcome targeted by the researcher 

(Shieh et al., 2013).  Ethical treatment of students as a potentially vulnerable research population 

was evident through IRB approval for all studies. Table 1 includes sample sizes and course 

associations where reported. 

HL Evaluations and Interventions 

The most frequently used quantitative HL evaluation involved cross-sectional tests of HL 

knowledge (Cormier & Kotrlik, 2009; Jukkala et al., 2009; McCleary-Jones, 2012; Sand-Jecklin 

et al., 2010).  Student observations about HL practices in their clinical experiences were 

described through self-reported survey (Cormier & Kotrlik, 2009) and unstructured (Scheckel et 

al., 2010) or semi-structured written reports (Shieh et al., 2013).  Oral recollections occurred 

during individual (Scheckel et al., 2010; Zanchetta et al., 2013) and focus group interviews 

(Zanchetta et al., 2013). Teaching interventions focused on HL knowledge development (Shieh 

& Hosei, 2008; Sand-Jecklin et al., 2010, McCleary-Jones, 2012), textual HL skills, such as 

readability and suitability measures in assessment of written health materials (Shieh & Hosei, 

2008) or assessment and recognition of patients with limited literacy (Sand-Jecklin et al., 2010).  

Nursing faculty HL competencies or student perspectives about HL curriculum, course content 

or clinical activities were not fully explored, making it difficult to compare how and when 

students were exposed to HL competencies as a baseline. 
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Outcome Measures 

Research outcomes focused on changes in HL knowledge and skills practice through 

screening patient literacy levels and written material suitability, and affective perceptions of 

student’s roles in patient education. Teaching effectiveness related to HL knowledge was 

determined by percentages of correct answers to items related to limited literacy prevalence, 

impact and interventions (Cormier & Kotrlik, 2009; Jukkala et al., 2009; McCleary-Jones, 2012; 

Sand-Jecklin et al., 2010).  Participants’ abilities to screen for patients with limited literacy was 

assessed through use of the Single Item Literacy Screening questions (Sand-Jecklin et al., 2010) 

Although students identified health literacy interventions that they would use to document their 

assessment based on the SILS response, these interventions were not carried out or evaluated for 

effectiveness with patients.  Students and practicing nurses established written health material 

adequacy for low literate prenatal patients using SMOG readability grade levels and SAM 

suitability criteria (Shieh & Hosei, 2008). When queried, participants reported that they had 

varying educational exposure to the HL or related concepts. They rarely or sometimes saw HL 

skills role-modeled or used consistently in clinical practice (Cormier & Kotrlik, 2009). Only half 

(27/53, 53%) of students in one study remembered hearing the term or definition of health 

literacy in prior educational experiences (McCleary-Jones, 2012). 

The most common qualitative exemplars were drawn from student written (Shieh et al., 

2013) and verbal (Zanchetta et al, 2013) perspectives, with paradigm cases developed from those 

perceptions (Scheckel et al., 2010).  The majority of exemplars described student HL skills when 

providing or observing patient education in hospital health care environments. These examples 

were interpreted by researchers as sufficient demonstration of student competencies for safe and 

effective HL practices, but these findings may be less credible without additional confirmation of 
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student effectiveness, patient- perceived beneficence or improved health outcomes. The 

observations reflected stated themes but themes or subthemes were not as clearly linked to HL 

theories, operational HL definitions or prior nursing teaching practices or approaches.  No 

consensus emerged from the findings to suggest appropriate quantity, quality or placement of HL 

concepts and evidence throughout nursing educational experiences from the experiences 

described by students.  

Reliability, Validity and Credibility 

Reliability reporting was inconsistent or minimal, potentially affecting claims of accuracy 

for the bulk of HL instruments and knowledge tests used by the researchers.  With the exception 

of detailed psychometric reporting for the HL-KES instrument (Cormier & Kotrlik 2009), test 

item analysis for HL knowledge or instrument reliability was infrequently reported or missing. 

Cronbach alpha results were less than the recommended 0.70 (0.17, McCleary-Jones, 2012; Di 

Iorio, 2006).  Few reliability statistics were reported for three studies using HL knowledge tests 

(Jukkala et al., 2009; Sand-Jecklin et al., 2010; McCleary-Jones; 2012). Without further evidence 

of reliability, nurse-educators may have difficulty assessing the accuracy of student HL 

knowledge gains or the effectiveness of the interventions for instruments other than the HL-KES 

(Cormier & Kotrlik, 2009). 

Validity reporting focused on face or content validity with minimal or missing support 

for construct or concurrent validity with the exception of the HL-KES psychometric evaluation 

(Cormier & Kotrlik, 2009). Concepts evaluated by surveys may have been related more to 

student personality characteristics, innate abilities, prior health knowledge or prior health care 

experiences rather than core HL concepts assessed by the Limited Literacy survey (Jukkala et al., 

2009) or pre- and post-tests (Sand-Jecklin et al., 2010; McCleary-Jones, 2012).  The 
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inconsistencies in documented reliability and validity assessment limits the finding significance 

to support changes in curricular emphasis, course content or clinical experiences. 

Rigor and credibility in the qualitative studies included detailed data collection and 

analysis descriptions to support dependability.  Researcher-participant relationships or role 

delineation. were less well defined.  Whether a teacher-student relationship existed prior, during 

or after data collection was either not indicated (Shieh et al., 2013; Zanchetta et al., 2013) or 

when indicated appeared to be overly-selective purposive sampling with increased potential for 

researcher or selection bias (Scheckel et al., 2010, p. 796).  Unacknowledged risks of selection 

bias, combined with sample homogeneity and limited linkage to prior educational experiences or 

broader theoretical concepts may lessen support for the transferability of researcher-identified 

conclusions or generalizability to support use in nursing educational practice. 

HL Inclusion in Nursing Education 

Barriers to student use of HL practices included deficits in knowledge of HL impact and 

interventions (Cormier & Kotrlik, 2009; Jukkala et al., 2009; McCleary-Jones, 2012) and limited 

opportunities to practice skills or attitudes other than functional HL or rudimentary patient 

education in clinical experiences (Cormier & Kotrlik, 2009; Zanchetta et al., 2014).  HL 

knowledge gains were reported as significant when measured immediately after brief teaching 

interventions (Sand-Jecklin et al., 2010; McCleary-Jones, 2012), but without additional 

educational  reinforcement and clinical assessments over time it is uncertain if the gains would 

be maintained or knowledge applied in clinical practice. 

 Barriers to patient engagement were noted by the average 9
th

 grade readability levels of 

written information (Shieh & Hosei, 2008), language discordant health materials (Scheckel et al., 

2010; Shieh et al., 2013), and observations of health care provider inattention to  HL practices 
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when interacting with patients (Cormier & Kotrlik, 2009, Scheckel et al., 2010; Zanchetta et al., 

2013). Patients reported asking for clarification from family members first rather than their 

health care providers (Sand-Jecklin et al., 2010), potentially increasing their risk for receiving 

inaccurate or harmful health information. Patient learning outcomes were implied as potential 

increases in comprehension (Shieh & Hosei, 2008; McCleary-Jones, 2012), self-care skills 

(Sand-Jecklin et al., 2010; Shieh et al., 2013) and decision making abilities through appropriate 

patient education interventions (Scheckel et al., 2010; Zanchetta et al., 2013; Shieh et al, 2013).  

While subjective student reports suggest that patient outcomes were improved when students or 

nurses intervened to enhance patient knowledge (Shieh et al., 2013; Scheckel et al., 2010), little 

objective evidence supported these conclusions.  Actions meeting national or disciplinary calls 

for patient-centered care and clear nursing communication are unlikely to occur without more 

robust and objective evaluation criteria and tools to benchmark HL competencies of all health 

providers, including nurses. 

Discussion 

HL Competencies and Nursing Communication Educational Development 

Nurses are expected to communicate essential health information verbally and use written 

materials appropriately when interacting with patients (Cronenwett et al., 2007; Smith & Zhosar, 

2011).  Communication and health literacy competencies are shaped by the extent a particular 

concept is included and reinforced throughout nursing curriculum, course content and clinical 

experiences. Educational strategies to bolster nursing communication include knowledge and 

attitude development through lectures or workshops (Jukkala, Deupree & Graham, 2009, Shieh 

& Hosei, 2008) and honing verbal skills and attitudes through peer role-play, or with 

standardized or simulated patients (Grant & Jenkins, 2014). Combining evidence-based verbal 
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communication competencies to reinforce teach-back or teaching to goal, with more effective 

targeting of health materials and information to client needs and preferences has potential to 

enhance patient-nurse interactions as part of a Universal Health Literacy Precautions approach. 

At this time, however, there is little evidence to support existing teaching interventions as fully 

responsible for improvements in student health literacy practices, patient interactions or health 

outcomes. 

Review Strengths and Limitations. 

This review presents one of the first critical appraisals of HL competencies research in 

nursing education with related effects on nursing communication.  One limitation is the use of a 

single researcher to analyze the data, which can increase selection or data evaluation bias without 

additional peer review. The use of multiple data bases and search strategies to locate the studies, 

and data extraction using CASP criteria for a standardized approach addressed this limitation to 

reduce possible bias. Significant research from international nursing educational programs may 

have been overlooked if not reported in English. Detailed comparisons with other health 

professionals could have identified similarities in curriculum, course content and clinical 

experiences, but an expanded literature review and analysis was beyond the review’s scope. 

Strength of the Evidence. 

While two studies used the higher level quasi-experimental pre- and post- teaching 

intervention evaluation (Sand-Jecklin et al., 2010; McCleary-Jones, 2012), the paucity of studies, 

significant design limitations and minimal support for reliability and validity challenge the 

relevance of the findings for nursing educational practice (Table 1). The overall low evidence 

level of study designs restricts the credibility or generalizability of the findings. Key weaknesses 
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in the data include small sample sizes focused on functional literacy knowledge, skills and 

attitudes without clear theoretical frameworks or minimal use of active learning strategies. 

The lack of solid evidence to guide teaching approaches is problematic for the future of 

nursing education, but not limited to HL instruction alone. The authors of an updated integrative 

review of pre-licensure nursing communication research concluded with similar observations 

about gaps in communication strategies quantity and quality (Grant & Jenkins, 2014). This may 

be symptomatic of gradual and fragmented evidence integration throughout nursing (Benner, 

Sutphen, Leonard, & Day, 2010).  Barriers to integration of HL evidence in effective teaching 

practices will continue to limit inclusion without adequate nursing educational research funding, 

additional institutional support, stronger and more appropriate research designs, aims aligned to 

relevant outcome evaluations, and psychometrically sound instruments to assess HL 

competencies. 

Nursing Education Implications 

Concerns have been raised about the adequacy of current nursing student educational 

preparation to practice within increasingly complex and diverse health care environments 

(Benner, Sutphen, Leonard, & Day, 2010).  Calls have been made to restructure nursing practice 

and education to expand beyond the traditional emphasis on tertiary care knowledge and 

technical skills but limited evidence exists to support the effectiveness of current or revised 

nursing educational practices and competency evaluations (Benner et al., 2010, p. 6; Cronenwett 

et al., 2007). Nursing education promotes strong professional identities and provides for student 

clinical engagement in learning, but is not as effective in linking nursing knowledge and 

scientific concepts to actual nursing practice (Benner et al., 2010, p. 11-14). 
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Increasing HL knowledge, concepts and theoretical approaches to educational practice 

has been recommended by all eight studies and strongly encouraged by nursing education 

proponents (Cornett, 2010; Smith & Zhosar, 2011). These authors, however, referenced 

theoretical discussions of HL concepts or provided descriptions of teaching principles and 

predominantly functional literacy learning activities to use with nursing students.  Functional 

health literacy approaches such as screening patients for literacy levels, however, has not 

provided strong evidence for relevant provider interventions, improved health outcomes or 

greater provider and patient satisfaction with care (Paasche-Orlow & Wolf, 2007).  Adoption of 

Universal Health Literacy Precautions multifaceted approaches should more closely align 

nursing educational practice with National Health Literacy Action Plan recommendations. 

Conclusion 

This review of HL evidence in available nursing education studies suggests that HL 

evidence should be included in nursing education, and that significant deficits exist in the 

quantity and quality of nursing education research to implement HL best practices.  The 

functional HL perspective predominant in nursing clinical and educational practice has provided 

limited evidence for basic nursing student HL competencies, sustained improvements in student 

health information communication or patient learning outcomes. The overemphasis on patient 

deficits and written materials evaluation neglects the impact of provider communication and 

innate power imbalances on patient-provider interactions.  More rigorous and theoretically-based 

educational research is essential to link HL knowledge, skills and attitudes to improvements in 

nursing student competencies. Greater inclusion of HL knowledge, skills or attitudes in nursing 

education curriculum, course content, and student clinical experiences has potential for nurses to 
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consistently incorporate multifaceted HL competencies to meet Universal Health Literacy 

Precautions national recommendations in patient-centered care. 
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Table 1; Summary of health literacy competencies taught or described in BSN educational research 

Author/s, 

(Year)  

Primary Aim Study 

Design 

Sample & 

Course 

HL Competencies HL 

Educational 

Intervention 

Outcome 

Measures or 

Themes 

Main Finding 

1. Shieh & 

Hosei 

(2008) 

 

 

Compare 

written 

pamphlet 

ratings of 

students & 

practicing RNs 

3 Phase 

Descriptiv

e Case 

study;  

Post-

interventi

on design 

16 BSN senior 

students in 

Midwest  

9 practicing 

RNs   

Community 

Nursing course 

Pamphlet readability, 

suitability  

(Fundamental) 

1 hour Health 

Literacy (HL)  

teaching 

SMOG 

readability &  

SAM 

suitability 

SMOG 

readability 

formula 

SAM material 

suitability- 22 

item 

observational 

checklist  

Students rated 

written materials 

more suitable than  

practicing nurses 

(p = .04)  

2. Cormier & 

Kotrlik 

(2009) 

 

 

Identify HL 

knowledge 

and self-

reported HL 

clinical 

experiences of 

senior BSN 

students 

Descriptiv

e  

Cross –

sectional 

survey 

361 BSN senior 

students from 8 

Louisiana state 

universities 

 

Community 

Nursing 

 

HL Knowledge 

learned and seen in 

clinical practice 

 (Fundamental)   

Health 

Literacy 

Knowledge & 

Experiences 

Survey 

(HLKES) 

 

HL Knowledge:  

29 question HL 

awareness survey 

HL Experiences: 

9 questions of 

self-reported 

clinical exposure 

to HL use  

Knowledge gaps: 

Limited knowledge 

about high risk 

populations and 

HL interventions 

Experience gaps- 

rarely or 

sometimes saw use 

of HL in practice  

 

 

3. Jukkala, 

Deupree & 

Graham 

(2009) 

Course not 

reported 

 

 

Assess the HL 

knowledge of 

health care 

providers 

Descriptiv

e Cross-

sectional 

survey 

230 health care 

providers (inc. 

nursing 

students) 

at southeastern 

HL conference  

HL Knowledge 

learned  

(Fundamental)  

Limited 

Literacy 

Impact 

Measurement 

survey 

(LLIM)  

LLIM 8 question 

HL awareness 

survey 

administered to 

HL conference 

participants 

Knowledge gaps: 

Effects of low 

health literacy 

(LHL) on health 

care systems 

4.  Scheckel, 

Emery & 

Nosek  

(2010) 

Explore 

undergraduate 

nsg students’ 

HL pt 

Qualitativ

e 

interpretiv

e 

8 BSN senior 

students at 

Midwestern 

university,  

Teach to goal, use of 

questioning, 

alternates to written 

(Fundamental)  

Pt experience 

question 

given 2 weeks 

before 

Addressing HL 

Themes: 

Respecting 

languages-

Student patient 

education efforts 

include reports of 

HL such as return 
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Author/s, 

(Year)  

Primary Aim Study 

Design 

Sample & 

Course 

HL Competencies HL 

Educational 

Intervention 

Outcome 

Measures or 

Themes 

Main Finding 

 

 

education 

clinical 

experiences   

phenomen

ology,  

using 

Benner’s 

hermeneut

ic 

approach 

Course not 

reported 

 

translating medical 

terms, analogies 

(Scientific, cultural)  

Verbal miscues & 

mismatches 

(Fundamental, 

Scientific, Civic, 

Cultural).Respecting 

cultural cues & 

language diversity 

unstructured 

individual 

student 

interviews  

Learning 

persistence, 

Helping patients 

understand-

learning to teach, 

Promoting 

engagement- 

learning 

sensitivity 

demonstration, 

assessment of pt 

capabilities and 

determining pt 

context 

 

 

 

 

Authors, 

(Year) 

Primary Aim Study 

Design 

Sample & 

Course 

HL  

Competencies 

HL 

Educational 

Intervention 

/Analysis 

Outcome 

Measures/ 

Themes 

Main Finding 

5. Sand-

Jecklin, 

Murray, 

Summers & 

Watson 

(2010) 

 

 

Evaluate HL 

education 

intervention 

nsg student 

knowledge & 

HL  concepts 

used in clinical 

practices 

Quasi-

experimenta

l pre-post 

test  

retrospectiv

e data 

analysis of 

patient HL 

screening 

questions  

103 BSN 

beginning 

students at 

Mid-Atlantic 

university: 

Introduction to 

Nursing/Healt

h Assessment 

HL Knowledge 

(Fundamental) 

Pt HL screening using 

Single Item Literacy 

Screening (SILS ) 

questions 

(Fundamental)  

Pretest, 20 

minute HL 

teaching 

session, then 

Posttest; 

Student 

assignment   

Patient health 

assessment 

for care plan 

8 researcher 

created pre & 

post-test 

questions HL 

awareness & 

knowledge 

Chew et al (2004) 

3 Literacy 

Questions  

 

Student HL  

knowledge gain in 

pre & post testing 

(p = .000) 

43% of pts at risk 

for LHL based on 

responses to Chew 

et al. (2004) SILS 

questions 

6. McCleary-

Jones (2012) 

 

 

Assess HL 

knowledge 

changes after 

online module 

presentation 

Quasi-

experimental 

pre-post test 

59 BSN 

students,   

Junior year 

Pharmacology  

course 

HL Knowledge 

(Fundamental)  

5 question 

pre-test  

Online 

asynchronous 

health literacy 

knowledge 

and case 

study module 

5 question 

5 researcher 

created pre- and 

post-test 

questions: HL 

awareness and 

practices 

Student HL 

knowledge gains 

noted in pre & post 

testing  

(p = .001) 
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Author/s, 

(Year)  

Primary Aim Study 

Design 

Sample & 

Course 

HL Competencies HL 

Educational 

Intervention 

Outcome 

Measures or 

Themes 

Main Finding 

post-test 

 

7. Shieh, 

Belcher & 

Habermann 

(2013) 

 

 

Explore HL 

practices of 

undergraduate 

nursing 

students when 

caring for 

clients with 

LHL 

Qualitative 

thematic 

content 

analysis 

59 final (6
th
)  

semester BSN 

students, 

Midwestern 

university,  

Nursing 

Research 

course 

Questions for context, 

pt. behavioral cues, 

written material 

supplements 

 (Fundamental)  

Explain med terms 

(Scientific) 

Pt empowered-

question log (Civic)   

Translate HC system 

(Civic/Cultural)  

Verbal & linguistic 

mismatches  

(Cultural ) 

After 

qualitative 

research 

methods 

class, 

participants 

wrote 

retrospective 

story 

describing 

interaction of 

student with 

LHL  patient  

Peer analysis 

of the stories 

prior to the 

final results 

submission  

 

Themes: Sensing 

LHL by 

behavioral cues, 

promoting HL 

with multiple 

strategies, closing 

the loop with 

positive/negative 

feelings 

Students are 

attentive to 

behavioral literacy 

cues and felt 

comfortable using a 

variety of strategies 

in diverse patient 

education 

situations.   

8. Zanchetta, 

Taher, 

Fredericks, 

Waddell, 

Fine & Sales 

(2013) 

Explore HL 

practices, 

barriers and 

curricular 

recommendati

ons of 

undergraduate 

nursing 

students 

Qualitative 

thematic 

content 

analysis 

using 

Freire’s 

(1973, 2003) 

teaching 

philosophies 

as 

conceptual 

framework 

16 final (year 

4) students, 

Leadership 

and 

Professional 

Role 

Development 

course 

Meet learning needs 

with verbal 

teaching/alt. media 

(Fundamental) 

HL Knowledge – lack 

of resources 

(Fundamental) & HL 

practices (Civic)  

HL technology access 

(Scientific) 

Consider cultural 

background, 

3 Individual 

interviews or 

3 focus group 

interviews 

starting with 

probing 

question of 

HL definition,  

structured 

guides 

Themes: 

Awareness of 

barriers to 

becoming 

effective health 

educators, 

Students 

sensitivity to 

understanding 

HL within a 

critical 

perspective 

Students were 

cognizant of LHL 

consequences for 

individuals and 

health system 

barriers. They were 

not comfortable 

intervening at 

higher levels 

without additional 

preparation.  All 

recommended 
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Author/s, 

(Year)  

Primary Aim Study 

Design 

Sample & 

Course 

HL Competencies HL 

Educational 

Intervention 

Outcome 

Measures or 

Themes 

Main Finding 

individualized 

teaching, alt. health 

education approaches 

(Civic/Cultural)  

additional health 

education teaching, 

practice and health 

system support for 

HL interventions 
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Literacy has long been associated with health status, health outcomes and health system 

impact.  For those with lower literacy levels, health risks includes less use of disease control or 

health promotion measures (Keller, Wright & Pace, 2008) and higher morbidity and mortality 

rates (Sudore et al. 2006).  Additional consequences include unnecessary ER use and higher 

hospital readmission rates (Berkman et al., 2010).  Inefficiencies and harm related to the health 

effects of limited literacy are estimated to range from $106 to $238 billion annually in the U.S. 

(Vernon, Trujillo, Rosenbaum & DeBuono, 2007).  Extensive research has described gaps 

between patient reading levels and the literacy demands inherent in the US healthcare system 

(Rudd & Keller, 2009), leading to an emphasis on patient literacy-based interventions to improve 

health outcomes. The National Action Plan to Improve Health Literacy (DHHS/ODPHP, 2010), 

a comprehensive framework of seven goals integrating health and literacy evidence, was 

formulated to promote a Universal Health Literacy Precautions approach for patients, 

organizations and health providers.  Provider actions to be adopted include promoting shame-

free and culturally-sensitive environments, incorporating plain language in written and verbal 

interactions and consistently verifying patient understanding through teach back techniques.  

Providers are expected to demonstrate these competencies at the completion of their educational 

experiences, but evidence-based research characterizing provider HL competency indicates that 

the competency preparation of providers, including nurses, is limited and of relatively recent 

origin (Coleman, 2011; Toronto & Weatherford, 2015). 

Health literacy has been defined as an individual’s“…capacity to obtain, process, and 

understand basic health information and services needed to make health decisions” (Nielsen-

Bohlman, Panzer, & Kindig, 2004, p. 31-32).  This definition has been used to guide past health 

literacy research, but may not account for the use of health information outside of formal health 

care settings, or fully explain how people use this knowledge to reach informed decisions or 

apply this knowledge to promote their health and well-being. Early health literacy research in the 

US emphasized patient literacy screenings and intervening for those with low or limited literacy 

levels. The majority of interventions used in this functional approach focused on written health 

literacy measures and patient abilities to read text. This approach is the one most commonly used 

in the US (Barry et al., 2013), yet neglects patient comprehension and the provider’s contribution 

to health-related interactions and explanations (Castro et al. 2007; Schillinger et al.2003;  Al 

Sayah et al. 2013). An updated AHRQ systematic review of 83 health literacy interventional 

studies suggested that isolated or single focus literacy approaches were less effective in 

ameliorating the effects of limited health literacy when compared to more intensive and 

multifaceted research strategies conducted over time (Berkman et al. 2010). 

 An alternative approach, multidimensional health literacy, includes patient competencies 

beyond text literacy, which include participation in verbal interactions, cultural beliefs and ways 

of seeking understanding (Shaw et al., 2012; Nutbeam, 2008, Zarcadoolas, Pleasant and Greer, 

2005).  However, incorporating multidimensional health literacy competencies may require 

development of expanded health literacy competencies by providers and organizations in 

addition to text literacy or written material modifications (Brach et al., 2012). A recent consensus 

study proposed health literacy competencies and health literacy-related practices for health 

professionals (Coleman et al., 2013), which may be useful for evaluation of differing theoretical 

and pedagogical strategies for evidence-based nursing education practice. 
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 Nurses and other allied health professionals begin professional practice after completing 

undergraduate educational studies. Most health professional undergraduates may have minimal 

or no health literacy exposure throughout their curriculum, course content or clinical assignments 

(Coleman, 2011; Coleman et al., 2013, Cornett, 2010).  Health literacy definitions and 

measurement are of relatively recent origin, which may add barriers to the quantity and quality of 

health literacy evidence integrated in provider education and practice.  Reaching consensus 

concerning the addition of health literacy content in nursing education may be challenging given 

competing curricular priorities (Coleman, 2011; Toronto & Weatherford, 2015) and nursing 

curriculum demands, course content and external pressures regarding NCLEX testing and pass 

rates (Forbes and Hickey, 2009). 

Nursing education research has focused more on traditional functional literacy skills,  

such as assessing nurse health literacy knowledge levels (Cormier & Kotrlik, 2009; Jukkala, 

Deupree & Graham, 2008; McCleary-Jones, 2012; Scheckel, Emery & Nosek, 2010), evaluating 

written materials (Shieh & Hosei, 2008) or conducting patient health literacy screenings (Sand-

Jecklin et al., 2010). The majority of nursing education research has used lower level descriptive 

designs, such as surveys (Cormier & Kotrlik, 2009; Jukkala et al., 2008) or single site case 

studies (McCleary-Jones, 2012; Sand-Jecklin et al, 2010, Scheckel et al., 2010; Shieh & Hosei, 

2008, Shieh et al. 2013, Weekes & Wyatt, 2013). Short-term student knowledge gains occurred 

after brief learning interventions (McCleary-Jones, 2012; Sand-Jecklin et al, 2010; Shieh & 

Hosei, 2008, Weekes & Wyatt, 2013),  but sustained learning retention or direct observation of 

health literacy practices in patient-student interactions was not evaluated.  Factors affecting 

reported outcomes included limited reliability and absence of validity testing (Jukkala et al., 

2009; McCleary-Jones, 2012;  Sand-Jecklin et al., 2010;  Shieh & Hosei, 2008), researcher 

selection bias (Scheckel et al., 2010) and an overdependence on self-reporting with minimal 

corroboration from additional sources (Cormier & Kotrlik, 2009; Scheckel et al., 2010, Shieh et 

al., 2013, Zanchetta et al., 2013). These previous studies were limited through lack of identified 

theoretical frameworks, tests of long-term knowledge retention or evaluations of the impact of 

student learning on observed nurse-patient outcomes. 

To address these research limitations, the current study was conducted to compare the 

effects of the more traditional functional HL teaching approach with an expanded 

multidimensional intervention in developing the HL knowledge and related behaviors of nursing 

students and faculty at a Southeastern baccalaureate nursing program. The intervention included 

an online didactic presentation of basic HL knowledge and evidence-based HL practices, 

followed by participation in intervention-specific face-to-face teaching sessions. The functional 

teaching approach focused on assessing and incorporating appropriate written materials, while 

the multidimensional approach emphasized identifying and incorporating patient-centered 

preferences to meet patient learning needs. Data were collected pre-and post-intervention to 

establish baseline HL experiences, knowledge and behaviors and to identify trending effects of 

the interventions.  The study aims were to create and develop contrasting HL nursing curricula 

and pilot initial use of an observational HL competencies checklist in evaluating curricular 

outcomes.  This study is one of the first to assess the feasibility of creating and using a health 

literacy-based tool evaluating differing health literacy approaches on the quantity and quality of 

health literacy practices directly observed in simulated patient- nurse interactions. 
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Methods 

 

A sequential mixed methods research study design used preliminary qualitative reviews 

to hone the researcher-created HL observational checklist and quantitative data collection to craft 

the study of two curricular interventions for signals of difference (Creswell & Plano Clark, 

2011).  The results were then integrated to determine the feasibility of approaches and need for 

focus on areas for future development (Bowen et al., 2009).   Institutional review board approval 

was obtained from the researcher’s academic institution and the university research site before 

preliminary reviews or interventions were undertaken. Preliminary instrument development of 

the researcher-created Health Literacy Patient-Nurse Interaction Competencies Evaluation tool 

(HLP-NICE) was initiated to benchmark performance of observed evidence-based HL practices.  

Preliminary teaching activities focused on creation of the Web-based HL knowledge module, 

functional and multidimensional teaching interventions and unfolding case study (Bastable, 

2014).  Preliminary study preparation included research team recruitment and training activities 

designed to support recruitment and informed consent principles, to build team HL knowledge 

and to train standardized patients to rate observed HL practices consistently (Wallace, 2007).  

The HLP-NICE was then piloted to assess HL-related behaviors before and after participants 

completed either functional or multidimensional focused teaching interventions.  

 

Qualitative Component.  A qualitative case study design was employed in the development of 

an observational checklist to assess HL-related interactions, curricular interventions and teacher 

and standardized patient training (Green & Thorogood, 2014). Cognitive interviews were used to 

gather potential user reactions to wording comprehension and use of the HLP-NICE instrument 

(Willis, 2005).  Content experts in health literacy, nursing and linguistics were surveyed for 

perceptions regarding HLP-NICE quality and relevancy to underlying HL concepts to calculate a 

content validity index (di Iorio, 2005).  A focus group was convened to solicit student and 

faculty perceptions of limited health literacy. 

 

Quantitative Component.  The study interventions used a between subjects quantitative design 

for data collection and analysis to measure participant HL knowledge and HL-related behaviors 

before and after exposure to the two contrasting educational interventions.  Intervention data 

included pre-intervention demographic and HLKES experience questionnaires, pre- and post-

intervention questionnaires for HL knowledge yielding HLKES scores, and observational 

checklist scales to assess intervention trends through KEECC-A communication scores and 

HLP-NICE HL-related behavior scores. 

 

Integrative Component. Designed as a sequential mixed-methods study (Creswell & Plano 

Clark, 2011), the qualitative and quantitative components were integrated and analyzed as to 

which feasibility focus areas were achieved, and which needed subsequent development as 

described by Bowen and colleagues (2009). Components identified as needing modification will 

be analyzed more intensively and merged to support HLP-NICE instrument quality and future 

Comment [FK1]:  
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refinement (di Iorio, 2005; Willis, 2005), process acceptability or practicality, and intervention 

implementation (Bowen et al., 2009) in future research. 

 

Qualitative Case Study.  An instrumental case study methodology was appropriate in collecting 

preliminary qualitative data components to describe the story of “Mrs. Marika Smith”, the 

intervention’s unfolding case report patient (Stake, 1995; Baxter & Jack, 2008; Hyett, Kenney & 

Dickinson Swift, 2014).  The primary purpose of this mixed methods feasibility study was not 

qualitative in nature, but preliminary data was needed to answer questions of how nurses might 

use HL competencies to communicate health information with “Mrs. Smith” and other 

individuals, and how to educate for and measure those competencies during a nursing discharge 

process.  The case study boundaries were limited to nurses who had the minimum of a BSN 

degree, and who were giving discharge instructions in an acute care medical-surgical setting 

during a simulated-patient interaction.  The first research issue was effective development and 

training of standardized patients and teacher to provide realistic and relevant teaching and 

evaluation interventions. The expectation was that nurses who participated in the study would 

gain HL knowledge to improve HL-related behaviors. The second issue was quality assessment 

of an observational checklist evaluating the quantity and quality of HL competencies nurses used 

when interacting with “Mrs. Smith”.  The conceptual framework undergirding the research was 

that HL involves more than text-based literacy alone, but adds fundamental, scientific-

technological, cultural and civic contextual dimensions reflected in Zarcadoolas, Pleasant & 

Greer’s (2006) HL definition and conceptual approach. Multiple embedded data sources with 

different levels of nursing experience and exposure were solicited to provide depth and richness 

to “Mrs. Smith’s “story based on participant input. 

The first research issue was addressed through convening a focus group consisting of two 

faculty and four junior-level nursing students to share, discuss, and construct their nursing 

knowledge and exposure to traditional functional compared to additional multidimensional HL 

concepts seen in curricular, course and clinical experiences (Barbour, 2008). As nurse faculty 

and as principal investigator, I had dual roles during the focus study which had to be ethically 

balanced between the desire to collect necessary data for the study and the power imbalance 

inherent in teaching and interacting with students as they reached the senior level. To deal with 

this potential conflict, a colleague from the psychology department with expertise in 

interviewing techniques facilitated the group while I was the silent observer who documented 

field notes regarding the emotional tone and group organizational changes, but did not actively 

participate in group discussions. One example of information that was used to inform SP 

characterizations of “Mrs. Smith” was reported by T1 in stating, “…I used to ER too and I would 

always hear that ‘I can’t read it without my glasses,’ but I never heard anyone say, ‘No, I can’t 

read’ ”.  This information was used when training the standardized patients to respond when 

given a CHF pamphlet to read by stating, “I don’t have my reading glasses with me, so I will 

read it when I get home”.  This statement was used by the teacher to introduce triggers for 

nursing actions to assess the patient’s reading abilities further during the interaction. When doing 

this initial reading of the focus group, the nature of nursing role defense versus patient needs to 

defend their self-image began to emerge as a theme, but needs further analysis of the transcripts 

and field notes to confirm this them or elicit additional themes and subthemes. 
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The second issue of HLP-NICE tool quality was addressed through two approaches:  

Individual cognitive interviews to evaluate tool wording and process quality (Willis, 2005), and 

an expert panel to assess agreement about tool relevance and congruency with the 

multidimensional HL definition (di Iorio, 2006).  The semi- structured cognitive interviews were 

solicited from potential tool users including the two SP’s, a junior level nursing student, a faculty 

member with expertise in simulation, and a practicing nurse. My role in this process was as the 

inside interviewer, but in order to reduce personal bias and increase standardization I used a 

scripted interview introduction and standardized interviewer responses. I hand recorded each 

interview to remain engaged in each hour-long discussion without contributing any remarks or 

observations beyond those previously scripted or to cue additional think aloud explanations.   

One example of information that was given to consider for modification was the use of the word 

“context”, and unanticipated negative associations or lack of understanding which might occur 

with use of that word in one of the HLP-NICE items. 

The second approach queried four experts in health literacy, nursing education and 

linguistics to explore HLP-NICE item congruence with the multidimensional HL definition 

related to nursing HL behaviors, and the tool’s relevance for the assessment of HL behaviors (di 

Iorio, 2006). A content validity index of 88.9% approached the signal benchmark of 90% for 

face and content validity (di Iorio, 2006). I had completed a quality analysis prior to asking for 

panel participation (Willis, 2005), and many of the expert comments dove-tailed with my own 

initial quality perceptions. Several items were observed to be difficult to analyze objectively, so 

that wording changes might need to be considered for more understandable or precise verbiage.  

Information from the cognitive interviews and expert comments will be reviewed and 

incorporated before the next round of quality assessments is undertaken.  

 

Teaching Strategy Development. Preliminary teaching activities focused on creation of the 

Web-based HL knowledge module, development of functional and multidimensional teaching 

interventions and the unfolding case study integrating HL concepts and practices from the case 

study and HL evidence-based literature.  The Web-based module and teaching interventions 

scripts followed the researcher-developed “ACTS” acronym (French, 2015) synthesized from the 

current HL research, competency recommendations (Coleman et al., 2013; Cornett, 2010) and 

Universal Health Literacy Precautions recommendations (US DHHS ODPHP, 2010).  

Congestive heart failure (CHF) was chosen for the case report exemplar and standardized patient 

medical background due to condition frequency and Medicare-related economic incentives to 

reduce CHF 30 day readmission rates (White, Garbez, Carroll, Brinker & Howie-Esquivel, 

2013). Didactic content included the prevalence and impact of limited health literacy, functional 

and multidimensional nursing interventions and introduced “Mrs. Marika Smith” as the geriatric 

case report patient with newly-diagnosed congestive heart failure (CHF) preparing for hospital 

discharge. The module concluded with support for Universal Health Literacy Precautions 

recommendations (USDHHS-ODPHP, 2010) as the expected standard of nursing care. 

 

Health Literacy Tool Development.  A literature search did not locate an existing instrument to 

assess nursing or health provider use of HL practices with patients, or to identify the effects of 
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HL competency development and effects on patient-nurse interactions. The Health Literacy 

Patient-Nurse Interaction Competencies Evaluation (HLP-NICE), was created to fill this gap 

using scale measurement design principles for guidance in development (DeVellis, 2012; Waltz, 

Strickland & Lentz, 2010).  The 20 items of the Health Literacy Patient-Nurse Interaction and 

Communication Evaluation (HLP-NICE) were synthesized from HL standards culled from 

national educational programs designed for health providers with selected health literacy 

consensus competencies from an interdisciplinary panel of academic health professionals 

undergirding item concepts (Coleman et al., 2013).  The frequency of HL practices observed in 

patient-nurse interactions were rated to provide a latent indicator of HL competencies. 

 

Sample.  The convenience sample initially consisted of eleven recently graduated baccalaureate 

nurses or nursing faculty recruited from a Southeastern public liberal arts baccalaureate nursing 

program. Former students from the previous two years and nursing faculty were invited to 

participate by word of mouth, online and hard-copy poster announcements with additional 

mailed invitations during the school break after graduation. Respondents were formally 

consented into the study by the research assistant, then randomly assigned to each cohort using a 

systematic randomization strategy (Waltz, Strickland & Lenz, 2010). Two of the recent nursing 

graduates (one male, one female) completed the first interaction but not the teaching 

interventions or second interaction leading to their data being excluded from the final analysis. 

The remaining nine participants included three graduates and six nursing faculty. Table 1 and 2 

provides summaries of the demographic data.  

 

Instruments.  Participants completed the Health Literacy- Knowledge and Experiences Survey 

or HLKES (Cormier & Kotrlik, 2009) before the teaching interventions with only the Health 

Literacy-Knowledge (HLK) section repeated post-intervention. The HLKES is a 38 item 

questionnaire which contains two sections: 29 multiple choice health literacy cognitive 

knowledge questions (HLK) and nine items assessing the frequency of HL practices seen during 

nursing school clinical experiences (HLE). The HLK section multiple choice questions tested 

general health literacy knowledge in five content areas: Basic health literacy facts (six 

questions), limited health literacy information (four questions), patient literacy screening (six 

questions), written material guidelines (eleven questions), and intervention evaluation (two 

questions). The results were scored as correct or incorrect, with the percentage correct to 

benchmark HL knowledge with levels ranging from 0 – 100%.  The HLE identifies exposure to 

subsets of clinical health literacy core (6) and technology (3) seen or practiced during one’s 

nursing clinical education. The HLE section used a four point Likert-type scaled response or the 

self-reported recall section with responses ranging from 1 = never to 4 = always.  The HLKES 

may have advantages over other HL knowledge instruments, such as Limited Literacy Impact 

Measurement (Jukkala, Deupree & Graham, 2009) or the McCleary-Jones multiple choice 

questions (2012), due to expanded conceptual evaluations and more robust reliability and 

validity evidence (Cormier & Kotrlik, 2009). 

Participant communication competencies when interacting with simulated patients were 

scored using the second instrument, the Kalamazoo Essential Elements Communication 

Checklist Adapted or KEECC-A (Joyce, Steenburgh & Scher, 2010; Rider, 2010).  The KEECC-
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A is a seven item Likert-type four point rating scale which is used to evaluate medical student 

communication competencies based on the Kalamazoo I and II consensus statements. These 

seven competencies were characterized as follows:  Builds relationships, opens the discussion, 

gathers information, understands the patient’s perspective, shares information, reaches agreement 

and provides closure. There was no single communication competency instrument recommended 

for use in medical educational practice, but the original KEECC was noted to align well with the 

consensus competencies (Schirmer et al, 2005). The modified version was designed to increase 

ease of use and reduce administration time from 30 minutes to 7 minutes.  Reliability and 

validity of the KEECC-A was reported when used to assess medical student communication 

competencies of (Joyce et al., 2010). Verbal communication of health information is one 

essential component of health literacy provider competencies (Coleman et al., 2013).  

A literature search did not locate an existing instrument to assess nursing or health 

provider use of HL practices with patients, or to identify the effects of HL competency 

development and effects on patient-nurse interactions. The Health Literacy Patient-Nurse 

Interaction Competencies Evaluation (HLP-NICE), was created to fill this gap using scale 

measurement design principles for guidance in development (DeVellis, 2012; Waltz, Strickland 

& Lentz, 2010).  The four categories of the HLP-NICE checklist were structured after those used 

in an educational intervention to improve health literacy competencies of medical students 

(Kripalani et al., 2006), but the addition of patient engagement and final assessment was 

necessary to capture starting and completing a communication interaction.  

For each of the twenty checklist items, observed frequencies of HL practices were rated 

using six point Likert-type scale descriptors ranging from  0 = Not observed to  4 = Excellent in 

addition to a  Not applicable (N/A) option. If N/A was selected, the participant would not be 

penalized for items which might not be relevant for a given situation. Completed ratings were 

summed and ranged from 0 - 80 if all 20 items were scored. If fewer than 20 items were rated, 

the final result would be based on the summed score divided by the total number of items 

evaluated for the total percentage. At this point in time, there was no minimum cutoff for an 

acceptable number of items completed to determine the summed or percentage score.  Outcomes 

percentages or calculated means could then be used to identify a participant’s individual 

competencies at one point in time or make comparisons across time.  

 

Procedures.  After consenting to participate in the quantitative study, the volunteers completed 

the demographic survey, HLKES and first recorded interaction.  Participants were then given a 

link to access the researcher-created one hour long web-based module entitled “Meet Mrs. Smith: 

Building health literacy competencies of nurses through ACTS.”  Participants were then given 

time and location information to attend their theoretically- specific teaching session.  

The one hour functional health literacy teaching session focused on assessing patient 

literacy levels and interventions based on nurse-identified problems. The Single Item Literacy 

Screening or SILS (Morris et al., 2006) for patient literacy screening, the Simplified Measure of 

Gobbledygook or SMOG as the readability formula and the Suitability Assessment Measurement 

or SAM written material evaluation checklist (Shieh & Hosei, 2008) characterized functional 

intervention practices.  
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Teaching activities focused on patient education improvement through: 

 

A-Assessing patient literacy and material suitability levels,  

C-Comparing reading levels with available materials,  

T-Teaching and highlighting 3 key points in written materials, and  

S-Surveying for additional learning resources or needs.  

 

After brief review of didactic HL Knowledge content from the online module, 

participants worked in pairs using the SILS, SMOG and SAM to evaluate patient literacy levels, 

evaluate written material suitability and apply this information to “Mrs. Smith’s” situation.  Key 

functional learning points were detailed on an index card for future reference and participants 

completed a final reflection outlining how they might use these principles in practice.  

 

The one hour multidimensional health literacy interactive teaching session included the 

didactic HL information, but also integrated multidimensional health literacy principles such as 

using plain language and common analogies, verifying patient comprehension and assessing and 

re-assessing patient concerns.  Activities designed to foster multidimensional competencies 

were: 

 

A- Assessing patient preferences and learning needs, 

C-Comparing patient preferences to available resources and materials,  

T-Teaching three key points focused on patient concerns, then confirming understanding through 

Teach Back, and 

S-Surveying for additional concerns or learning needs through open-ended questions. 

 

The final activity involved pairs of students practicing and critiquing peer interactions 

using a student-produced checklist as a process guide and cues for self-evaluation with essential 

learning points detailed on an index card for future reference.  A final reflection was completed 

outlining key multidimensional information learned and how they might apply this health 

literacy knowledge in practice. All participants returned one to two weeks after attending their 

specific teaching session to repeat the HLK section of the HLKES and the recorded post-

intervention discharge teaching interaction with the standardized patient.  

Intervention Data analysis.  Data integrity checks and analyses were performed using SPSS v 

23 (SPSS, IBM 2016) with no outliers identified and a normal distribution. Descriptive statistics 

were tabulated from participant completion of the demographic survey and the HLE section of 

the HLKES (Cormier & Kotrlik, 2009) using appropriate univariate statistics. Self-reported age, 

past years in health care and faculty time worked were analyzed using ranges, means, medians 

and standard deviations (Table 1). Self-reported gender, race/ethnicities, past work (yes/no), 

grade point average range, type faculty teaching assignment and final degree achieved 

categorical variables were analyzed as numbers and percentages (Table 2).  The use of non-

parametric statistics was inferred by the small sample size and an inability to meet 

homoscedacity or linearity assumptions confirmed this decision. Significance was assessed at the 

alpha level of .05 with one tailed options for directional tests.  For one participant, the last part of 
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their pre-intervention recording had been lost due to a technological glitch. This problem was not 

identified until after the intervention had started.  Rather than discarding the 90% of remaining 

data for the 10% of that participant’s “missing completely at random” data, missing values were 

substituted using the SPSS v23 (IBM, 2016) linear interpolation procedure (Waltz, Strickland & 

Lenz, 2010).  Using substituted values, however, meant the interpretation of the results could be 

affected by the potential loss of variance and should be interpreted cautiously due to this effect.  

 

Results 

 

Table 3 presents HL knowledge and HL-related behavior instrument results pre- and post-

intervention for the functional HL group compared to the multidimensional HL group. 

 

Table 4 presents a post-hoc analysis using Bowen’s and colleagues logic model (2009) to capture 

feasibility focus areas, how they were assessed and outcome benchmarks. 

 

Discussion 

 

Recall of health literacy experiences using HLE items suggested that participants did not 

see or use core and technology health literacy in practice (Table 3), which is similar to prior self-

reported exposure (Cormier & Kotrlik, 2009). Acquisition of HL knowledge did not appear to 

have been affected by past amount of health experience or education (Table 1, 2).   Health 

literacy knowledge did not signal an increase for participants, although five of nine participants  

(55.6 %) demonstrated HL knowledge gains. Increases in knowledge were greater, however, for 

the multidimensional HL compared to the functional HL group (Table 3). The teaching 

interventions did include a limited review of HL knowledge, but the primary emphasis was 

applying intervention-specific HL knowledge through individual and peer practice rather than 

retaining HL facts. 

Gains in HL competencies did not appear to be dependent on gaining HL knowledge 

information or increasing discrete knowledge facts.  The increases in HL-related HLP-NICE and 

KEECC-A communication scores occurred with no similar increases in HL knowledge (Table 3). 

This finding suggests that deliberative practice of action-based knowledge applied to HL-related 

behaviors may be more successful than teaching HL facts without additional application or 

thoughtful practice. Both functional and multidimensional groups signaled an increase in their 

HLP-NICE HL-related behaviors and KEECC-A communication competencies (Table 3). The 

functional HL group, however, increased their communication competencies reflected in 

KEECC-A more than the multidimensional HL group (Table 3). This finding may be due to 

greater participant familiarity and comfort levels in using written or textual materials when 

educating patients also seen in reported HLE results. Participants recalled using written materials 

as the most observed HL intervention in educational practice (M = 2.78, SD =.87) more than 

being taught HL concepts in their nursing program (M = 2.22, SD = .44), which was similar to 

initial reports (Cormier & Kotrlik, 2009).  Declines in HLK instrument reliability occurred 

between pre- and post-intervention results (pre-Cronbach α .66; post-Cronbach α .42). This 

finding could be attributed to this study’s use of the HLKES for pre- and post-testing rather than 
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the instrument’s original design for cross-sectional survey purposes, or by discrepancies between 

factual knowledge measured by the HLK, but not emphasized by the teaching interventions. The 

KEECC-A was a reliable measurement of communication competencies even with the small 

sample size (pre-Cronbach α .77; post-Cronbach α .82). While reliability and convergent validity 

with the KEECC-A was signaled for the HLP-NICE (r2 = .95, p = .00, correlation coefficient 1) 

the small sample, lack of power and effect size would not support evidence for reliability or 

validity based on these results. 

The feasibility focus areas that were addressed in this study included acceptability, 

practicality, implementation and integration (Bowen et al., 2009) and are documented in Table 4 

to identify lessons learned when considering future research interventions. The total time for pre-

and post-interaction evaluations and the online and face-to-face interventions took approximately 

four hours spread out over a one-month time period, which was not perceived as unacceptable or 

overly time-consuming by participants who completed the study. Recruitment was challenging 

due to anticipated barriers such as inability to participate due to timing and family conflicts. 

Several graduates and faculty were interested in participation, but unable to do so due to time 

conflicts, such as moving from the area or family conflicts with the intervention dates available. 

One unexpected barrier noted was that of performance anxiety due to being recorded.  This 

nursing program did not record simulations or student skills, so that the fear of being judged 

inadequate may have over-ridden the anonymity and confidentiality built into the research 

procedures   Future attempts to address performance anxiety might include offering practice 

sessions recorded with a standardized patient, followed by self-evaluation to reduce performance 

fears.  Sample diversity and size may have improved with additional consideration of 

participation convenience for the intervention activities.  For future research efforts, finding 

another school of nursing within the geographical area as a research partner might widen the 

diversity and size of the recruitment pool. 

Though creating a Web-based format to present standardized functional HL and 

multidimensional HL concepts was practical, there was no way to ensure that the online HL 

Knowledge module was viewed before the teaching intervention.  Some participants reported 

difficulties viewing the online information, indicating technological access difficulties which 

may have interfered with knowledge retention. Offering the Web-link both asynchronously and 

as a one-hour on-site session before the one-hour teaching session would give participants the 

option to access the materials at their own convenience or to plan on attending the pre-teaching 

session time if technology issues occurred. Collaborating with psychology graduate students as 

standardized patients was practical and integrated interdisciplinary collaboration elements and 

objectivity regarding the interventions and performance interactions.  The time conflicts, 

however, that students and simulated patients had with other work or school related 

responsibilities had an effect on completion of participant ratings by one of the standardized 

patients. To overcome this difficulty, recruiting culturally and ethnically diverse participants 

from senior citizen centers, community support groups or churches, and then having them train 

with psychology graduates might keep a consistent group of standardized patients available using 

an interdisciplinary approach without causing undue time or cost strains on individuals or 

groups. From this training, teaching scripts and recorded interactions could be developed as 

exemplars of good and excellent HL practices to train both standardized patients and integrate 



79 

 

healthier and more evidence-based communication role-models for nurses. While the HLP-NICE 

tool and two HL curricula and teaching strategies were initially developed for baccalaureate 

nurses, the concepts are applicable to effective communication for all health providers. Adapting 

these approaches to all nursing levels or expanding use of the HLP-NICE to evaluate real-life 

interactions may be possible once additional efficacy testing has been completed. 

This feasibility study is one of the first studies in undergraduate nursing education to use 

a mixed methods research design incorporating randomized assignment, and evaluating 

contrasting theoretical approaches in developing HL provider competencies. Strengths included 

incorporation of diverse teaching approaches, such as the online standardized presentation of HL 

knowledge, active learning strategies such as peer-critiques and self-reflection, and use of 

standardized patients in simulated discharge interactions. In contrast to immediate evaluation of 

HL knowledge presentations (Sand-Jecklin et al, 2010; Weekes & Wyatt, 2013), the second 

knowledge test and standardized patient interaction were not completed until one to two weeks 

post-intervention. The results, therefore, were not based on immediate recall, but allowed for 

considerations of intervention effectiveness over a longer time than previously studied.  

Limitations include a lack of generalizability due to the small sample size of nine participants, 

lack of racial and gender diversity, and the effects of psychometric and data analysis issues on 

final results. The HLP-NICE offers a promising beginning to assessing the HL and 

communication competencies of nurses and nursing students, but could not be recommended as a 

reliable or valid instrument without additional modifications and re-testing with a larger and 

more diverse sample. 

The study’s purpose was to explore the feasibility of interventions exploring HL 

knowledge acquisition with the effects of prior HL experiences and impacts on health literacy-

related behaviors or action changes.  Previous clinical experiences or use of HL competencies in 

practice continues to be minimal, despite recognition of the risks of patient-provider 

miscommunication seen in national recommendations for Universal Health Literacy Precautions 

approach (USDHHS-ODPHP, 2010). Evidence-based HL practices may not be consistently used 

or effectively role-modeled, which adds challenges to existing nursing educational and clinical 

practice. Teaching or assessing functional HL knowledge and skills alone has characterized the 

majority of nursing education research (Jukkala, Deupree & Graham, 2009; Cormier & Kotrlik, 

2009; McCleary-Jones, 2012; Sand-Jecklin et al., 2010; Shieh & Hosei, 2008).  Students could 

relate both good and poor HL practices seen in clinical experiences (Shieh, Belcher & 

Habermann, 2013; Scheckel, Emery & Nosek, 2010; Zanchetta et al. 2013). Students did not 

feel, however, they had been adequately taught how to educate patients or how to advocate for 

health system improvements after identifying patient problems.  All previous studies 

recommended additional HL concepts be taught and applied in nursing education, but no 

reported evidence had either framed findings with theoretically-based HL curriculum or linked 

increases in student HL knowledge to observed changes in HL-related behaviors or patient 

outcomes. 

Gaps in current HL educational practices were addressed in this study to provide more 

rigorous evidence for diverse and interactive strategies to foster enhanced nursing health literacy 

competencies.  All patients, regardless of literacy or language abilities, need understandable and 

actionable health information if they are to follow health instructions, use health resources 
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effectively and avoid preventable safety errors and costly readmissions. The health literacy 

competencies needed to provide patient-centered education should be threaded throughout the 

nursing curriculum, practiced in simulated educational and real-life patient clinical interactions, 

and reinforced for current nurses through continuing education activities. Universal Health 

Literacy Precautions provide evidence-based standards which nurses can use to collaborate more 

effectively with their patients in self-care management and shared decision-making. The findings 

of this feasibility study signal a new direction in nursing educational research, which shifts from 

HL cognitive knowledge acquisition to knowledge application advancing HL-related behavior 

changes. 
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Table 1.  Sample demographic characteristics (continuous) 

Demographic Characteristic Mean SD Range 

Age (n = 9) 44.89 16.58 22 - 69 

Time (Yrs/months) of health care 

experience (n = 9) 

16.89 17.21 0 - 45 

Time as faculty member (n = 6)  7.67 8.82 1 - 23 

 

Table 2.  Sample demographic characteristics (categorical)  

Demographic Characteristic Number  ( N= 9 ) Percentage  % 

Female Gender 9 100 

Ethnicity, Not Hispanic or Latino 9 100 

Race, African American or Black 2 22.2 

Race, White 7 77.8 

No past health care work outside 

of nursing school 

1 11.1 

Past health care work outside of 

nursing school 

8 89.9 

Graduation GPA 3 – 3.49 2 22.2 

Graduation GPA 3.5 – 4.0 7 77.8 

Final degree BSN 3 33.3 

Final degree MSN 2 22.2 

Final degree DNP 2 22.2 

Final degree EdD 1 11.1 

Final degree DNS 1 11.1 

Faculty teaching med surgical 5 89.9 

Faculty teaching maternal-child 1 11.1 
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Table 3.  Pre- and post-intervention comparisons of HL Knowledge, Communication and HL-related 

behaviors 

Instrument Pre-

intervention 

 Post-

intervention 

  

p value 

 Functional 

 HL group (n = 

4) 

Multidimensional 

HL group (n = 5)  

Functional  

HL group  

Multidimensional  

HL group  

 

HL  

Knowledge: 

HLK-S:   

% correct 

(Cormier & 

Kotrlik, 2009) 

 

 

m= 65.51 

SD = 14.1 

44.8 – 75.9 

 

 

m = 63.5 

SD = 14.9 

48.3 – 82.8 

 

 

m = 65.52 

SD = 7.5 

58.62 – 75.9 

 

 

m = 77.2 

SD = 6.3 

68.9 – 82.8 

 

 

 

 

.31 

Communication: 
KEECC- A: 

Mean total  

scores  

(1 - 5/5) 

(Rider,  2010) 

 

m = 2.57 

SD = .37 

2.14 - 3 

 

m = 2.8 

SD = .73 

1.86- 3.71 

 

 

m = 4.9 

SD = .07 

4.86 - 5 

 

 

m = 4.5 

SD =.37 

3.86 – 4.85 

 

.008 

HL-related  

Behaviors: 
HLP-NICE:  

Mean total scores 

(0 - 4/4) 

 

m = 2.23 

SD = .41 

1.9 – 2.83 

 

m = 2.2 

SD = .56 

1.6 - 3 

 

m = 3.8 

SD = .25 

3.47 - 4  

 

 

m = 3.4 

SD = .13 

3.16 – 3.5 

 

.008 
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Table 4. HL Study feasibility focus areas using Bowen & colleagues (2009) guidelines.  

Aim  Feasibility focus 

area  

Activities Evaluation Method Expected Outcomes Outcome assessment/Comments 

1. HLP-NICE 

development 

1.  Practicality  

 

- Cognitive 

interviews with 

potential users 

- Content validity 

survey for relevance 

and agreement   

- Review of cognitive 

interview comments  

-Review of content 

validity comments and 

ratings to determine a 

content validity index 

of agreement  

- Tool qualities signaled  in 

initial scale development 

- Tool alignment with MDM 

HL definition and constructs  

-  

HLP-NICE practicality partially 

met. 

- Cognitive interviewees reported 

tool easy to understand,  potential 

wording modifications needed for 

quality improvement 

-Content validity index 88.9% 

2a. Developing 

Functional (F) or 

multidimensional 

(MDM) 

teaching strategies  

2a. Implementation  - Focus group 

interviews using 

nursing faculty and 

junior students 

- Review of focus 

group  transcripts 

- Degree of execution for 

teaching interventions 

- Success or failure of 

intervention execution 

- Amount or type of resources 

needed to execute-  

 

Teaching strategy assessment for 

implementation partially met. 

-Focus group members described 

low literacy behavior cues, nursing 

expectations for pt education, 

focused on F more than MDM 

interventions 

-Resources needed: recording 

equipment & personnel to use, 

realistic simulation support 

(clothes, medical record, forms) 

-More in-depth analysis needed to 

refine future teaching approaches 

and resource allocation 

2b. Recruiting and 

training 

standardized 

patients (SP) and 

teacher in HL 

competencies 

2b. Practicality - Preliminary phase 

SP and teacher 

training sessions 

-Development of SP 

and teacher training 

scripts 

- Researcher 

assessment and SP/ 

Teacher feedback for 

intervention effects on 

SP and teacher 

abilities to 

successfully carry out 

HL competency 

assignments 

-  Positive/Negative effects on 

SP’ s and participants  

- Ability of teacher and SP’s 

to carry out teaching 

intervention and interactions 

Team function practicality 

partially met. 

-Positive: Teacher/SP’s recruited 

& trained in 8 hours total teaching 

sessions, SP rating criteria scripts, 

teaching F/MDM intervention 

scripts created 

- Positive: Teacher/SP successfully 

carried out interventions and 

interactions 

- Negative: Time and work 

conflicts once regular school term 

started for SP’s – 1 unable to finish 

ratings    
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Aim  Feasibility focus 

area 

Activities Evaluation method Expected Outcomes Outcomes Assessment/Comments 

2c. Recruiting 

participants for 

preliminary and 

intervention 

research 

2c.  Acceptability  - Comparison of  

participants to non-

participant responses 

to identify perceived 

benefits & barriers 

of study inclusion 

Informal survey, 

completion of all 

research activities 

-Number/percentage 

of participants who 

completed the 

interventions 

-Perceived appropriateness 

for participation in BSN level 

research 

- Intent to complete the 

research process 

Acceptability partially met. 

-Non-participants reported time, 

work conflicts and fear of being 

recorded as reducing acceptability 

- Mail not effective as recruitment 

strategy (˃1% response rate)  

9 of 11 (81.8%) completed 

research procedures  

3a. HLP-NICE 

when used with F/ 

MDM approaches 

3a. Practicality  -HLP-NICE pre- 

and post-

intervention ratings 

Review HLP-NICE 

inter-rater reliability 

scores and pre- and 

post HLP-NICE 

ratings, and informal 

survey for tool use, 

review of factors or 

effects of teaching 

interventions  

- Tool ease or difficulty of 

use in rating SP interactions  

-Positive/negative effects of  

on participants or SP/Teacher 

performance 

Tool practicality in use partially 

met 

- Positive: Tool took 10 minutes or 

less to complete, easy to follow 

-Positive: Tool inter-rater 

reliability κ= .52 

- Negative- Took 2 attempts to 

reach inter-rater reliability between 

SP & researcher  

-Not assessed- use of tool for 

giving immediate feedback during 

interactions 

3b. F/MDM 

teaching  

approaches 

3b.  Implementation - Recorded teaching 

interventions 

-HLK pre- and post- 

intervention 

-HLP-NICE  

Review of HLK pre- 

and post-ratings & 

recorded teaching 

sessions 

Review of HLP-NICE 

pre- & post-ratings  

-Degree of intervention 

execution 

- Success or failure of 

intervention or tool execution  

-Amount or type of resources 

needed to execute   

Implementation met: Interventions 

fully and successfully 

implemented with adequate 

resources to complete interactions 

and teaching interventions 

4.  HLP-NICE use  

with functional/ 

Multidimensional 

approaches 

3c.  Integration  Analysis and 

integration of HLP-

NICE qualitative 

and quantitative 

findings  

Review of final results 

and budget  

- Perceived fit with BSN 

educational practice 

- Perceived sustainability 

- Costs to current nursing 

program, anticipated costs to 

academic programs  

Integration partially met: 

Teaching interventions appears to 

be good fit for BSN practice, but 

needs additional analysis for 

sustainability,  cost and resource 

estimates  
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Manuscripts’ Contributions to Integration of Health Literacy Competencies in Nursing 

Education 

The inclusion of more robust health literacy evidence in undergraduate nursing 

educational curricula and practice has potential to inform communication competency 

development for nurses as well as other healthcare providers.  Evidence-based recommendations 

for provider adoption of Universal Health Literacy Precautions (AHRQ, 2016) should be 

implemented as part of the National Action Plan to Improve Health Literacy third goal (U.S. 

DHHS ODPHP, 2010). Evidence-based practices recommended include both verbal and non-

verbal competencies such as active listening techniques, plain language use, identifying and 

incorporation patient preferences and values, and using teach back to confirm understanding.  

Educational approaches to improve health literacy awareness and knowledge includes web-based 

training modules such as the CDC’s Health literacy for public health professionals (CDC, 2015) 

and AHRQ’s Health Literacy Universal Precautions Toolkit for healthcare systems, 2
nd

 edition  

(AHRQ, 2016). These approaches support both current health literacy evidence and the Health 

Literacy Action Plan goals, but have not been mandated for use by the current academic or 

health care systems. 

The information in these educational resources is targeted to practicing professionals 

rather than health professional students. Implementation may require significant amounts of 

faculty or staff engagement or administration time and facility support or collaboration to use the 

Toolkit materials.  Online educational delivery may be more convenient and less resource-

intensive than face- to face teaching interventions. However, a downside to using web-based 

delivery methods as the sole communication intervention is that they do not include active 

participant engagement.  These educational delivery methods are not designed to evaluate 
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comprehension of the content, or if information presented is being applied in practice.  If 

Universal Health Literacy Precautions are to be adopted as a standard part of every patient-

provider interaction, then the preparation of all health care providers should shift away from the 

current emphasis on acquiring discrete HL knowledge facts to the more holistic and patient-

centered multidimensional approaches. 

Manuscript 1 

Until recently, the traditional text-based functional perspective has underpinned HL 

research (Shaw et al, 2012) and guided the HL education of nurses and other health professionals 

(Coleman, 2011).  Teaching approaches and nursing interventions targeting the population with 

low or basic reading proficiencies (36 %) neglects the health information needs of majority of 

the U.S. population (64%) with intermediate or advanced reading proficiencies and diverse 

health backgrounds. Over-emphasizing text-based intervention has ignored patient 

comprehension and provider or health organizational environment’s contributions to health – 

related interactions and health system processes.  The theoretical discussion reported in the first 

manuscript (French, 2015) argued that expanded multidimensional HL approaches and 

interventions may be more effective in preparing nurses to provide effective patient education 

and health system advocacy than current nursing HL educational approaches. Patient education 

and organizational advocacy would occur through nursing use of the researcher-created acronym 

ACTS based on current multidimensional HL evidence found in national recommendations 

(French, 2015; US DHHS ODPHP, 2010).  ACTS in patient education consists of the following: 

Assessing patient concerns and preferences,  

Comparing assessment results with available resources and needs  

Teaching three key points using teach back to confirm understanding, and  
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Surveying for additional questions or concerns using open-ended questions to complete the 

communication loop. 

Patient advocacy improvements within health system would occur through nursing use of 

health system-centered ACTS:  

Assessing health materials and environments for ease of use  

Collaborating with patients and providers to identify needed changes  

Teaching and working on health literacy competencies with other health providers, and  

Surveying health systems for care quality 

Outcome evaluations would then be used to support, modify or maintain integration of 

national HL standards.  The expected outcomes when ACTS are consistently implemented by 

nurses might be more patient-centered communication practices within organizational 

environments responsive to patient preferences, values and cultural perspectives. These potential 

actions and anticipated outcomes need additional research to ascertain the most effective and 

practical implementation.  

Manuscript 2 

The IOM’s 2004 report Health literacy: A prescription to end confusion (Nielsen-

Bohlman, & Kindig, 2004) and DHHS’s 2010 release of the national HL action plan pointed out 

gaps between patient literacy abilities and needs, and health care provider and system 

communication practices.  Nurses have been assumed to address health information gaps as 

patient educators and advocates; however, the second manuscript’s integrative review of health 

literacy competencies in BSN nursing education identified nine lower quality studies 

characterizing minimal baccalaureate nursing preparation in health literacy practices.  

Observable effects on patient interactions or health outcomes were not directly related to 
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descriptions of current nursing educational HL experiences or HL teaching activities.  This lack 

of adequate theoretical or practice linkages to existing health literacy evidence suggests that 

more robust nursing educational research is needed to cultivate stronger curricular emphasis,  

and acceptable and practical means to evaluate student and patient outcomes to measure HL 

competency development. If nurses were educated and evaluated in the use of patient-centered 

communication practices with all patients, then potential reductions of health risks and 

communication-related errors may result from greater patient engagement in shared-decision 

making and increases in self-management of care.  

Manuscript 3 

The gold standard for evidence to change practice is a large scale randomized 

experimental study.  The relatively recent identification of health literacy competencies, 

combined with nursing educational emphasis on text-based HL curricula and the lack of HL 

instruments made conducting a full study impractical without a degree of preliminary supporting 

research (Bowen et al, 2010). The feasibility study developed, and then described in the third 

manuscript (French, 2016) aimed to complete initial psychometric signals and intervention 

feasibility as groundwork for more in-depth research.  The first aim focused on developing the 

HLP-NICE observational checklist through preliminary psychometric assessments.  A content 

validity index from surveys of the four expert panel members indicated 88.9 % agreement for the 

HLP-NICE, which approached the recommended 90% standard (Di Iorio, 2006; Waltz, 

Strickland & Lentz, 2010). The HLP-NICE  quality and clarity, were assessed by potential 

stakeholders including a nursing faculty member experienced in simulation, a nursing student, 

both standardized patients and a nurse in clinical practice using an interview protocol and 

prompts based on Willis’s cognitive interviewing techniques (Willis, 2005). Results of these 
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preliminary assessments will be synthesized and integrated to improve HLP-NICE quality and 

wording before conducting future research as part of the fourth aim. 

The second aim addressed development of the functional and multidimensional HL 

curricula and teaching interventions. After the initial curricula and case study was created, the 

focus group consisting of two nursing faculty members and four junior nursing student 

volunteers shared their perspectives about HL-related concepts seen in their clinical experiences 

and taught during nursing courses. Descriptions of low health literacy patient behavior cues and 

identification of nursing expectations for low literate patients behaviors and health outcomes 

were incorporated into the research team training.  The standardized patients and teacher were 

trained in the simulation case study and patient representations in the functional and 

multidimensional curricula and case studies using cues and prompts from focus group data.  

Additional intervention refinements to health literacy curricula, training content and educational 

activities will take place based on more in-depth analysis of the focus group discussions, 

recorded teaching sessions and individual participant audiovisual recordings.  Teacher, 

standardized patient and participant feedback will be solicited when possible, and appraised for 

feasibility and relevancy of the content and activities through additional surveys. 

The third aim was to examine effects of traditional compared to expanded health literacy 

teaching interventions signaling effects on HL-related knowledge and HL-related behaviors 

(Melnyk & Morrison-Beedy, 2012). The nine participants reported “rarely” or “sometimes” 

observing or using health literacy practices (M = 1.89, range 1.44 -2.67) such as conducting 

patient literacy screening, using various written and audiovisual media in patient education or 

confirming understanding with teach back. The most commonly reported HL intervention used 

was giving patients written materials (M = 2.87). This suggests that functional interventions 
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“sometimes” or “frequently” continue to be the most commonly practiced and role-modeled HL 

behavior used by nurses. These findings underscored the current and ongoing lack of exposure 

and limited application of health literacy evidence and competencies similar to those initially 

reported by Cormier & Kotrlik (2009).  Determining the amount of HL knowledge a nurse has 

may be difficult to estimate solely from their prior nursing ore educational experiences due to the 

lack of relationship noted among prior nursing or educational experience and HL knowledge 

gains (Manuscript 3, Table 3). 

Although the teaching interventions did not result in HL knowledge increases for 

participants as a whole over half (55.9%) of participants did improve their knowledge about HL 

concepts (Manuscript 3, Table 3). Increases in knowledge were somewhat higher for the 

multidimensional compared to the functional group. The Web-based module and teaching 

interventions were not designed to increase discrete HL knowledge facts but instead focused 

more on participant’s application of HL knowledge and HL-related behaviors to enhance patient-

provider communication during the simulated patient interactions. This finding suggests that 

cognitive knowledge gains were not a necessary precursor for HL-related behaviors seen in 

HLP-NICE scores increased for participants in both groups (Manuscript 3, Table 3).  

 Communication competencies evaluated by KEECC-A ratings also increased 

significantly for both groups although the functional control group demonstrated slightly more 

significant gains than the multidimensional (Manuscript 3, table 3).  These differences in 

communication competencies may have occurred because the text-based and task-oriented 

functional group experiences and competencies may have been more familiar and customary to 

participants. Because functional participants had used written materials more frequently in their 

nursing practice, refining their analysis and use of written materials to highlight key textual 
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points did not involve new or more extensive HL-related behavior changes required for patient-

centered interactions and teach back techniques. 

Multidimensional teaching interventions introduced patient-centered concepts that may 

have been less habitual or familiar to the participants. Competencies such as assessing patient 

preferences, using teach-back and surveying for additional needs with open-ended questions may 

have needed additional time or rehearsal to be fully integrated into their nursing practice. Focus 

group participants spent one-third more time discussing the functional curriculum and 

experiences compared to discussions about the multidimensional approach, inferring that they 

were more familiar with using functional approaches or had seen the functional approach used 

more often in their practice and nursing education. 

Short-term improvements were seen in increased HL-related behaviors after participants 

viewed the web-based module, participated in teaching groups and the standardized patient 

interactions.  Sustained development of health literacy competencies was not built into this 

research or evaluated at this time. Additional enhancements to the HL curricula and teaching 

activities will occur based on more in-depth analysis of the focus group discussions, audiovisual 

teaching session and participant recordings using teacher and participant feedback regarding the 

feasibility and relevancy of the activities to current nursing educational and clinical practice as 

part of the fourth aim. 

Research Limitations 

The purpose of a feasibility study includes analysis of intervention time and resource 

constraints to maximize accuracy and resource utilization for hypothesis testing in full-scale 

trials (Bowen et al., 2009, Thabane, 2010).  Feasibility results may be reproducible, yet trying to 

base evidence on feasibility study outcomes without adequate sample sizes, psychometric 
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soundness or statistical power may lead to poorly-supported claims of evidence (Melnyk & 

Beedy-Morrison, 2012, Thabane, 2010).  While the feasibility findings may signal potential 

improvements in how to teach HL competencies, a larger study with a more diverse sample size 

and a more psychometrically-robust HLP-NICE should be conducted to identify better linkages 

between the interventions and documented HL-related behavior changes.  When evaluating the 

feasibility focus are of acceptability,  the study was limited both in participant numbers and 

makeup of the final sample due to failed recruitment efforts as proposed in the original study 

plan. The target number of 30 to 40 participants seemed reasonable given a graduating class of 

54, yet fewer were willing to volunteer due to stated time conflicts in preparing for the NCLEX 

exam, getting RN licensure to practice, starting new jobs or moving to other areas. In addition, 

several graduates indicated that being recorded during the interactions was their primary barrier 

to participation.  This nursing program does not use recordings in simulation or for self-

evaluation of other competencies, so that performance anxiety may have been an unanticipated 

barrier to participation. 

After the initial recruitment attempt did not meet target numbers, additional recruitment 

strategies included mailing invitations to recent graduates from the previous two years 

(Appendix FF) and verbal and written invitations to the nursing and adjunct faculty (Appendix 

GG). After IRB amendments were approved and the strategies carried out, eleven participants 

started the study with nine completing the interventions. One male participant was lost to 

contact, and one female was not able to complete due to time and family conflicts. The lessons 

learned from this situation would be to include multiple recruitment strategies in the initial study 

proposal, by consulting with nursing research and statistical experts regarding estimations of 

suitable sample sizes, and by offering to reduce potential participant anxiety by having recording 
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practice time before interventions occur. An additional strategy to diversify the recruitment pool 

for participant and stakeholder should include partnering with other interested schools of nursing 

for participant acceptability, access, resources and longitudinal research efforts.  

The HLP-NICE observational checklist was created to bridge measurement gaps due to a 

lack of available health literacy or nursing communication tools.  Although initially examined in 

this study, the HLP-NICE signaled strong affinity for the communication competencies found in 

the psychometrically supported KEECC-A (rs =.953, r
2 
= .9082, p = .00).  These findings should 

be viewed cautiously, due to the limited participant numbers, homogeneous sample 

demographics and nascent curricular frameworks and teaching interventions. 

Supporting signals for continuing development and testing of the HLP-NICE included 

expert relevancy ratings approaching significance (CVI 88.9%), trends toward internal 

consistency (pre intervention Cronbach’s α .29; post-intervention Cronbach’s α .59), HLP-NICE 

(Cohen’s κ .52) and KEECC-A (Cohen’s κ .56)  inter-rater reliability between one of the 

standardized patients and the researcher  and convergent validity for KEECC-A communication 

and HLP-NICE HL-related competencies (rs =.953, r
2  

= .9082, p = .008). Improvements in 

wording, design, conceptual consistency and psychometric evaluation with larger and more 

diverse samples should take place before claims of reliability and validity can be supported.  

While nursing HL and communication competencies trended towards improvement in short-term 

measurement, these results should be viewed cautiously, and not generalized to other populations 

or setting until further research has taken place. 

Theoretical Framework 

Nurses communicate essential health information when interacting with patients, and are 

influenced by the knowledge, attitudes and skills they were first exposed to in undergraduate 
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nursing educational exposures. These HL competencies are shaped by the extent a particular 

concept is included in the nursing educational curriculum, course content and clinical 

experiences  Signals from this feasibility study can inform the preparation of nurses by 

integrating HL and communication competencies targeting “the wide range of skills, and 

competencies that people develop to seek out, comprehend, evaluate and use health information 

and concepts to make informed choices, reduce health risks and improve quality of life” 

(Zarcadoolas, Pleasant &  Greer, 2006, p. 55).  Just as patients need more than text-based 

interventions such as literacy screenings or simplified information to engage in shared-decision 

making, nurses need more than functional nursing interventions and expertise in creating and 

simplifying text-based information to communicate effectively in patient-centered interactions. 

Nurses and other health professionals may follow a non-linear process structured after the 

Health Literacy Pathway Model or HLPM stages (Edwards, Woods, Davies & Edwards, 2012) 

when acquiring, appraising and applying HL knowledge, skills and behaviors in health-

promoting interactions with patients of diverse literacy levels and life circumstances. Stage 1 

occurred when participants were educated in HL cognitive knowledge, skills and attitudes to 

interact meaningfully with patients through the web-based HL knowledge module and face-to-

face teaching content.  The assumption was that nursing competency development required a 

basic level of HL knowledge before HL-related behaviors were taught or transferred into 

practice.  Changes in the first dependent variable, HLK HL knowledge percentages, indicated 

that HL-related behaviors may not depend on the amount of HL knowledge initially taught, but 

more on linking and rehearsing core HL knowledge to  simulated or real-life clinical situations. 

Stage 2 occurred when the acquired HL knowledge was paired with specific HL skills 

related to fundamental, scientific, cultural and civic dimensions. Comparisons of the functional 
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and multidimensional-specific knowledge and skills, the matching case study teaching plan 

outlines and teaching scripts used to develop each approach –specific strategies and cues. Stage 3 

occurred when HL knowledge, skills and actions taught in the intervention sessions were 

practiced with the teacher-interventionist and peers, and assessed by SPs as part of the 

educational interventions. This stage incorporated deliberative HL intervention practice with 

teacher and peer feedback to improve performance of HL competencies as part of each teaching 

intervention. 

Stage 4 occurred if the standardized patient and nurse identified and evaluated potential 

barriers and facilitators when creating a patient-directed plan of care filtered through patient’s 

perspectives, needs and preferences.  Stage 5 occurred if the standardized patient and nurse 

reached agreement on a course of action or planned care. While these stages were not directly 

evaluated for this study, HLP-NICE items (Appendix Q)  such as the nurse identifying if patient 

concerns or barriers were elicited and addressed in a mutually agreed-upon action plan.   Health 

literacy-related behavior changes, the second dependent variable, was measured in Stages 3, 4 

and 5 through comparisons of the KEECC-A  communication competency and HLP-NICE  

checklist scores based on  pre- and post-intervention recorded SP-nurse interactions. While the 

potential moderating variables affecting participant HL knowledge gains evaluated were age, 

gender, prior time with patient care experience, past educational attainments and prior exposure 

to HL concepts in nursing educational experiences, none of these variables were associated with 

retention or gains in HL knowledge for this particular sample and tool.  The anticipated 

mediating variable in stages 3, 4 and 5 was the effect of HL knowledge levels on HL-related 

behavior changes. The lack of association between knowledge and practice suggested that the 
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level of HL knowledge gains did not have a significant mediating effect on observed HLP-NICE 

HL – related behavior or KEECC-A communication changes. 

The over-emphasis of nursing educational research on cognitive knowledge facts such as 

limited health literacy prevalence, patient screening, written material interventions and health 

system impact may not be the single best educational approach to develop nursing competencies 

in patient interactions.  More than half of participants gained HL knowledge, but there were no 

significant differences in HLK knowledge pre- and post-intervention scores.  All participants did 

have significant increases in HL-related behaviors which were not dependent on cognitive 

knowledge gains. Participants, however, were exposed to standardized levels of functional and 

multidimensional knowledge through the web-based one hour module to ensure a similar level of 

general knowledge before attending their specific teaching session. 

The teaching interventions were designed to emphasize communication and HL 

competencies using teacher- and peer- facilitated interactions, rather than comprehension of 

discrete HL knowledge facts.  The use of active communication-based learning strategies and 

evaluation of SP interactions for effects on communication in this study differed significantly 

from previous nursing educational research.  Past research did not include evaluating patient 

interaction outcomes, but surveyed cognitive knowledge levels (Cormier & Kotrlik, 2009; 

Jukkala, Deupree & Graham, 2009), taught HL knowledge facts (Sand-Jecklin et al., 2010: 

McCleary-Jones, 2012) or functional text-based competencies (Shieh & Hosei, 2008).  These 

study outcomes signal that shifts from teaching functional HL cognitive concepts to applying and 

synthesizing multidimensional HL concepts in educational curriculum and practice may better 

prepare nurses for more effective communication practices with patients at all literacy levels. 
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According to Zarcadoolas, Pleasant and Greer (2006) multidimensional HL starts with 

fundamental literacy and communication proficiencies in written, verbal, non-verbal and 

numeracy concepts but adds additional HL-related dimensions including scientific and 

technology comprehension, cultural perspectives and civic advocacy skills for patients and 

providers.  HL-related actions based on these dimensions involve more than reading skills or 

textual simplification for patient-provider collaborations to access, navigate and act on complex 

and increasingly technology-derived health information sources. Recent graduates and 

experienced nursing faculty significantly increased their HLP-NICE HL and KEECC-A 

communication competencies, which suggested that multidimensional HL concepts continue to 

be under-represented and inconsistently utilized in nursing educational curricula, didactic content 

and clinical experiences. 

Main threats to internal design validity were controlled for by strategic randomization, 

researcher blinding to initial assignments and similar time on task for both groups.  External 

design validity threats from the HLKES pre-test and pre-intervention SP interaction, however, 

may have stimulated more knowledge recall and retention which was then carried out in HL-

related behavior changes.  This explanation seems unlikely due to the lack of support for 

significant HL knowledge gains for participants as a group, yet caution must be used before 

concluding that either intervention was the sole driver of improvements in competencies. 

Research trajectory 

The next research steps involves dissemination of the findings and locating grant funding 

to continue refinements of the health literacy curriculum and HLP-NICE instrument. A peer-

reviewed poster of the feasibility study findings was presented at the Nurse Education Research 

Conference April 2016.  The health literacy curriculum and teaching interventions will be 
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evaluated for potential content relevance, feasibility and improvements. Integration of these 

modifications will be undertaken through comparisons of multidimensional teaching 

interventions to the teaching script, qualitative analysis of the recorded teaching interventions 

and review of participant feedback. Instead of comparing separate approaches, combining 

fundamental health literacy concepts with added multidimensional scientific- technological, 

cultural and civic components may support a stronger alternative than either approach alone. The 

U.S. healthcare system remains heavily dependent on written information in multiple media 

formats to supplement and reinforce verbal health information. Most technological advances still 

require a textual or numeric component, which means that nurses will need diverse, flexible and 

patient-focused HL and communication competencies to effectively meet patient’s health 

information needs. 

The HLP-NICE instrument will be evaluated for quality improvements based on expert 

feedback and more-in-depth analysis of the cognitive interviews in preparation for more 

psychometric appraisal.  An abstract reporting the HLP-NICE initial testing and updated iteration 

will be submitted June, 2016 for presentation in October, 2016 at the annual Health Literacy 

Research Conference (HARC).  The expectation is that the modifications to the teaching 

intervention and HLP-NICE will be built into the next structured efficacy study. During July and 

August, 2016, preliminary preparations will occur through querying other undergraduate nursing 

and allied health schools and faculty for potential partnerships. 

Documentation of a new study plan and partnerships for the NLN nursing education grant 

will be prepared for October, 2016 submission, and if not funded will be resubmitted for the 

American Nurses Foundation Grants funding cycle May 1
st
, 2017.  Submitting and completing 

an intermediate grant will give this novice researcher opportunities to develop additional 
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research relationships and grant administration expertise before submitting an NIH AREA or 

HRSA grant to support extended interdisciplinary research in undergraduate health care provider 

competencies. As a professional development for future work with the HLP-NICE, additional 

training opportunities in instrument development will be looked for within the next year.  The 

researcher’s home academic university is a teaching institution with nursing, allied health and 

pre-professional programs which might serve as an appropriate venue to explore the effects of 

HL competency development with health providers before and as starting their professional 

practices.  The scholarship of teaching remains underappreciated and underfunded (Forbes & 

Hickey, 2009; Benner et al., 2010), but more robust HL teaching curricula, relevant HL course 

emphasis, deliberative HL clinical practice and interdisciplinary inclusion shows potential to 

foster safer and more effective communication practices for future health care providers. 

Nursing and interdisciplinary implications 

HL Knowledge and HL-related behaviors together characterize HL competencies used by 

nurses and health providers practicing within health care systems. The concept of “practice” may 

have multiple meanings used to characterize how one responds to professional challenges, 

dilemmas or new situations.  One definition of practice revolves around the culmination of 

knowledge, attitudes and skills routinely used by providers in health care environments, or 

practice as what one does as part of one’s professional responsibilities.  A more nuanced 

theoretical relationship between practices and “habitus” outlined by Bourdieu (1977) suggests 

that one’s personal or professional practices are more complex than rigidly structured automatic 

responses to changes or new situations.  Habitus is shaped by deeply rooted prior knowledge and 

formative social interactions used within a contextual field, or environment. When someone is 

faced with choices or dilemmas, they may consciously or unconsciously revert to acts or 
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behaviors that aligns with previous choices or perceived socially-sanctioned actions.  The 

choices revering to one’s habitus are not prescriptive, but may be reinforced or strengthened by 

perceptions of advantage or self gain in social capital rather than consideration of potential 

consequences or risks. Once crystallized, there may be strong internal or external resistance to 

changing one’s habitus despite robust evidence to the contrary (Bourdieu, 1977; Swartz, 2002). 

Nursing HL practices may form a professional class habitus which shapes 

communication in patient-nurse interactions within the social and cultural context of the health 

system field. Interviews of 26 paraplegic patients and 26 nurses based on discourse analysis of 

155 interactions over a 20 month time period noted that understanding- oriented interactions 

were infrequent, with limited patient-nurse collaborations or negotiations between nurse and 

patient attempted or solicited unless the nurse determined no other conflicts with nursing 

responsibilities or tasks existed (Sieger, Fritz & Them, 2012).  The current textual and task-

focused nursing communication class habitus may not allow patients to fully engage in dialogue 

to make health decisions or manage their own health (Nutbeam, 2008; Swartz, 2002; Sieger et 

al., 2012). To change the current task-oriented nursing communication habitus, more deliberative 

practice of effective and evidence based nursing communication and HL competencies should 

occur throughout the nursing educational process rather than once or twice during a nurse’s 

educational process. 

Concerns exist about current nursing educational preparation to effectively develop 

outcome-based competencies for increasingly complex and diverse health care environments 

(Benner et al, 2010). Patients need understandable and actionable health information if they are 

to follow health instructions, use health resources effectively, avoid preventable safety errors and 

reduce costly readmissions. Incorporating Universal Health Literacy Precautions successfully 
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will take health providers who are educated in evidence-based multifaceted health literacy 

strategies and are sensitive to life contexts beyond formal health care environments.  This study 

addressed some of these concerns through use of a more robust research design and innovative 

instructional strategies to prepare nurses to consistently perform HL competencies.  The research 

also supported The National Health Literacy Action Plan goals for health professional education 

through evaluations of a standardized instrument designed to benchmark core HL competencies 

(US DHHS, ODHD, 2010). 

Prior nursing educational research has infrequently demonstrated or evaluated the effects 

of communication or HL-related competencies in patient outcomes except for descriptions of 

self-reported effectiveness or observed incongruences.  Student’s use of HL practices such as 

return demonstration, eliciting patient context, translating medical terminology for patient 

understanding or providing language-appropriate materials was reported as evidence of HL 

competency. Limited additional corroboration of recipient effectiveness or changes in health 

outcomes was offered as proof of student communication effectiveness (Sand- Jecklin et al, 

2010; Shieh et al., 2013; Shieh & Hosei, 2008: Scheckel, Emery & Nosek, 2010; Zanchetta et al., 

2013). In contrast, the outcomes from this feasibility study may signal more substantive 

approaches to implementing and integrating multidimensional HL competencies in nursing 

education curricula, didactic content and clinical experiences.  Refining and re-evaluating 

combinations of technology-assisted knowledge acquisition, face-to-face interactive learning 

strategies and theoretically based objective evaluations offers potential to improve the existing 

nursing “habitus” through adoption of Universal Health Literacy Precautions in baccalaureate 

nursing education. 
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Effects of multidimensional vs. functional educational interventions on baccalaureate nurse-

standardized patient interactions:  Demographic survey of recently graduated BSN students  

Thank you for participating in this pilot health literacy study conducted by Kim French at Austin 

Peay State University.  The information collected by this short survey will be used only to 

assess group characteristics.  This form and information will be kept securely by Ms. French. 

Your responses will not be used for any other purpose, and will not affect past or future services 

offered by Austin Peay State University, the Medical University of South Carolina, or their 

associated nursing departments.   

1.   Age (in years)     ____________________  

2.   Gender (mark one with an X)  

            Female   _________                                    Male    __________ 

3.   Ethnicity (mark one with an X) 

Hispanic or Latino ___________                             Not Hispanic or Latino __________ 

Prefer not to reply   ____________ 

4.   Race: Mark with an X your primary choice or if you choose not to reply.   

You may use + mark/s for additional groups that you consider part of your racial background. 

 American Indian or Alaska Native          ____________ 

 Asian      ____________ 

 Black or African American   ____________ 

 Native Hawaiian or Other Pacific Islander     _____________ 

 White                                                              _____________ 

            Prefer not to reply                                          _____________ 

5.     Past health care work experience outside of nursing school? (Mark one with an X) 

 No _______________   Yes __________ 

6.    Length of time in past health care work experiences (In years and months, or months if  

       less than 1 year)     

           ______________ Years    ____________ Months  

7.     Grade point average (GPA) at graduation (Mark one with an X) 

 2.5 – 2.99    ________________ 

 3.0 – 3.49    ________________ 
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 3.5 - 4.0      ________________ 

Prefer not to reply   ________________ 

If you are nursing faculty, please answer the 3 questions on the next page.  

Only answer the following questions if you are nursing faculty 

8.  Length of time as nursing faculty, whether full or part-time? (In years)  

 

      ______________ Years   

 

9. Primary teaching concentration? (Mark with an X)  

 

    _______________ Medical-Surgical (Fundamentals or AH1) 

 

   _______________ Psych/Mental Health  

 

  ________________ Critical Care (AH2) 

 

_________________ Maternal- Child 

 

_________________ Community Heath 

 

_________________Leadership/Administration 

 

10. Highest educational level achieved?  

 

_________________BSN 

 

_________________MSN 

 

_________________Master’s, other discipline _________________ 

_________________DNP 

 

_________________EdD 

 

_________________PhD 

_________________Prefer not to reply 
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Study ID _____________ 

Introduction:  Health Literacy is the ability to read, understand and make informed decisions about health care. One 

purpose of this study is to assess the knowledge and experiences of BSN nursing graduates from Austin Peay State 

University. If you choose to participate I encourage you to answer all questions but you have the right to refuse to 

answer any question on the survey. Your responses will be kept anonymous and in no way affect your past grades in 

any nursing course or any future services provided to you by APSU. Thank you for your participation  

                                                   

Part 1: Health Literacy Knowledge 
Directions: Questions 1-29 are multiple-choice questions. Choose the best answer and record only one response for 

each question on the document provided.  

___1. Low health literacy levels are most prevalent among which of the following age groups?  

 a. 16 to 24 years of age. 

 b. 25 to 34 years of age. 

 c. 35 to 44 years of age. 

 d. 45 to 54 years of age. 

 e. 65 years of age and older. 

 

___2. Low health literacy levels are common among: 

 a. African Americans.  

 b. Hispanic Americans. 

 c. White Americans. 

 d. All ethnic groups. 

 

___3. The research on health literacy indicates that: 

a. the last grade completed is an accurate reflection of an individual’s reading ability. 

b. most individual’s read three to five grade levels lower than the last year of    

       school completed. 

c. if an individual has completed high school they will be functionally literate. 

d. if an individual has completed grammar school they will be functionally literate. 

 

___4. What is the likelihood that a nurse working in a public health clinic, primarily serving low- income 

minority patients, will encounter a patient with low health literacy skills? 

 a. almost never. 

b. occasionally 

c. often 

 d. very often 
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___5. The best predictor of healthcare status is: 

 a. socioeconomic status.  

 b. literacy. 

 c. gender. 

 d. educational level. 

 

___6. Patients with low health literacy skills: 

 a. rate their health status higher than those with adequate literacy skills. 

 b. experience fewer hospitalizations than those with adequate health literacy skills. 

c. are often prescribed less complicated medication regimes than those with adequate health literacy 

skills.  

d. are often diagnosed late and have fewer treatment options than those with  

adequate health literacy skills.  

 

___7. Health behaviors common among patients with low health literacy skills include: 

 a. lack of participation in preventative healthcare. 

 b. disinterest in learning about healthcare problems. 

c. an unwillingness to make lifestyle changes necessary to improve health. 

d. the inability to learn how to correctly take prescribed medications. 

 

___8. Patients cope with low health literacy skills by: 

a. asking multiple questions about healthcare instructions they do not understand. 

b. exploring treatment options before signing surgical consent forms. 

c. relying heavily on written healthcare instructions. 

 d. pretending to read information given to them by healthcare providers. 

 

___9. The nurse should keep in mind that individuals with low health literacy levels: 

 a. can understand written healthcare information if they are able to read it. 

b. will not be able to learn about their healthcare needs. 

c. have lower intelligence scores than average readers. 

d. have difficulty applying healthcare information to their health situation 

 

___10. Which statement best describes the instrument, The Rapid Estimate of Adult Literacy in Medicine?  

 a. This instrument determines the reading level of written healthcare information. 

e. This instrument assesses the math skills of an individual required for medication administration. 

 c. This instrument evaluates the overall quality of written health care information.  

 d. This instrument assesses the ability of an individual to read common medical terms.  

 e. I do not know. 
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___11. When working with individuals who have low health literacy skills the nurse should keep in mind that these 

individuals: 

a. may not admit that they have difficulty reading. 

b. will readily share that they need assistance with written information. 

c. will frequently ask questions about information they do not understand.  

d. should not be expected to manage their healthcare since they cannot read. 

 

___12. Which of the following questions would provide the nurse with the best estimate of reading skills of the 

patient? 

 a. “What is the last grade you completed in school?” 

 b. “Do you have difficulty reading?” 

 c. “Would you read the label on this medication bottle for me?” 

 d. “Do you need eye glasses to read?” 

 

___13. Which statement best describes the Test of Functional Health Literacy?  

a. This instrument is used to assess the reading comprehension and numerical skills of an individual. 

b. This instrument is only available in English and therefore has limited use with immigrants. 

c. This instrument is an effective tool for assessing the reading level of individuals.  

d. This instrument is recommended for determining the reading level of written healthcare materials. 

e. I do not know. 

 

___14. What is the strongest advantage to conducting health literacy screenings? Health   

      literacy screenings: 

a. provide nurses with a good estimate of the educational level of individuals. 

 b. will help nurses to be more effective when providing healthcare teaching. 

c. can be used to diagnose learning difficulties that serve as barriers to  

patient teaching. 

d. assist healthcare agencies to comply with educational standards established by the Joint 

Commission on Accreditation of Health Organizations.  

 

___15. Which of the following statements, made by the nurse, would be the best approach to initiating a health 

literacy screening with a patient?  

a. “It is necessary for me to assess your reading level; this will take a few minutes and it is very 

important.” 

b. “I need to conduct a test to see if you can read, please read these words for me.” 

c. “I want to make sure that I explain things in a way that is easy for you to understand; will you help 

me by reading some words for me.” 

d. ”I need to administer a reading test to you, if you cooperate this will not take long.” 
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___16. After providing written healthcare information to a patient he states, “ Let me take this information home to 

read.” This may be a clue to the nurse that the patient: 

a. is in a hurry and does not have time for instruction. 

b. is not interested in learning the information. 

c. is noncompliant with healthcare treatments. 

d. may not be able to read the materials. 

 

___17. An individual with functional health literacy will be able to:        

 a. follow verbal instructions but not written healthcare instructions. 

b. read healthcare information but have difficulty managing basic healthcare needs. 

c. read and comprehend healthcare information. 

d. read, comprehend, and actively participate in decisions concerning healthcare. 

 

___18. Which of the following is true with regards to written healthcare information?  

 a. Most healthcare information is written at an appropriate reading level for patients. 

 b. Illustrations can improve a patient’s understanding of written information. 

 c. Patients are usually provided with information that they think is important  

to know about their healthcare status. 

d. Overall patients comprehend written information better than verbal instructions. 

 

___19. The recommended reading level for written healthcare information is: 

 a. 5
th

 grade. 

 b. 8
th

 grade. 

 c. 10
th

 grade. 

 d. 12
th

 grade. 

 

___20. The first step in developing written healthcare information is to: 

 a. outline the content. 

 b. list the learning objectives. 

 c. find out what the audience needs to know. 

 d. research the content area. 

 

___21. Which of the following statements best describes the Fry Method? 

 a. This formula is used to calculate word difficulty in a written document.  

b. This method calculates the readability level of a written document by   

counting selected syllables and sentences within the document. 

 c. It is an effective tool used for measuring how well a patient understands   
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    healthcare information. 

d. This instrument is used to evaluate the cultural appropriateness of written healthcare instructions. 

e. I do not know. 

 

___22. Recommendations for developing written healthcare materials include: 

 a. use dark colored papers for printing.  

 b. presenting information in the form of a conversation. 

 c. including abbreviations when possible to save space. 

 d. printing words in fancy script. 

 

___23. When listing side effects for a handout on chemotherapy the oncology nurse should limit the list to: 

a. 2-3 items. 

b. 5-6 items. 

c. 10- 12 items. 

d. 15-20 items. 

 

___24. Written healthcare information provided to a patient related to a specific disease should include:  

 a. only three or four main ideas about the disease. 

 b. all treatment options available to manage the disease. 

 c. a detailed explanation of the pathophysiology of the disease. 

 d. statistics on the incidence of the disease. 

 

___25. Which of the following would be the most effective wording for a heading in a 

            brochure on hypertension? 

 a. HYPERTENSION: THE SILENT KILLER 

 b. Symptoms of high blood pressure 

 c. How do I know that I have high blood pressure? 

 d. What factors contribute to hypertension? 

 

___26. The best way to ensure that a breast cancer prevention brochure is culturally appropriate is to:  

 a. review research on the community’s culture. 

 b. obtain input from nurses who have worked in the community. 

c. explore the types of materials currently available. 

d. include community members in the design of the brochure.  
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___27. Which of the following instructions on the management of diabetes would be best understood by an 

individual with low health literacy skills? 

 a. Check your blood sugar every morning. 

 b. Insulin should be taken as directed by your physician. 

 c. Diabetes is a disease of energy metabolism. 

 d. Complications associated with insulin include hypoglycemic reactions. 

 

___28. Which of the following approaches to patient education provides minimal opportunity for the patient to 

actively engage in learning? 

a. Incorporating short answer questions periodically throughout written healthcare materials and 

providing space for the patient to write responses. 

b. Instructing the patient to watch a video after providing written healthcare instructions. 

c. Planning a question answer session in small groups after completing a learning activity. 

d. Providing pictures for the patient to circle in response to questions asked in a healthcare brochure. 

 

___29. The most effective way for a nurse to determine how well a patient with low health literacy skills 

understands healthcare information is to: 

 a. Utilize a pre-test before instruction and a post-test following instruction.  

 b. Ask the question, “Do you understand the information I just gave you?” 

 c. Have the patient teach back the information to the nurse. 

 d. Verbally asking the patient a series of questions following instructions. 

 

Thank you for completing the survey. The original was developed by Dr. Catherine Cormier (Cormier & Kotrlik, 

2009).   
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HLP-NICE is an observational checklist designed to assess the health literacy competencies of nurses when interacting with patients. 

The quality of the nursing interaction is evaluated by circling one of the following indicators:  

0 = Not observed    1 = Poor      2 = Fair   3 = Good       4 = Excellent          N/A = Not applicable            

If the objective is not relevant for the situation, then the Not Applicable (N/A) indicator should be circled.  

If N/A is circled, then a brief explanation or rationale should be recorded in the comments section. 

Observed strengths and/or suggestions for improvement can also be written in the comments section.  

Health Literacy Objective            Interaction Quality Comments  

Engages,  assesses and reassesses 

patient needs 

  

At the beginning of the encounter    

1. Nurse greets the patient 

appropriately 

     0         1         2         3       4      N/A  

2. Nurse introduces self, and 

identifies a shared purpose for the 

interaction 

     

     0         1         2         3       4      N/A 

 

3. Nurse addresses patient’s main 

health concern and context 

- patient understanding of main concern 

- barriers to self-management of 

concern  

- available support systems 

      

     0         1         2         3      4       N/A 

 

4.  Nurse assesses patient 

preferences for communication and 

learning needs 

      

     0         1          2         3      4      N/A 

 

At the end of the encounter: 

5. Nurse asks open ended questions 

such as “What other questions or 

   

     

     0          1          2        3      4      N/A 
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Health Literacy Objective            Interaction Quality Comments  

concerns do you have?” 

 

Health Literacy Objective Interaction Quality Comments 

Explains information clearly in 

plain language 

  

6. Nurse vocal tone is appropriately 

paced with an acceptable volume 

and pitch 

     

 0         1           2         3       4       N/A  

 

 

7.  Nurse posture indicates active 

listening 

     

 0         1           2         3       4       N/A 

 

 

8. Nurse’s medical language 

matches the patient’s level of 

language and understanding 

     

 0         1         2          3       4       N/A 

 

9. Nurse uses everyday language 

instead of  medical jargon or 

medicalized terms 

      

 0         1          2         3      4        N/A  

 

10.  Nurse uses words which 

indicate caring or concern and 

matches the patient’s feelings or 

level of understanding   

      

 0         1         2         3       4        N/A       

 

Prompts effective participation in 

visit: Focus on 3 or fewer key 

messages 

  

11.   Nurse’s initial teaching 

statement indicates the provider’s 

responsibility for ensuring patient 

     

 0           1          2         3        4       N/A              
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Health Literacy Objective            Interaction Quality Comments  

comprehension 

 

Health Literacy Objective Interaction Quality Comments 

 

12. Nurse emphasizes 3 or fewer 

key points during interaction 

 

    

     0           1          2        3        4        N/A  

 

13. Nurse repeats and reviews each 

key point with patient during 

interaction 

      

    0          1          2        3        4        N/A   

   

 

14.  Nurse gets specific feedback 

from patient for each key point 

(Teach Back) 

    

    0         1           2          3        4       N/A     

 

15. Nurse gets patient agreement for 

correctly repeated information, or 

reteaches misunderstood 

information until information is 

correctly restated  

     

   0         1           2         3         4       N/A   

 

16. Nurse refrains from 

interruptions that may disrupt 

patient explanations or misses 

patient cues 

     

   0         1          2          3          4        N/A 

 

 

 

Uses patient-friendly 

explanations, materials and 

drawings  
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Health Literacy Objective            Interaction Quality Comments  

 

17. Nurse puts health information in 

context by defining new or 

unfamiliar terms during 

explanations 

 

 

     

   0         1          2         3         4        N/A 

 

Health Literacy Objective Interaction Quality Comments 

 

18.  Nurse puts health information 

in context by using common 

analogies during explanations 

      

    0         1         2         3         4        N/A 

 

 

19. Nurse selects appropriate 

educational materials or drawings to 

match assessed learning needs and 

preferences 

      

     

   0          1        2        3         4         N/A  

 

 

20. Nurse writes down key verbal 

points or highlights key points in 

printed materials  

 

   

    0          1        2         3         4          N/A   
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Research Assistant Guidelines 

Qualifications:  

1. Undergraduate junior or senior psychology student  

2. Strong computer data entry and writing competencies  

3. Able or willing to learn how to set up and use DVD/ AV recording equipment  

4. Detail-oriented, reliable and self-motivated to successfully monitor assigned research activities 

Requirements:  

1. Willing to complete CITI research ethics online training  

2. Available for the following research activities (target dates): 

a. basic team training April –early May (4 hours),  

b. intensive team training 2
nd

 week of May (4 hours) – create a data collection process checklist 

with data manager 

c. recruitment & initial simulation recording 4
th
 week of May and 1

st
 week of June (28 hours) 

d. follow-up and final simulation recording 4
th
 week of June (20 hours) 

e. final research data entry end of June with data manager (4 hours) 

 

Compensation: $10 / hour, no additional monetary or health insurance benefits but will receive 

acknowledgment in publications and presentations  

Phase 1 and 2 Research Assistant Detailed Information:  

Phase 1 research data collection orientation plan.  The research assistant, data manager and PI will 

train for data collection consistency. The researcher will develop comprehensive training protocols before 

the assistant and manager are enlisted, but will modify protocols considering the feedback from those 

individuals during training.  Tasks such as obtaining participant consent, coding the demographic and 

survey information, assigning participants to each cohort and recording the interactions will occur 

before the intervention starts. The researcher assistant and data manager will complete a process 

evaluation checklist for each data entry checkpoint to ensure standardization of data collection. 

Phase 2 participant recruitment.  General interest written information about the upcoming study will be 

posted two weeks before graduation to stimulate potential student interest in participation and ensure 

researcher availability to answer potential participant queries. The poster template (APPENDIX B), a 

scripted verbal announcement by the research assistant, and the written announcement on the School of 

Nursing Facebook page (APPENDIX C2) are included in the IRB applications for review and approval.  

General information will be included regarding incentives to reduce potential coercion or ethical conflicts.  

Recruitment, enrollment and obtaining participant consent will occur during attendance at a NCLEX 

review course offered two to three weeks after graduation from the program.  At this point in time, final 

grades will have been entered and graduation recorded so that the researcher could not change or 

modify grades or graduation status.  If graduates do not choose to participate, then the non-participant 

numbers and brief reasons will be collected and analyzed after study completion to identify potential 

barriers in future recruitment attempts.  

Phase 2 recruitment and informed consent.  This study provides adequate protection against the risks 

of coercion or selection bias through avoidance of direct PI involvement both before and during the Phase 

2 recruitment and intervention process. The research assistant will make general interest information 
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announcements to graduating seniors three weeks before graduation, and will post hard copies around 

the nursing school and on the School of Nursing Facebook page to stimulate potential interest in 

participation and ensure PI availability to answer potential queries. The recruitment poster and the 

scripted announcement used both verbally and for the School of Nursing Facebook page are included in 

the appendices for IRB review and approval prior to use (APPENDIX B, APPENDIX C2).  Limited 

information will be included regarding specific incentives or continuing education credits to avoid any 

potential perceptions of coercion or ethical conflicts.    

Formal recruitment, enrollment and obtaining participant consent will occur during attendance at a 

NCLEX review course offered two to three weeks after graduation from the program.  The research 

assistant will make a more detailed invitation for recruitment at the beginning of each review session and 

be available during the five review days to review the research benefits and potential risks. The research 

assistant will obtain written individual consent once the participants indicate informed and voluntary 

consent (APPENDIX D4) and will then have the participant select the envelope to determine randomized 

assignment. The research assistant will enter each participant’s research ID number and give specific 

written directions as to intervention dates, times and processes after consent has been obtained.  The data 

manager consultant will be available two hours each day during the recruitment period to assist with 

demographic data entry and verification of initial results entry.  The PI will be available either in person 

or by telephone or e-mail to answer questions or address concerns.  At the end of each daily session, the 

research assistant and data manager will complete a process evaluation instrument to assure the 

standardization and quality of data collection is maintained.   

Phase 2 participant retention. Although this pilot study takes place during the relatively short period of 

a month, strategies to maintain participant retention are recommended to reduce potential attrition 

(Melnyk & Morrison-Beedy, 2012). Timing the interventions to occur shortly after graduation while 

graduates are waiting to sit for the NCLEX examination should lessen participant school and time 

conflicts between the demands of nursing school and new employment.  The asynchronous web-based 

format for the initial HL Knowledge exposure allows participants to complete health knowledge 

information at their own pace and convenience.  The research assistant will send module completion 

reminders 1 week prior to the face-to-face session by participant self-identified preference of text or e-

mail. Additional attendance reminders will be sent 1 week prior to the post-evaluation session.    

Phase 2 participant randomization.  After IRB approval is obtained, consenting participants will be 

randomized into two structurally equivalent groups using the following process for assignment and 

blinding. Participants will select from a manila envelope distributed by the research assistant labeled from 

1 – 40 or with the final number of participants.  Each envelope will contain a pre-randomized assignment 

to one of the interventions previously selected by using numbers from a randomization table.  The 

research assistant will code the demographic information into a paper-based code book starting with 

either F01 or M01 to assure anonymity and confidentiality.  All written, electronic or recorded 

documentation including transcription data will be coded with this number and will not include any 

names.  Students will create and maintain a “nursing alias” to use during their recorded patient 

interactions, which should also provide added confidentiality when the simulated patient recordings are 

viewed or transcribed.  A second electronic log will be kept separately from the participant demographic 

information codebook to record the results of electronically collected data and analyses performed with 

only the student code number as the identifier. All data will be entered by the research assistant, and 

verified by the data manager for accuracy and completeness. These actions should ensure that the 

researcher will be blinded to the results and reduce potential selection bias.   
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Phase 2 data collection.  The research assistant will be responsible for collecting and recording the 

results using databases set up with SAS statistical program available through the researcher’s home 

institution.  Results stored in the online password-protected and firewalled server maintained for research 

purposes in the MUSC College of Nursing.  The assistant will collect and record the demographic data, 

the HL-KES pre-and post-survey scores, the 5 point online quiz scores which checks for quiz completion, 

and HLP-NICE and KEECC-A scores.  The standardized patients will rate the videotaped patient 

interactions of the other standardized patient pre-and post-intervention to provide greater objectivity and 

reduce the possibility of intervention bias or halo effects.  Data entered by the research assistant will be 

checked by the data manager consultant for accuracy and completeness. The researcher will be available 

during the collection and intervention times to answer team member or participant questions to avoid 

missing data, but will not have access to the specific participant identities, scores or results until after all 

data has been collected and recorded.  The diffusion of shared information between participants during 

the four week collection of data might contaminate the findings and limit the individual impact of the 

educational interventions. During the initial recruitment meeting, the research assistant and teacher- 

interventionist will request that participants do not discuss questionnaire answers or intervention 

information until after the four week study time has been completed. This request will be repeated during 

each contact with the participants as a reminder, and the scheduling of a feedback session should allow 

participants from both cohorts to discuss their ideas and share input after the completion of data 

collection.  
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Research Assistant Training Protocol 

Task  Steps  Resources: Team Folder, Dividers, 

Notebook, pens  

Reimbursement 

Documentation 

1. Provide ID Temp Help form 

(may need to go to HR to provide 

I9, W-4 and direct deposit) 

2. Time sheet completion each 

pay period 

Pink Temp Help forms, A# or SS#.  

White and pink time sheet 

CITI Human Subjects 

Training 

1. Documentation of completion 

copy for research binder and IRB  

CITI training pdf 

CITI Completion certificate  

Study Purpose & Flow  Copy of Study Consort Flow 

Copy of APSU IRB  

Research Assistant 

Specific Activity List 

 Research Assistant Personnel Guidelines 

Participant Recruitment 

and Retention 

1. Informed consent – develop 

consent checklist card 

2. Participant group allocation 

3. Collect contact information 

and non-participation log data 

4. Send reminder e-mail/texts  

Informed Consent forms,  

Index cards 

Participant folders 

Study flow summary & cohort-specific 

instructions 

Computerized randomization table, 

envelopes  

Cohort-specific log  

Contact information list for reminders 

Data Collection  1. Ensure distribution of           

    demographic surveys and pre- 

    HL-KES and post HL-K 

Demographic data form 

HL-KES form and key 

Video-recording SP and 

teacher interactions 

1. Equipment check for usability  

    and quality 

2. Ensure physical set up for each 

interaction  

Equipment and physical setup index 

card checklist 

Data entry verification 1. Recheck SP data entry for 

correctness & missing data 

Data entry checklist /Index Card 

Debriefing  1. Give feedback on the process 

for improvement 
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Standardized Patient Training Protocol 

Task  Steps  Resources : Team folder, dividers, notebook, 

pens 

Reimbursement 

Documentation 

1. Provide ID Temp Help form 

(may need to go to HR to provide 

I9, W-4 and direct deposit) 

2. Time Sheet Completion each pay 

period 

Pink Temp Help forms, A# or SS# 

White and pink copy of time sheet 

CITI Human Subjects 

Training 

1. Documentation of completion 

copy for research binder and IRB  

1. CITI training pdf 

2. CITI Completion certificate  

Study Purpose & Flow  Copy of Study Consort Flow 

Copy of APSU IRB  

Standardized patient 

Consent 

 

1. Read through consent 

2. Summarize key points 

3. Review questions or concerns 

4. Sign consent and make copy for 

self 

Research personnel consent form 

White Board/ Dry Erase Markers 

SP Specific Activity List   SP Personnel Guidelines 

Basic HL Knowledge 1. Watch video, discuss self or 

family situations where unsure 

about health information (examples 

from real life)  

IOM Health Literacy Video (Extended 

Version)   

SP Role Training 1. Read through case study 

information individually  

2. Highlight or mark cues which 

indicate limited literacy 

3.  Practice with each other with 

peer feedback  

4. Practice being videotaped during 

an interaction with AB or myself as 

nurses 

Case study information and 

fundamental/multidimensional scripts  

Index cards- cues 

Prop lists  

SP Rater Training 

(Wednesday)  

1. Read through KEECC-A form 

and ratings manual 

2. Practice rating a YouTube 

interaction using KEECC-A 

3. Read through HLP-NICE form 

and CVI scoring information  

KEECC-A form 

HLP-NICE form 

Rating process checklist/ index card  

SP Data Collection 1. Process index card  

Consistent data collection  

 

Debriefing Give feedback on the process for 

improvement 
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Teacher- Interventionist Training Protocol 

Task  Steps  Resources: Team notebook, Dividers, 

Notebook, Pens 

Reimbursement 

Documentation 

1. Provide ID Temp Help form (may 

need to go to HR to provide I9, W-4 

and direct deposit) 

Pink Temp Help forms, A# or SS# 

CITI Human Subjects 

Training 

1. Documentation of completion 

copy for research binder and IRB  

CITI training pdf 

CITI Completion certificate  

Study Purpose & Flow 1. Briefly present the order of the 

study and how each person’s role 

will fit 

Copy of Study Consort Flow 

Copy of APSU IRB  

Teacher- Interventionist 

Consent 

1. Read through guidelines and 

consent 

2. Summarize key points 

3. Review questions or concerns 

4. Sign consent and make copy for 

self 

Teacher-Interventionist Guidelines 

Teach 

Basic HL Training 1. Watch video and discuss IOM Health Literacy Video (Extended 

Version)   

Teacher Training: 

Fundamental Activities 

1. Review case study, script and 

fundamental teaching activities 

2. Practice teaching presentation 

/key points while being videotaped 

3. Review teaching video with key 

points for modification/ correction 

Fundamental case study, script and Teaching 

Activities 

SILS. SMOG & SAM handouts,  

Room, recording equipment and whiteboard 

availability 

Teacher Training:  

Multidimensional  

Activities 

1. Review case study, script and 

fundamental teaching activities 

2. Practice teaching presentation 

/key points while being videotaped 

3. Review teaching video with key 

points for modification/ correction 

Multidimensional case study, script and 

Teaching Activities;  Room, recording 

equipment and whiteboard availability 

Highlighters   

Debriefing Give feedback on the process for 

improvement 

 

 

 

Training resources:  

IOM extended version HL: Rx to end confusion 

https://www.youtube.com/watch?v=iBy3I7YKCQQ 
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Rating Criteria for each approach to SP Interaction 

KEECC-Adapted; How well does the learner do the following (throughout the interaction)? 

 Poor = rarely or none of the time  

 Fair = some of the time, not consistently 

 Good = at least half of the time 

 Very good = most of the time, more often than not 

 Excellent = all the time  

  

A. Builds a Relationship (includes the following):  

• Greets and shows interest in patient as a person 

• Uses words that show care and concern throughout the interview 

• Uses tone, pace, eye contact, and posture that show care and concern 

 

For both functional and multidimensional approaches, the nurse should greet the patient by name, 

introduce themselves and their role, and use active listening techniques consistently throughout the 

interaction.  

B. Opens the Discussion (includes the following):  

• Allows patient to complete opening statement without interruption 

• Asks “Is there anything else?” to elicit full set of concerns 

• Explains and/or negotiates an agenda for the visit 

 

In this simulation, Mrs. Smith is being discharged home from the hospital with new medications to take, 

and to follow-up with her health provider in 1 week. For both approaches, the nurse may indicate that the 

shared purpose is to prepare Mrs. Smith to self-manage her congestive heart failure when she gets home.  

Functional or multidimensional approach “We need to go through these discharge papers before you go 

home from the hospital.  You should understand what you need to do to take care of yourself to keep from 

coming back to the hospital again” 

C. Gathers Information (includes the following):  

• Begins with patient’s story using open-ended questions (e.g. “tell me about…”) 

• Clarifies details as necessary with more specific or “yes/no” questions 

• Summarizes and gives patient opportunity to correct or add information 

• Transitions effectively to additional questions 

 

Functional approach (screen for patient literacy level) “Tell me how often someone helps you fill out 

medical forms or paperwork” (May elaborate on how her daughter might help her with remembering this 

information) 

Multidimensional approach “Tell me about your main concern today.” (May elaborate on how Mrs. 

Smith has handled this in the past- barriers or what worked to improve her health) 

D. Understands the Patient’s Perspective (includes the following):  

• Asks about life events, circumstances, other people that might affect health 

• Elicits patient’s beliefs, concerns, and expectations about illness and treatment 
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• Responds explicitly to patient’s statements about ideas and feelings 

 

Functional approach (screen the pamphlet for readability estimate or SMOG score and suitability 

estimate or SAM score) “Would you prefer to read information in English or Spanish?”   

Multidimensional approach (screen the patient for learning and language or cultural preferences) What 

do you know about taking your medications and your follow-up appointment? 

What has worked for you in the past (or has been difficult for you?) How do you like to learn new 

information - by reading, listening to the radio or watching TV, or just listening to someone else explain 

new information? What language do you prefer to learn new information in?  

E. Shares Information (includes the following):  

• Assesses patient’s understanding of problem and desire for more information 

• Explains using words that patient can understand 

• Checks for mutual understanding of treatment plan (new medications, follow-up appointment) 

• Asks if patient has any questions 

 

Functional approach (Teach main points by going over discharge papers or pamphlet). The nurse goes 

over the main points of taking medication, and the provider’s follow-up phone number. The nurse may 

ask if the patient has any questions about what the nurse has gone over.  

Multidimensional approach (Teach 3 Teach Back) The nurse should indicate responsibility for ensuring 

mutual understanding, then teach 3 main or key points (how will you take your medicine, when will you 

follow up with your provider, and what will you do if you have a problem before your appointment?).  

F. Reaches Agreement (if new/changed plan) (includes the following):  

• Includes patient in choices and decisions to the extent s/he desires 

• Asks about patient’s ability to follow diagnostic and/or treatment plans (ability to take new medications 

and follow-up with health care provider) 

• Identifies additional resources as appropriate 

Functional approach- “Do you think you will have any problems with taking your new medicines when 

you get home? Do you want any other information about your medicines or heart condition?” 

Multidimensional approach- “Just to make sure I was clear, tell me how you will take your new 

medications when you get home (or what will you tell your daughter about taking your new medications?) 

What might keep you from taking your medications or keeping your follow-up appointment?   

G. Provides Closure (includes the following):  

• Asks if patient has questions, concerns or other issues 

• Summarizes / asks patient to summarize plans until next visit 

• Clarifies follow-up or contact arrangements 

• Acknowledges patient and closes interview  

 

Functional approach “Here is the provider’s phone number (on discharge paper) and your medication 

instructions (May underline, highlight or point to the number.) Read this over with your daughter when 

you get home. You or your daughter can call your provider if you have any questions or problems before 

your next appointment. Do you have any other questions for today?” 
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Multidimensional approach “We have talked about a lot of information today. What other questions do 

you have for me today? Just keep in mind that you or your daughter can call your provider at this phone 

number if you think of any other questions or need to be seen before your appointment (either point to, 

read, or highlight the phone number).  

 

Both approaches- Thank you for your time and attention, Mrs. Smith. As soon as your daughter gets here 

everything will be ready for you to go home,  

 

 Poor = rarely or none of the time  

 Fair = some of the time, not consistently 

 Good = at least half of the time 

 Very good = most of the time 

            Excellent = all the time 

 

HLP-NICE Observational Checklist 

 

The quality of the nursing interaction is evaluated by circling one of the following indicators:  

0   Not observed = should have been done but wasn’t  

1   Poor = rarely or not observed 

2   Fair = sometimes observed 

3   Good = observed most of the time   

4 Excellent = observed all of the time 

N/A  Not applicable  = may not apply to that particular situation or context 

           

If the objective is not relevant for the situation, then the Not Applicable (N/A) indicator should be circled.  

If N/A is circled, then a brief explanation or rationale should be recorded in the comments section * may 

not be applicable for the given situation* 

Observed strengths and/or suggestions for improvement can also be written in the comments section.  

At the beginning of the encounter 

 

1. Nurse greets the patient appropriately  

    -Nurse greets the patient by their name and title, not just first name or nickname  

2. Nurse introduces self, and identifies a shared purpose for the interaction 

   - Nurse should state name, position and ask if patient shares reason for interaction- what does the 

patient want to get from the interaction (patient goal)  

   

3. Nurse addresses patient’s main health concern and context 

- patient understanding of main concern 

- barriers to self-management of concern  

- available support systems 

 

Multidimensional: What is your main concern today? What might keep you from feeling better, or what 

has worked for you in the past?  

4.  Nurse assesses patient preferences for communication and learning needs 

Functional: How often do you need help with medical or hospital forms?  
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Multidimensional: How do you prefer to learn new information? Reading, hearing, or talking it over with 

someone else?  

At the end of the encounter: 

5. Nurse asks open ended questions such as “What other questions or concerns do you have?” 

For either Functional or Multidimensional, open ended questions should be used to address other 

learning needs or to finalize closure of the communication loop. Asking closed ended yes or no responses 

such as “Do you have any other questions?” lessens patient sharing in closure.  

 

Explains information clearly in plain language 

6. Nurse vocal tone is appropriately paced with an acceptable volume and pitch 

 

7.  Nurse posture indicates active listening 

 

8. Nurse’s medical language matches the patient’s level of language and understanding 

 

9. Nurse uses everyday language instead of medical jargon or medicalized terms 

 

10.  Nurse uses words which indicate caring or concern and matches the patient’s feelings or level of 

understanding   

 

Prompts effective participation in visit: Focus on 3 or fewer key messages 

 

11.  Nurse’s initial teaching statement indicates the provider’s responsibility for ensuring patient 

comprehension (Shame-free environment)  

12. Nurse emphasizes 3 or fewer key points during interaction (Teach 3) 

13. Nurse repeats and reviews each key point with patient during interaction (Chunk and check) 

14.  Nurse gets specific feedback from patient for each key point (Teach Back) 

15. Nurse gets patient agreement for correctly repeated information, or reteaches misunderstood 

information until information is correctly restated (Teach Back)  

 

16. Nurse refrains from interruptions that may disrupt patient explanations or misses patient cues (Active 

listening)  

 

Uses patient-friendly explanations, materials and drawings 

 

17. Nurse puts health information in context by defining new or unfamiliar terms during explanations (* 

May be N/A if no new or unfamiliar terms or health information is shared during the interaction*)  

18.  Nurse puts health information in context by using common analogies during explanations (*may be 

N/A if no analogies are needed to help patients understand or clarify health information*) 

19. Nurse selects appropriate educational materials or drawings to match assessed learning needs and 

preferences  

- Based on what has occurred during the interaction, the nurse should be able to match the appropriate 

supplemental written or audio or audiovisual materials to the patient. For example, written materials with 
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pictures may be more appropriate for someone with hearing limitations, compared to verbal instructions 

alone. *May be N/A if an interaction occurs without any written material being shared*)  

20. Nurse writes down key verbal points or highlights key points in printed materials. *May be N/A if an 

interaction occurs without any written material being shared *.  
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Instructions for the Content Experts 

Thank you for agreeing to review and evaluate the scale I have developed for my study, the Health 

Literacy Patient-Nurse Interaction Competencies Evaluation (HLP-NICE).  You were selected for this 

task because of your expertise in health literacy and/or nursing education and practice and interest in scale 

development to assess the competencies of nurses using health literacy practices when observed in patient 

interactions. At this time your assistance is needed in assessing the content validity of this newly 

developed scale to identify the health literacy competencies of nurses when observed in simulated or real-

time interactions with patients.  This task involves rating the relevancy of each HLP-NICE item to health 

literacy-related knowledge, behaviors and attitudes of nurses in fostering patient-centered collaboration.     

The following information is included for your review: 

     1.   Description of the conceptual framework for HLP-NICE scale development 

     2.   Description of the HLP-NICE instrument 

     3.   Form for rating item-relevancy 

     4.   HLP-NICE instrument  

The procedure for this review is: 

     1.   Read the description of the theoretical basis of scale development and  

     2.   Using the rating form, rate each item as to its degree of relevance in measuring nursing     

           competencies in patient interactions. 

     3.   Note whether items are appropriate to measure nursing health literacy competencies. 

     4.   Make any suggestions you may have for the addition or deletion of items or for changes in  

           the wording of items on the HLP-NICE form.  

     5.   Evaluate the instructions for the scale on the HLP-NICE form. 

     6.   Evaluate the format of the scale on the HLP-NICE form. 

 

Conceptual Framework for HLP-NICE Scale Development 

Zarcadoolas, Pleasant and Greer (2006) expanded the traditional definition of health literacy from a 

functional literacy-based focus to multiple dimensions which encompass “the wide range of skills, and 

competencies that people develop to seek out, comprehend, evaluate and use health information and 

concepts to make informed choices, reduce health risks and improve quality of life” (p. 196-197). While it 

is essential for providers to meet the health information needs of the estimated 36% of the US population 

with limited or lower literacy skills (Kutner et al., 2003), restricting health literacy practices to those with 

lower reading abilities may neglect the health information needs of the 64% of the population with 

adequate or more developed literacy abilities (Nutbeam, 2008).  Screening for patient literacy levels or 

simplifying written materials overlooks provider influences in effective patient interactions such as 

observed overuse of medical jargon (Castro et al. 2007) and self-reported underuse of evidence-based 

health literacy practices (Schwartzenberg et al., 2007). Health care providers may need additional 

preparation and training to become more competent in using patient-centered communication in their 

daily interactions. The HLP-NICE scale is one tool that could be used to develop and benchmark these 

competencies in nursing education and clinical practice.  
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In reflecting the multidimensional health literacy theoretical approach advocated by Zarcadoolas and 

colleagues (2006), the HLP-NICE scale does not differentiate provider actions or behaviors based on 

identifying patient literacy levels. The scale focus is on observing and rating provider competencies in 

verbal and non-verbal patient interactions, regardless of patient literacy abilities. This approach is aligned 

with calls for greater inclusion of health literacy practices by all health stakeholders using a universal 

precautions approach similar to universal infection control recommendations (Paasche-Orlow, 

Schillinger, Greene & Wagner, 2007).   

The HLP-NICE items were synthesized from two complementary sources designed to increase health 

literacy knowledge, skills and behaviors of health care providers, including nurses. The first source 

identified key health literacy-related concepts and practice standards commonly used throughout existing 

literature in educational programs designed to educate health providers.  Health literacy education 

principles were drawn from the Health Research Services Administration (HRSA, nd), Centers for 

Disease Control and Prevention (CDC, nd), Ohio State University Health Literacy Center (OSU, nd), 

Teaching Patients with Low Literacy Skills 2nd ed. (Doak, Doak and Root, 1996) and a curriculum for 

training medical students (Kripalani et al., 2006). The second source identified health literacy-related 

principles integrated through health professional interpersonal communication  and shared-decision 

making concepts collated from items of the KEECC-A (Rider, 2010), Rochester Participatory and Shared-

Decision making or RPAD scale (Shields, Franks, Fiscella, Meldrum, & Epstein, 2005), Quality and 

Safety Education for Nurses or QSEN recommendations (Cronenwett et al., 2007) and selected health 

literacy consensus statements regarding key health literacy educational principles identified by an 

interdisciplinary panel of academic health professionals (Coleman, Hudson & Maine, 2013).  

Description of the HLP-NICE instrument 

The HLP-NICE consists of 20 items. Each item rates the quality of observed health literacy practices 

using a six point scale as follows: 0 = Not observed, 1 = Poor, 2 = Fair, 3 = Good, 

 4 = Excellent, N/A = Not applicable. If N/A is selected, then brief rationale should be stated in the 

comments section to ensure that an appropriate reason was used to exclude the item. If the N/A 

designation is appropriate, then the participant would not be penalized for items which may not apply or 

be relevant in an interaction. The comments recorded in this section could also be used to improve 

interaction recall and support rater debriefing or individual self-reflection when reviewed after completion 

of the interaction.  

 

Responses to each item when summed yield a total score. Total scores range from 0 (no competencies 

observed throughout the interaction) to 80 (the highest level of competencies observed) if all 20 items are 

scored. The total raw score would be converted into a percentage based on the summed score divided by 

20 items total. If fewer than 20 items were evaluated the final result would be based on the summed score 

divided by the total number of items evaluated for a percentage.  Potential percentage ranges suggesting 

levels of health literacy competencies are as follows:  excellent (70 – 100%), based on a mean 3.5 / 4, 

good (50 – 69%) based on a mean 2.5 / 4,  fair (30 – 49%) based on a mean of 1.5 / 4 or  

poor (less than 30 %).  

The higher the percentage level corresponds to greater use of health literacy competencies by providers 

during observed or recorded patient interactions.  It would be expected that nursing students just starting 

out would have fewer health literacy competencies than those students or nurses who were further along 



188 

 

 

in their professional development. Competency levels may also be influenced by the quantity, quality and 

consistency of health literacy content and practices taught in nursing curriculum, course content and 

clinical experiences. The observed outcomes, however, could provide benchmarks of a participant’s 

individual competencies levels at a single point in time, or comparisons of changes in a nurse’s health 

literacy competencies over time.      
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Instructions for the Relevancy Rating Form 

Please use the form on the following 2 pages to rate the relevancy of each item to your understanding of 

the health literacy definition proposed by Zarcadoolas, Pleasant and Greer (2005). Consider how nurses 

might use multiple health literacy competencies to collaborate in patient-centered interactions. Please read 

each item carefully.  Rate each item using the four-point scale below based on how relevant you believe it 

is in measuring the concept of nursing health literacy competencies. 

1 = not relevant 

2 = somewhat relevant 

3 = quite relevant 

4 = very relevant 

 

HLP-NICE Relevancy Rating Scale 

1 = not relevant 

2 = somewhat relevant 

3 = quite relevant 

4 = very relevant 

(Engages, assesses and reassesses patient needs) 

At the beginning of the encounter 

1.  Nurse greets the patient appropriately                 1     2     3     4   

2.  Nurse introduces self, and identifies a shared purpose                                       1     2     3     4 

     for the interaction                                                                                                 

3.  Nurse addresses patient’s main health concern and context                               1     2     3     4                        

- patient understanding of main concern 

- barriers to self-management of concern 

- available support systems  

4.  Nurse assesses patient preferences for communication and                              1     2     3     4 

      learning needs 

At the end of the encounter 

5.  Nurse asks open ended questions such as                                                          1     2     3     4 

    “What other questions or concerns do you have?” 
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(Explains information clearly in plain language)  

6.  Nurse vocal tone is appropriately paced with an acceptable                              1     2     3     4 

      volume and pitch 

7.   Nurse posture indicates active listening                                                             1     2     3     4                                                             

8.   Nurse’s medical language matches the patient’s level of                                  1     2     3     4 

      language and understanding 

9.   Nurse uses everyday language instead of medical jargon or                             1     2     3     4 

      medicalized terms 

10.  Nurse uses words which indicate caring or concern and                                  1     2     3     4 

       matches the patient’s feelings or level of understanding 

(Prompts effective participation in visit: Focus on 3 or fewer  

 key messages) 

11.   Nurse’s initial teaching statement indicates the provider’s                            1     2     3     4 

        responsibility for ensuring patient comprehension 

12.  Nurse emphasizes 3 or fewer key points during interaction                            1     2     3     4 

13.  Nurse repeats and reviews each key point with patient                                   1     2     3     4 

       during interaction 

14.  Nurse gets specific feedback from patient for each key                                   1     2     3     4  

       point (Teach Back) 

15.  Nurse gets patient agreement for correctly repeated information,                   1     2     3     4 

       or reteaches misunderstood information until information is 

       correctly restated 

16.  Nurse refrains from interruptions that may disrupt patient explanations        1     2     3     4  

       or misses patient cues  

(Uses patient-friendly explanations, materials and drawings) 

17.  Nurse puts health information in context by defining new or unfamiliar       1     2     3     4 

       terms during explanations 

18.  Nurse puts health information in context by using common analogies          1     2     3     4  

       during explanations 

19.  Nurse selects appropriate educational materials or drawings to match           1     2     3     4 

       assessed learning needs and preferences 

 

20.  Nurse writes down key verbal points or highlights key points in                   1     2     3     4  

       printed materials 
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Relevancy rating scale 

1 = not relevant 

2 = somewhat relevant 

3 = quite relevant 

4 = very relevant 
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Cognitive Interview Script 

A. Instructions for Cognitive Interviewer (Read through before starting each interview) 

1. Review HLP-NICE to make sure you can get through it and determine probes to ask 

2. Read the INSTRUCTIONS TO SUBJECT either verbatim or paraphrased to start the interview 

3. Make sure to enter the START TIME on the HLP-NICE form when the interview begins 

4. Go for up to one hour. If you don’t get done, just mark where you ended. If something is difficult 

to administer, or if you can’t figure out how to read a question, make a comment about the item 

being a problem and ask it the best you can.  

5. Use the suggested probes that are written in and other probes that you think of. Don’t feel you 

have to probe every question extensively.  

6. Enter comments in the HLP-NICE comment section about problems or issues that come up. Try 

to make sure they are readable so that they can be usable for analysis. 

7. Make sure to enter the END TIME on the HLP-NICE form when you are done. 

8. After the interview, look back over the questionnaire and add any additional comments or 

thoughts that come to mind.  

 

B. Instructions Read To Subject 

 Note to Interviewer (not read to subject)  

a. Either read these instructions completely or paraphrase them, but be sure to include the key 

elements 1 – 7. 

b. For the initial interview, the think aloud practice question should be used. For the follow-up 

interview with the same subjects, the think aloud practice question may be omitted. 

 

Thanks for coming in.  Let me tell you a little more about what we’ll be doing today.  

1. I am testing a health literacy observational checklist with the help of practicing nurses, 

nursing educators, standardized patient-actors and nursing students.  

2. The checklist can be used to assess the health literacy competencies of nurses interacting with 

patients in a variety of situations. This could include nurse peer evaluations, faculty or 

standardized patient evaluations of nursing students or self-evaluation of either live or 

recorded patient- nurse interactions. 

3. I will ask you to read through a part of the checklist and take a minute to think about a section 

or individual question and potential responses. I‘ll then ask you questions and you can answer 

them just like a regular survey. 

4. Our goal today, however, is to get a better idea of how the questions are working. After 

reading the section or question 1 time, I would like you to think aloud as I ask the question 

again - just tell me everything you are thinking about as you reflect on what the question 

means to you.  
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B.    Instructions Read to Subject (cont. from page 1)  

5. Please keep in mind that I really want to hear all your opinions and reactions. There are no right 

or wrong answers. Don’t hesitate to speak up whenever something seems unclear, is hard to 

answer, or doesn’t seem to apply to you.  

6. Finally, we will do this for an hour or so unless we run out of things to be asked. 

7. What other questions do you have before we start?  

8. (Optional think aloud practice question) Let’s begin with a practice question.  Remember to try to 

think aloud as you answer.  

How difficult was it for you to get here to do the interview today:  

very difficult, somewhat difficult, a little difficult, or not at all difficult? 

(Probe as necessary) Tell me more about that? What do you mean by (answer)? Could 

you share other details about (answer)? 

C.    Possible probe questions to use: write the probe question/s asked in the comment section 

Instructions- Are these instructions for checklist use clear, or are there some areas that appear confusing 

or hard to understand?  

 

Tell me more about that response.  

In your own words, what is this question asking?  

Can you elaborate on what that response means to you?  

How did you arrive at that response? 

What time period are you thinking of?   

What does the term “word or phrase” mean to you in this question?  

How sure are you of your answer?  

What other words or phrases might you use in this question?  

Can you think of anything else about this question?  

 

Willis, G. B. (2005). Cognitive interviewing: A tool for improving questionnaire design. Thousand Oaks, 

CA: Sage Publications, pp 273-286 
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APPENDIX Y:  Phase 1 Focus group script outline 

Welcome (5 minutes): 

Thank you for taking the time and effort to participate in this focus group to review the functional and 

multidimensional health literacy educational outline and activities. Today’s discussion will involve 

getting your perspective on these two different educational approaches to foster the health literacy 

competencies of nurses. During the first hour, I will start by asking you about the fundamental health 

literacy approach and teaching strategy you have reviewed, and then during the second hour after the 

break I will ask the same questions about the multidimensional health literacy approach and teaching 

strategy. Your different backgrounds and perspectives are essential to providing feedback to ensure that 

the educational interventions are as accurate, realistic and relevant to nurses as possible. Everyone’s 

observations are important to this process. I am asking that no personal names be used in our discussion 

so that everyone will feel comfortable in expressing their perspectives and opinions. Use the alternate ID 

on the card which you have been given to identify and address each other during the discussion to protect 

everyone’s privacy and confidentiality.  

Ice-breaker activity (10 minutes):   

Take 1 minute to share a health communication interaction that you have seen either as a nursing student 

or teacher, or as a patient or with a family member that involved health literacy and understanding [Pause 

for reflection.] Explain the lesson learned in that situation, whether positive or negative.   

Functional Health Literacy Introduction (5 minutes): 

Health literacy has been defined in 2004 Institute of Medicine recommendations and the 2010 National 

Action Plan to Improve Health Literacy as “ the degree to which individuals have the capacity to obtain, 

process, and understand basic health information and services needed to make appropriate health 

decisions”. Nursing interventions based on functional health literacy may include screening patients for 

their literacy levels, or modifying written, audiovisual or web-based materials such as pamphlets, web-

sites or health environments to improve patient access and use of health information.  

As the patient introduced in the first case scenario, Mrs. Smith needs to get, use and understand health 

information to manage her lifestyle choices and medications related to her newly-diagnosed congestive 

heart failure.  

Take 1 or 2 minutes and read through the first case scenario to reflect on aspects of acquiring, sharing and 

using health information [Pause for reading] 

Acquiring health information (15 minutes) 

In the first scenario, the nurse might assess the patient’s literacy level by asking, ““How often do you 

have someone help you fill out medical or hospital forms?”(Assess patient literacy level and preferred 

language) 

1. What are your thoughts about how these questions affect Mrs. Smith’s ability to get needed health 

information? 

2. Tell us about patient responses when you have heard or seen this question used before? 
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At some point, the nurse may review the chart for patient’s language preference, and look at SMOG 

readability and SAM suitability scores of pamphlets if evaluated. The nurse could also ask Mrs. Smith 

“Which language would you prefer for reading health information?” to ensure that any pamphlets or 

educational material given matches the patient’s literacy level and language preference. (Compare 

identified literacy level with available written resources)  

3. Share your experiences of asking similar types of questions or reviewing patient charts for this 

information. 

4. How did the patient responses or chart information influence your actions?  

Sharing health information (10 minutes) 

After the nurse points out or highlight key information in the written material, they might state, “Many 

times we go through this information very quickly, so make sure and read through this important 

information about your health condition” (Teach pertinent health information using the most suitable 

written resources) 

5. If you have heard similar statements or questions like this, what was the impact on health 

information sharing between patients and providers?  

Using health information (5 minutes)  

In finishing up, the nurse may then ask, “After you read this health information, let me know if you have 

any other questions” (Survey for additional questions about health information) 

6. What insights into Mrs. Smith’s potential use of health information could be gained from her 

responses?   

Functional Health Literacy Conclusion (15 minutes) 

7. Based on our discussion of the scenario so far, what changes would you make to the scenario, or 

how these questions are asked? 

Take 1 or 2 minutes and briefly review the planned teaching strategies using this scenario to teach 

functional health literacy practices. 

8. Based on your review of the teaching strategies planned for this approach, what recommendations 

would you make, based on your prior educational or clinical experiences? 

9. Would you make any changes to the planned teaching strategies for this approach?   

We will take a 15 minute break for refreshments. When we return, we will consider the second scenario 

and teaching strategies for nurses using this scenario, and how the interactions between the nurse and 

Mrs. Smith reflect acquiring, sharing and potential use of health information.  

 

Multidimensional Health Literacy Introduction (5 minutes):  

An expanded definition of health literacy was characterized in 2006 by Zarcadoolas, Pleasant and Greer 

as “the wide range of skills, and competencies that people develop to seek out, comprehend, evaluate and 

use health information and concepts to make informed choices, reduce health risks and improve quality of 

life”. Nursing interventions based on multidimensional health literacies may include functional literacy 

skills but also includes provider use of plain language, verifying patient understanding of health 

information, and using shared decision-making principles during health interactions.    
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As part of the second scenario, Mrs. Smith needs to look for, understand, weigh options and use health 

information to make choices about her lifestyle and medications, reduce her risks for readmission, and 

maintain or enhance her quality of life.  

Take 1 or 2 minutes and read through the second case scenario to reflect on aspects of acquiring, sharing 

and using health information [Pause for reading] 

Acquiring health information (20 minutes) 

To facilitate the patient acquiring needed health information, the nurse may ask, “What is your main 

concern today?” or “Tell me what you already know about your health condition” (Assess patient 

concerns and knowledge levels) 

1. What are your thoughts about how these questions may impact Mrs. Smith’s ability to get needed 

health information?  

2. Tell us about patient responses when you have heard or seen these questions used before? 

At some point in time, the nurse may review the patient charts for health resources and pertinent 

information. The nurse asks “Tell me what might keep you from taking care of your health” or “What has 

worked best for you to stay healthy in the past?” (Collaborate to identify barriers and resources for self-

care) 

3. Share your experiences of asking similar types of questions or reviewing patient charts for this type 

of information. 

4. How did the patient responses or chart information influence your actions?  

Sharing health information (10 minutes) 

As part of sharing health information the nurse may state, “Many times we go through this information 

very quickly, and I want to make sure that I was clear.  Could you tell me 2 or 3 main points of what we 

have discussed?” or “What 2 or 3 main points will you tell your family when you get home?” (Teach 3, 

Teach back) 

5. If you have heard similar statements or questions like this, what was the impact on health 

information sharing between patients and providers?  

Using health information (5 minutes) 

In finishing up, the nurse may ask “What other questions or concerns do you have? (Survey for additional 

questions about health information) 

6. What insights into Mrs. Smith’s potential use of health information could be gained from her 

responses?   

Multidimensional Health Literacy Conclusion (15 minutes) 

7. Based on our discussion of the scenario so far, what changes would you make to this scenario, or 

how these questions are asked? 

Take 1 or 2 minutes and briefly review the planned teaching strategies to teach multidimensional health 

literacy practices. 

8. Based on your review of the teaching strategies planned for this approach, what recommendations 

would you make, based on your prior educational or clinical experiences? 
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9. Would you make any changes to the planned teaching strategies for this approach?    

Conclusion (10 minutes).  

“Thank you for your insights, observations and participation in today’s discussion to evaluate functional 

and multidimensional health literacy nursing scenarios.” 

Ask each participant in turn, “Is there anything else that you want to add?” 

After everyone has had the opportunity to respond, ask the entire group “What other questions do you 

have about this study?” If there are no more questions, ask participants to pick up their campus bookstore 

certificate and complete a brief demographic survey before leaving today. 
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Appendix Z. Health Literacy Teaching Intervention Outlines & Scripts 

Functional Teaching Script and Activities 

Outline Teaching Script & Activities/ Cue or evaluation questions 

Introduction 

(10 minutes)  

Resources: Set-up of the nurse’s station, whiteboard/ dry eraser, Participant folders with 

index cards, 1 copy of each pamphlet, 1 copy of SILS/SMOG/SAM forms, writing paper,  

pencils, highlighters, appointment list, video-recording set-up & gift cards , teacher folder 

with copy of script, assessment forms and supporting articles 

1. Have ppt of nurse and Mrs. Smith visible (ppt #1) - Start with cue question #1 
2. Cue #1- Have you ever taken care of a patient like Mrs. Smith? How did their ability to 

read written materials such as consent forms or instructions affect their ability to care for 

themselves? What are some of Mrs. Smith’s characteristics that may be typical of those 

who have difficulty reading?  

3. Discussion- Aging population, multiple chronic health conditions, language other than 

English, lower educational and socioeconomic status  
The purpose of today’s presentation is to review and practice nursing health literacy 

competencies so that we can better match patient reading abilities to the learning 

resources and medical forms that are used daily  

4. As you watch the following video, consider what you have learned so far regarding 

patient reading abilities and typical characteristics of most health materials. How does 

this compare to what we know about people with low literacy levels and health so far?  

5. Show Tales of  a Medicine Cup YouTube Video  

https://www.youtube.com/watch?v=7QIN2nU8B_k 

Evaluation:  

After watching the video ask the following: 

6. From this video, we can see that even those who have adequate reading abilities may be 

challenged or confused by what they read and how to apply it to their health situations. 

We also get insight to some of the safety and health problems that can occur if written 

health instructions aren’t clearly understood.  

People are bombarded with written health information but are expected to access, use and 

apply that information to promote their health. Nurses as patient educators can be 

effective information “translators” using consistent patient-centered health literacy ACTS 

with each person. Competencies using some of the health literacy ACTS are to assess the 

patient and written materials for literacy levels, compare patient and material levels to 

choose suitable materials, highlight and teach key information and then survey for 

additional resources which might help Mrs. Smith.  
7. Discussion- Have you seen any of these HL competencies used in practice? From your 

experiences, what barriers might exist to greater implementation of health literacy 

practices in healthcare system? (time. lack of training, legal risks, lack of interest or 

accountability)  

Nursing competencies used in this process include assessing and comparing patient 

literacy levels and material readability, teaching key points by highlighting crucial 

information, and then surveying for additional resources to meet their patient’s stated 

needs. By the time we are done today, we will have practiced each of the ACTS and 

created our own checklist to remember the key competencies as we learn and practice. 

Written 

Materials 

Screening & 

Patient 

literacy 

Assess for patient reading level 
For nurses, the first step in patient care is to assess where the patient baseline is, and this 

is true for health literacy.   

1. The first HL ACTS that nurses should perform is Assessing their patient’s literacy level. 

While there are formal health literacy tests, we are going to use an informal screening 

https://www.youtube.com/watch?v=7QIN2nU8B_k
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Outline Teaching Script & Activities/ Cue or evaluation questions 

Screening 

Content 

(20 minutes) 

 

 

 

(Unfolding 

case study 

lecture 

presentation- 

new 

information 

regarding 

Mrs. Smith, 

2
nd

 power 

point SIL, 

SMOG, 

SAM & 

criteria) 

 

tool, the Single Item Literacy Screening question, known as SILS. Can you recall what 

some advantages of using the SILS versus more formal tests such as the TOFHLA (Test of 

Functional Health Literacy) might be? Discussion- easier to use in clinical practice, less 

time to learn and administer, may not be as precise but still gives nurses an approximate 

idea of their patient’s reading abilities 

2.  The nurse should first introduce themselves, and identify their purpose by saying that 

they are going to help Mrs. Smith get ready for discharge by reviewing some important 

health information.   
The nurse may state, “I need to ask you some questions so I know which resources will 

help you learn about your medicines and congestive heart failure before you go home”. 

The nurse then asks, “Could you share with me how often you have someone help you fill 

out medical or hospital forms? rarely, sometimes, frequently or always” 

When thinking about SILS, possible literacy screening results are adequate literacy if the 

patient needs rarely or sometimes needs assistance with hospital forms, and low or limited 

literacy if they frequently or always need assistance to complete medical or hospital 

forms.  

Mrs. Smith may say, “I often have my daughter help me read and fill out hospital forms, 

but I doesn’t like to ask too often.  My daughter has enough to keep her busy with her 

work and taking care of my grandchildren. She does help me fill my pill bottles each week, 

and keeps up with my prescriptions.  I don’t want to bother her any more than I have to, 

or ask my doctor too many silly questions.”  

3. Discussion- From her response, what would you consider her literacy level to be- 

adequate or limited? How might her response be different if she had adequate reading 

abilities? What other sources of information might you use to assess her abilities and 

preferences? (medical record, interactions with other people or health providers, asking 

her about her preferred language)  

4. While identifying Mrs. Smith’s literacy level may help us know about her greater health 

risk, this still doesn’t address her potential difficulties in understanding written materials. 

This is why health materials should also be screened based on what we know about the 

reading level and information characteristics found in most health materials and 

resources. 

Written 

Materials 

Screening & 

Patient 

literacy 

Screening 

Practice  

(20 minutes) 

Assess material readability 

- SMOG (Simplified Measure of Gobbledygook) readability assessment- grade reading 

level formula 

1. The first health material evaluation is to assess the grade reading level it takes to read 

and understand written materials. Two of the more commonly used reading formulas are 

the Frye and Simplified Measure of Gobbledygook known as SMOG. The SMOG formula 

is based on 100% comprehension, is easy to use, and uses syllable counts in a 

mathematical formula to estimate reading level. The more polysyllabic words a person has 

to read, the longer time it takes to read and the higher a reading level is needed. Keep in 

mind that many people who have difficulty reading will either take longer or have less 

understanding of pamphlets using long or complex words. However, even if the material 

is easy to read, if the words are crammed together, or has multiple fonts, pictures without 

explanations or does not match the target population background, even low level reading 

materials may not deliver the health message in an understandable manner.    

- SAM (Suitable Assessment of Materials) is another instrument which nurses can use to 

evaluate the appropriateness of written or audiovisual materials for patients with limited or 

low literacy. These materials may be rated superior (70 – 100%), adequate (40 – 69%) or 

not suitable (less than 40%) by scoring 6 material factors measured by 22 criteria. The 

major factors are material content, literacy demand, graphics, layout & typography, 
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Outline Teaching Script & Activities/ Cue or evaluation questions 

learning stimulation & motivation, and cultural appropriateness.  

Compare patient literacy screening results with available materials 
Based on Mrs. Smith’s response and risk factors for limited literacy noted from her chart 

(age, country of origin, educational level, and multiple health conditions), the nurse 

identifies that Mrs. Smith is at risk for limited literacy. The nurse would then choose the 

most suitable brochure available based on the nurse’s identification of Mrs. Smith’s 

limited literacy. This comparison should help the nurse better match Mrs. Smith’s abilities 

with adequate or superior health materials more suitable for her identified literacy level 

and need for control.   

The nurse may ask, “It sounds like you want to be fairly independent when it comes to 

taking care of your health. In which language do you prefer to read health information?”  

Mrs. Smith may respond, “English is muy bien, thank you.”  

Discussion- With Mrs. Smith’s response to her preferences, and your current knowledge, 

which of the 3 pamphlets would you choose to match her literacy level? How might your 

choices be different if she were blind or deaf? Or spoke in a foreign language? All of 

these factors may need to be considered by the nurse when selecting appropriate health 

information.  

(Teacher Demonstration with participant return demonstration using SIL, SMOG and 

SAM.)  

 Have each participant pick one of the 3 pamphlets, and then discuss the following (no real 

right or wrong)  

Discussion: Why did you choose your pamphlet or why didn’t you pick one of the other 

pamphlets? (Too wordy, not enough pictures. hard to read….)  

 

Creation of 

functional  

teaching and 

evaluation 

methods 

(50 minutes)  

Teach written materials highlighting Ask Me 3 questions 

1. Nurses can help patient’s navigate through the ‘Nice-to know” versus essential “need- 

to know” information. A National Patient Safety Foundation initiative called Ask Me 3 

identifies 3 basic questions that patients should ask their health providers to get and 

understand key information about their health. Nurses can also find and benchmark 

answers to these questions in written materials as a starting point for prioritizing what the 

patient should learn and understand  

2. The Ask Me 3 Questions are-  
1. What is my problem? (this makes the problem personal to them, individualizes the 

information) 
2. What actions do I need to take to fix the problem?(to take action, people need to know 

what to do, not just what they need to know)  
3. Why is it important for me to do this? (people need to tie their actions to the motivation 

which can improve their health…consequences of inaction or benefits of actions)  

3. Teacher Demonstration  with participant return demonstration using SIL, SMOG and 

SAM (already identified on each of the 3 pamphlets distributed)  & highlighting Ask Me 3 

questions on pamphlet and discharge paper)  
3. Find and highlight the following 3 important pieces of information using Ask Me 3 (3

rd
 

PowerPoint)  

4. When finished teaching the highlighted key points, the nurse may then state “Many 

times we go through this information very quickly and it is important for you to take your 

new medicines and follow up with your health care provider. Make sure and read through 

this information before your follow-up appointment.  I have underlined/highlighted the 

most important information about your health condition, the phone numbers of your 

provider and the 24 hour hospital help-line to call for problems on the discharge form”   

Mrs. Smith may state, “I don’t know if I can read this too well without my reading glasses 
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Outline Teaching Script & Activities/ Cue or evaluation questions 

because of those tiny letters. I will look at the brochure just as soon as I get home.”  

Discussion: What might be your concern with Mrs. Smith at this point, and how might 

you address these issues? (Unable to read/possible shame or stigma vs material difficult to 

read, may need alternative or additional health information sources….)  

5. The nurse will need to conclude the interaction by addressing these additional learning 

needs or concerns, leading to the last ACT which is to-  

Survey for additional written resources or needs  

6. Group discussion and creation of a checklist with functional  HL principles ( 

Whiteboard/dry eraser/index cards)  

6. The nurse may conclude by stating, “What other questions do you have? While it 

sounds like you want to be fairly independent in taking care of yourself, it is also helpful 

to have family members working with you to stay healthy. Why don’t you and your 

daughter read about your health condition more closely when you get home?  You can 

also call your provider or the help line at these phone numbers if you have any of those 

problems that we talked about today.”    

To complete the interaction, The nurse may also survey for additional learning needs- 

“What other information would you like to have?” Nurses can then consider the patient’s 

literacy level & background to find additional resources to meet patient requests. We are 

going to create our own checklist to use to aid our memory when it comes to using these  

health literacy ACTS in practice, then we will put it all together and pair up to practice 

taking turns with 1 person as the nurse, the other as Mrs. Smith. You can evaluate each 

other with your checklist, and then we can try it out with the group as a whole 

Participant pairs role play with chosen pamphlet with Ask Me 3 highlighted and using 

checklist for self- evaluation and group evaluation  

Summary 

Activity 

(10 minutes) 

4th PowerPoint- ACTS/ pictures of Mrs. Smith  

Teacher-facilitated small group discussion summarizing principles & peer-created 

evaluation 

(Self- reflection- Write down key points from today’s session, and how you might use 

SIL, SAM & SMOG and your checklist in your clinical practice)  

After the practice session winds up, finish with- Now that we have talked about HL 

ACTS,  
Let’s take a few minutes and think about how you might use this information in your 

clinical practice. Take your piece of paper, and write down your thoughts – we’ll share 

them after a few minutes 

Next steps 

(10 minutes) 

Schedule next interaction with Mrs. Smith for Sunday, Sept 27
th
 between 1 pm – 6 pm 

using appointment list. Remind not to discuss with others.  

 Repeat HL Knowledge test and discharge interaction with Mrs. Smith at this time 

 (est. 45 minutes)  

What other questions do you have?  

Thank you for taking the time to participate in this teaching session 
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Appendix CC: Focus group invitation script 

Phase 1 health literacy curriculum preliminary development/evaluation. Preparation for the delivery 

of the educational interventions will involve evaluating standardized teaching plans in relationship to 

current nursing educational evidence, health literacy theoretical underpinnings and existing nursing 

clinical practice.  The unfolding case study scenario, the health literacy curriculum teaching plans and 

associated activities will be reviewed by a focus group consisting of 8 total reviewers: 2 nursing faculty, 4 

junior level baccalaureate students and 2 practicing nurses from APSU and the local area to assess 

accuracy, relevancy and realism. Once participants agree to participate they will be given a package 

consisting of the unfolding case study (APPENDIX H1), teaching objectives and activities for each 

approach (APPENDIX H2, H3) to be reviewed during the focus group session.   

 

The session will be set up for a 2 hour period of time convenient to the participants.  A break including 

refreshments between the first and second hour will occur to separate assessment of the functional and 

multidimensional approaches. The focus group will open with an ice-breaking activity to build group 

cohesion, followed by orientation activities regarding group communication and confidentiality. The PI 

will ask a colleague in a related social science discipline outside the nursing department (education, 

sociology or psychology) to serve as moderator to facilitate the discussion, and to provide an objective 

and unbiased outlook as facilitator (Barbour, 2008). The PI will listen to the focus group as a silent 

observer to make written field notes of individual and group interactions but will not participate in the 

focus group discussions. The focus group will be audio recorded for additional review and transcription 

by the PI.  Before starting the focus group activities, a $10 campus bookstore gift certificate will be 

offered to participants for their time and inconvenience of focus group participation. Feedback from the 

teaching objectives, activities and case study details will facilitate refinement of the HLP-NICE 

instrument and training of the standardized patient-actors and teacher-interventionist in preparation for 

Phase 2. APPENDIX G provides the detailed focus group script outline. 
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APPENDIX II.   Health Literacy Web-based Module Unfolding Case Study  

An unfolding case study used throughout the web-based and face-to face modules 

Introduction to the patient:   You are a nurse who has been assigned to care for Mrs. Marika Smith, a 69 

year old widow with HTN (high blood pressure), arthritis, and CHF (congestive heart failure). Mrs. Smith 

will be discharged shortly from a 5 day hospitalization for her initial diagnosis and treatment of CHF. The 

physician was concerned about the addition of new medications to her existing drugs, and wants to keep 

her from returning to the hospital with further complications or worsening of the CHF. As part of your 

patient education plan for discharge, you are to teach and reinforce her medication knowledge, and 

evaluate her abilities to correctly use and maintain her medications, monitor her new onset CHF and 

follow up with her primary care provider. The teaching information that you use or share will be 

evaluated on the dimensions of content accuracy, applicability and her comprehension of the information 

during the time you will be discharging Mrs. Smith.  

Additional information as case study unfolds:    Mrs. Smith has multiple factors affecting her health 

status. The health literacy web-based module will supply additional information for the students to 

identify and use in the performance of their assigned tasks. Ms. Smith is an older person who immigrated 

to this country from the Dominican Republic when she was 12 years old. She is now widowed, but 

finished the 11th grade before getting married, and worked primarily as a homemaker. She now lives with 

her daughter, son-in-law, and 2 grandchildren in a 3 bedroom apartment in a large city. She has Medicare 

and her pre-hospital medications included Lasix (Furosemide) 40 mg 1 tablet daily, KChlor (Potassium) 

20 mEq 1 tablet daily, and Tylenol (Acetaminophen) 650 mg 1 tablet every 4 hours for arthritis. Her new 

medications include Zestril (Lisinopril) 20 mg 1 tablet 2 times daily and Lanoxin (Digoxin) 0.125 mg 1 

tablet 2 times daily. She also takes herbal medications for her arthritis but is not sure of what is in the 

“arthritis” pills and massage cream. She skips her potassium supplement sometimes because of the “bad 

taste” and doesn’t always recall if she is supposed to take 1 or 2 Tylenol when her joints really hurt. She 

has minor visual difficulties and wears reading glasses, but otherwise no other cognitive or health 

impairments. She is scheduled to follow-up with her primary care provider in 3 weeks time. Mrs. Smith 

states that she often has difficulty understanding the written information that she got on discharge and 

doesn’t want to bother the doctor by asking “silly questions” about her medications or health. She often 

has her daughter help her read her health information, but states that she doesn’t like to ask too often since 

her daughter has enough to keep her busy with work and the grandchildren. 

Scenario Introduction Script: You have been assigned to discharge Mrs. Smith home to her family today. 

Your task is to ensure that she is educated about how to take her new medications and any changes in her 

congestive heart failure symptoms, and to keep her follow-up appointment in 3 weeks with her health care 

provider. You have reviewed her medical record and note that she lives with her daughter, son-in-law and 

grandchildren, has finished the 11
th
 grade and that English is her primary language. The three pamphlets 

about congestive heart failure available on your unit have a SMOG readability estimate of 5
th
, 9th and 11

th
 

grades with inadequate, adequate and very adequate SAM suitability percentage score.  
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Appendix KK   Health literacy Teaching Plan for Web-based Module  

Purpose:  After completing a web-based health literacy module, recently graduated nurses will recall core knowledge of literacy and health 

literacy and the impact this has on individuals, communities, health providers and the American health care system 

Goal: Recently graduated nurses will demonstrate core health literacy knowledge regarding limited literacy effects and health literacy knowledge  

After viewing the web-based module and completing the module activities, study participants will be able to: 

Learning Objectives Content Outline Instruction Methods Time allotted Resources Evaluation Method 
1.  Describe the 

prevalence,  high risk 

populations and the 

effects of limited 

literacy for individuals, 

communities, health 

providers and the US 

health care system 

1. Define literacy & 

health literacy,  

2. 1992 NALS, 2003 

NAALS study 

3.National Health 

Literacy Action Plan 

& Universal HL 

precautions  

 

Introduction to case study-

Ms. Smith 

 

Voice-enhanced web-based 

power point presentation 

 

5 minutes Computer/internet 

access  

Piece of paper, pencil 

or pen 

1 minute reflection response   

2.  Describe 4 patient , 3 

provider and 3 health 

system factors which 

affect patient abilities to 

obtain health 

information or make 

health decisions 

1. Literacy & Health 

literacy vs health 

literacies-

fundamental, cultural, 

scientific & civic 

2. Patient 

communication risk 

factors for limited 

literacy: age, diverse 

ethnicity or limited 

English proficiency, 

cognitive and sensory 

changes, lower SES 

3. Health provider 

communication 

competencies: Patient 

preferences, plain 

language, cultural or 

cognitive sensitivity 

verify understanding 

of health information  

4.  Health system 

Voice-enhanced web-based  

power point presentation, 

Reflection about factors 

affecting  Mrs. Smith’s 

ability to make decisions or 

participate in her health 

care, negative & positive pt 

& provider influences 

10 minutes Computer /internet 

access 

Cue question 1 response  
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Learning Objectives Content Outline Instruction Methods Time allotted Resources Evaluation Method 
communication 

competencies: 

Shame-free 

environment, medical 

terminology, benefits 

and barriers of 

advancing 

communication 

technologies 

3. Relate techniques to 

assess health material 

capacity to provide 

understandable and 

actionable health 

information 

1. Readability 

formulas 

2. Suitability 

instruments 

3.  Decision aids 

4.  Audio-visual aids 

Voice-enhanced web-based 

power point presentation; 

Reflection question 

15 minutes Computer/ internet 

access 

Cue question 2 response 

4. Discuss techniques to 

assess patient capacity 

to obtain,  process, 

interpret and understand 

basic health information  

Patient Literacy 

Screening-  

1.TOFHLA/REALM, 

2. NVS 

3. SIL 

 Voice-enhanced web-based 

power point presentation 

Reflection question 

10 minutes Computer/ .internet 

access 

Cue question 3 response 

 

5. Describe use of 5 

health literacy practices 

to optimize patient-

provider health 

communications 

Health material 

evaluation, patient 

literacy screening, 

active listening, plain 

language, teach 3 

teach back method 

Voice-enhanced web-based 

power point presentation,  

15  minutes Computer/ internet 

access 

Cue question 4 response 

 

 

 

 

 

Learning Objectives Content Outline Instruction Methods Time allotted Resources Evaluation Method 

6.  Summarize guiding 

principles of health 

literacy 

-  

 Voice-enhanced web-based 

power point presentation, 

Reflection question 

5 minutes Computer/ internet 

access 

Piece of paper, pencil 

or pen 

80% or better on 5 question 

quiz (HLK question topics) 

1 minute reflection 

response:  
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Starting Reflection response 1: Take 1 or 2 minutes and write a paragraph or two responding to the 

following questions.  

Have you observed a situation in which you or someone you knew had difficulty understanding health 

care information or instructions given by a health care provider? What were the most important factors 

that led to this situation? Were you aware of any health- related consequences in this situation? 

Cue 1: How will the nurse assess Ms. Smith’s current knowledge and information needs? What does the 

nurse need to do next? Is there any other information you as the nurse would want to know? 

The nurse has asked Ms. Smith “How often do you have someone help you fill out medical or hospital 

forms?” and Ms. Smith replies, “My daughter has to help me most of the time, but if she isn’t available, I 

just leave the form blank or bring it home so she can help me.” 

Cue 2: From this information, what would the nurse learn about Ms. Smith’s current abilities to navigate 

the health system? What does the nurse need to do next? What additional information would the nurse 

need based on Ms. Smith’s response to the Single Item Literacy Screening question? (Chew, Boyko & 

Bradley, 2004)  

How the nurse’s information gathering might needs differ if Ms. Smith’s response to the Single Item 

Literacy Screening question was “I don’t need any help, I understand most health information and fill out 

forms without any difficulties as long as I have my reading glasses on.”   

How might the nurse’s information needs differ if Ms. Smith was 59 and did not have any health 

insurance? 

Would the nurse’s information needs differ if Ms. Smith was deaf, or if she did not speak English 

fluently?  

Ms. Smith will state” I can read this information a little bit better, but it is still hard for me to make out all 

the words. There are so many words that are squeezed close together, and the pictures don’t make any 

sense. Are these people all happy that their hearts are in bad shape? And just look at them, they look so 

skinny and unhealthy. They must not be like me.” 

Cue 3: What other factors need to be considered for suitable written health information? Which factors 

need to be considered for information discussed verbally by the provider? What other resources or 

materials do you think Ms. Smith or her daughter might need to follow treatment and medication 

recommendations, based on her responses?   

When you talk to Ms. Smith, she states she will take her medicine just like it says on each bottle, but 

when she looks at a bottle of her Digoxin, she states “ I need to get my reading glasses for those tiny 

words- I will just do that later when you are gone.” 

Cue 4:   How can the nurse assess that Ms. Smith understands the information that has been discussed 

with her without making her feel ashamed or stigmatized?   

Ending reflection response #2: Take 1 or 2 minutes and write three or four sentences responding to the 

following question.  

Based on what you first wrote, what would you do differently in that situation or as the health provider in 

the future? 

References: 

Ask Me 3   

Retrieved 2015 from https://www.youtube.com/ 
Health Literacy: A Prescription to End Confusion  
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Doak, Doak & Root, 1996; AHRQ Health Literacy Tool Kit, 2015 
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Report2012.pdf 
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Smith, S. K., Dixon, A., Trevena, L., Nutbeam, D., & McCaffrey, K. J. (2009). Exploring patient 

involvement in healthcare decision making across different educational and functional health literacy 
groups. Social Science and Medicine, 69, 1805-1812. DOI:10.1016/j.socscimed.2009.09.056  

Teach 3 Teach Back  

Additional resources:  
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APPENDIX LL.   Educational Intervention: Functional Health Literacy  

 

Purpose:  To provide recently graduated nurses participating in a health literacy education intervention with the knowledge, skills and  attitudes used to foster 

functional health literacy competencies 

Goal: Participants will incorporate functional health literacy competencies when observed in a health-related interaction with a standardized patient 

Health Literacy 

Pathway Stage 

Objective 

Content Outline Instruction Methods Time allotted Resources Participant 

competencies: 

Participants will 

Evaluation Method 

1.  Build health 

literacy 

knowledge    

Review Scope of 

Limited Literacy & 

Health literacy 

functional principles 

AMA Health Literacy Short 

YouTube video, Review of 

case scenario prompts for 

common information 

misperceptions, concerns 

about HL and patient 

screening 

10 minutes (HL online 

module/quiz questions 

completed prior to 

teaching intervention) 

Case Scenario 

Review- Power-point 

Slide with Patient 

Picture and Case 

Scenario information 

Internet Access 

1a. Identify percentage  

of Americans affected 

by limited literacy and 

2 effects of literacy on 

health outcomes 

1b. Discuss 2 common 

misperceptions 

regarding patient 

literacy levels 

1c.Discuss 2 barriers to 

consistent use of 

screening and health 

information evaluation 

Teacher prompts with 

evaluation and correction of 

participant responses during 

discussion of initial case 

study elements identifying 

literacy effects on health 

outcomes, health care 

provider perceptions of 

limited literacy patients and 

health system barriers to 

consistent evaluation of 

patient literacy and written 

material suitability 

2.  Develop 

functional 

health literacy 

skills and 

practices  

Assess Patient & Health 

Materials Levels: 

Patient literacy 

screening: Single 

Literacy Question or SIL 

(Morris et al., 2006) 

Health Materials: 

Readability: SMOG 

formula (McGlaughlin, 

1969)   

Unfolding case study lecture 

presentation- new information 

regarding Mrs. Smith 

20 minutes Power-point slide 

with new information 

targeted to functional 

competencies 

Handout with SIL, 

Chew  research study  

Computer access, 

Handouts with SMOG 

formula and SAM 

criteria and checklist 

2a. Describe correct use 

of SIL to screen 

patients for literacy 

levels 

2b. Describe and use 

SMOG to evaluate 

health information 

reading levels 

2c. Describe correct use 

of SAM to evaluate 

health information 

Teacher prompts with 

evaluation and correction of 

participant responses to 

teacher prompt cues and 

questions about SIL, SMOG 

and SAM use with patients 
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Health Literacy 

Pathway Stage 

Objective 

Content Outline Instruction Methods Time allotted Resources Participant 

competencies: 

Participants will 

Evaluation Method 

Suitability: SAM 

instrument (Doak et al, 

1996) 

suitability for low 

literacy patients 

Health Literacy 

Pathway Stage 

Objectives 

Content Outline Instruction Methods Time allotted Resources Participant objectives: 

Participants will: 

Evaluation Method 

3.  Develop 

functional 

health literacy 

actions 

Provide essential CHF 

information –screen MS. 

Smith using SIL, Health 

information written at 5
th
 

-6
th

 grade level, suitable 

for patients with limited 

literacy levels 

Teacher Demonstration  with 

participant return 

demonstration using SIL, 

SMOG and SAM, Group 

discussion and creation of a 

checklist with functional  HL 

principles 

30 minutes Computer access, 

Handouts with SMOG 

and SAM criteria and 

checklist 

5 CHF patient 

educational materials 

at varied reading and 

suitability levels  

3a.Correctly identify 

Ms. Smith’s (teacher’s) 

literacy level with use 

of SIL questions 

3b. Choose a pamphlet 

which most closely 

matches Ms. Smith’s 

identified literacy level  

3c. Create a checklist 

based on SIL. SMOG 

and SAM use with 

patient 

Teacher observation and 

correction of participant 

return demonstration of use 

of SIL, SMOG & SAM 

when participants identify 

the Ms. Smith’s (teacher’s) 

literacy level (adequate, 

borderline or inadequate 

literacy) and pamphlet at 5
th
 

grade reading level suitable 

for low literacy patients 

from 5 available pamphlets 

at varying levels 

4.  Collaborate 

to produce 

informed 

options using 

functional 

health literacy 

knowledge and 

actions 

Screen Mrs. Smith using 

SIL, Health information 

written at 5
th

 -6
th

 grade 

level using SMOG, 

Suitable for patients with 

limited literacy levels 

using SAM 

Participant pairs role-play 

different assigned tasks (CHF 

sx, medication use, DASH 

diet…) using SIL, SMOG  & 

SAM 

 

 

 

30 minutes Task sheets,  

 Whiteboard,  dry 

erase markers and 

note cards (for group 

task assignment and 

result documentation)  

 4a. Demonstrate 

correct use of SIL, 

SMOG & SAM in role-

play  

4b. Constructively  

analyze peer practice 

and give appropriate 

feedback to peers about  

functional health 

literacy principles  

Teacher and Peer analysis 

and critiques of pair role-

play using the created 

checklist to benchmark and 

evaluate peer performances 
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Health Literacy 

Pathway Stage 

Objective 

Content Outline Instruction Methods Time allotted Resources Participant 

competencies: 

Participants will 

Evaluation Method 

5.  Collaborate 

to make an 

informed 

decision using 

functional 

health literacy 

knowledge and 

actions  

Ensure that Mrs. Smith 

has materials which 

match her screened 

literacy levels, and that 

she reads the information 

Teacher-facilitated small 

group discussion summarizing 

principles, peer-created 

evaluation and self- reflection- 

write down key points and 

how participant can use SIL, 

SAM & SMOG checklist in 

clinical practice  

30 minutes Whiteboard for 

summary of results, 

blank notecards and 

pencils for self-

reflection 

 

Copy-machine 

availability to make 

copies of evaluation 

checklist 

5a. Summarize correct 

application of SIL 

questions, SMOG and 

SAM evaluation in 

clinical practice  

5b. Discuss and 

document 2 advantages, 

2 barriers and 3 key 

points to use of SIL, 

SMOG & SAM in 

practice 

Teacher evaluation of 

functional HL principles and  

participant self-analysis 

through written reflection on 

note-card 

 

Assignment for last session with standardized patient: Bring or create a pamphlet suited for Mrs. Smith’s situation to use in discharge teaching with 

standardized patient 
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Educational Intervention: Multidimensional Health Literacy (Appendix MM) 

Presenter: Amy Black, RN, MSN, FNP- C 

Purpose:  To provide recently graduated nurses participating in a health literacy educational intervention with the knowledge, skills and attitudes used to foster 

multidimensional health literacy competencies 

Goal: Participants will incorporate multidimensional health literacy competencies when observed in a health-related verbal interaction with a standardized 

patient 

Health Literacy 

Pathway Stage 

Objectives 

Content Outline Instruction Methods Time 

Frame 

Resources Participant Competencies 

Participants will:  

Evaluation Method 

1.  Build 

multidimensional 

health literacy 

knowledge  

Review 

Literacy/Health 

literacy knowledge 

from previously 

completed HL 

online module 

Palo Alto VA Teach Back 

video, Teacher-facilitated 

reflection question review 

10 minutes (HL online 

module and cue 

questions) 

Computer/internet 

access-video 

viewing 

capabilities 

1a. Identify percentage of 

Americans affected by 

limited literacy and 2 

effects of literacy on health 

outcomes 

1b. Discuss 2 common 

misperceptions regarding 

patient literacy levels 

1c.Discuss 2 barriers to 

consistent use of teach 

back and patient-centered 

learning preferences in 

clinical practice 

Teacher prompts with 

evaluation and 

correction of 

participant responses 

during discussion of 

initial case study 

elements identifying 

literacy effects on 

health outcomes, 

health care provider 

perceptions of limited 

literacy patients and 

health system barriers 

to consistent use of 

teach-back and 

patient-centered health 

literacy practices 

2. Develop 

multidimensional 

health literacy 

skills and 

practices  

Identify pt needs, 

cultural  

background and 

learning 

preferences- Learn 

Multidimensional 

principles such as 

Active listening, 

Teach 3-Teach 

back, Highlight 

Unfolding case study 

lecture presentation- cue 

questions and prompts, 

additional information 

regarding Mrs. Smith  

20 minutes Copy of Cornett 

and Speros 

articles 

Case study 

information on 

PowerPoint slides 

2a. Describe assessment 

questions to identify patient 

learning preferences 

2b. Describe 3 active 

listening principles to use 

in patient interactions 

2c. Explain Teach 3 –

Teach back principles for 

verification of patient 

understanding 

Teacher prompts with 

evaluation and 

correction of 

participant responses 

to prompt cues and 

additional questions 

about identifying 

patient preferences, 

active listening, 

Teach3-Teach Back, 
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Health Literacy 

Pathway Stage 

Objectives 

Content Outline Instruction Methods Time 

Frame 

Resources Participant Competencies 

Participants will:  

Evaluation Method 

written material 

priorities using 

Ask-Me- 3 

 

2d. Identify 3 priority 

messages to 

highlight or emphasize in 

health information using 

Ask Me 3 

and Ask Me 3 

Health Literacy 

Pathway Stage 

Objectives 

Content Outline Instruction Methods Time Resources Participants competencies 

Participants will:  

Evaluation 

3.  Develop 

multidimensional 

health literacy 

actions 

Assess and 

intervene to match 

pt needs, cultural  

background and 

learning 

preferences 

practicing with 

Active listening, 

Teach 3 teach back, 

& Ask Me 3  

highlighted key 

points in written 

health materials 

 

Teacher 

Demonstration/participant 

return demonstration  

Group discussion and 

creation of a checklist 

based on 

multidimensional  

principles 

30 minutes Whiteboard/dry 

erase markers, 

Notecards and 

pencils, 

Highlighters  

3 CHF written 

educational 

materials at 

similar levels of 

readability and 

suitability 

3a.Correctly identify Ms. 

Smith’s (teacher’s) 

learning preferences based 

on stated needs, cultural 

background and medical 

history 

3b. Differentiate between 

correct and incorrect active 

listening principles by Ms. 

Smith  

3c. Create a checklist of 

nursing actions to correctly 

perform active listening, 

Teach3 Teach Back & Ask 

Me 3 highlighted health 

materials   

Teacher observation 

and correction of 

participant return 

demonstration when 

participants discuss 

patient learning 

preferences, Teach3 

Teach Back, and Ask 

Me 3 responses and 

teacher evaluation of 

individual checklist 

4. Collaborate to 

produce 

informed options 

using 

multidimensional 

health literacy 

knowledge and 

actions 

Identify barriers 

and benefits for 

options and use 

patient’s 

preferences in care 

plan, teach to goal  

and negotiation 

techniques, 

Reassess for 

Participant pairs role play 

with assigned teaching 

tasks (medication, diet, 

exercise, symptoms) 

using checklist for 

evaluation 

30 minutes Role Play Task 

sheets  

4a. Demonstrate correct 

use of active listening, 

Teach-3 Teach-Back, Ask 

Me 3 and reassessing 

through open ended 

questions in role-play  

4b. Constructively  analyze 

peer practice and give 

appropriate feedback to 

Teacher and peer 

analysis   and feedback 

of pair role-play using 

the created checklist to 

benchmark and 

evaluate peer 

performances of role-

play 
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Health Literacy 

Pathway Stage 

Objectives 

Content Outline Instruction Methods Time 

Frame 

Resources Participant Competencies 

Participants will:  

Evaluation Method 

additional 

information needs  

peers about 

multidimensional  health 

literacy principle 

 

5.  Collaborate to 

make an  

informed 

decision using 

multidimensional 

health literacy  

(5. Continued) 

knowledge and 

actions  

Verify patient 

comprehension of 

final decision, Use 

open-ended 

questions to 

reassess for 

additional needs or 

resources  

Teacher-facilitated small 

group discussion 

summarizing principles, 

peer-created evaluation 

and self- reflection- 

Participants write down 

key points and how  

active listening, teach-

back and highlighting key 

information can be used 

in their practice 

30 minutes Whiteboard for 

summary of 

results, notecards 

and pencils for 

self-reflection 

Copy-machine 

availability to 

make copies of 

evaluation 

checklist  

5a. Summarize correct 

application of patient 

learning preference 

assessment, active 

listening, Teach3 Teach-

back and Ask Me 3 

5b. Discuss and document 

2 advantages, 2 barriers 

and 3 key points to use of 

multidimensional health 

literacy principles in 

clinical practice 

 

Teacher evaluation of 

multidimensional HL 

principles and  

participant self-

analysis through 

written reflection on 

note-card 

 

Assignment for last session: Bring or create a pamphlet suited for Mrs. Smith’s situation to use in discharge teaching with standardized patient  
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Appendix PP. STTI-ATI  Project Budget Table  

Categories Amount Requested Total Budget Amount 

Personnel 

-Standardized patients (2 APSU 

grad      

    students) 

    Fringe benefits (Summer, no 

class) 

-Teacher/interventionist (1) 

    Fringe benefits 

 

- Data manager (1 non APSU)  

 

15 per hour  for 60 hours = 900/ 

1800 

+ 138 (7.65 %) 

 

20 per hour for 16 hours = 320  

+ 74 extra comp fringe (23% of 

amount) 

 

20 per hour for 16 hours = 320 

 

 

1938 

 

   

394 

   

 

320 

Total personnel:  2652 

Secretarial staff  N/A  

Typing costs N/A  

Research Assistant (1) 

    Fringe benefits  (Summer, No 

class) 

10 per hour for 60 hours = 600 

+ 46 (7.65%) 

 Total Research Assistant: 646 

Consultants 

-Statistician  (1 non APSU) 

 

 

50 per hour for 8 hours = 400 

 

 

  400    

Total Consultants: 400 

Supplies 

 

-Cell phone minutes 

- Fireproof safety file box  

- White, 3 hole punch paper reams 

(5) 

-Binders (6) and dividers (6) 

-HP copier toners (4) 

-40 pencils 

-40 black pens 

-MiniDVD’s for AV recording  

(7 packs)  

 

 

20 per month  for 3 months 

130  

10 per ream = 50  

10 per set = 60 

40 per toner = 160 

3 per 10 pack = 12 

5 per 10 pack = 20 

14 per pack for 7 packs = 98  

 

 

   

  60 

130 

   50 

   60 

160 

   16 

   20 

   98 

Total supplies:  594 

Computer costs 

-Database storage fees (REDCap) 

-Online module hosting fees  

 

500 

100 per year for 2 years = 200 

  

 

500 

200 

Total computer costs: 700 

Travel costs  N/A  

Other 
-Participant gift cards (40)  

 

15 per participant for 40 = 600 

 

Total other costs:  600 

Total budget amount  5592 

 

Justification: 

Personnel 

The two peer student standardized patients will be paid $15 per hour, which is the national average for 

standardized patient wages according to the Association of Standardized Patient Educators website 

(http://www.aspeducators.org/ ). The 60 hours of estimated work time includes allowances for 12 – 16 

hours of training time and HLP-NICE cognitive interviewing, 4 hours of team meetings and protocol 
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updates, 20 hours of recorded participant interviews and 20 hours of evaluating the interviews using 

KEECC-A and HLP-NICE instruments.  

The teacher –interventionist will be reimbursed for her time at a rate of $20 per hour to attend 4 hours of 

team meetings and protocol updates, 4 hours of training time and 8 hours of intervention preparation, 

implementation and evaluation.  

 

The data manager will be paid $20 per hour for 16 hours to assist in database set-up, data security review 

and data information completion in tandem with the research assistant. 

Research assistant 

 

The student research assistant will be paid $10 per hour, which is the national standard for a fair living 

wage.  The 50 hours of work will include 4 hours of training time, 4 hours of team meeting and protocol 

updates, 16 hours of recruitment and research initial recording time and 24 hours of research intervention 

assistance and followup time.   

Consultants 

The statistical consultant will be paid $50 per hour for 8 hours to review the raw data, data analysis plan 

and provide guidance for the layout and interpretation of results. 

Supplies 

3 months worth of basic cell phone minutes will be purchased to provide an inexpensive dedicated 

telephone/text phone with cell minutes to contact participants for participation reminders. When not in 

use, the phone will be locked in the researcher’s office. At the completion of the study, the participant cell 

phone numbers will be deleted and sim card removed and destroyed to prevent any data loss.  

A fireproof safety box will be purchased to lock the cell phone and recorded mini-DVD tapes for safety 

and data protection. The box will be kept in a locked cabinet in the researcher’s office, accessible only to 

the researcher and those who need access as determined by the researcher.  

The School of Nursing has DVD recording units which will be used by the research assistant to capture 

the standardized patient-nurse pre- and post-intervention interactions.  The mini DVD tapes will be 

purchased by the researcher to keep on file with other data for SP viewing and interaction preservation.    

The binders, dividers, paper and toner will be used to create research team folders and generate other 

paper-based forms. The researcher has an HP OfficeJet desk printer available in her office to use for this 

purpose.  Pencils and pens will be purchased to ensure that any paper-based forms such as scantrons or 

rating forms can be completed by the research team or participants.   

Computer 

REDCap or Research Electronic Data Capture (www. project-redcap.org) is a software toolset and 

workflow method for electronic collection and management of research data to facilitate data entry, edit 

checks and statistical analysis.  Both REDCap and REDCap Survey systems offer an automated export 

mechanism to common statistical packages such as SAS using institutionally sanctioned secure servers. 

The underlying database is hosted at the researcher’s academic Datacenter.  REDCap database will be 

used to store and retrieve researcher-created spreadsheets documenting electronic demographic 

codebooks and HL-KES, KEECC-A and HLP-NICE pre- and post-intervention result databases.  
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The fee to host the online health literacy knowledge module at the researcher’s home institution for 2 

years will ensure that participants and the researcher team have time to adequately access the information. 

With feedback from research team members and participants, the additional time will to be used to 

modify and improve the modules for future use.  

Other 

The participants will be offered a $5 gas card after each face to face session (pre-intervention, 

intervention and post-intervention) to offset travel costs. Participants will be waiting to sit for the NCLEX 

national certification exam, and the assistance would help to reduce economic transportation costs which 

might be a barrier to study participation.   
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STTI - ATI Project Summary  

 

Kempa S. French, April 2016 

 

People with limited or low literacy are more likely to suffer harm and negative health 

consequences than those with intermediate or high reading proficiencies (Berkman et al., 2010). 

Nurses are expected to meet the health information needs for patients of all literacy levels, yet 

evidence-based health literacy (HL) interventions and concepts remain under-represented in 

undergraduate nursing education (Coleman, 2011; Toronto & Weatherford, 2015). In response to 

identified gaps between patient information needs and nursing educational preparation, this 

research was undertaken to evaluate the effects of two different HL theoretical approaches on the 

HL knowledge, nursing communication and HL-related behaviors of nurses participating in this 

study.  

Project aim summary.  

This feasibility study incorporated four aims to assess the uptake of HL knowledge and 

behaviors by participants. The first aim was to create and assess preliminary psychometric 

evidence for an observational HL checklist, which was achieved with the Health Literacy 

Patient-Nurse Interaction Competencies Checklist or HLP-NICE (DeVellis, 2010; Waltz, 

Strickland & Lentz, 2010). In preparation for the third aim, the second aim was used to create 

then review traditional functional versus expanded multidimensional health literacy curricula and 

teaching strategies for realism and relevance in building nursing HL competencies. The third aim 

evaluated the feasibility of the teaching interventions reflected in HL knowledge and HL-related 

behavior changes of study participants. The fourth aim is still in progress and will entail in-depth 

review and analysis of qualitative and quantitative study data to modify both the HLP-NICE tool 

and teaching interventions for use in future research.  
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Theoretical/conceptual framework  

Traditional functional health literacy definition and interventions have emphasized text-

based approaches such as screening patients for literacy levels and modifying written materials 

(Nielsen-Bohlman, Panzer & Kindig, 2004). This approach, however, may not fully account for 

the influences of patient learning or cultural preferences (Friedman, Corwin, Dominick & Rose, 

2009), provider use of jargon (Castro et al., 2007), or lack of provider evaluation of patient 

comprehension (Schillinger et al., 2002). Zarcadoolas, Pleasant and Greer’s (2006, p.55) 

multidimensional health literacy definition was derived to address these deficiencies in 

portraying health literacy as “the wide range of skills, and competencies that people develop to 

seek out, comprehend, evaluate and use health information and concepts to make informed 

choices, reduce health risks and improve quality of life”.   

Nurses who use this multifaceted approach would need to cultivate scientific – 

technological, cultural and civic competencies in addition to written, verbal and media-related 

proficiencies to effectively communicate health information in patient-centered care. The Health 

Literacy Pathway Model (HLPM), a 5 stage competency developmental model incorporating 

multidimensional HL concepts, was structured after reporting a non-linear pathway that patients 

followed to develop their own health literacy skills when interacting with providers (Edwards, 

Woods, Davies & Edwards, 2012).  The expected outcome for nurses educated using the HLPM 

developmental approach would be that they would communicate health information more 

effectively with patients, resulting in better patient comprehension and more patient-centered 

collaborations in health-enhancing interactions.    
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Methods, procedures and sampling  

This mixed methods feasibility study used sequential qualitative case study and 

quantitative two group between subjects approaches to meet the four stated aims. The first two 

aims were met using instrumental case study methodology collected from multiple data sources 

as part of determining feasibility focus areas for the third aim.  Content validity feedback from a 

panel of four HL, nursing education or linguistic experts was used to determine a content validity 

index percentage of agreement (di Iorio, 2005).  HLP-NICE quality improvement feedback was 

obtained through my own quality analysis and cognitive interviews with five representative 

checklist users (Willis, 2005). \ 

The third aim was met through collection of baseline demographic data, Health Literacy 

Knowledge and Experiences Survey or HLKES scores (Cormier & Kotrlik, 2009) and ratings of 

pre--intervention recorded interactions with a standardized patient rated using the HLP-NICE 

with an existing validated tool, the Kalamazoo Essential Elements Communication 

Competencies – Adapted or KEECC-A (Rider, 2010).  Both groups then completed a web-based 

interactive case study “Meet Mrs. Smith: Building health literacy competencies of nurses through 

ACTS.” which detailed health literacy knowledge and practices to align with recommended 

Universal Health Literacy Precautions (US DHHS ODPHP, 2010).  During their scheduled 

theoretically-specific teaching intervention, the multidimensional group was instructed in active 

listening, plain language use and teach-back techniques to assess patient concerns.  The 

functional group was instructed in patient literacy screening using Single Literacy Question, with 

SMOG readability formula and SAM suitability checklists to assess written material quality. The 

functional group then addressing identified patient literacy levels through highlighting key 

written information.  The HL-Knowledge Survey section and post-intervention recorded 
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interactions were re-evaluated at one to two weeks after the teaching sessions and then rated 

using the HLP-NICE and KEECC-A. The fourth aim will continue as collected quantitative and 

qualitative data is reviewed more intensively to provide a strong foundation for the next research 

steps.  

Institutional review board approval was received from both the researcher’s academic 

institution and research site institution before any intervention took place.  After the initial 

recruitment strategy did not garner an adequate number of participants, a secondary strategy was 

implemented after IRB approval to recruit more recently graduated nurses and nursing faculty.  

Former students from the previous 2 years and nursing faculty were invited to participate by 

word of mouth, informational hard-copy and online poster announcements and mail queries 

during a school break after graduation. The final convenience sample initially consisted of eleven 

recently graduated baccalaureate nurses or nursing faculty recruited from the Southeastern public 

liberal arts baccalaureate nursing program. Respondents were formally consented into the study 

by the research assistant, then randomly assigned to each cohort using a systematic 

randomization strategy (Waltz, Strickland & Lenz, 2010). Two of the nursing graduates (1 male, 

1 female) completed the first interaction, but not the teaching interventions or second interaction, 

leading to exclusion of their data from the final analysis. 

The remaining 9 participants included 3 recent graduates and 6 nursing faculty. The 

sample were all female and were somewhat racially (2 Black, 22.2%; 7 White, 77. 8%) if not 

ethnically diverse (no Hispanic or Latino participants). Ages ranged from 22 – 69 (M = 44.89) 

with health care work experience outside of nursing school ranging from 0 – 45 years (M = 

16.89).  Of the 6 faculty participants, teaching experience ranged from 1 – 23 years (M = 7.67) 

with medical-surgical teaching concentration primarily represented (83.33%) with one pediatric 
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specialty faculty member. All levels of academic preparation at and above the baccalaureate 

level were represented with three BSN graduates, and with two MSN, four doctorally prepared 

(two DNP, one EdD, one DSN) faculty members.  

Summary of findings 

The HLP-NICE tool received expert feedback with the content validity index of 88.9%, 

approaching the 90% agreement level recommended for acceptance (di Iorio, 2005). Information 

from both the researcher’s tool quality analysis and representative user cognitive interviews will 

be used to further improve the HLP-NICE tool before a second round of evaluation takes place. 

Information from the focus group transcripts sharing nursing clinical and teaching HL 

experiences for the two teaching approaches was used to train the standardized patients and 

teacher regarding basic HL knowledge and behavioral cues suggesting the patient may have low 

or limited literacy.  

Recall of health literacy experiences using Health Literacy Experiences survey items 

indicated that participants saw or used core and technology health literacy practices “rarely” to 

“sometimes” (M = 1.89, range 1.44 -2.67). Health literacy knowledge changes did not appear to 

be associated with past health literacy experiences or years of nursing experience (KW -.07, p 

=.43), educational achievement (KW 1.38, df 1, p =.24) or GPA (KW 4.8, df 4, p = .31). Health 

literacy knowledge overall did not increase significantly for participants (Wilcoxon SR, p =.31), 

although 5 of 9 participants (55.56%) demonstrated knowledge gains. The multidimensional 

gained more HL knowledge compared to the functional group (U 2.000, p = 03).  HLK internal 

reliability evaluation using Cronbach’s α was .67 pre-intervention and .42 post-intervention.   

Increases in communication (KEECC-A Wilcoxon SR, p =.008) and HL-related behavior 

competencies (HLP Wilcoxon SR, p =.01) were demonstrated by all participants.  The functional 
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group appeared to gain more communication proficiency (KEECC-A U .500; p = .02), but 

neither group were significantly different in HL-related behavior changes (HLP U 6.000, 

 p = .18).  KEECC-A reliability using Cronbach’s α was .77 pre-intervention and .82 post-

intervention. HLP-NICE Cronbach’s α was .29 pre-intervention and .59 post-intervention. There 

was a very strong positive association noted between the post-intervention KEECC-A 

communication and HLP-NICE HL-related behaviors (rs =.953, r
2 

= .9082, p = .00).  While 

concurrent validity for associated communication competencies between the KEECC-A and 

HLP-NICE were signaled, neither sample size nor the reliability results could fully support 

validity. 

Recommendations 

This study points to shifts in how HL competencies have been traditionally taught to 

more interactive strategies and outcome-based benchmarks to inform HL inclusion in nursing 

curricula, didactic content and clinical exposures. The lack of relationship between cognitive 

knowledge gains and behavior-related changes suggest that improving HL competencies is not 

fully dependent on mastery of discrete HL knowledge facts.  While prior HL research has 

provided insight into the quality and quantity of HL competencies seen or used in educational 

practice, none of the past nursing research had linked increasing HL knowledge to observed 

changes in student HL practices or patient learning outcomes. The HLP-NICE tool was easy to 

use during evaluation of recorded ratings and took an average of 10 minutes to complete. The 

HLP-NICE offers a promising beginning to assessing the HL competencies of nurses and nursing 

students, but could not be recommended as a reliable or valid instrument without additional 

modifications and testing.  
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The innovative and diverse teaching strategies were effective in improving short-term 

communication and HL-related competencies of the participants. The total time for pre-and post-

interaction evaluations and the online and face-to-face interventions took approximately 4 hours, 

which was not perceived as overly time-consuming by participants.  Cognitive qualitative 

interview data provided by nursing faculty, practicing nurses and students and suggestions by the 

expert reviewers from the preparatory phase will be used to improve the quality of tool wording 

and process before further testing and additional psychometric analysis occurs. 

This study addressed existing gaps in current HL educational practices to provide more 

robust evidence for diverse interactive strategies to advance nursing health literacy 

competencies.  All patients, regardless of literacy or language abilities, need understandable and 

actionable health information if they are to follow health instructions, use health resources 

effectively and avoid preventable safety errors and costly rehospitalizations. The health literacy 

competencies for adoption in patient-centered education should be synthesized throughout the 

nursing curriculum, practiced in simulated educational and real-life patient clinical interactions, 

and promoted to current nurses through continuing education. The next research step will be to 

refine the tool and teaching strategies to be tested with a larger and more diverse sample in real-

world educational settings.   

Financial summary 

The total amount of the approved budget was $5591, with the primary financial expense 

for this study covering employment costs for the two standardized patients, teacher and research 

assistant ($3, 513). Gift cards used to reimburse participants for time and inconvenience 

associated with study participation totaled $400, with an additional $433 spent on office and data 

recording supplies. Because of the reduced participant numbers, data manager, statistical 



239 

 

 

consultant and database storage services were not sought or used. The final budget total 

expenditures were approximately $4346, with the $745 overage to be returned to Sigma Theta 

Tau International.  

Grant assistance benefits 

Nursing communication is intricately tied to patient safety and high quality care, but little 

evidence has informed nursing educational practice to improve well- documented deficits in 

effective nursing communication based on HL evidence.  Without this financial support, it would 

have been very difficult for me to afford to train the research team or offer compensation for 

participants, thus reducing the opportunity to conduct more rigorous educational research. The 

data collected from multiple sources will also be used to inform future research in this area, and 

can be used as a basis for my research trajectory.  A poster of the findings was presented at the 

Nursing Education Research Conference in April 2016, and has been placed in the Virginia 

Henderson repository for future dissemination. I am honored to be associated with Sigma Theta 

Tau International Honor Society, and will always gratefully acknowledge the role that the STTI 

and ATI educational assessment grant played in successfully starting my nursing educational 

research trajectory.   
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