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Abstract
	Research has shown the relationship between health literacy and chronic disease outcomes have been empirically linked to the patient’s health needs, their understanding of information and the presentation of health materials (Shea, et al., 2007; Mark, 2009).  Older U.S. adults, aged 66-74, who ranked their health as “fair”, represented a large percentage of low health literacy patients (Rampey, Finnegan, Goodman, Krenzke, & Hogan, 2016).  This project was an attempt to determine if a tailored communication approach would improve measurable outcomes in rural patients > age 65 with a diagnosis of diabetes mellitus type 2 (DM2) who have low functional health literacy.  The patient’s functional health literacy was measured and then specifically addressed by tailoring the provider’s communication to the patient.  This provided the functional health literacy challenged patient with more appropriate education about their diabetes.
The Chronic Care Model was a guide for the development and execution of this project, specifically the impact on the delivery system design aspect of the model. 




Background
In 2004, the Institute of Medicine stated that “90 million people have difficulty understanding and acting upon health information” (Institute of Medicine, 2004).  Ten years later, a 2014 report revealed that approximately 118 million people in America now have a low health literacy; this equals 36% of the American population (U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion, 2017).  The increase in the number of Americans with a health literacy deficit calls for action to address and improve health literacy. 
Health literacy is the ability to understand and read health information (Raynor, 2012).  Historically, just being able to read and understand basic medical information was the focus of health literacy.  However, in recent years it has grown to encompass a wider understanding of medical information and to include clinical risk and personal application of this information (Raynor, 2012).  The health literacy of the patient has an impact on direct and indirect costs. Overall, low health literacy costs are estimated at $73 billion annually in additional healthcare costs (Egbert & Nanna, 2009).  Low health literacy is recognized by the U.S. government as a “huge burden for future generations” (Vernon, Trujillo, Rosenbaum, & DeBuono pg. 2) with a future cost of $1.6 - $3.6 trillion if nothing is done to correct this problem.  
Low health literacy levels have been reported to have a $106 - $238 billion annual cost to the healthcare system (Edison, Staiculescu, & Hudson, 2012).  To compound the low health literacy levels, research has shown that patients have a 20% recall of the information they receive from their provider and more than half of the amount of recalled information is incorrect (Edison, Staiculescu, & Hudson, 2012).  
	One of the identified barriers to health literacy is access to credible information (Egbert & Nanna, 2009).  Having access to a knowledgeable provider is a good beginning to obtaining credible information, but a trusting relationship is necessary to facilitate honest communication from patient to provider (Egbert & Nanna, 2009).  Trust is built over time, seeing the same provider repeatedly.  For individuals who are under-insured or are without insurance, they typically do not see the same provider on each visit or even visit the same clinic or system with each need (Egbert & Nanna, 2009).  Without this trust relationship, the patient may be reluctant to share health information or be reluctant to acknowledge a deficit in understanding the information being provided to them (Egbert & Nanna, 2009).
	Another clear barrier in improving health literacy is related to the processing of disease information once it is received by the patient (Egbert & Nanna, 2009).  This lack of processing of information is not reserved for the poor, illiterate, English as a second language or elderly patients, but also for the wealthy, educated, native English speakers and the young (Egbert & Nanna, 2009).  Healthcare has its own language that needs to be taught.  In a 2008 article, the standardization of a nursing language is discussed (Rutherford, 2008).  This standard taxonomy of care is taught in nursing programs across the country. There is also a unique taxonomy of care for physicians, pharmacists, laboratory personnel and many other disciplines within the health field, however, this is not unique to healthcare.  Many professions have their own language that is understood by those in each profession, but the general population has no need for understanding that language.  What is exclusive to healthcare is that everyone participates in it but does not necessarily understand its unique language.  This can translate into misunderstanding or to no understanding of healthcare information received.  

Low health literacy is an extensive problem with wide-ranging implications to clinical practice.  Individuals who are diagnosed with a chronic illness require complete understanding of their diagnosis to facilitate informed and appropriate health decision making.  Patients diagnosed with diabetes face the challenge of managing a chronic illness that requires accurate processing of information and significant numeracy skills.  The implications in the areas of morbidity, mortality and economics of low health literacy after a diabetes diagnosis is both easy and difficult to quantify.  Easy, as quantifiable data is available; difficult as the data is reported in different forms.  There are few clear connections due to many influences that contribute to low health literacy, and morbidity and mortality can overlap.  In 2010, in the United States, diabetes was the seventh leading cause of death with 234,051 death certificates listing diabetes as the underlying cause of death.  This may be underreported as deaths from the underlying complications/co-morbid conditions of diabetes such as hypoglycemia, hypertension, CVD, dyslipedemia, heart attack, stroke and kidney disease are counted separately (American Diabetes Association, 2017). 
Specific to self-care in a diabetes diagnosis, low health literacy scores have been attributed to poor glycemic control which in turn, can cascade into associated risks and disease inherent in the diabetic population such as retinopathy or cardiovascular disease (Schillinger, et. al, 2002).  Two additional studies showed that lack of health literacy was associated with higher blood sugar levels, increased diabetic implications such as retinopathy and neuropathy. If health literacy was addressed at their medical visit, these outcomes improved significantly through a lower HbA1c level (Mark, 2009).  The economic impact of diabetes can be broken down into morbidity and mortality costs. Morbidity costs include lost work time (lost productivity) or lost leisure time (lost quality of life) (Yabroff, Lund, Kepka, & Mariotto, 2012).  Lost productivity from diabetes is quantified in costs vs. numbers of people. When last reveiewed in 2012, indirect costs were reported: increased absenteeism ($5 billion), reduced productivity while at work ($20.8 billion) for the employed population, reduced productivity for those not in the labor force ($2.7 billion), inability to work as a result of disease-related disability ($21.6 billion) and lost productive capacity due to early mortality ($18.5 billion) (American Diabetes Association, 2013).  
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Significance
There are 29.1 million Americans diagnosed with type 2 diabetes and another 8.1 million are undiagnosed (American Diabetes Association, 2013).  Another 86 million adults have prediabetes.  The health literacy level of these and other chronically ill patients is largely unknown as health literacy is not assessed on a regular basis (Champlin & Mackert, 2014). However, in the 2003 National Assessment of Adult Literacy (the only national survey on this topic) only 12% of Americans were found to be capable of the tasks needed to navigate the health system and successfully implement the healthcare plans and information they receive (Koh, Brach, Harris, & Parchman, 2013).  Specific to ages 65 and older, the National Assessment of Adult Literacy estimated that only three percent of this population scores at a proficient level of health literacy (National Center for Educational Statistics, 2003).  In addition to age, this population of adults may also have eyesight that is failing, diminished cognitive ability, polypharmacy and a long interval of time since they were in a formal education setting (Mark, 2009).  These issues can affect their ability to understand and adequately act upon health information.
The Healthy People 2020 initiative adopted the Institute of Medicine’s definition of health literacy as “the degree to which individuals have the capacity to obtain, process and understand basic health information and services needed to make appropriate health decisions” (Institute of Medicine, 2004, pg. 2; (U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion, 2017).  Healthy People 2020 strives to eliminate health disparities to improve the health of all and to achieve health equality (U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion, 2017).  One disparity that should be addressed is inadequate health literacy as understanding personal health information is paramount to improving health.
In 2017, the National Action Plan to Improve Health Literacy set goals to improve health literacy (U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion, 2017).  One of the goals from the National Action Plan was to improve health information and communication with targeted approaches adapted to meet specific population needs (U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion, 2017).  One suggested strategy is to use different tools, which can include pictures (U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion, 2017). 
In 2012, the Institute of Medicine published a workshop discussion paper that outlined the ten attributes of a health literate organization.  Attributes from the Institute of Medicine’s paper (2012) that are directly relevant to the goals of this project are: 
· Conducts health literacy assessments;
· Include individuals with limited health literacy;
· Confirm understanding of information given.
When providers were surveyed to ask about their knowledge of the health literacy of their patients, the results showed that they do not recognize health literacy deficits in their patients or assumed their patients were more health literate than they are (Safeer & Keenan, 2005). Most providers relied on the printed materials they give to their patents as education, which, depending on the health literacy level of that patient, they may or may not understand (Safeer & Keenan, 2005).  Teach back is seldom used in most clinic visits with a lack of time cited as the reason (Brach, Dreyer, & Schillinger, 2013).  Providers need appropriately targeted tools to effectively educate their patients and to also evaluate these patients for their understanding of what is being taught.
There is ample evidence to suggest that there are significant areas in need of improvement in addressing the health literacy of patients, and the impact that can have on healthcare costs, measurable patient outcomes and specifically, A1C scores (Altin & Stock, 2016).  
Clinical Problem
A patient's health literacy is shown to be a contributing factor to diabetic patient outcomes.  Currently, assessment of patient health literacy levels in the clinic setting is not routinely completed.  Therefore, no literacy-tailored diabetic education can be provided for the patient.
Purpose/Aims
The purpose of this quality improvement project was to improve type 2 diabetic patient health outcomes among individuals > 65 years of age in a rural primary care setting.  This was achieved by the following aims:
· Identification of a health literacy tool that was appropriate for this patient population; 
· Assessing the health literacy of Type 2 Diabetes patients > 65 years of age in a rural primary care clinic;
· Providing literacy-tailored diabetic education to the patient;
· A round table discussion with the providers. This discussion included the applicability and value of the literacy-tailored [diabetic] education;
· Monitoring patient health outcomes, specifically HbA1c, every 6 months or sooner as needed to assess long term outcomes.
Literature Review
	A literature review was conducted using the CINHL and PubMed databases for studies published between 1996 in 2017. Key words used in the search included:  health literacy, linked with the terms diabetes, diabetes education, assessment, tools, instrument, screening, intervention, older adults and geriatrics.
Diabetic Health Outcomes 
	The complex nature of a chronic illness, such as diabetes, in a person unidentified with low health literacy can have detrimental health effects if not addressed appropriately.  Diabetic patients with low functional health literacy may have difficulty reading their medication bottles, understanding or interpreting their blood glucose levels and appropriately dosing their insulin.  They also may lack understanding of how to read and interpret food labels to better control carbohydrate intake and/or understanding the health risks and management of secondary illness stemming from their chronic condition. 
	In studies which measured HbA1c levels after instituting a targeted education program for those with low health literacy, the HbA1c trended down (Cooke, Deupree, Moore, & Hites, 2015; Rothman, et al., 2004; Schillinger, et al., 2002).  Another study showed that while there is no direct association with glycemic control, it can have an indirect effect on lowering the HbA1c through improved self-care (Osborn, Cavanaugh, Wallston, & Rothman, 2010).  None of these studies looked specifically at ages >65.
Health Literacy Tools
A review of the literature was done to choose the appropriate health literacy measure for this project.  Factors considered were: time to administer, mode of administration, cost of the tool, number of items, population age and adequate sensitivity and specificity.  In addition, the reason for the development of the tool and the population studied were taken into consideration. 
The Health Literacy Toolshed is a database developed to assist in choosing the correct health literacy tool for research under consideration.  There are 129 health literacy measures listed (Boston University, 2016).  For purposes of this project, the list was narrowed by exploring the literature and evaluating those that were used most frequently (see Appendix A).  
Ease of use, cost and the ability to quickly test the age group being studied in this project determined the appropriateness of the Single Item Literacy Screening (SILS) test.  The SILS has demonstrated that with a single question, an average of 80% of patients with inadequate health literacy can be identified (Chew, et al., 2008); (Wallace, Rogers, Roskos, Holiday, & Weiss, 2006).  




Education
	According to a recent study, the average provider addresses up to 7 clinical problems in a typical office visit, up from 5 items 10 years ago.  The average time spent on each clinical problem is 3.8 minutes which decreased from 4.4 minutes 10 years ago (Vaughn, Hadden, & Doolittle, 2015).  The pressure of trying to meet all the needs of the patient with multiple concerns in a short amount of time can contribute to poor patient-provider communication.  Add inadequate health literacy to this scenario and there is the potential for poor health outcomes. 
	The provider’s skills in communication also play a role with the level of information that needs to be presented.  Patients with low health literacy have been shown to ask fewer questions about their medical care (Aboumatar, Carson, Beach, Roter, & Cooper, 2013).  They also report feeling that they are not as likely to have good patient-provider relationships (Yin, et al., 2012).  Low health literacy patients perceive that they have a difficult time accessing healthcare and feel that they do not have an opportunity to fully participate in their care (Yin, et al., 2012).  This uneasiness of partnering with the provider in decision making is shown to be a part of their low health literacy (Yin, et al., 2012).
	From the provider’s perspective, it has been shown that they tend to overestimate their patients literacy levels (Ali, Ferguson, Mitha, & Hanlon, 2014).  In addition, it has also been shown that with low health literacy patients, possibly because they go undetected, the communication enhancements go unused by the provider (Ali, Ferguson, Mitha, & Hanlon, 2014).  One study reported that diabetic patients who have less than optimal communication with their providers also have self-care behaviors that are less than optimal including poor glycemic control (White, et al., 2016).
	Tailored education after identifying low health literacy may be an appropriate intervention.  Shealy and Threatt (2016) discuss the need to tailor education to the patient’s health literacy, stating “recognizing and adapting to a patient's level of health literacy is paramount to the effectiveness of the patient encounter” (p. 679).  Recent studies have focused on interventions to address a patient’s literacy level to help them to better understand their chronic illness.  According to a systematic review conducted by Clement, et al., those that fall into a category of adequate health literacy, by any measurement of health literacy, do not show statisically significant improvements when a specific educational intervention to address the deficit in health literacy is introduced (Clement, Ibrahim, Crichton, Wolf, & Rowlands, 2009). 
The Agency for Healthcare Research and Quality (AHRQ) has developed a universal precautions toolkit for how to effectively educate patients (Agency for Heathcare Research and Quality, 2015).  Within this toolkit there are twenty-one tools that are available for the practitioner to use to tailor patient education.  Some of the universal precautions that were developed are used widely and have improved overall patient communication but did not specifically address those who have a significant health literacy deficit.  These universal precautions included readability of printed materials, teach back methods and interpreter/culturally relevant services (Pfizer, Inc., 2011).  While these are positive changes, some of the mose effective educational or communication tools that have been used in studies evaluating health literacy and improving outcomes are:
· Specific to a diabetic population;
· Include weekly educational sessions with the pharmacist for 2 to 4 weeks, either in person or over the phone;
· Use of pictures rather than text when explaning concepts and using key “take home” points (Clement, Ibrahim, Crichton, Wolf, & Rowlands, 2009; Komenaka, et al., 2013, pg. 380).
Providers have reported that they are using one or more enhancements for their patient communication and in one sudy, almost 100% of providers reported incorporating at least one communication technique to inform patients about their medical condition (Schwartzberg, Cowett, VanGeest, & Wolf, 2007).  A method cited in many studies as an effective way to instruct patients about their conditions and the self-care associated with those conditions is the teach-back method (Agency for Heathcare Research and Quality, 2015; (Schwartzberg, Cowett, VanGeest, & Wolf, 2007)).  The most frequently used method of communcation was using simple language, for example, no medical terms or jargon (94.7%) with the teach-back method reported at only a 39.5% (Schwartzberg, Cowett, VanGeest, & Wolf, 2007).  The teach-back method is recommended as the most effective way to ensure patient understanding, especially when the patient may have low health literacy (Agency for Heathcare Research and Quality, 2015).  Not having enough clinic appointment time with the patient has been cited as a barrier to effective patient-provider communication.  Identifying patient’s literacy level with a short, reliable test could better focus the provider’s time with a patient to incorporate an effective communicaton technique.  This may help to ensure that the patient has an understanding of the ramifications of self-care on their chronic disease.  
Summary
According to the ADA, more than 25% of Americans over the age of 65 have diabetes; the highest prevalence of the disease in any age group (Kirkman, et al., 2012).  These older adults are at higher risk for diabetic complications such as cardiovascular and microvascular events (Kirkman, et al., 2012).  Older adults also have a high rate of low health literacy (National Center for Educational Statistics, 2003).  
There is limited data on the specifics of the impact of health literacy screening and subsequent education in rural primary care clinics.  There is also limited data on the specifics of the population of diabetic patients who are over the age of 65 and health literacy screening and subsequent education.  As health literacy is a problem seen across all patients in all strata of healthcare (Clement, Ibrahim, Crichton, Wolf, & Rowlands, 2009), the above findings would suggest that with the implementation of a screen/teach program, patient HbA1c could improve.
Framework
	The Chronic Care Model (CCM) was developed over a decade ago to help explain the factors that may influence the outcomes of patients with chronic illnesses.  The original chronic care model had six elements; healthcare organization, self-management support, decision support, delivery system design, community resources and clinical information systems.  The CCM used a combination approach for interventions vs. prevention and promotion (Barr, et al., 2003).  One of the initial deficiencies that promoted the development of the CCM was that patients were inadequately trained to manage their illness (Improving Chronic Illness Care, 2016).  The hypotheses of the deficiency addressed included failure of self-management due to ignorance from inadequate patient education and feedback (Wagner, Austin, & Von Korff, 1996).  This project will be utilizing the self-management element of the CCM as the basis for its design. 
The design of the CCM’s self-care support element is relevant in this setting as patient empowerment plays a significant role in a patient’s health; managing the service delivery design to include tailored education/communication with the identification of low health literacy supports the CCM’s goal of transforming the healthcare system to one that is more proactive vs. reactive (Baptista, et al., 2016).
The care model has been expanded to include health promotion and prevention (Barr, et al., 2003).  It is hoped that the expanded version will better address quality improvement initiatives like this project’s goal of tailoring education that comes from health literacy scores (Wagner, 1998).  Both the expanded CCM and the original CCM were be used to guide the effective delivery of education that was to be individualized after scoring the health literacy screen.  
Methods
Design  
	The design was a descriptive-exploratory, practice-based quality improvement project.  The quality improvement approach used was Define, Measure, Analyze, Improve and Control (DMAIC).
Sample
	Inclusion criteria:
· Patients > 65 years of age with a diagnosis of diabetes mellitus type 2 (DM2).
· Patients > 65 years of age who had a Screening for Cognitive Impairment in Older Adults (Mini-Cog©) score of 20 or higher.
· Patients > 65 years of age who had corrected vision of at least 20/100.
Setting
A primary healthcare clinic in rural Minnesota.  This clinic has three adult/gerontological nurse practitioners who see patients over the age of 45 for primary care management.  The average number of patients seen in a typical week is 120-150. 
Sampling Procedure
From the patient panel in the primary clinic, patients who were over the age of 65 and had a diagnosis of DM2 were identified through chart review. This was a convenience sample as the project activity was limited to 1-2 days per week. 
Ethical Considerations
Compensation for the health literacy assessment and teaching was not provided to the patient.  The assessment and teaching were provided as a standard of care.  Provider survey of acceptability was completed anonymously.  The health literacy score is a permanent part of the patient’s medical record; it was noted in the clinical note in the same manner as PHQ9 or BIMS scores are currently noted.  The University Institutional Review Board reviewed the project and deemed it not research and therefore did not require formal review.
Measurement Methods
The SILS survey was provided to the patient at the same time as the other vital signs were being taken.  The survey was designed to identify the patient’s literacy level.  The results were scored and evaluated for further intervention.
Data Collection Procedures
The SILS survey was administered at the same time as the rest of the vital signs were taken.  The SILS survey is one question: “How confident are you filling out forms by yourself”? Responses were scored on a Likert scale from 0 to 4.  Participants were asked to choose between all of the time, most of the time, some of the time, a little of the time or none of the time (Chew, et al., 2008). 
If the patient did not have a recent (within 1 year) visual acuity score in their chart, the plan was to use the Rosenbaum Eye Chart to assess visual acuity.  No patients in this project required this intervention.  Additionally, if there was no cognitive scoring in the patient record in the past year, the Mini-Cog© (Borson, 2017) was to be administered (Appendix D) Again, all participants in this project had a Mini-Cog© documented within the last year.  These are routine assessments that should be conducted on an annual basis in this population.  
Upon conclusion of the project, the providers were asked to participate in a round table discussion.  The discussion included the acceptability and utility of the health literacy assessment and subsequent tailored education.  The practitioners were surveyed anonymously about the applicability and value of the intervention in their practice.  This survey was a two-question survey which asked “Do you find value in the administration of the SILS and AskMe3?  If yes, what specific benefit are you expecting to realize?” All three practitioners were surveyed (Appendix B).
Data Analysis
The sample population included a total of 15 patients who met the criteria and were screened for this project.  The age range was from 73 to 91 years of age with seven males and eight females participating.  The mental health screens range from 19-29 and all patients in the project had an eye screening in the past year. 
The answers to the SILS were calculated into a score.  The score translated into literacy risk with a score of 2 to 4 suggesting high risk for limited literacy and a score of 0 to 2 suggesting adequate literacy.  The value was conveyed to the practitioner for the appropriate communication and education for the patient. 
All patients in the project received a score of 0 to 1, therefore, all were excluded from the intervention.  A teach-back method was planned but was not utilized.  In addition to the teach-back method, all patients, not just those with limited health literacy were prompted with specific exit questions by the provider at the end of their visit using the AskMe3 handout (Wisconsin Collaborative for Healthcare Quality, 2008-2010; Appendix C).  The AskMe3 encourages patients to ask the flowing questions: What is my main problem?  What do I need to do? and Why is it important for me to do this?  The provider taught this new verbiage to the patient, verbiage that will be used at all future health appointments and/or when closing the visit.
Limitations of the Project
The limitations include a possibility for bias as this project used a small convenience sample.  This sample may not be representative of the older adult population in this community as the sample was only collected 1-2 days per week during the project period.  In addition, this sample may not be representative of the older adult population in every rural community. 
Lessons Learned
	Sample size was not adequate.  Inclusion criteria could be broadened to include a lower cognitive score to increase sample size.  Having the SILS survey printed on a card and handed to the patient to read while vital signs are being performed, may provide a better opportunity to capture those who indeed do have a limited health literacy versus verbalizing the SILS survey.  
Future Implications
In future encounters, providers will prompt these patients for asking the three AskMe3 questions and may utilize the AskMe3 handout for a variety of patients.  The project may still have residual value in seeing improved HgbA1c over time if the patients utilize the AskMe3 to understand changes in treatments and/or condition and providers reinforce what has already been explained.  
For the individuals who participated in this project, a review of their HgbA1c in three (3) or six (6) months is the current plan in place to assess if using the AskMe3 intervention had a positive effect in these values. 

Conclusion
Alternative methods for assessing literacy in older adults with type 2 Diabetes may be more effective than the face-to-face encounter.  Having the screening done at their first appointment or at first contact with medical professionals may provide a more accurate assessment (Nguyen & Paasche-Orlow, 2017). Broadening the criteria to include all patients with a DM2 diagnosis may also prove to hold some benefit as improved health literacy does correlate to improved glycemic control (Osborn, Cavanaugh, Wallston, & Rothman, 2010).  
For this project, the results were not as expected, however, there may be positive, long-term impact from the encounter and the awareness of the role health literacy plays in patient outcomes.
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Appendix A
Health Literacy Measurement Tools

         		              		        			     Mode of 								               Validation
                    Tool 			      Time to Administer        Administration	        Cost of Tool	           Number of Items           Population Age          (Cronbach’s Alpha)
	BRIEF: Brief Health Literacy Screen
(Boston University, 2016)
	2 minutes
	Face-to-face
	Free w/permission
	4
	18-64
	0.78

	S-TOFHLA: Short Test of Functional Health Literacy in Adults
(Boston University, 2016)
	7-8 minutes
	Face-to-face
Paper & Pencil
	
$70
	
40
	
18-64
	
0.97

	AAHLS: All Aspects of Health Literacy Scale
(Boston University, 2016)
	7 minutes
	
Face-to-face
	
Free/Open Access
	
14
	
18-64
	
0.74

	DNT-15: Diabetes Numeracy Test
(Boston University, 2016)
	15 minutes
	Face-to-face
	Free w/permission
	15
	18-80
	0.95

	NVS: Newest Vital Signs
(Boston University, 2016)
	3 minutes
	Face-to-face
	Free/Open Access
	1
	18-75
	0.98

	SIS: Single Item Screening
(Boston University, 2016)
	1 minute
	Face-to-face
	Free/Open Access
	6
	18->75
	0.95

	TOFHLT: Functional Health Literacy
(Boston University, 2016)
	7 minutes
	Face-to-face
Paper & Pencil
	
$70
	
50
	
18-64
	
0.98





Appendix B
Post-project Practitioner Survey
	
Do you find value in the administration of the SILS and AskMe3?
	What specific benefit do you expect to realize?

	Yes
	Improved communication with my patients

	Yes
	Expect to see improved lab values

	Yes
	Greater patient responsibility in their care
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Appendix D
Mini CogTM
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Good Questions for Your Good Health

Ask

Me

Every time you talk with a health care provider
Ask these questions

1. 3.
Whatis Why is it

my main important for
problem? me to do this?

Asking questions can help you be
an active member of your health care team

i %éé% NPSF www.npsf.org/askme3

National Patient Safety Foundation®

AskMe 3isa registered P Foundation (NPSF). NPSF makes Ask Me 3 materials available for distribution.
Use of Ask Me 3 materials does not mean that the distributi ization i affiated with or endorsed by NPSF.
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Instructions for Administration & Scoring

ID: Date:

Step 1: Three Word Registration

Look directly at person and say, “Please listen carefully. | am going to say three words that | want you to repeat back
to me now and try to remember. The words are [select a list of words from the versions below]. Please say them for
me now.” If the person is unable to repeat the words after three attempts, move on to Step 2 (clock drawing).

The following and other word lists have been used in one or more clinical studies.” For repeated administrations,
use of an alternative word list is recommended.

Version 1 Version 2 Version 3 Version 4 Version 5 Version 6
Banana Leader Village River Captain Daughter
Sunrise Season Kitchen Nation Garden Heaven

Chair Table Baby Finger Picture Mountain

Step 2: Clock Drawing

Say: “Next, | want you to draw a clock for me. First, put in all of the numbers where they go.” When that is completed,
say: “Now, set the hands to 10 past 117

Use preprinted circle (see next page) for this exercise. Repeat instructions as needed as this is not a memory test.
Move to Step 3 if the clock is not complete within three minutes.

Step 3: Three Word Recall

Ask the person to recall the three words you stated in Step 1. Say: “What were the three words | asked you to
remember?” Record the word list version number and the person’s answers below.

Word List Version: Person’s Answers:

Scoring

Word Recall:

(0-3 points) 1 point for each word spontaneously recalled without cueing.

Normal clock = 2 points. A normal clock has all numbers placed in the correct
sequence and approximately correct position (e.g., 12, 3, 6 and 9 are in anchor
(0 or 2 points) positions) with no missing or duplicate numbers. Hands are pointing to the 11
and 2 (11:10). Hand length is not scored.

Inability or refusal to draw a clock (abnormal) = 0 points.

Clock Draw:

Total score = Word Recall score + Clock Draw score.

A cut point of <3 on the Mini-Cog™ has been validated for dementia screening,

but many individuals with clinically meaningful cognitive impairment will score
higher. When greater sensitivity is desired, a cut point of <4 is recommended as
it may indicate a need for further evaluation of cognitive status.

Total Score: (0-5 points)

Mini-Cog™ © S. Borson. All rights reserved. Reprinted with permission of the author solely for clinical and educational purposes.
May not be modified or used for commercial, marketing, or research purposes without permission of the author (soob@uw.edu).
V. 011916
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