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Abstract 

BACKGROUND: Investigators have recommended using the teach-back method (TBM) and 

brown bag review (BBR) to decrease medication errors and improve medication adherence 

among patients at all literacy levels. Unaddressed low health literacy levels have led to decreased 

medication adherence and increased medication errors. Medication non-adherence and 

misunderstanding affect 50% of individuals who suffer from a chronic illness, which impacts 

overall healthcare costs, quality of life, and sobriety. 

METHODS: Between October 2019 and February 2020, participants from an inpatient 

detoxification unit were enrolled in this evidence-based practice project, which was conducted 

during two sessions. Session 1 included a TBM session, and Session 2 included both a TBM 

session and a BBR session. The participants were evaluated by comparing their baseline and 

post-intervention medication errors and medication adherence scores. The errors were based on 

the participant’s prescribed treatment plan. Participants’ health literacy levels were measured 

using the Single Item Literacy Screener (SILS). Staff members were provided written and oral 

education related to the TBM. The perspectives of staff members were solicited using a self-

administered, investigator-designed feedback questionnaire. 

RESULTS: Nineteen participants were initially enrolled with a 52.6% (n = 10) participant 

follow-up rate. The health literacy of participants ranged from high reading health literacy to 

limited reading health literacy. The median health literacy score using the SILS was a score of 

one, which was associated with high health literacy. The difference between participants’ 

Medication Adherence Rating Scale scores at baseline and post-intervention was significant (p = 

.039) using the Wilcoxon Signed-Rank Test. The difference between baseline and post-
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intervention errors was clinically significant but not statistically significant (p = .059) using the 

Wilcoxon Signed-Rank Test. 

CONCLUSION: The TBM session and BBR session resulted in a slight increase in median 

medication adherence scores and a decrease in the number of median medication errors. The 

overall health literacy score for the patient population indicated high reading health literacy in 

contrast with current literature suggesting the target population’s predisposition for limited and 

low health literacy. The patient participants reported high satisfaction with the TBM and BBR 

methods, and the direct-care staff members reported that the TBM is both feasible and 

sustainable.  
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Introduction and Problem Identification 

The U.S. Department of Health and Human Services’ (2018) researchers have suggested 

that 40-80% of health information is immediately forgotten once patients leave a healthcare 

appointment. This is particularly true among individuals suffering from substance abuse 

disorders. Individuals suffering from substance abuse disorders experience substantially higher 

rates of medication non-adherence (Magura, Rosenblum, & Fong, 2011). Research focusing on 

these individuals also has indicated the presence of a continued opportunity to enhance and 

improve the medication-related education exchange between providers and patients (Magura et 

al., 2011). Substance abuse disorder is a psychiatric condition defined by The World Health 

Organization (WHO) as the destructive or unsafe intake of illegal drugs, psychoactive drugs, or 

alcohol (2020). The teach-back method (TBM) and brown bag review (BBR) from the Health 

Literacy Universal Precautions Toolkit (HLUP) are two evidence-based tools indicated for use in 

the clinical setting with patients at any level of health literacy, including substance abuse 

patients.  

The Health Literacy Universal Precautions Toolkit was commissioned by The University 

of North Carolina at Chapel Hill and promoted by (a) the U.S. Department of Health and Human 

Services’ Agency for Healthcare Research and Quality (AHRQ) and (b) the Institute for 

Healthcare Improvement (IHI) (U.S. Department of Health & Human Services, 2018). The 

teach-back method (Tool 5 in the HLUP Toolkit) consists of first explaining medication 

instructions to patients. Clinicians then ask patients to describe, or “teach back” the same 

medication instructions they just received. The TBM also requires clinicians to obtain 

confirmation of the disease, medication, or treatment as understood from the perspective of the 

patient. The TBM has been shown to improve self-efficacy in medication management, reduce 
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hospitalization, and increase retention of disease knowledge and treatment (Ha Dinh, Bonner, 

Clark, Ramsbotham, & Hines, 2016; Slater, Huang, & Dalawari, 2017).  

The brown bag review (Tool 8 in the HLUP Toolkit), when administered by healthcare 

personnel, encourages patients to bring their current medications and supplements to the office 

visit. The clinician reviews the medications and supplements brought into the office with the 

patient to check the accuracy of their understanding in an effort to decrease medication errors 

and increase medication adherence (U.S. Department of Health & Human Services, 2018). When 

used by healthcare providers, the BBR, can increase self-efficacy among patients managing 

medications, thus increasing medication adherence, increasing health literacy, and improving 

safety (Jager, Steinhaeuser, Freund, Szecsenyi, & Goetz, 2015). When administered by 

healthcare professionals, the TBM and BBR promote self-confidence and positive behavior 

modification by increasing understanding, ultimately leading to improved medication adherence 

and decreased medication errors (U.S. Department of Health & Human Services). 

Evidence-based practice improvement methods aimed at improving and identifying 

health literacy are necessary to decrease unnecessary hospitalizations and emergency room usage 

(Jansen et al., 2018; Levy & Janke, 2016; U.S. National Library of Medicine, 2019). These 

evidence-based practice improvement methods also (a) improve medication adherence and 

decrease medication misunderstanding (Akazawa, Nomura, Kusama, & Igarashi, 2012; Becker, 

2015; Ha Dinh et al., 2016; Miller, 2016; Osborn, Cavanaugh, & Kripalani, 2010; Zhang, Terry, 

& McHorney, 2014), (b) increase overall health (Levy & Janke, 2016), and (c) decrease 

morbidity and mortality rates (Cavanaugh et al., 2010; U.S. National Library of Medicine, 2019; 

Ventura & Piña, 2018). Currently, the WHO and Institute of Medicine (IM) have not fully 

reached the goal of improving medication adherence, which suggests the need for the application 
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of evidence-based practice to improve medication adherence (DiPersio, 2016). The goal for 

individuals who have been prescribed long-term medication is to achieve 80% or higher 

medication adherence (Kim, Combs, Downs, & Tillman, 2018). 

Background & Significance 

 In this section, (a) the influence of substance abuse disorder on medication non-

adherence, (b) the effect of limited health literacy on the patient-provider relationship, and (c) the 

effect of medication misunderstanding on overall patient health are explored and developed as a 

part of the background. The Health Literacy Universal Precautions Toolkit and the role of the 

teach-back method and brown bag review are also discussed in relationship to medication 

adherence and medication understanding.  

Substance Abuse Disorder and Medication Non-Adherence 

Patients suffering from psychiatric conditions are members of a vulnerable population. In 

2017, 19.7 million individuals 12 years of age and older were suffering from substance abuse in 

the United States. Among those diagnosed with a substance abuse issue, 74% were diagnosed 

with alcohol abuse disorder, and 38% were diagnosed with illicit drug use disorder. Risk factors 

for the development of a substance abuse disorder may include genetic predisposition, 

detrimental environmental factors, low educational success, family history of substance abuse, 

teenage mental health disorders, and community attitudes about the perceived social 

acceptability of substance abuse (American Addiction Centers, 2020). Medication non-adherence 

and medication errors subject this population to disability, unemployment, more impoverished 

living conditions, and premature mortality (Semahegn et al., 2018). 

The cost associated with untreated substance abuse disorders in 2015 totaled $442 billion 

in the United States (Murthy, 2016). Increased overall healthcare costs due to emergency 
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department use and pharmaceutical costs have resulted from medication non-adherence or 

untreated substance abuse disorder (Weiss, Barrett, Heslin, & Stocks, 2016a). Emergency 

departments in the Midwest, according to the Healthcare Cost and Utilization Project briefing by 

Weiss et al. (2016a), have documented the highest rates of substance abuse disorder-related 

emergency department visits (2016b). The use of emergency department services by individuals 

with substance abuse disorder is regarded as theoretically preventable and has resulted in an 

increase in hospital admissions, subsequently doubling the cost of care (Weiss et al., 2016a).  

Individuals with substance abuse disorder who are non-adherent to their medication-

assisted therapy have imposed higher healthcare costs per person compared to their adherent 

counterparts (e.g., $31,502 vs. $17, 523) (Ruetsch et al., 2017). Individuals with substance abuse 

disorder also experience higher rates of communicable disease, tuberculosis, and Hepatitis C 

(Recovery Centers of America, 2020). Other economic burdens associated with substance abuse 

include costs of $5 million violent crimes, $14 million property crimes, increased rates of 

incarcerations, and $15 million in public assistance (Recovery Centers of America). However, 

efforts made toward treatment and prevention typically cost society $1 while saving the 

community $10 in return. Focusing on treatment, adherence, and relapse prevention is cost 

effective compared to the costs associated with untreated substance abuse disorder (International 

Narcotics Control Board, 2013). 

Kane, Kisimoto, and Correll reported that up to 50% of patients with chronic illness, 

including mental illness, do not follow medication instructions accurately after six-months of 

treatment (2013). In fact, misuse of prescription opioids has accounted for 70% of overdoses 

(Florence, Zhou, Luo, & Xu, 2016). In addition, poor insight has accounted for 55.6% of non-

adherence cases, and negative attitudes about medication has accounted for 30.5% of non-
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adherence cases (Velligan, Sajatovic, Hatch, Kramata, & Docherty, 2017). More specifically, in 

terms of non-adherence related to substance abuse, representatives from the National Council 

Medical Director Institute found a 34% therapy and medication adherence rate among 

individuals suffering from substance abuse disorder (The National Council, 2018). Non-

adherence to substance abuse treatment protocols, including medication-assisted treatment, have 

led to significantly higher rates of relapse compared to patients who are adherent to treatment 

(Ruetsch et al., 2017). However, sharing responsibility and creating a supportive environment 

have been shown to increase medication adherence (Kane, Kishimoto, & Correll, 2013). 

Treatment Dropout Rates among the Substance Abuse Population 

In Ohio, 27.8% of individuals who receive inpatient treatment dropped out prior to 

discharge, and 52% in outpatient recovery dropped out of treatment prior to completion 

(American Addiction Centers, 2020). Common reasons for early dropout have included the 

inability to adapt to treatment, absence of motivation, and issues within the treatment program 

(American Addiction Centers). Basu et al. (2017) conducted a retrospective study exploring the 

reasons why patients drop out of treatment programs. These researchers found that the dropout 

rate was concentrated in the first 30 days (61%) and that up to 50% of patients discontinue 

treatment without provider approval. These researchers further reported that discontinuing 

treatment was positively correlated with several factors: (a) older age, (b) employment status, (c) 

lower level of education, (d) opiate usage, and (e) short-term (newly addicted) substance abuse. 

Reasoning and decision-making processes among individuals who discontinue treatment and 

then chronically relapse may be attributed to post-acute withdrawal syndrome (PAWS) (National 

Center on Addiction and Substance Abuse, 2020). Individuals suffering from PAWS require 

increased accountability, need intensive emotional support, and may not have achieved an 
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adequate personal understanding about the importance of sobriety (National Center on Addiction 

and Substance Abuse). 

Health Literacy 

Health literacy refers to (a) the degree to which individuals understand basic health 

information and amenities as well as (b) the ability to acquire, communicate, and analyze 

healthcare information in order to make reasonable and effective healthcare decisions (Centers 

for Disease Control and Prevention, 2019). Health literacy capacity and health literacy skills are 

terms that refer to the ability of individuals to attain, connect, process, and comprehend primary 

healthcare material for the purposes of making suitable health care choices (Centers for Disease 

Control and Prevention). For this evidence-based practice project, the health literacy component 

focused on the ability to read and comprehend the patient education material and instructions on 

prescription medication containers. Through the TBM and BBR processes, the investigator 

engaged participants using casual communication to explain the medication and open-ended 

questions to help participants understand how to follow instructions for its use (U.S. Department 

of Health & Human Services, 2018).  

The level at which patient education materials are written do not always match the 

reading ability of patients, and these discrepancies can affect communication between patients 

and providers. Therefore, the National Action Plan to Improve Health Literacy has set the 

standard for a healthcare environment that supports access to accurate health information, 

patient-centered care, and promoting patient learning skills (Centers for Disease Control and 

Prevention, 2020). Likewise, the Office of Disease Prevention and Health Promotion has 

recognized the current need to intervene and address the crisis of low reading health literacy and 

poor health outcomes (HealthyPeople, 2019).  
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More than 30 million American adults are unable to read, write, or perform basic math at 

a fourth-grade level or higher (Concordia University Portland, 2018). These high rates of low 

health literacy have resulted in health disparities and increased risks of poor health outcomes 

(Concordia University Portland, 2018; Macabasco-O'Connell & Fry-Bowers, 2011). Common 

reasons for low health literacy include lower level education attainment, socioeconomic status, 

older age, cognitive disability, and belonging to a vulnerable population (Brabers, Rademakers, 

Groenewegen, van Dijk, & de Jong, 2017; Levy & Janke, 2016; Macabasco-O'Connell & Fry-

Bowers, 2011; U.S. National Library of Medicine, 2019). Health literacy improvement efforts 

emphasize the patient-centered model of healthcare, which improves care quality and healthcare 

cost reduction. Low health literacy has an economic impact of $106-238 billion of unnecessary 

medical spending (U.S. National Library of Medicine). Likewise, low health literacy has led to 

decreased medication adherence and increased emergency department usage (HealthyPeople, 

2019). Screening for health literacy and supplementing patient education material with 

dependable and reliable strategies from the Health Literacy Universal Precautions Toolkit 

reportedly improves medication adherence and patient-provider relationships (U.S. Department 

of Health & Human Services, 2018).  

Statistically significant positive correlations have been reported between (a) levels of 

health literacy and (b) rates of medication adherence (Zhang et al., 2014). Therefore, it is 

imperative for providers to use plain language, employ open communication tactics, and ensure 

that patients have a basic understanding of all their medications (DeWalt et al., 2010). In 

addition, patients from all levels of health literacy have reported that they prefer their healthcare 

information to be provided in a simplified form (DeWalt et al., 2011). 
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Medication Adherence 

Authors Jimmy and Jose (2011) have described adherence to medication as a treatment 

success factor and support the WHO’s definition of medication adherence as the extent to which 

a person’s actions resemble the provider’s treatment recommendations. Mental illness and 

chronic illness are exacerbated by low health literacy because patients are unable to understand 

commonly written directions by the provider (Clausen, Watanabe-Galloway, Bill, & Britigan, 

2016). Addressing medication non-adherence among psychiatric patients is a global challenge, 

especially when introducing a new or unfamiliar medication (Chapman & Horne, 2013). In 

addition to low health literacy, low self-efficacy, lack of understanding, and inadequate planning 

also may lead to non-adherence as well. Commonly noted consequences of medication non-

adherence include, but are not limited to, hospitalization, emergency room use, relapse, poor 

long-term outcomes, and psychosis (Cavanaugh et al., 2010; Chapman & Horne, 2013; Haddad, 

Brain, & Scott, 2014; Higashi et al., 2013; Jansen et al., 2018; Levy & Janke, 2016; Mert, 

Turgut, Kelleci, & Semiz, 2015; MPR, 2013).  

Treating patients in the emergency department without a functioning intervention 

designed to increase medication adherence is likely to contribute to a healthcare environment in 

which the standard is for patients not to receive high-quality continuous care (AMN Healthcare, 

2014). Furthermore, inappropriate or unnecessary emergency department visits will increase the 

likelihood that patients with chronic illness will continue to experience health deterioration and 

readmission (Clausen et al., 2016). However, by screening for health literacy and providing an 

effective intervention to improve low health literacy, the result is increased quality of health, 

decreased overall healthcare costs, improved knowledge regarding disease states, and a reduction 

in hospitalization and emergency department use (Clausen et al., 2016; Ylitalo et al., 2018). With 
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the continuation of healthcare and hospital staff shortages, the overuse of emergency 

departments related to medication non-adherence will continue to increase without an operative 

intervention (Heaton, Tundia, & Luder, 2013). 

Provider Role in Health Literacy and Medication Adherence 

Providers may supply an added layer of protection against medication non-adherence 

among patients in psychiatric settings by building trusting and healthy relationships with 

patients. A healthy provider-patient relationship typically is one in which medications can be 

openly discussed and patients are engaged in the process (Chapman & Horne, 2013). In this 

environment, medication comprehension is the responsibility both of providers and patients (U.S. 

National Library of Medicine, 2019). Provider services in regard to health literacy improvement 

efforts include, but are not limited to, providing brochures, consent forms, easy-to-read 

instructions, and clear communication (U.S. National Library of Medicine). Patients with 

unaddressed and unmet health literacy needs experience an increased likelihood of poor 

healthcare outcomes (Powers, Trinh, & Bosworth, 2010). However, providers with health 

literacy improvement tools can simplify patient self-care, improve access, and incorporate a 

range of learning styles into the process of patient education (Dennis et al., 2012). Through clear 

communication and navigation from providers, patients experience increased opportunities to 

attain, develop, and comprehend appropriate health information required to make informed 

healthcare decisions (U.S. National Library of Medicine). 

Health literacy impacts provider-patient relationships because low health literacy has 

been linked to low appointment attendance, lack of medication adherence, and improper self-

management of care (Bo et al., 2014; Dennis et al., 2012). Providers frequently over-estimate 

patient literacy levels approximately 85% of the time, leading to increased adverse health 
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outcomes and hospitalizations (Dickens, Lambert, Cromwell, & Piano, 2013). During a cross-

sectional, descriptive study by Macabasco-O'Connell and Fry-Bowers (2011), randomly selected 

registered nurses were interviewed about their knowledge and perception of health literacy. 

These researchers demonstrated that registered nurses often possess limited knowledge about the 

role of health literacy in patient healthcare outcomes (2011). However, nurses who participated 

in identifying limited health literacy and assessed comprehension empowered patients and 

increased their health understanding (Speros, 2011).  

Many families and patients understandably neglect to report their low literacy status 

because it is a potential cause of shame or embarrassment (Macabasco-O'Connell & Fry-Bowers, 

2011). Nevertheless, more than 99% of patients who were surveyed after completing a short 

health literacy screening did not report feelings of shame (VanGeest, Welch, & Weiner, 2010). 

Through this evidence-based practice project, the goal of improving education and 

communication through proper screening and toolkit usage can be achieved. Simple screening 

tools administered correctly by clinicians provide a mechanism by which individuals with 

limited health literacy can be identified (Powers et al., 2010). Applying an evidence-based 

screening tool and intervention may improve medication adherence and overall health outcomes 

(Bo et al., 2014; Dennis et al., 2012).  

Health Literacy Universal Precautions Toolkit 

DeWalt et al. (2010, 2011) and the University of North Carolina at Chapel Hill were 

commissioned by the Agency for Healthcare Research and Quality to create and test the Health 

Literacy Universal Precautions Toolkit. In April of 2010, the Agency for Healthcare Research 

and Quality made the toolkit accessible to clinicians and the public. The toolkit includes (a) the 
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TBM and BBR, (b) a guide on delivery, and (c) materials for education and communication 

targeting individuals at all levels of health literacy (DeWalt et al., 2010).  

The TBM, when implemented by a clinician, primarily confirms the degree to which 

patients understand their treatment. This method also has been referred to as the “show me” 

method because patients are asked to repeat the instructions and information they receive about 

treatment in order to promote information retention and correct any misunderstandings. 

Providers then are able to correct any misunderstandings or misperceptions patients may have by 

asking them to re-repeat the instructions. However, clinicians must ensure they are not 

administering the TBM as a means of “testing” patients. Rather, clinicians can reinforce the 

teaching, clarify medications, update patients’ medication records, reduce billing errors, and 

reduce polypharmacy by using the BBR as a follow up to the TBM. The BBR may be difficult to 

administer if patients fail to bring their medication bottle or vial to the appointment. DeWalt et 

al. (2010) has recommended that providers initiate a telephone reminder or provide patients with 

a medication carrying bag, also referred to as a “brown bag,” to serve as a BBR reminder.  

National Goals for health literacy in the United States align with the goals and objectives 

of the Health Literacy Universal Precautions Toolkit. The first goal in the Centers for Disease 

Control and Prevention’s Action Plan is to create and distribute healthcare material that is precise 

and easy to use. The second goal is to incorporate communication that is clear and consistent. 

The third goal is to use evidence-based resources to address the gaps in health literacy and health 

education (Centers for Disease Control and Prevention, 2020). In a systematic review of oral and 

auditory literacy, Nouri and Rudd (2015) recommended the TBM and the use of plain language 

as a means of improving health literacy. The TBM can help clinicians validate comprehension 

among individuals with lower health literacy, decrease errors, and improve communication (Lee, 
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Tsai, & Tsai, 2013). Osborn et al. (2010) concluded that 83.5% of clients comprehended and 

retained medication information when using the TBM compared to the treatment-as-usual group, 

in which 60.8% of clients comprehended and retained medication information. The BBR session 

resulted in repeated success at detecting medication errors during in-person review sessions. In 

177 pharmacies with 508 participants, 327 medication errors were identified and avoided when 

BBR sessions were used (Akazawa et al., 2012). 

Purpose and Goals of the Project 

Unaddressed low health literacy levels have led to decreased medication adherence and 

increased medication errors. Medication non-adherence and misunderstanding affect 50% of 

individuals who suffer from a chronic illness, which impacts overall healthcare costs, quality of 

life, and sobriety. The following sections (a) frame this project according to the PICO model, (b) 

present the dual-purposes of the project, and (c) describe the goals and methods of the project.  

Purpose Statement 

In substance abuse patients at an inpatient detoxification facility (P), does implementation 

of the teach-back method and brown bag review from the Health Literacy Universal Precautions 

Toolkit (I), compared to pre-intervention data (C), improve Medication Adherence Rating Scale 

scores and decrease medication errors (O)? 

Project Statement  

The purpose of this evidence-based practice project was to improve medication 

adherence and decrease medication errors among patients prescribed detoxification medications 

for detoxification from illicit drugs or alcohol. Individuals enrolled in this evidence-based 

practice project participated in the teach-back method and brown bag review from the Health 

Literacy Universal Precautions Toolkit through the guidance of the investigator. A secondary 
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purpose of the project was to provide written and verbal instructions from the Health Literacy 

Universal Precautions Toolkit and to explore the opinions and perceptions of the staff members 

regarding the feasibility, sustainability, and understanding of the teach-back method. 

Goals and Objectives 

The primary goal of the project was to decrease medication errors, correct medication 

misunderstandings, and improve medication adherence scores for detoxification unit patients on 

detoxification medication(s) through the utilization of the teach-back method and brown bag 

review from the Health Literacy Universal Precautions Toolkit. A second goal of the project was 

to educate the detoxification unit staff members about the teach-back method and gain their 

input. 

The goal was measured by the participants’ scores on the 10-item Medication Adherence 

Rating Scale (MARS), and the number of errors was determined by the investigator during the 

teach-back method session(s) and the brown bag review. The staff members were surveyed 

following the education sessions to elicit qualitative feedback about the ability of the teach-back 

method to improve comprehension, provide sustainability, and maintain feasibility. The 

information gained from the staff members assisted with the sustainability of the teach-back 

method's usage in the unit. 

Guiding Framework/Model/Theory(s) 

The theory of planned behavior and the Iowa Model together guided this evidence-based 

practice project. 

Iowa Model 

  Titler et al. (2001) developed The Iowa Model at the University of Iowa Hospitals and 

Clinics to improve and encourage evidence-based practice and quality care. The Iowa Model was 
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used to support and structure the research and evidence selection. This model was chosen to 

draw attention to an understanding of the problems that led to questioning the current practices 

and researching evidenced-based findings. The evidence and the validity, relevance, and 

significance of the evidence strengthened the support for the selection of the Iowa Model for this 

evidence-based practice project (Titler et al., 2001). 

The Iowa Model guides evidence-based practice projects through seven steps. The first 

step was the selection of a topic. Improving health literacy using the teach-back method and 

brown bag review method in an effort to increase medication adherence with substance abuse 

patients was the topic for this evidence-based practice project. Forming a team was the second 

step. The team consisted of one investigator, a chair, two committee members, and two clinical 

managers. The inpatient detoxification facility and outpatient recovery facility were supportive 

of the investigator performing the teach-back method and brown bag review method with 

consenting patients at the inpatient detoxification unit and outpatient recovery clinic. The third 

step was researching the evidence. For the fourth step, Titler et al. (2001) suggested analyzing 

the journal articles for reliability, evidence strength, and quality. Step five included weighing the 

benefits and risks of participation in the teach-back method and brown bag review method. 

Benefits to patients enrolled in the project included providing tools aimed at increasing 

medication adherence and decreasing medication errors. The risk, although small, included a 

breach of confidentiality and inadvertent disclosure of personal information. Steps six and seven 

consisted of implementing and evaluating the evidence-based practice project (Titler et al., 

2001). 
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The Theory of Planned Behavior 

The theory of planned behavior was used as a conceptual model to guide this evidence-

based practice project. It was selected because it delivered a beneficial theoretical outline for 

managing behavior while integrating concepts that allowed for predicting and understanding of 

human behavior. The beneficial aspects of the theory of planned behavior are its ability to predict 

behavior through participants’ (a) attitude about their ability to adhere to the prescribed 

medication; (b) beliefs or misconceptions about a prescriptive medication regimen; and (c) 

motivation to discuss, adhere to, and engage in the medication education. Thus, the combination 

of participants (a) engaging in the TBM and BBR and (b) exercising confidence in their ability to 

adhere to the medication regimen justified behavior modification. For example, enhancing 

participants’ perceived control and improving patients’ attitudes related to control over their 

medication regimen contributed to the improvement in medication adherence scores and a 

decrease in medication misunderstandings. The combined effect of addressing participants’ (a) 

control over their medication regimen and (b) attitude toward their prescribed regimen also 

provided the framework to recognize the behaviors associated with medication misconception 

and implement an intervention targeted at behavior modification (Ajzen, 1991). 

The theory of planned behavior was used to aid with the prediction of deliberate behavior 

because behavior can be intentional. The idea behind the theory of planned behavior is that 

improving attitude and decreasing misconceptions about medications will increase perceived 

control, thus strengthening the intention to perform the modified behavior. Medication non-

adherence and medication errors related to misconception and negative attitudes about the 

prescribed detoxification medication were addressed by modifying the participants’ routine and 

addressing health literacy. Through behavior modification (i.e., participation in the teach-back 
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method and brown bag review), patients’ perceived control increased, thus creating an open 

dialogue about medication misunderstanding and the potential for the clinician to address and 

intervene when there are signs of limited reading health literacy (Ajzen, 1991). 

Attitude refers to the positive or negative feeling toward the subject of interest. In this 

study, participants experienced positive or negative feelings about discussing medication routine 

with the investigator. The social and subjective norm for the population and the clinic was for 

patients not to bring medications to each visit and for clinicians not to administer the TBM-BBR 

during follow-up visits. The perceived perception of patients about their degree of control was 

that they were exclusively responsible for their medication adherence (Ajzen, 1991). The project 

aimed to modify the subjective/social norm, attitudes, and the amount of perceived behavioral 

control patients have over their medication adherence. Using steps five and six of the Iowa 

Model, attitudes, subjective/social norms, and perceived behavioral control were successfully 

modified. The teach-back method incorporated plain language to ensure a positive experience 

(attitude toward the behavior). The social norms and subjective norms were modified among 

participants as they engaged with the investigator and prioritized medication communication. 

Using the teach-back method and brown bag review method, the investigator worked together 

with participants to ensure correct medication administration and encourage follow-up. Step 

seven of the Iowa Model requires evaluation of the actual behavior change, which was provided 

through participants’ completing the Medication Adherence Rating Scale.  

Review of the Literature 

 A literature review was conducted on the teach-back method, brown bag review, and 

telephone encounters among the substance abuse or chronically ill population. 
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Search Strategies 

The research articles considered for the literature review on the topics of the Health 

Literacy Universal Precautions Toolkit, the teach-back method, and the brown bag review 

process included (a) articles written in English, (b) articles reporting the results of research that 

was conducted in an industrialized country, and (c) articles reporting the results of studies 

conducted within the past five years. For both the teach-back method and brown bag review 

method, the research articles included participants who were 18 years of age or older and 

participants with chronic illness or mental illness. Research articles that were excluded included 

(a) research articles that included participants younger than 18 years of age, (b) articles that 

focused on maternity/pregnancy, and (c) articles in which participants were not currently 

diagnosed with a DSM-5 mental illness or a chronic illness. Search terms using Google Scholar 

included the following: "Health Literacy Universal Precautions Toolkit," which produced 101 

results; "self-efficacy health literacy teach-back method," which produced 17,200 results, "self-

efficacy health literacy brown bag method," which produced 7,230 results, "medication 

adherence brown bag method," which produced 17,500 results, and "medication adherence 

teach-back method,” which produced 14,700 results. A PubMed search included the term 

“Health Literacy Universal Precautions,” which produced 36 results. The results were sorted by 

relevance to the search term. Of the reviewed articles, 11 were retained based on relevance to the 

topic of this evidence-based practice project.  

The use of telephone calls, when scripted clearly and in plain language, has been 

supported by the Health Literacy Universal Precautions Toolkit. Additional literature supporting 

the use of telephone calls was extracted from CINAHL using the following search phrase: 

"psychiatric OR mental health OR behavioral health AND outpatient AND telephone OR phone 
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OR mobile OR smartphone OR telehealth AND reminder* OR adherence* OR compliance* OR 

follow up OR follow up AND appointment," which produced 10 journal articles. All research 

articles were published between the years of 2014 and 2019. Of the 10 journal articles produced 

by this search, three journal articles were selected for inclusion in this project. 

Appraisal of Evidence 

The evidence for the practice project consisted of guidelines, a toolkit, and literature 

supporting the toolkit and screening tool. The intervention for this evidence-based practice 

project is the Health Literacy Universal Precautions Toolkit. The AGREE II instrument is an 

assessment of the quality of information practice guidelines as well as the methodology used to 

produce these guidelines. The Health Literacy Universal Precautions Toolkit scored 94.4% on 

the AGREE II instrument, a score that strongly supported the use of the toolkit as a guide to 

intervening when low reading health literacy is suspected in the clinical setting (AGREE Next 

Steps Consortium, 2009). The level of evidence is based on Rutgers University Libraries 

provided in the Pyramid of Evidence (see Table 9 and Table 10) (Rutgers University Libraries, 

2018). 

Teach-Back Method, Brown Bag Review, and Telephone Reminder 

Ha Dinh et al. (2016) conducted a systematic review of 12 articles about the teach-back 

method and its effect on medication adherence, hospital readmission, quality of life, and self-

efficacy. Four of the twelve research studies confirmed that patients increased their knowledge of 

individual diagnoses after participating in the teach-back method. Two of the twelve studies 

measuring medication management self-efficacy reported statistically significant increases after 

implementing the teach-back method (p = 0.0026 and p < 0.001). Four of the twelve studies 

increased medication adherence using the teach-back method (p < 0.001). The teach-back 
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method increases medication adherence, self-efficacy, and disease understanding for individuals 

who have been prescribed long-term medications or diagnosed with a chronic illness (Ha Dinh et 

al., 2016). 

Miller (2016) conducted a meta-analysis of 220 articles to generate the effect size of 

health literacy and medication/treatment adherence. The increase in health literacy correlated 

with high rates of medication adherence (r = .14). Interventions that aimed at increasing health 

literacy statistically increased health literacy and medication adherence (r = .22; r = .16). Miller 

concluded that incorporating the teach-back method as a method of identifying and correcting 

misunderstandings about medication information can increase medication adherence and 

increase medication understanding (Miller, 2016). 

Slater, Huang, and Dalawari (2017) implemented the teach-back method with patients at 

the end of their emergency department encounter. The researchers administered a pre- and post- 

teach-back questionnaire to determine participants’ ability to recall their medication, condition, 

and follow-up instructions. Data were collected one week following the teach-back session to 

measure recall. The difference in participants’ ability to recall information between the pre-

assessment post-assessment was statistically significant. Recall was 82.1% (p < 0.005) after the 

teach-back method compared to 70.0% before administration of the teach-back method (Slater et 

al., 2017).  

Prochnow, Meiers, and Scheckel (2019) implemented the teach-back method with 

patients prescribed a medication that was new to them. The researchers administered pre- and 

post-assessments of the registered nurses who administered the teach-back method to 

participants. The results indicated an increase in confidence related to teach-back method 

administration among registered nurses (p < 0.001) and an increase in the use of the teach-back 
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method (p < 0.001). Participants also reported an increase in their ability to recall the side effects 

of the medications. Scores for medication education improved from 6% to 10% on the Hospital 

Consumer Assessment of Health Care Providers and Systems' (HCAHPS), which is an 

instrument used by a hospital to gain patient insight on their hospital encounter (Prochnow et al., 

2019). 

Grice et al. (2014) conducted a study at an independent-living facility using the teach-

back method which consisted of a questionnaire assessing the satisfaction and adherence of the 

independent-living resident participants. Interns enrolled in an academic pharmacy program 

administered the teach-back method to the independent-living resident participants. The results 

of the exit survey indicated that pharmacy interns and independent living participants were 

satisfied with the use of the teach-back method. The researchers found that there was an 

increased commitment among independent-living participants to improve their medication 

adherence (p = 0.029) and confidence (p = 0.026) in questioning providers about health-related 

issues. Almost all (94.1%) of the independent-living participants strongly agreed that the teach-

back method improved their medication understanding (Grice et al., 2014). 

Samuels-Kalow, Hardy, Rhodes, and Mollen (2016) identified qualitative results 

pertaining to the teach-back method among emergency department patients awaiting discharge. 

The results varied among participants; however, the majority of participants agreed that the 

teach-back method improved communication and comprehension of healthcare informational 

material. Fifty-one parent participants were interviewed, and 48% were classified as limited 

literacy. A small majority of participants with low and limited health literacy questioned whether 

the teach-back method was condescending. One participant reported experiencing fear about 

being judged by the administering provider after participating in the teach-back method. 
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Common themes reported by parent participants were that the teach-back method improved 

comprehension of vital information and confirmed emergency department discharge treatment 

protocols (Samuels-Kalow et al., 2016). 

Hirsh et al. (2020) implemented the teach-back method, brown bag review method, and 

reminder calls recommended in the Health Literacy Universal Precautions Toolkit with adult 

patients from a vulnerable immunocompromised population. The researchers collected data for 

six months and compared it to the data collected from six months prior. The researchers 

instructed 46 providers who engaged in a total of 1,737 participant visits. During these 1,737 

visits, 90% of participants participated in the teach-back method, 47% participated in the brown 

bag review method, and 69% received a reminder call. The results indicated an increase in 

medication adherence of 22% (p <0.001; by GEE) (Hirsh et al., 2020).  

Weiss et al. (2016b) identified the need to routinely review medications with patients in 

direct-care settings in order to rule out misuse. The health literacy universal precaution's brown 

bag review was initiated in a private, rural Missouri practice and an urban California teaching 

practice. Forty-five interviews using the brown bag review were administered during a six-month 

period. The practice staff was interviewed at baseline and after implementing the brown bag 

review method. The brown bag review from baseline to post-intervention revealed a three-fold 

increase in the number of participants who brought all their prescription medications to their 

appointment. There was also a six-fold increase in the overall number of medications brought to 

in-office visits, and the number of participants doubled who were able to identify problems with 

prescription regimens and implement corrections in their treatment plans (Weiss et al., 2016b). 

Mabachi et al. (2016) assessed 13 of the 20 tools in the Health Literacy Universal 

Precautions Toolkit that were chosen on a practice-preference basis. The goal of the study was to 
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improve health literacy through the Health Literacy Universal Precautions Toolkit. Qualitative 

data were collected through check-in calls and in-person interviews related to the toolkit’s use in 

the primary care setting by primary care staff members. Challenges included insufficient time to 

review medications during the brown bag review session, The authors’ findings led to the 

implementation of quality improvement methods among 75% of the practices in the evidence-

based practice project, and 8 of 12 participating facilities planned to continue implementing Tool 

8 (i.e., the brown bag review). The themes that researchers identified included an emphasis on 

the flexibility of the toolkit and the ease of combining the toolkit with other ongoing quality 

improvement methods. The commonalities among facilities that observed the most improvement 

and highest satisfaction levels included (a) management and staff members who committed to 

conducting training/education sessions, (b) an increase in patient-centered care, and most 

importantly (c) enthusiasm about the evidence-based practice project (Mabachi et al., 2016). 

Becker (2015) implemented the brown bag review method with a goal of decreasing 

medication errors and non-adherence. Participants (n = 203) were measured at baseline and at a 

three-month follow-up appointment. Participants were provided written instructions along with a 

brown bag in which to transport their prescription medications to their follow-up appointment. 

Post-intervention, the clinic noted a decrease of 12.5% (r = .73) in reported medication errors for 

the intervention group (Becker, 2015).  

Jager et al. (2015) implemented the brown bag review to determine whether usage was 

linked to increased medication memory and a change in personal belief about medications. 

Participants (n = 344) were to have been prescribed multiple medications (polypharmacy) to be 

included in the study. The study's outcome measures were the Specific Necessity Subscale, the 

Beliefs About Medicine Questionnaire, and the Specific Concerns Subscale. There was a positive 
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correlation using linear regression among The Specific Concerns Subscale and comprehension of 

medication when implementing the brown bag review (β = 0.160, p = 0.02) (Jager et al., 2015). 

Milward, Lynskey, and Strang (2014) conducted an analysis related to substance abuse 

and missed appointments. The study compared previous data related to appointment non-

adherence in groups that were sent reminders via text messages, telephone calls, reminder letters, 

and no reminder at all (Milward, Lynskey, & Strang, 2014). The telephone reminder group 

endorsed a 40% attendance rate compared to the reminder-letter group, which endorsed an 8% 

attendance rate (Killaspy, Banerjee, King, & Lloyd, 2000). Jackson, Booth, Salmon, and 

McGuire (2009) reported that a reminder call for outpatient services reduced non-attendance by 

50%. For patients with a substance abuse background, evidence suggests moderate effectiveness 

in response to telephone reminders designed to increase appointment attendance rates (Milward 

et al., 2014). 

Clouse, Williams, and Harmon (2017) aimed to increase knowledge related to treatment 

and appointment adherence among new outpatient psychiatric clients (n = 18). No-show 

appointments led to decreased quality of service and longer wait-time for appointments. No-

shows also increased costs. At the project site, the no-show rate for first-time appointments was 

33%. The nurse-initiated telephone reminder encounter led to a 36% reduction in no-show 

appointment rates over a three-month sample period (Clouse et al., 2017). 

Kunigiri, Gajebasia, and Sallah (2014) aimed to increase follow-up appointment 

adherence and decrease no-show rates at an outpatient psychiatric clinic. Increased appointment 

adherence led to an increase in patient quality of life and a decrease in relapse risk. Through the 

application of telephone encounters, there was a slight increase in appointment adherence (from 
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16% to 9% missed appointment) and an 8% increase in advance cancellation for appointments 

(Kunigiri et al., 2014). 

Methods 

Between October 2019 and February 2020, participants from an inpatient detoxification 

unit were enrolled in this evidence-based practice project, which was conducted during two 

sessions. Session 1 included a TBM session, and Session 2 included both a TBM session and a 

BBR session. The project setting, population, roles, barriers, facilitators, and future 

recommendations are presented below. 

Project Setting and Population 

Recruitment took place at the University of Toledo Medical Center detoxification unit in 

Toledo, Ohio. The follow-up occurred at the University of Toledo Medical Center outpatient 

psychiatric department after patients were discharged from the inpatient setting. The locations 

where the study was conducted included comprehensive non-profit clinics in Northwest Ohio 

that specialize in behavioral health, substance abuse, sub-acute detoxification, and treatment for 

mental health disorders. Staff members included psychologists, medical assistants, nurse 

practitioners, registered nurses, case managers, social workers, managers, and physicians.  

The University of Toledo Medical Center detoxification unit is located on the sixth floor 

of the University of Toledo Medical Center and is integrated with the offices of outpatient 

behavioral services, located in the Rupert Building. The University of Toledo Medical Center 

detoxification unit is a 10-bed inpatient unit designed to treat individuals detoxifying from drugs 

or alcohol. The average length of stay for patients on the detoxification unit is three to five days 

with the goal of transitioning to outpatient care. Patients in the detoxification unit were in private 

or semi-private rooms and were responsible for their activities of daily living. The University of 
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Toledo Medical Center provided the investigator and participants with a private area to perform 

the intervention. The investigator worked alongside the direct-care staff members to implement 

the teach-back method and brown bag review method. 

The cohort of participants at the University of Toledo Medical Center detoxification unit 

and the University of Toledo Medical Center outpatient psychiatry department lived in northwest 

Ohio, most commonly in the 43609 and 43605 zip codes. Participants were admitted to the 

detoxification unit and the outpatient psychiatry department to receive behavioral healthcare or 

substance abuse healthcare post-detoxification. All cohort participants entering the study (n = 19) 

were admitted to the detoxification unit for substance abuse disorders that included heroin 

addiction, alcohol addiction, cocaine addiction, fentanyl addiction, opiate addiction, or Xanax 

addiction. Of the 19 participants who completed the first intervention session, 10 completed the 

second intervention session. The average age of the participants was 38 years, with an age range 

of 23 to 58 years (see Table 1).  

Medicaid recipients accounted for 74% (n = 14) of participants, while Medicare 

recipients accounted for 16% (n = 3), and private insurance patients accounted for 11% (n = 2). 

The cohort consisted of 68% (n = 13) males, 26% (n = 5) females, and 5% (n = 1) identified as 

both male and female. The study included a diverse racial and ethnic population, including 68% 

(n = 13) Caucasians, 21% (n = 4) Latinos/Latinas, and 11% (n = 2) African Americans. 

Educational demographics indicated that 5% (n = 1) completed less than a high school education, 

21% (n = 4) completed some high school, 53% (n = 10) obtained a high school diploma or GED, 

11% (n = 2) completed some college, 5% (n = 1) completed an associate’s degree program, and 

5% (n = 1) completed a bachelor’s degree program (see Table 5). 
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The clinician participants (n = 17) for the study included registered nurses, counselors, 

occupational therapists, and social workers employed at the University of Toledo Medical Center 

detoxification unit. The level of clinician education ranged from associate’s degree to doctorate, 

and the average number of years in practice was as follows: 0-2 (35%, n = 6), 3-5 (24%, n = 4), 

6-8 (12%, n = 2), and 9+ (29%, n = 5) (see Table 15). Staff members were under no obligation to 

participate in the self-administered feedback survey. 

Roles and Responsibilities 

This project consisted of an investigator, a chair, and two committee members. The role 

of the investigator was to (a) collect and critically appraise supporting literature for the teach-

back method and brown bag review, (b) establish a recruitment site, (c) recruit and follow up 

with participants, (d) administer the evidence-based intervention in real-time, and (e) evaluate 

and disseminate results. The investigator and chair worked together to ensure compliance with 

the institutional review board and to ensure that the written defense met all relevant criteria. 

Committee members provided additional support and guidance regarding the project’s 

methodology, the statistical analysis process, and the final written project. 

Barriers and Facilitators 

The facilitators of the project included receptive management personnel who provided a 

private space for interviews, a no-cost health literacy toolkit, and an experienced chair and 

committee members. Strategies recommended in the toolkit were easy to execute and required 

minimal time. The teach-back method provided a protocol that (a) allowed discussion of proper 

medication administration, (b) provided patient support in the use of the teach-back method and 

brown bag review method, (c) recommended evidence-based interventions, and (d) fostered a 

progressive healthcare climate.  
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The management voiced a desire to continue implementing evidence-based practice 

measures after completion of the project due to the high rates of low health literacy in the 

geographic area where the facilities are located. Management personnel and staff members were 

open and willing to support the investigator by providing a private location for consenting 

participants. The patients in the detoxification unit who participated in the study were open to 

discussing their medications, their health literacy, and their perceived medication adherence. The 

direct-care staff members were receptive to the teach-back method education session and to 

providing the investigator with anonymous feedback about the use of the teach-back method. 

The chair and committee members were experienced in evidence-based practice interventions, 

implementation of evidence-based practice interventions, and statistical analysis of the 

intervention outcomes. Their guidance created a supportive environment for the investigator. 

A significant barrier during the implementation of the evidence-based practice project 

was a failure to follow up for the BBR by 50% of the participants. Members of this population 

have reported higher rates of homelessness, co-occurring mental illnesses, lack of insight into 

disease processes, and lack of transportation to and from outpatient appointments as described by 

staff members who completed the qualitative feedback survey. Of the 52.6% (n = 10) of 

participants who attended the second session, 50% (n = 5) brought their prescriptions for the 

brown bag review portion of the intervention. 

 Recommended Practice Change 

Medication adherence scores from the Medication Adherence Rating Scale (MARS) 

averaged a score of 8 at baseline, and medication errors averaged 1 at baseline. Adherence was 

defined as >80%, partial adherence was considered 60-80%, and non-adherence was considered 

<60% treatment compliance, according to the Substance Abuse and Mental Health Services 
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Administration and the Health Resources Services Administration (Parks, n.d.). The median 

literacy score of participants was 1, with scores ranging from 1 to 4.  

The teach-back method has been shown to improve self-efficacy (Jager, Steinhaeuser, 

Freund, Szecsenyi, & Goetz, 2015), reduce hospitalization (Jansen et al., 2018), and increase 

comprehension of clinician-provided information related to disease knowledge and treatment 

(Akazawa et al., 2012; Becker, 2015; Ha Dinh et al., 2016; Miller, 2016; Osborn et al., 2010; 

Zhang et al., 2014). Evidence-based practice improvement methods aimed at improving and 

identifying health literacy is imperative in order to successfully decrease unnecessary 

hospitalizations and emergency room usage (Jansen et al., 2018; Levy & Janke, 2016; U.S. 

National Library of Medicine, 2019), improve medication adherence (Akazawa et al., 2012; 

Becker, 2015; Ha Dinh et al., 2016; Miller, 2016; Osborn et al., 2010; Zhang et al., 2014), 

decrease errors (Akazawa et al., 2012; Becker, 2015; Ha Dinh et al., 2016; Miller, 2016; Osborn 

et al., 2010; Zhang et al., 2014), increase overall health (Levy & Janke, 2016), and decrease 

morbidity and mortality rates (Cavanaugh et al., 2010; U.S. National Library of Medicine, 2019; 

Ventura & Piña, 2018). 

Providers and direct care staff members are in an optimal position to improve medication 

adherence and decrease medication errors. High-quality care starts by implementing casual 

communication using plain terminology and educating clients using a variety of methods to 

develop provider-patient partnerships (DeWalt et al., 2010). The teach-back method was featured 

to clarify medications and open a line of provider-patient communication (Joint Commission on 

Accreditation of Healthcare Organizations, 2007).  

It is recommended that upon completion of this evidence-based practice project, direct 

care staff members continue to use the teach-back method in the detoxification unit. The 
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investigator has conducted multiple education sessions to provide a foundation for direct care 

staff members. It is recommended that all direct care staff members in all specialties receive 

educational training about the teach-back method. The investigator plans to build a test bank or 

manual for all new-hires in the detoxification unit. As supported by the average errors (median of 

1 error per participant) during the first session, there is a need for continuous use of the teach-

back method, especially while patients remain on the unit. Continuous use during acute care will 

reinforce the education. 

Implementation Process 

 The implementation process included two teach-back method sessions and one brown 

bag review session guided by the investigator with consented inpatient detoxification 

participants. An educational session related to implementing the teach-back session from a 

provider standpoint was introduced to direct care inpatient staff members followed by a feedback 

questionnaire. 

Detoxification Unit Patient Participant 

The implementation of this evidence-based project was guided by the Iowa Model and 

the theory of planned behavior. Participants at all health literacy levels were provided an 

opportunity to be enrolled in this evidence-based practice project. The goal of the project was to 

improve medication adherence and decrease the number of medication errors. The study protocol 

included six steps conducted sequentially. 

Step 1 consisted of assessing the need for this evidence-based practice project. The 

Northwest Ohio area reported high levels of limited health literacy and low health literacy 

(National Health Literacy Mapping to Inform Health Care Policy, 2014). Individuals who belong 

to a vulnerable population are at a higher risk of experiencing healthcare disparities, which 
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include limited and low health literacy (HealthyPeople, 2019). Stakeholders from the parent 

organization were agreeable to the evidence-based practice project because the project is 

valuable to the substance abuse population (see Figure 11, Figure 12, and Figure 13). 

Step 2 consisted of distributing the flyers at the recruitment site. These easy-to-read flyers 

provided participants with educational information about the evidence-based practice project 

before agreeing to participate and signing an informed consent form.  

Step 3 consisted of obtaining informed consent and was implemented after the 

recruitment flyers were disseminated (see Figure 10). The patients who indicated interest and 

met inclusion criteria were accepted as participants in the project. Informed consent forms, along 

with the frequently-asked-questions sheet (see Figure 9), were reviewed and signed by managers 

before administering the teach-back method and brown bag review with participants.  

Step 4 consisted of ensuring that participants completed (a) the 10-item Medication 

Adherence Rating Scale (MARS) (see Figure 5), (b) the Single Item Literacy Screener (SILS) 

(see Figure 4), and (c) the demographic questionnaire items (see Figure 1). If a participant 

requested help reading the questionnaire, demographic sheet, or literacy screener, the 

investigator read the question(s) aloud for the participant. Demographic information included 

DSM-5 diagnosis, zip code, gender, race, type of insurance, the highest level of education 

completed, and age. 

After the investigator administered the MARS-10 and health literacy screener, 

participants were asked to talk about each of their psychiatric medication(s)/detoxification 

medications(s) in their own words. Participants were asked to provide information about the 

reasons why the medication had been prescribed, dosage, route, and the number of times per day 

the medication should be taken. The investigator documented the medications and whether 
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participants committed any errors when describing information. The participants were provided 

with a medication carrying bag and pill sorter at the first encounter. The participants were 

instructed to bring all psychiatric medication(s)/detoxification medication(s) to the second 

session. The second session was conducted in the outpatient setting and was pre-scheduled for 

the detoxification patient prior to discharge from the detoxification unit. During the first session, 

the investigator administered the teach-back method only; however, during the second session, 

the investigator administered the teach-back method and introduced the brown bag review. Each 

participant responded “yes” or “no” in response to whether they had received a reminder call 

prior to the TBM-BBR session (see Table 8).  

If participants committed any errors in reporting their medication regimen, the errors 

were corrected, and the investigator discussed them with the participants. The errors were 

compared (a) to the prescription information provided by their clinician in the detoxification unit, 

(b) to written discharge prescriptions, or (c) to printed discharge instructions. Patients’ 

prescription plans on the detoxification unit were accessible through their assigned registered 

nurse. 

Step 5 consisted of administering the second TBM session, and the first brown bag 

review session and was conducted within eight weeks of the first session. If participants provided 

a contact phone number, then they received a reminder phone call in which the investigator read 

a verbal script reminding them of their upcoming TBM-BBR session prior to their regularly 

scheduled follow-up appointment. The telephone encounter was scripted and dialed from a 

secure line. One call per participant was made to participants who provided their phone number. 

During the brown bag review sessions, participants reviewed the medication they brought 

in the carrying bag (brown bag). The investigator asked participants to explain all their 
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medications again during their second teach-back method session. If participants committed 

errors in reporting or describing their medication regimen, the errors were corrected, and the 

investigator discussed them. The medications participants described were compared to the 

medication they brought in during the brown bag review. After the teach-back method and 

brown bag review had been conducted and corrections, if any, were made, participants 

completed the second MARS-10 questionnaire in a private space. If a participant requested help 

reading the questionnaire, the investigator read the question(s) aloud for the participant. An 

optional one-question participant satisfaction survey also was administered at the end of the 

brown bag review and immediately after completion of the post-intervention MARS-10 

questionnaire. Upon completion of the brown bag review and post-intervention questionnaire, 

participants were given a $10.00 prepaid Visa gift card. 

Step 6 consisted of closing the evidence-based practice project at the end of the 19-week 

data collection period. The signed informed consent forms were securely stored and will be kept 

for three years in a locked file. After three years, the documents will be shredded following 

institutional review board requirements. An Excel spreadsheet on a password-protected laptop 

computer was used to store each participant’s assigned identifier, SILS score, demographic data, 

MARS score, and the number of identified errors. Participants were provided a unique number 

that served as their patient identifier. 

Detoxification Staff Participation 

To elicit participants, a recruitment script was read to the University of Toledo Medical 

Center direct care detoxification staff members at the nursing station or social work office on the 

detoxification unit during their downtime. The first recruitment script informed staff members of 

the educational session related to the teach-back method. The investigator indicated that staff 
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members were permitted to attend only the education session if they preferred not to participate 

in the investigator-designed feedback questionnaire.  

The investigator then provided staff members with written educational materials that 

were supplied in the AHRQ Health Literacy Universal Precautions Toolkit (see Figure 8). These 

educational materials consisted of an overview of the importance of implementing the teach-back 

method, the sources supporting and endorsing the use of the teach-back method, assessment 

scales designed for use by staff members to evaluate their use of the teach-back method, and 

other relevant tools (Agency for Healthcare Research and Quality, 2010). The investigator 

answered any questions from staff members regarding the teach-back method. 

After conducting the group education session, the investigator read the second script. 

Staff members who elected to participate in the investigator-designed feedback questionnaire 

signed an informed consent form. The investigator then administered a hardcopy version of the 

questionnaire. The staff participants submitted their completed questionnaires to the investigator 

without any names or identifiers (see Figure 7). After staff members submitted a completed 

questionnaire, the investigator distributed a $5.00 Starbucks gift card to each participant. 

Outcome Measures 

 The outcome measures for this evidence-based practice project included the Single Item 

Literacy Screener (SILS), Medication Adherence Rating Scale (MARS), participant satisfaction 

questionnaire, and the investigator designed-feedback questionnaire. 

Single Item Literacy Screener 

Screening identifies the need for education strategies that extend beyond simply 

providing printed materials. The Single Item Literacy Screener (SILS) was used to measure the 

literacy of participants who volunteered for this project. The SILS is a direct measure of reading 
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health literacy. It detects limits in reading capability and requires less time to administer than the 

Short-Test of Functional Health Literacy in Adults (S-TOFHLA) (Morris, MacLean, Chew, & 

Littenberg, 2006).  

Currently, no policy has been instituted to govern health literacy screenings during 

assessments or during appointments in the detoxification unit. The SILS includes only one item: 

"How often do you need to have someone help you when you read instructions, pamphlets, or 

other written material from your doctor or pharmacy?" Response options range from 1 to 5, with 

1 being associated with never requiring reading assistance and 5 being associated with always 

requiring reading assistance. A response of a 3, 4, or 5 indicates low or limited reading health 

literacy. Without a screening tool, it is difficult to identify patients who may experience limited 

reading abilities during a routine appointment (Morris et al., 2006).  

The Single Item Literacy Screener has displayed sensitivity and specificity in multiple 

large-scale studies. For example, one Virginia study (n = 999) resulted in the screener having a 

limited reading sensitivity of 54%, specificity of 83%, and an Area Under the Receiver 

Operating Characteristics Curve (AUROC) of 0.73 (Morris et al., 2006). A separate study in Italy 

(n = 174) compared the Newest Vital Sign assessment to the SILS tool to determine the 

reliability and validity of the SILS in indicating limited health literacy. Accuracy of this 

screening tool was high, and it demonstrated comparable validity to the Newest Vital Sign 

assessment (Spearman's rho r = -0.679, p < 0.001) (Brice et al., 2014). Additionally, a larger 

study (n = 1,796) included a sample from the Veteran's Administration (VA) population and 

compared three of the top screening tools to the valid and reliable S-TOFHLA and the Rapid 

Estimate of Adult Literacy in Medicine instrument (REALM). The SILS’s AUROC was 0.72 for 

measuring inadequate health literacy compared to the REALM and 0.67 compared to the S-
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TOFHLA (Chew et al., 2008). The SILS has proven reliable and valid when used by researchers 

of multiple large-scale studies. The screening tool is easy to use for providers and reads casually 

(Morris et al., 2006).  

Medication Adherence Rating Scale (MARS) 

The Medication Adherence Rating Scale (MARS) is a valid and reliable outcome 

instrument. Specifically, the tool has been deemed reliable and valid in its ability to measure 

self-reporting compliance of psychoactive medication regimen among patients suffering from 

mental illness (Thompson, Kulkarni, & Sergejew, 2000). The 10-item MARS scale measures 

adherence to prescribed medications (see Figure 5). Endorsing no in response to items 1, 2, 3, 4, 

5, 6, 9, 10, and yes to items 7 and 8 is considered compliant (Culig & Leppee, 2014). The MARS 

scale total score ranges from 0 to 10, with a higher score suggesting better adherence (Psychiatry 

& Behavioral Health Learning Network, 2019). The strengths of the MARS scale include the fact 

that it is a self-report instrument and its ability to measure attitude and behavior surrounding 

adherence to medication protocols (Psychiatry & Behavioral Health Learning Network). During 

a study (n = 230) with participants who had schizophrenia, the MARS displayed an internal 

consistency of a = 0.80 (Owie, Olotu, & James, 2018). A second study (n = 66) displayed an 

internal consistency of a = .75 with a global alpha of 0.75 and 0.72 (Thompson et al.). 

Appointment Adherence 

The investigator tracked appointment adherence as a "yes" or "no" to indicate whether 

participants attended the second session of the two-session intervention. 

Participant Satisfaction 

The investigator offered participants an opportunity to complete an optional one-item 

participant satisfaction questionnaire: “Please circle the answer that best describes how you feel 
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about your experience. On a 1 to 5 scale, how satisfied were you with the teach-back method and 

brown bag review? 1 being not satisfied at all and 5 being extremely satisfied" (see Figure 6). 

Feedback from participants provided additional insight about their experience in this project.  

Detoxification Staff Feedback Survey 

Following the teach-back method educational session, the investigator provided staff 

members within the detoxification unit an opportunity to complete a feedback questionnaire. The 

10-item questionnaire was administered in a hardcopy format and elicited additional insights 

from staff members about the teach-back method, its sustainability, its feasibility, characteristics 

of the method that staff members liked, and areas where the method could be improved. This 

questionnaire included (a) one check response designed to obtain how many years the participant 

has worked in the psychiatric setting and (b) nine short-answer items, which required a total of 

approximately 15 minutes to complete. 

Evaluation Process 

The first questionnaire included 10 items from the Medication Adherence Rating Scale, 

the one-item health literacy screener (SILS), and demographic items that participants were 

required to complete before beginning the intervention. The demographic information included 

DSM-5 diagnosis, zip code, gender, race, type of insurance, the highest level of education 

completed, and age. After participants completed the questionnaire, the investigator asked them 

to provide details about each detoxification medication(s) prescribed to them. The investigator 

then documented any detoxification medication errors that participants reported. Medication 

errors included reporting the incorrect dosage, route, timing, or purpose of the medication. 

During the brown bag review, the investigator reviewed the detoxification medications 

with participants in a private setting. Subsequently, during the teach-back method, participants 
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were asked to describe their medication(s). The investigator again documented medication 

errors. Medication errors included reporting the incorrect dosage, route, timing, or purpose of the 

medication. The 10-item MARS questionnaire was administered after the second session, in 

which the teach-back method and brown bag review were both implemented. The investigator 

recorded the number of medication errors, and participants documented their medication 

adherence by completing the MARS. The medication errors and medication adherence rates were 

compared between the first administration of the questionnaire and the second administration of 

the questionnaire. Demographic and health literacy screening results were included as part of the 

data collection, analysis, and evaluation processes. 

The direct care staff members were asked to complete a 10-item, investigator-designed 

questionnaire. The questionnaire was administered in hardcopy format to elicit additional 

insights from staff members about the teach-back method, its sustainability, its feasibility, 

characteristics of the method that staff members liked, and areas where the method could be 

improved. Staff members completed these anonymous questionnaires individually following 

group education sessions. The questionnaire required approximately 15 minutes to complete (see 

Figure 7). 

Data Analysis 

The data were analyzed using IBM SPSS Statistics (IBM Corp., 2017), a data analysis 

software application. Descriptive statistics were calculated for the demographic characteristics, 

including DSM-5 diagnosis, zip code, gender, race, type of insurance, the highest level of 

education completed, and age. A median score from the SILS was calculated. Based on data 

provided by staff members, a mean score for average years working with a psychiatric 

population was calculated. The pre-intervention scores and post-intervention scores for 



TEACH-BACK METHOD AND BROWN BAG REVIEW  45 

 

medication adherence and medication errors were calculated. The Wilcoxon Signed-Rank Test 

was used to determine whether a statistically significant difference in medication errors and 

medication adherence was evident between pre-intervention scores and post-intervention scores. 

Median and interquartile ranges were calculated for MARS scores, medication error scores, 

literacy range scores, and patient satisfaction scores. The McNemear's chi-squared method was 

used to compare the highest levels of education completed by those who did and did not 

complete the brown bag review and second teach-back method session. Thematic analysis was 

used to report the qualitative data from the staff questionnaire. 

Project Outcomes 

All patient participants entering the study (n =19) were admitted to the detoxification unit 

for substance abuse disorder. These disorders included heroin addiction, alcohol addiction, 

cocaine addiction, fentanyl addiction, opiate addiction, or Xanax addiction. Of the 19 

participants who completed the first intervention session, 10 participants also completed the 

second intervention session. The mean average age of participants in the study was 38 years, 

with an age range from 23 to 58 years. Of the total number of participants, 68% (n = 13) were 

male, 26% (n = 5) were female, and 5% (n = 1) identified as both male and female. The study 

included 68% (n = 13) Caucasians, 21% (n = 4) Latinos/Latinas, and 11% (n = 2) African 

Americans. Medicaid recipients accounted for 74% (n = 14) of participants, Medicare recipients 

accounted for 16% (n = 3), and participants with private insurance accounted for 11% (n = 2). 

The majority of participants who completed the first session earned a high school diploma or 

GED (65%, n = 13); several participants (14%, n = 3) completed some high school; a small 

number (8%, n = 2) of participants earned an associate degree or some college, and 1 (0.5%) 
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participant earned a bachelor’s degree. Participants most commonly resided in the 43609 and 

43605 zip codes. 

The brown bag review completion rate was 50%, and the median participant satisfaction 

score was 5 out of 5. Participants’ median health literacy score was 1, with scores ranging from 1 

to 4. The Wilcoxon Signed-Rank Test for pre-intervention scores and post-intervention MARS 

scores resulted in a value of p = .039. The Wilcoxon Signed-Rank Test for baseline and post-

intervention errors resulted in a value of p = .059. 

The purpose of the project was to improve medication adherence and decrease 

medication errors among patients suffering from substance abuse disorders. The teach-back 

method and brown bag review resulted in a .5 median increase in MARS scores and a decrease in 

the median number of errors (i.e., from 1 to 0 errors). The number of participants who completed 

both sessions was small (n = 10), but the results indicated a statistically significant p-value in 

regard to change in MARS score and a clinically significant change in errors. During the 

implementation of the project, staff members (n = 17) were educated and surveyed about the 

teach-back method. Staff members provided valuable insights and opinions in response to the 

open-ended questionnaire inquiring about patient dropout rates and staff members’ experience 

using the teach-back method.  

Themes 

Several themes emerged from the data provided by staff members: (a) feasibility, (b) 

sustainability, and (c) barrier/facilitator dynamics.  
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Feasibility. The theme of feasibility of the TBM for use on the detoxification unit was 

reported as (a) ease of use (toolkit provides a step-wise approach for clinician use), (b) a desire to 

implement the TBM,  and (c) the ability to hold the attention of patients during medication 

education while in the inpatient setting. For example, one clinician participant reported that 

administering the TBM very likely would help increase compliance: “Yes, it definitely is a 

feasible intervention as compliance would be better if information were presented in an 

understandable fashion. It could be done throughout the [patient’s] stay to continuously reiterate 

important information and not overwhelm the patient.”  

Sustainability. The theme of sustainability of the TBM on the detoxification unit 

emerged. Staff members described the value of the TBM in terms of the following concepts: (a) 

ease of use and simplicity of the TBM, (b) no-fee associated with its use, and (c) the desire 

among clinicians to use the TBM.  

Barrier/facilitator dynamics. Around the theme of barriers/facilitators, the majority of 

clinicians reported a potential lack of patient cooperation, as exemplified by the following 

statement: “Sometimes, when a patient is not feeling well, they will not cooperate.” Another staff 

member reported, “Yes, [the TBM is sustainable] because we typically have the time to teach, 

unlike in other settings.” These responses indicated that there might be resistance to universal 

use of the TBM in other specialty care areas. However, clinicians also reported various factors 

that would facilitate the use of the TBM: “I like that it [the TBM] empowers the patient to 

engage in their own health and situation. Knowledge is the greatest thing we can provide these 

patients when they leave and we can no longer care for them in an outpatient setting.” All of 

these themes should be taken into consideration in the planning process before including the 

TBM in acute care clinical guidelines. 
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Cost-Benefit Analysis 

The cost of materials and time expended to plan, administer, and evaluate this project. 

Each participant required approximately 60-90 minutes to complete both the teach-back method 

and brown bag review sessions. The time was calculated based on the average amount of time 

required for each participant to review the informed consent form, the amount of time required 

for the investigator to answer questions related to participation, the amount of time required to 

conduct two teach-back method sessions (psychiatric/detoxification medication(s) only), the 

amount of time required to conduct one brown bag review (psychiatric/detoxification 

medication(s) only), and the amount of time required for participants to complete a 10-item 

questionnaire administered before the first session and after the second session.  

  The cost of materials included a seven-day pill sorter (approximately $3.98 per sorter 

from Amazon) and a medication carrying bag (approximately $7.00 for 50 extra-large bags on 

Amazon). Each participant also received a $10.00 gift card. External funds from the Buchman 

Fund and the University of Toledo Foundation were used to cover material and project costs. 

Continuation of the teach-back method beyond the extent of this evidence-based practice project 

will not add any additional costs to inpatient detoxification staff members. The educational 

information presented to staff members from the Health Literacy Universal Precautions Toolkit 

was available at no charge. 

Discussion 

The follow-up rate for enrolled participants from the Session 1 cohort (inpatient 

detoxification) to the Session 2 cohort (outpatient recovery services) was 52.6%. The substance 

abuse population in Ohio has an average follow-up rate of 48% and a remission rate of 5.3%-

15.3% (White, 2011). The highest rates of follow-up were observed among participants with 
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lower levels of education (i.e., less than high school and high school/GED). Given the low 

follow-up rates, the most significant impact can be achieved by scheduling TBM and BBR 

sessions while patients remain hospitalized on the detoxification unit.  

Increasing medication adherence and decreasing medication misunderstandings and 

errors may result in lower rates of hospitalization, emergency room use, relapse, poor long-term 

outcomes, and psychosis (Cavanaugh et al., 2010; Chapman & Horne, 2013; Haddad et al., 2014; 

Higashi et al., 2013; Jansen et al., 2018; Levy & Janke, 2016; Mert et al., 2015; MPR, 2013). By 

implementing two teach-back method sessions and a brown bag review, the median adherence 

score increased from 8 to 8.5, and errors dropped from a median of 1 to 0. The median 

participant satisfaction score was 5, which represented the highest score for satisfaction. 

Future Recommendations & Conclusion 

Future recommendations are based both on the results of the participant intervention as 

well as feedback from staff members who participated in the project. The follow-up rate was 

52.6% of the participants in the cohort, and the highest satisfaction levels were reported in 

response to the teach-back method. The completion of the intervention resulted in a slight 

increase in MARS scores and a decrease in medication error scores.  

As a future recommendation, staff members should continue following the educational 

strategies outlined in the Health Literacy Universal Precautions (HLUP) Toolkit. Education 

sessions using the teach-back method should be delivered with each medication pass because this 

interaction provides an opportunity to engage patients while they are on the unit. The creators of 

the HLUP Toolkit suggest remaining consistent in verbiage and introducing new education in 

small portions during each medication round (U.S. Department of Health & Human Services, 

2018). 
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The direct care detoxification staff members indicated that the teach-back method was 

both feasible and sustainable. The staff members recommended that the delivery would be best 

received after patients are no longer physically ill and prior to their discharge from the unit. 

Overall, staff members reported that the education session was helpful and that they plan to 

incorporate it into their medication administration routine. None of the staff members reported 

any negative feedback related to the teach-back method education, and the majority reported that 

they already use various (but not all) components of the teach-back method in their work.  

The staff members reported that a lack of transportation, housing instability, poor 

motivation, lack of readiness for change, and relapse were substantial barriers that limited the 

ability of patients to maintain medication adherence and attend appointments, potentially 

resulting in relapse from sobriety. Limitations of sessions in which the teach-back method is 

applied, according to staff members, may include the physical illness that often accompanies 

detoxification as well as a lack of motivation to participate during the session. 

Sustainability and Feasibility of Implementation 

Managers and current direct care detoxification staff members have been educated about 

the teach-back method through education sessions that included verbal education, handouts from 

the Health Literacy Universal Precautions Toolkit, and a question-and-answer session. The 

investigator and the clinical manager are currently developing a sustainability plan that includes 

adding a “test bank” of questions that will be manually administered to all newly hired staff 

members. A teaching manual and testing process will enhance knowledge and improve the 

practices of direct care staff members. The teach-back method requires little time commitment 

and no additional costs. The teach-back method is a viable treatment method when staff 

members initiate it with all new psychiatric medication(s)/detoxification medication(s) and upon 
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discharge from the detoxification unit. The teach-back method can quickly be initiated at each 

medication pass. The investigator will serve as a no-fee educational resource following the 

completion of the evidence-based practice project for detoxification staff members. 

 

 

  



TEACH-BACK METHOD AND BROWN BAG REVIEW  52 

 

References 

Agency for Healthcare Research and Quality. (2010). Health Literacy Universal Precautions 

Toolkit. In N. C. N. Consortium (Ed.). 

AGREE Next Steps Consortium. (2009). The Agree II Instrument. Retrieved from 

https://www.agreetrust.org/wp-content/uploads/2013/10/AGREE-II-Users-Manual-and-

23-item-Instrument_2009_UPDATE_2013.pdf 

Ajzen. (1991). The Theory of Planned Behavior. 

Akazawa, M., Nomura, K., Kusama, M., & Igarashi, A. (2012). Drug utilization reviews by 

community pharmacists in Japan: Identification of potential safety concerns through the 

brown bag program. Value in Health Regional Issues, 1(1), 98-104. 

doi:10.1016/j.vhri.2012.03.001 

American Addiction Centers. (2020). Trends in admission into substance abuse programs by 

state. Retrieved from https://americanaddictioncenters.org/learn/substance-abuse-

treatment-trends/ 

AMN Healthcare. (2014). Emerging roles in healthcare. Retrieved from 

https://www.amnhealthcare.com/uploadedFiles/MainSite/Content/Workforce_Solutions/S

urvey-Emerging-Roles-in-Healthcare-2014.pdf 

Basu, D., Ghosh, A., Sarkar, S., Patra, B. N., Subodh, B. N., & Mattoo, S. K. (2017). Initial 

treatment dropout in patients with substance use disorders attending a tertiary care de-

addiction centre in North India. The Indian Journal of Medical Research, 

146(Supplement), S77-S84. doi:10.4103/ijmr.IJMR_1309_15 

Becker, D. (2015). Implementation of a bag medication reconciliation initiative to decrease 

posthospitalization medication discrepancies. J Nurs Care Qual, 30(3), 220-225. 

doi:10.1097/ncq.0000000000000105 

Bo, A., Friis, K., Osborne, R. H., & Maindal, H. T. (2014). National indicators of health literacy: 

Ability to understand health information and to engage actively with healthcare providers 

- a population-based survey among Danish adults. BMC Public Health, 14, 1095. 

doi:10.1186/1471-2458-14-1095 

Brabers, A. E. M., Rademakers, J., Groenewegen, P. P., Van Dijk, L., & De Jong, J. D. (2017). 

What role does health literacy play in patients' involvement in medical decision-making? 

Plos One, 12(3), e0173316. doi:10.1371/journal.pone.0173316 

Brice, J. H., Foster, M. B., Principe, S., Moss, C., Shofer, F. S., Falk, R. J., . . . DeWalt, D. A. 

(2014). Single-item or two-item literacy screener to predict the S-TOFHLA among adult 

hemodialysis patients. Patient Education and Counseling, 94(1), 71-75. 

doi:10.1016/j.pec.2013.09.020 

Cavanaugh, K. L., Wingard, R. L., Hakim, R. M., Eden, S., Shintani, A., Wallston, K. A., . . . 

Ikizler, T. A. (2010). Low health literacy associates with increased mortality in ESRD. 

Journal of the American Society of Nephrology, 21(11), 1979. 

doi:10.1681/ASN.2009111163 

Centers for Disease Control and Prevention. (2019). What is health literacy. Retrieved from 

https://www.cdc.gov/healthliteracy/learn/index.html 

Centers for Disease Control and Prevention. (2020). CDC's health literacy action plan.   

Retrieved from https://www.cdc.gov/healthliteracy/planact/cdcplan.html 

Chapman, S. C. E., & Horne, R. (2013). Medication nonadherence and psychiatry. Current 

Opinion in Psychiatry, 26(5), 446-452. doi:10.1097/YCO.0b013e3283642da4 



TEACH-BACK METHOD AND BROWN BAG REVIEW  53 

 

Chew, L. D., Griffin, J. M., Partin, M. R., Noorbaloochi, S., Grill, J. P., Snyder, A., . . . VanRyn, 

M. (2008). Validation of screening questions for limited health literacy in a large VA 

outpatient population. Journal of General Internal Medicine, 23(5), 561-566. 

doi:10.1007/s11606-008-0520-5 

Clausen, W., Watanabe-Galloway, S., Bill, B. M., & Britigan, D. H. (2016). Health literacy 

among people with serious mental illness. Community Mental Health Journal, 52(4), 

399-405. doi:10.1007/s10597-015-9951-8 

Clouse, K. M., Williams, K. A., & Harmon, J. M. (2017). Improving the no-show rate of new 

patients in outpatient psychiatric practice: An advance practice nurse-initiated telephone 

engagement protocol quality improvement project. Perspectives in Psychiatric Care, 

53(2), 127-134. doi:10.1111/ppc.12146 

Concordia University Portland. (2018). Crisis point: The state of literacy in America. Retrieved 

from https://education.cu-portland.edu/blog/education-news-roundup/illiteracy-in-

america/ 

Culig, J., & Leppee, M. (2014). From Morisky to Hill-Bone: Self-reports scales for measuring 

adherence to medication. Coll Antropol, 38(1), 55-62.  

Dennis, S., Williams, A., Taggart, J., Newall, A., Denney-Wilson, E., Zwar, N., Shortus, T., & 

Harris, M. F. (2012). Which providers can bridge the health literacy gap in lifestyle risk 

factor modification education: A systematic review and narrative synthesis. BMC Family 

Practice, 13, 44. https://doi.org/10.1186/1471-2296-13-44 

DeWalt, D. A., Broucksou, K. A., Hawk, V., Brach, C., Hink, A., Rudd, R., & Callahan, L. 

(2010). Health Literacy Universal Precautions Toolkit. (Prepared by North Carolina 

network consortium, the Cecil G. Sheps center for health services research, the 

University of North Carolina at Chapel Hill, under contract no. Hhsa290200710014.). 

227.  

DeWalt, D. A., Broucksou, K. A., Hawk, V., Brach, C., Hink, A., Rudd, R., & Callahan, L. 

(2011). Developing and testing the Health Literacy Universal Precautions Toolkit. Nurs 

Outlook, 59(2), 85-94. doi:10.1016/j.outlook.2010.12.002 

Dickens, C., Lambert, B. L., Cromwell, T., & Piano, M. R. (2013). Nurse overestimation of 

patients' health literacy. J Health Commun, 18(sup1), 62-69. 

doi:10.1080/10810730.2013.825670 

DiPersio, L. (2016). Increasing medication adherence with multi-channel communications.   

Retrieved from http://www.dtcperspectives.com/increasing-medication-adherence-multi-

channel-communications/ 

Florence, C. S., Zhou, C., Luo, F., & Xu, L. (2016). The economic burden prescription opioid 

overdose, abuse, and dependence in the United States, 2013. Medical Care, 54(10), 5. 

doi:10.1097/MLR.0000000000000625 

Grice, G. R., Tiemeier, A., Hurd, P., Berry, T. M., Voorhees, M., Prosser, T. R., . . . Duncan, W. 

(2014). Student use of health literacy tools to improve patient understanding and 

medication adherence. Consult Pharm, 29(4), 240-253. doi:10.4140/TCP.n.2014.240 

Ha Dinh, T. T., Bonner, A., Clark, R., Ramsbotham, J., & Hines, S. (2016). The effectiveness of 

the teach-back method on adherence and self-management in health education for people 

with chronic disease: A systematic review. JBI Database System Rev Implement Rep, 

14(1), 210-247. doi:10.11124/jbisrir-2016-2296 



TEACH-BACK METHOD AND BROWN BAG REVIEW  54 

 

Haddad, P. M., Brain, C., & Scott, J. (2014). Nonadherence with antipsychotic medication in 

schizophrenia: Challenges and management strategies. Patient Related Outcome 

Measures, 5, 43-62. doi:10.2147/PROM.S42735 

HealthyPeople. (2019). Health literacy. Retrieved from 

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-

health/interventions-resources/health-literacy 

Heaton, P. C., Tundia, N. L., & Luder, H. R. (2013). U.S. emergency departments visits resulting 

from poor medication adherence: 2005-07. J Am Pharm Assoc (2003), 53(5), 513-519. 

doi:10.1331/JAPhA.2013.12213 

Higashi, K., Medic, G., Littlewood, K. J., Diez, T., Granström, O., & De Hert, M. (2013). 

Medication adherence in schizophrenia: Factors influencing adherence and consequences 

of nonadherence, a systematic literature review. Therapeutic Advances in 

Psychopharmacology, 3(4), 200-218. doi:10.1177/2045125312474019 

Hirsh, J., Wood, P., Keniston, A., Boyle, D., Quinzanos, I., Caplan, L., & Davis, L. (2020). 

Universal Health Literacy Precautions are associated with a significant increase in 

medication adherence in vulnerable rheumatology patients. ACR Open Rheumatology, 

2(2), 110-118. doi:10.1002/acr2.11108 

IBM Corp. (2017). IBM SPSS statistics for windows (Version 25.0). Armonk, NY.  

International Narcotics Control Board. (2013). Economic consequences of drug abuse. Retrieved 

from https://www.incb.org/incb/en/publications/annual-reports/annual-report.html 

Jackson, K. R., Booth, P. G., Salmon, P., & McGuire, J. (2009). The effects of telephone 

prompting on attendance for starting treatment and retention in treatment at a specialist 

alcohol clinic. Br J Clin Psychol, 48, 6.  

Jager, C., Steinhaeuser, J., Freund, T., Szecsenyi, J., & Goetz, K. (2015). Medication lists and 

brown bag reviews: Potential positive and negative impacts on patients beliefs about their 

medicine. Biomed Res Int, 2015, 874067. doi:10.1155/2015/874067 

Jansen, T., Rademakers, J., Waverijn, G., Verheij, R., Osborne, R., & Heijmans, M. (2018). The 

role of health literacy in explaining the association between educational attainment and 

the use of out-of-hours primary care services in chronically ill people: A survey study. 

BMC Health Services Research, 18(1), 394. doi:10.1186/s12913-018-3197-4 

Jimmy, B., & Jose, J. (2011). Patient medication adherence: Measures in daily practice. Oman 

Medical Journal, 26(3), 155-159. doi:10.5001/omj.2011.38 

Joint Commission on Accreditation of Healthcare Organizations. (2007). “What did the doctor 

say?:” Improving health literacy to protect patient safety. Another in the Series of Health 

Care at the Crossroads Reports. Retrieved from https://www.jointcommission.org/-

/media/deprecated-unorganized/imported-assets/tjc/system-

folders/assetmanager/improving_health_literacypdf.pdf?db=web&hash=32078FE2F92B0

9026044BEA48ABC14BE 

Kane, J. M., Kishimoto, T., & Correll, C. U. (2013). Non-adherence to medication in patients 

with psychotic disorders: Epidemiology, contributing factors and management strategies. 

World Psychiatry: Official Journal of the World Psychiatric Association (WPA), 12(3), 

216-226. doi:10.1002/wps.20060 

Killaspy, H., Banerjee, S., King, M., & Lloyd, M. (2000). Prospective controlled study of 

psychiatric out-patient non-attendance. Characteristics and outcome. Br J Psychiatry, 

176, 160-165. doi:10.1192/bjp.176.2.160 



TEACH-BACK METHOD AND BROWN BAG REVIEW  55 

 

Kim, J., Combs, K., Downs, J., & Tillman, F. (2018). Medication adherence: The elephant in the 

room. U.S. Pharmacist, 43(1), 30-34.  

Kunigiri, G., Gajebasia, N., & Sallah, D. (2014). Improving attendance in psychiatric outpatient 

clinics by using reminders. Journal of Telemedicine & Telecare, 20(8), 464-467. 

doi:10.1177/1357633X14555642 

Lee, S. Y. D., Tsai, T. I., & Tsai, Y. W. (2013). Accuracy in self-reported health literacy 

screening: A difference between men and women in Taiwan. BMJ Open, 3(11), e002928. 

doi:10.1136/bmjopen-2013-002928 

Levy, H., & Janke, A. (2016). Health literacy and access to care. J Health Commun, 21(Suppl), 

43-50. doi:10.1080/10810730.2015.1131776 

Mabachi, N. M., Cifuentes, M., Barnard, J., Brega, A. G., Albright, K., Weiss, B. D., . . . West, 

D. (2016). Demonstration of the Health Literacy Universal Precautions Toolkit: Lessons 

for quality improvement. J Ambul Care Manage, 39(3), 199-208. 

doi:10.1097/jac.0000000000000102 

Macabasco-O'Connell, A., & Fry-Bowers, E. (2011). Knowledge and perceptions of health 

literacy among nursing professionals. J Health Commun, 16(3). 

doi:10.1080/10810730.2011.604389 

Magura, S., Rosenblum, A., & Fong, C. (2011). Factors associated with medication adherence 

among psychiatric outpatients at substance abuse risk. The Open Addiction Journal, 4, 

58-64. doi:10.2174/1874941001104010058 

Mert, D. G., Turgut, N. H., Kelleci, M., & Semiz, M. (2015). Perspectives on reasons of 

medication nonadherence in psychiatric patients. Patient Preference and Adherence, 9, 

87-93. doi:10.2147/PPA.S75013 

Miller, T. A. (2016). Health literacy and adherence to medical treatment in chronic and acute 

illness: A meta-analysis. Patient Education and Counseling, 99(7), 1079-1086. 

doi:10.1016/j.pec.2016.01.020 

Milward, J., Lynskey, M., & Strang, J. (2014). Solving the problem of non-attendance in 

substance abuse services. Drug & Alcohol Review, 33(6), 625-636. 

doi:10.1111/dar.12194 

Morris, N. S., MacLean, C. D., Chew, L. D., & Littenberg, B. (2006). The Single Item Literacy 

Screener: Evaluation of a brief instrument to identify limited reading ability. BMC 

Family Practice, 7(1), 21. doi:10.1186/1471-2296-7-21 

MPR. (2013). Boosting medication adherence to psychotropic drugs. Retrieved from 

http://www.empr.com/features/boosting-medication-adherence-to-psychotropic-

drugs/article/310444/ 

Murthy, V. (2016). Surgeon general report tackles addiction. Retrieved from 

https://www.scientificamerican.com/article/surgeon-general-report-tackles-addiction/ 

National Center on Addiction and Substance Abuse. (2020). The National Center on Addiction 

and Substance Abuse rebrands to ignite a movement to end addiction. Retrieved from 

https://americanaddictioncenters.org/withdrawal-timelines-treatments/post-acute-

withdrawal-syndrome 

National Health Literacy Mapping to Inform Health Care Policy. (2014). Health literacy data 

map. 1R01AG046267-01A1; PIs: Bailey/Fang. Retrieved from 

http://healthliteracymap.unc.edu/#download_and_cite 



TEACH-BACK METHOD AND BROWN BAG REVIEW  56 

 

Nouri, S. S., & Rudd, R. E. (2015). Health literacy in the “oral exchange”: An important element 

of patient–provider communication. Patient Education and Counseling, 98(5), 565-571. 

doi:10.1016/j.pec.2014.12.002 

Osborn, C. Y., Cavanaugh, K., & Kripalani, S. (2010). Strategies to address low health literacy 

and numeracy in diabetes. Clinical Diabetes, 24(4), 5.  

Owie, G. O., Olotu, S. O., & James, B. O. (2018). Reliability and validity of the Medication 

Adherence Rating Scale in a cohort of patients with schizophrenia from Nigeria. Trends 

Psychiatry Psychother, 40(2), 85-92. doi:10.1590/2237-6089-2017-0077 

Parks, J. (n.d.). Clinical strategies to promote medication adherence. Retrieved from 

https://integration.samhsa.gov/about-us/Med_Adherence_Final.pdf 

Powers, B. J., Trinh, J.V., & Bosworth, H. B. (2010). Can this patient read and understand 

written health information? JAMA, 304(1), 76–84. doi:10.1001/jama.2010.896 

Prochnow, J. A., Meiers, S. J., & Scheckel, M. M. (2019). Improving patient and caregiver new 

medication education using an innovative teach-back toolkit. J Nurs Care Qual, 34(2), 

101-106. doi:10.1097/ncq.0000000000000342 

Psychiatry & Behavioral Health Learning Network. (2019). Medication Adherence Rating Scale 

(MARS). Retrieved from https://www.psychcongress.com/medication-adherence-rating-

scale-mars 

Recovery Centers of America. (2020). Economic costs of substance abuse in America. Retrieved 

from https://recoverycentersofamerica.com/economic-cost-substance-abuse/ 

Ruetsch, C., Tkacz, J., Nadipelli, V. R., Brady, B. L., Ronquest, N., Un, H., & Volpicelli, J. 

(2017). Heterogeneity of nonadherent Buprenorphine patients: Subgroup characteristics 

and outcomes. Am J Manag Care, 23(6), e172-e179.  

Rutgers University Libraries. (2018). Pyramid of Evidence. Retrieved from 

https://libguides.rutgers.edu/c.php?g=524495&p=3586302 

Samuels-Kalow, M., Hardy, E., Rhodes, K., & Mollen, C. (2016). “Like a dialogue”: Teach-back 

in the emergency department. Patient Education and Counseling, 99(4), 549-554. 

doi:10.1016/j.pec.2015.10.030 

Semahegn, A., Torpey, K., Manu, A., Assefa, N., Tesfaye, G., & Ankomah, A. (2018). 

Psychotropic medication non-adherence and associated factors among adult patients with 

major psychiatric disorders: A protocol for a systematic review. Systematic Reviews, 7(1), 

10-10. doi:10.1186/s13643-018-0676-y 

Slater, B. A., Huang, Y., & Dalawari, P. (2017). The impact of teach-back method on retention 

of key domains of emergency department discharge instructions. J Emerg Med, 53(5), 

e59-e65. doi:10.1016/j.jemermed.2017.06.032 

Speros, C. I. (2011). Promoting health literacy: A nursing imperative. Nursing Clinics of North 

America, 46(3), 321-333. doi: 10.1016/j.cnur.2011.05.007 

The National Council. (2018). Medication matters: Causes and solutions to medication non-

adherence. Retrieved from https://www.thenationalcouncil.org/wp-

content/uploads/2018/09/medication-non-adherence-082918.pdf 

Thompson, K., Kulkarni, J., & Sergejew, A. A. (2000). Reliability and validity of a new 

Medication Adherence Rating Scale (MARS) for the psychoses. Schizophr Res, 42(3), 

241-247.  

Titler, M. G., Kleiber, C., Steelman, V. J., Rakel, B. A., Budreau, G., Everett, L. Q., . . . Goode, 

C. J. (2001). The Iowa Model of Evidence-Based Practice to promote quality care. 

Critical Care Nursing Clinics, 13(4), 497-509. doi:10.1016/S0899-5885(18)30017-0 



TEACH-BACK METHOD AND BROWN BAG REVIEW  57 

 

U.S. Department of Health & Human Services. (2018). AHRQ Health Literacy Universal 

Precautions Toolkit. Retrieved from https://www.ahrq.gov/professionals/quality-patient-

safety/quality-resources/tools/literacy-toolkit/index.html 

U.S. National Library of Medicine. (2019). Health literacy. Retrieved from 

https://nnlm.gov/initiatives/topics/health-literacy 

VanGeest, J. B., Welch, V. L., & Weiner, S. L. (2010). Patients' perceptions of screening for 

health literacy: Reactions to the Newest Vital Sign. J Health Commun, 15(4), 402-414. 

doi:10.1080/108107310037353117 

Velligan, D. I., Sajatovic, M., Hatch, A., Kramata, P., & Docherty, J. P. (2017). Why do 

psychiatric patients stop antipsychotic medication: A systematic review of reasons for 

nonadherence to medication in patients with serious mental illness. Patient Preference 

and Adherence, 11, 449-468. doi:10.2147/PPA.S124658 

Ventura, H. O., & Piña, I. L. (2018). The impact of mediators of health literacy on clinical 

outcomes in cardiovascular diseases. Mayo Clinic Proceedings, 93(12), 1700-1702. 

doi:10.1016/j.mayocp.2018.10.016 

Weiss, A., Barrett, M., Heslin, K., & Stocks, C. (2016a). Trends in emergency department visits 

involving mental and substance use disorders, 2016-2013. Retrieved from 

https://www.hcup-us.ahrq.gov/reports/statbriefs/sb216-Mental-Substance-Use-Disorder-

ED-Visit-Trends.pdf. 

Weiss, B. D., Brega, A. G., LeBlanc, W. G., Mabachi, N. M., Barnard, J., Albright, K., . . . West, 

D. R. (2016b). Improving the effectiveness of medication review: Guidance from the 

Health Literacy Universal Precautions Toolkit. J Am Board Fam Med, 29(1), 18-23. 

doi:10.3122/jabfm.2016.01.150163 

White, W. L. (2011). Recovery/remission from substance use disorder. Department of 

Behavioral Health and Intellectual Disability Services. Retrieved from 

https://www.naadac.org/assets/2416/whitewl2012_recoveryremission_from_substance_a

buse_disorders.pdf 

World Health Organization. (2020). Substance abuse. Retrieved from 

https://www.who.int/topics/substance_abuse/en/ 

Ylitalo, K. R., Meyer, M. R. U., Lanning, B. A., During, C., Laschober, R., & Griggs, J. O. 

(2018). Simple screening tools to identify limited health literacy in a low-income patient 

population. Medicine, 97(10), e0110-e0110. doi:10.1097/MD.0000000000010110 

Zhang, N. J., Terry, A., & McHorney, C. A. (2014). Impact of health literacy on medication 

adherence: A systematic review and meta-analysis. Annals of Pharmacotherapy, 48(6), 

741-751. doi:10.1177/1060028014526562 

  



TEACH-BACK METHOD AND BROWN BAG REVIEW  58 

 

Appendices 

Table 1 

Frequency Table for Demographic Data 

 Frequency Percent Valid Percent Cumulative Percent 

Age 23 2 10.5 10.5 10.5 

25 1 5.3 5.3 15.8 

27 1 5.3 5.3 21.1 

29 1 5.3 5.3 26.3 

32 1 5.3 5.3 31.6 

35 3 15.8 15.8 47.4 

37 1 5.3 5.3 52.6 

40 1 5.3 5.3 57.9 

41 1 5.3 5.3 63.2 

42 2 10.5 10.5 73.7 

43 1 5.3 5.3 78.9 

46 1 5.3 5.3 84.2 

54 1 5.3 5.3 89.5 

55 1 5.3 5.3 94.7 

58 1 5.3 5.3 100.0 

Total 19 100.0 100.0  

 

Race White 13 68.4 68.4 68.4 

African 

American 

2 10.5 10.5 78.9 

Latino/Hispanic 4 21.1 21.1 100.0 

Total 19 100.0 100.0 
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 Insurance  Medicaid 15 78.9 78.9 78.9 

Medicare 2 10.5 10.5 89.5 

Private 2 10.5 10.5 100.0 

Total 19 100.0 100.0  

Level of 

Education  

<HS 1 5.3 5.3 57.9 

HS/GED 10 52.6 52.6 52.6 

Some HS 4 21.1 21.1 78.9 

Some 

College 

2 10.5 10.5 89.5 

Associate 1 5.3 5.3 94.7 

Bachelors 1 5.3 5.3 100.0 

Total 19 100.0 100.0  

Gender  Male 13 68.4 68.4 68.4 

Female 5 26.3 26.3 94.7 

Identifies as 

both Male 

and Female 

1 5.3 5.3 100.0 

Total 19 100.0 100.0  

Zip Code  43551 1 5.3 5.3 5.3 

43542 1 5.3 5.3 10.5 

43604 1 5.3 5.3 15.8 

43605 3 15.8 15.8 31.6 

43606 3 15.8 15.8 47.4 

43607 1 5.3 5.3 52.6 

43608 2 10.5 10.5 63.2 

43609 4 21.1 21.1 84.2 

43614 2 10.5 10.5 94.7 

43616 1 5.3 5.3 100.0 

Total 19 100.0 100.0  
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Table 2 

Level of Education v Completed Second Session 

Level of Education * Attended Second Session Crosstabulation 

 

Attended second session 

Total No Yes 

Level of 

education 

<HS Count 0 1 1 

% within Level of 

education 

0.0% 100.0% 100.0% 

% within Attended 

second 

session/Satisfaction 

0.0% 10.0% 5.3% 

% of Total 0.0% 5.3% 5.3% 

HS/GED Count 4 6 10 

% within Level of 

education 

40.0% 60.0% 100.0% 

% within Attended 

second 

session/Satisfaction 

44.4% 60.0% 52.6% 

% of Total 21.1% 31.6% 52.6% 

Some HS Count 3 1 4 

% within Level of 

education 

75.0% 25.0% 100.0% 

% within Attended 

second 

session/Satisfaction 

33.3% 10.0% 21.1% 

% of Total 15.8% 5.3% 21.1% 

Some College Count 1 1 2 

% within Level of 

education 

50.0% 50.0% 100.0% 

% within Attended 

second 

session/Satisfaction 

11.1% 10.0% 10.5% 

% of Total 5.3% 5.3% 10.5% 

Associates Count 0 1 1 

% within Level of 

education 

0.0% 100.0% 100.0% 
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% within Attended 

second 

session/Satisfaction 

0.0% 10.0% 5.3% 

% of Total 0.0% 5.3% 5.3% 

Bachelors Count 1 0 1 

% within Level of 

education 

100.0% 0.0% 100.0% 

% within Attended 

second 

session/Satisfaction 

11.1% 0.0% 5.3% 

% of Total 5.3% 0.0% 5.3% 

Total Count 9 10 19 

% within Level of 

education 

47.4% 52.6% 100.0% 

% within Attended 

second 

session/Satisfaction 

100.0% 100.0% 100.0% 

% of Total 47.4% 52.6% 100.0% 

 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance (2-

sided) 

Pearson Chi-Square 4.359a 5 .499 

Likelihood Ratio 5.555 5 .352 

Linear-by-Linear Association .700 1 .403 

N of Valid Cases 19   

a. 11 cells (91.7%) have expected count less than 5. The minimum 

expected count is .47. 
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Table 3 

Median and Interquartile Range for MARS 

 MARS Score pre- MARS score post- 

Median 8.00 8.50 

Interquartile 

Range 

2 1 

 

Table 4 

Median and Interquartile Range for Errors 

 # errors pre- # errors post- 

Median 1 0 

Interquartile 

Range 

2 0 

 

Table 5 

Median and Interquartile Range for SILS Score and Patient Satisfaction 

 
SILS Score Patient Satisfaction 

Median 1 5 

Interquartile 

Range 

0 0 
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Table 6 

Wilcoxon Signed-Rank Test for MARS Score and Errors 

Descriptive Statistics 

 N 

Percentiles 

25th 50th (Median) 75th 

MARS Score pre- 19 6.00 8.00 9.00 

# errors pre- 19 .00 1.00 2.00 

MARS score post- 10 8.00 8.50 9.25 

# errors post- 10 .00 .00 .25 

 

Wilcoxon Signed Rank Test 

Ranks 

 N Mean Rank Sum of Ranks 

MARS score post- - 

MARS Score pre- 

Negative Ranks 0a .00 .00 

Positive Ranks 5b 3.00 15.00 

Ties 5c   

Total 10   

# errors post- - # errors 

pre- 

Negative Ranks 4d 2.50 10.00 

Positive Ranks 0e .00 .00 

Ties 6f   

Total 10   

a. MARS score post- < MARS Score pre- 

b. MARS score post- > MARS Score pre- 

c. MARS score post- = MARS Score pre- 

d. # errors post- < # errors pre- 

e. # errors post- > # errors pre- 

f. # errors post- = # errors pre- 

 

Test Statisticsa 

 

MARS score 

post- - MARS 

Score pre- 

# errors post- - # 

errors pre- 

Z -2.060b -1.890c 

Asymp. Sig. (2-tailed) .039 .059 

a. Wilcoxon Signed Ranks Test 

b. Based on negative ranks. 

c. Based on positive ranks. 
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Table 7 

Frequency of Years Worked on Detoxification Unit 

 

Table 8 

Received v Did Not Receive A Reminder Call 

Attended Second Session * Received Phone Call Crosstabulation 

 

Received Phone Call 

Total No Yes 

Attended Second Session Yes 3 7 10 

No 1 8 9 

Total 4 15 19 

 

Correlations 

 

Attended 

Second Session 

Received Phone 

Call 

Attended second 

session/Satisfaction 

Pearson Correlation 1 -.231 

Sig. (2-tailed)  .341 

N 19 19 

Received Phone Call Pearson Correlation -.231 1 

Sig. (2-tailed) .341  

N 19 19 
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Table 9 

Brown Bag Review 

Reference Sample Objective Measures Conclusion Level of 

Evidence 
(Weiss et al., 2016b) The health literacy 

universal 

precaution's brown 

bag review was 

initiated in a private, 

rural Missouri 

practice and an 

urban California 

teaching practice. 

Forty-five interviews 

using the brown bag 
review were 

administered during 

a six-month period. 

 

Can the Health 

Literacy Universal 

Precautions Toolkit 

when used outpatient 

increase medication 

adherence and 

improve medication 

review 

Measures included 

errors identified and 

actual participation 

by patients 

 

The brown bag review from baseline to 

post-intervention revealed a three-fold 

increase in the number of participants 

who brought all their prescription 

medications to their appointment. There 

was also a six-fold increase in the 

overall number of medications brought 

to in-office visits, and the number of 

participants doubled who were able to 

identify problems with prescription 

regimens and implement corrections in 
their treatment plans  

III 

(Mabachi et al., 

2016) 

13 of the 20 tools in 

the Health Literacy 

Universal 

Precautions Toolkit 

that were chosen on 

a practice-preference 

basis 

The goal of the study 

was to improve 

health literacy 

through the Health 

Literacy Universal 

Precautions Toolkit 

Qualitative data 

were collected 

through check-in 

calls and in-person 

interviews related to 

the toolkit’s use in 

the primary care 
setting by primary 

care staff members 

The commonalities among facilities that 

observed the most improvement and 

highest satisfaction levels included (a) 

management and staff members who 

committed to conducting 

training/education sessions, (b) an 

increase in patient-centered care, and 
most importantly (c) enthusiasm about 

the evidence-based practice project  

 

III 

(Becker, 2015) Participants were 

consenting adults 

from an outpatient 

clinic (n= 203) 

The brown bag 

review method with 

a goal of decreasing 

medication errors 

and non-adherence  

 

Medications errors 

(numerical) 

Post-intervention, the clinic noted a 

decrease of 12.5% (r = .73) in reported 

medication errors for the intervention 

group 

II 

(Jager et al., 2015) The study included 

344 participants. 

Participants must be 

Aimed to determine 

whether the brown 

bag method usage 

The study’s outcome 

measures were the 

Specific Necessity 

There was a positive correlation using 

linear regression among The Specific 

Concerns Subscale and comprehension 

II 
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Reference Sample Objective Measures Conclusion Level of 

Evidence 
prescribed multiple 

medications 

(polypharmacy) to 

have been included 

in the study. 

was linked to 

increased medication 

memory and 

personal belief about 

medications 

Subscale, the 

Believe About 

Medicine 

Questionnaire, and 

the Specific 
Concerns Subscale 

of medication when implementing the 

brown bag review (β = 0.160, p = 0.02) 
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Table 10 

Teach-Back Method 

Reference Sample Objective Measures Conclusion Level of 

Evidence  
(Ha Dinh et al., 

2016) 

Systematic review 

using 12 articles 

A systematic review using 12 

articles about the teach-back 

method and its effect on 

medication adherence, hospital 

readmission, quality of life, 

and self-efficacy 

Medication 

adherence, 

hospital 

readmission, 

quality of 

life, and self-

efficacy 

Four of the twelve research studies 

confirmed that patients increased their 

knowledge of individual diagnoses 

after participating in the teach-back 

method. Two of the twelve studies 

measuring medication management 

self-efficacy reported statistically 

significant increases after 

implementing the teach-back method 

(p = 0.0026 and p < 0.001). Four of 

the twelve studies increased 
medication adherence using the teach-

back method (p < 0.001). The teach-

back method increases medication 

adherence, self-efficacy, and disease 

understanding for individuals who 

have been prescribed long-term 

medications or diagnosed with a 

chronic illness. 

 

II 

(Miller, 2016) PsychINFO and 

PubMed databases 
with a total of 220 

articles sampled 

Meta-analysis to generate the 

effect size of the health 
literacy and 

medication/treatment 

adherence 

Medication 

adherence, 
medication 

recall 

The increase in health literacy 

correlated with high rates of 
medication adherence (r = .14). 

Interventions that aimed at increasing 

health literacy statistically increased 

health literacy and medication 

adherence (r = .22; r = .16). Miller 

concluded that incorporating the 

teach-back method as a method of 

identifying and correcting 

misunderstandings about medication 

information can increase medication 

adherence and increase medication 

understanding.  

I 
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Reference Sample Objective Measures Conclusion Level of 

Evidence  
(Slater et al., 2017) Midwestern 

Emergency 

Department 

Implemented the teach-back 

method with patients at the 

end of their emergency 

department encounter. The 

researchers administered a 
pre- and post- teach-back 

questionnaire to determine 

participants’ ability to recall 

their medication, condition, 

and follow-up instructions. 

 

Medication 

recall (pre- 

and post- 

survey) 

The difference in participants’ ability 

to recall information between the pre-

assessment post-assessment was 

statistically significant. Recall was 

82.1% (p < 0.005) after the teach-back 
method compared to 70.0% before 

administration of the teach-back 

method.  

III 

(Prochnow et al., 

2019) 

RNs (n= 25), 

patients (n= 74), 

and caregivers (n= 

33) 

Implemented the teach-back 

method on patients prescribed 

a medication that is new to 

him/or her 

Confidence, 

recall, and 

HCAHPS 

 

The results indicated an increase in 

confidence related to teach-back 

method administration among 

registered nurses (p < 0.001) and an 

increase in the use of the teach-back 

method (p < 0.001). Participants also 
reported an increase in their ability to 

recall the side effects of the 

medications. Scores for medication 

education improved from 6% to 10% 

on the Hospital Consumer Assessment 

of Health Care Providers and Systems' 

(HCAHPS). 

 

III 

(Grice et al., 2014) 24-mile radius of 

St. Louis elderly 

volunteers at an 
independent living 

community (n= 

147) 

Impact on using the teach-

back method on volunteers in 

an independent living 
community 

Satisfaction 

with health 

literacy tool 
(teach-back 

method), 

medication 

adherence, 

confidence 

The researchers found that there was 

an increased commitment among 

independent-living participants to 
improve their medication adherence (p 

= 0.029) and confidence (p = 0.026) in 

questioning providers about health-

related issues. Almost all (94.1%) of 

the independent-living participants 

strongly agreed that the teach-back 

method improved their medication 

understanding. 

III 
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Reference Sample Objective Measures Conclusion Level of 

Evidence  
 

(Samuels-Kalow et 

al., 2016) 

 

Emergency 

department patients 

awaiting discharge 

(n = 51) 

 

Perform an in-depth interview 

to analyze the patient’s 

perspective of the teach-back 

method 

 

Qualitative; 

extracted 

from in-depth 

interviews 

 

The results varied among participants; 

however, the majority of participants 

agreed that the teach-back method 

improved communication and 
comprehension of healthcare 

informational material. Fifty-one 

parent participants were interviewed, 

and 48% were classified as limited 

literacy. 

 

III 

 

(Hirsh et al., 2020) 

 

The researchers 

instructed 46 

providers who 

engaged in a total 

of 1,737 participant 

visits 

 

Implemented the teach-back 

method, brown bag review 

method, and reminder calls 

recommended in the Health 

Literacy Universal Precautions 

Toolkit with adult patients 
from a vulnerable 

immunocompromised 

population 

 

Medication 

adherence, 

patient 

satisfaction, 

feasibility 

 

90% of participants participated in the 

teach-back method, 47% participated 

in the brown bag review method, and 

69% received a reminder call. The 

results indicated an increase in 

medication adherence of 22% (p 
<0.001; by GEE). 

 

III 
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Table 11 

Level of Education v Single Item Literacy Scores (SILS) 
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Figure 1 

Demographic Sheet 
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Figure 2 

Medication Confirmation Sheet Session 1 
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Figure 3 

Medication Confirmation Sheet Session 2 
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Figure 4 

Single Item Literacy Screener 
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Figure 5 

Medication Adherence Rating Scale 
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Figure 6 

Patient Satisfaction Sheet 
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Figure 7 

Staff Feedback Questionnaire 
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Figure 8 
Staff Education Handouts 
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Figure 9 

Frequently Asked Questions Handout 
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Figure 10 

Recruitment Flyer for Patient Participants 
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Figure 11 

Letter of Support for Staff Recruitment 
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Figure 12 

Letter of Support for Inpatient Recruitment 
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Figure 13 
Letter of Support Outpatient 
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