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Abstract

Background

Health literacy is quickly becoming an important social determinant of health. Limited
health literacy has a major impact on consumers’ ability to access, understand and
use health information, as well as navigate complex healthcare systems. In the
context of pharmacy, this can cause inappropriate medicine use and non-adherence,
leading to medication misadventure and potential life-threatening consequences. It

also has a costly impact on the health care system.

The impact of limited consumer health literacy in the pharmacy setting in Australia
has yet to gain significance. Health literacy awareness in the Australian pharmacy
setting is low, yet pharmacies are at the forefront of healthcare in the community and
are thus well-positioned to manage the issue of limited consumer health literacy.
This requires pharmacists and pharmacy staff members to be skilled communicators,

providing information to consumers at an appropriate level of complexity.

Educational initiatives to increase the adoption of communication techniques by
pharmacists and pharmacy staff members that focus on increasing consumer
understanding of health information should be employed. A potential approach to
achieving this is the use of communication techniques known as ‘universal
precautions’. The universal precautions framework includes techniques to increase

consumer engagement, such as use of open-ended questions (e.g. ‘What questions

xvii|Page



do you have?’), the teach-back method and demonstrating device technique where

appropriate.

Aims

The overall aim of this research was to promote the adoption of universal
precautions in community pharmacies in Australia using a health literacy education-

focused intervention.

Methods

The research project was divided into five phases, four of which were led by the PhD

candidate:

- Phase 1 was an online survey to explore the various methods used to teach

health literacy in schools of pharmacy in English-speaking countries.

- The HeLP phase (not led by the PhD candidate) involved the design,
development and implementation of a health literacy education-focused
intervention for community pharmacists and pharmacy staff members in
Australia. The purpose of this phase was to create an education-focused
intervention designed to encourage the adoption of universal precautions by
pharmacists and pharmacy staff members participating in the research
project. This intervention was then evaluated in Phases 2, 3 and 4 of the

project.
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Phase 2 explored community pharmacists’ and pharmacy staff members’
motivations towards implementing health literacy training and how this may
influence their intentions to do so. This phase utilised four types of mailed
guestionnaires designed for pharmacists and pharmacy staff members who
were recruited in the HeLP phase of the research project. Factor analysis was
undertaken to determine the underlying factors, followed by ordinal logistic
regression to determine how these factors relate to intentions to implement
the health literacy education-focused intervention and applyuniversal

precautions with consumers

Phase 3 was an evaluation of the efficacy and effectiveness of the health
literacy education-focused intervention on pharmacists’ and pharmacy staff
members’ communication practice behaviours with consumers, particularly
the use of universal precautions. Pre- and post-intervention data collection
was conducted in this phase. Researcher-administered consumer
guestionnaires were conducted in-pharmacy before and after participating
consumers interacted with a pharmacist or pharmacy staff member to
determine the application of universal precautions. Simulated patients were
also used pre- and post-intervention to objectively determine the uptake of
universal precautions by pharmacists and pharmacy staff members.
Pharmacists and pharmacy staff members were recruited in the HeLP phase
of the research project. Consumers were recruited in-pharmacy by a research

officer. Data analysis involved the use of Pearson’s Chi squared analysis.
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- Phase 4 involved focus groups with participating pharmacists and pharmacy
staff members to explore their opinions on the usability, perceived
effectiveness and ease of implementation of the health literacy education-
focused intervention. Data in this phase was collected and transcribed, then
analysed using thematic analysis based upon the grounded-theory approach.
Participants were pharmacists and pharmacy staff members recruited using
mailed invitations from the pool of participants recruited in the HeLP phase of

the research project.

Key findings

The Phase 1 study incorporated results from 21 pharmacy schools in a total of six
English-speaking countries. The study highlighted that the most favoured method by
pharmacy academics to deliver health literacy education to pharmacy students in
English speaking countries was through lectures and small-group learning sessions
(38.1%; 8/21 for each). This study helped inform the delivery method of the health
literacy education-focused intervention for community pharmacists and pharmacy

staff members.

In the HeLP phase, an evidence-based health literacy education-focused
intervention was designed and developed, focusing on the use of universal
precautions with consumers. The purpose of the HeLP phase was to create an
education-focused intervention to encourage participating pharmacists and
pharmacy staff members to adopt the use of universal precautions with consumers

to help enhance the provision of health and medicines information. The intervention
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was underpinned by a train-the-trainer approach. The intervention was developed in
two components: an initial train-the-trainer component, which aimed to train selected
‘pharmacy trainers’ from each pharmacy in the delivery of health literacy training,
and an in-pharmacy delivery component, implemented by the pharmacy trainer in the
pharmacy. A total of 77 community pharmacies from New South Wales, Victoria and
Western Australia were recruited into the project. Pharmacies were block
randomised into three groups: two experimental groups (receiving either face-to-face
[Group 1, n=26] or electronic [Group 2, n=26] train-the-trainer training) and a control
group (Group 3) that received no training. In Group 1, 20/26 pharmacies completed
the intervention and in Group 2, 11/26 pharmacies completed the intervention. An
additional 3/26 in Group 1 and 6/26 in Group 2 partially completed the intervention,
while 3/26 and 9/26 pharmacies from Group 1 and Group 2, respectively, withdrew
from the project. This study highlighted the barriers associated with implementing

continuing education training into community pharmacies.

This education-focused intervention was then evaluated using a variety of
guantitative and qualitative research methods in Phases 2, 3 and 4 of the research
project. This was conducted to determine the openness of participants to integrate
the intervention and adopt universal precautions with consumers (Phase 2), the
efficacy and effectiveness of the intervention (Phase 3), and to gather qualitative

feedback regarding various aspects of the intervention for potential future revisions.

Phase 2 revealed that pharmacists and pharmacy staff members are generally
favourable towards undertaking health literacy training. Factor analysis was used to

extract correlated factors, followed by ordinal logistic regression to determine the
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association of these factors to intentions to undertake health literacy training (the
dependent variable). Following analysis, it was found that particular extracted
factors, for example, having positive attitudes and beliefs towards applying health
literacy training to consumer counselling, were significantly associated with having
an intention to implement health literacy training (p<0.001). Preparedness and
sustainability for implementation, and relevance of universal precautions and their
potential benefits, were also associated with intentions to undertake training

(p<0.001).

Phase 3 demonstrated that the health literacy education-focused intervention had a
significant impact on the use of the phrase ‘What questions do you have?’ by
participating pharmacists and pharmacy staff members. Patient-recall data showed
that the face-to-face group (Group 1) and the electronic group (Group 2) were
significantly more likely to use the phrase compared to the control group (Group 3),
post-intervention (RR: 4.86; CI: 2.27-10.52; p<0.001 and RR: 2.98; CI: 1.02-8.67;
p=0.032, respectively). Simulated patient data showed an improvement in use of the
same phrase within Group 1, pre- versus post-intervention (RR=8.17, Cl: 1.06-62.78,
p=0.013). Use of the teach-back method proved difficult to use with consumers, and
was not widely implemented by pharmacists and pharmacy staff members. Phase 3
highlighted the difficulty in implementing more complex universal precautions such
as the teach-back method compared to more simple techniques whose use was met

with more success.

In Phase 4, pharmacists and pharmacy staff members believed that the health

literacy education-focused intervention was relevant to practice. Some difficulties
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were met in regard to the implementation of the intervention, in particular, arranging
training sessions with staff. Concurring with the findings of Phase 3, participants
believed use of the phrase ‘What questions do you have?’ was easy to implement,
yet faced difficulty in the use of the teach-back method due to a lack of confidence
and self-efficacy. Based on the results of this phase, future refinements to the
intervention are recommended, such as including more video examples and
activities demonstrating the teach-back method to build pharmacists’ and pharmacy

staff members’ confidence in adopting this universal precaution.

Conclusion

This research project has identified that health literacy education is both prevalent in
pharmacy schools in English-speaking countries, taught using a variety of methods,
and that the gap in health literacy education for community pharmacists and
pharmacy staff members in Australia can be partly addressed using a multi-modal
health literacy education-focused intervention. The project has provided evidence to
support the notion that communication behaviours, particularly the adoption of
universal precautions by pharmacists and pharmacy staff members, can be modified
using continuing education. Providing Australian pharmacists and pharmacy staff
members with the knowledge, self-efficacy, confidence and support to address the
health literacy issues faced by consumers can help improve the health outcomes of

pharmacy consumers.
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1 LITERATURE REVIEW

1.1 INTRODUCTION TO HEALTH LITERACY

1.1.1 Literacy

The World Health Organization (WHO) defines literacy as “the ability to read, write,
listen, comprehend, and speak a language”,! but due to constant changes in the way
in which we interact, they further specify the definition as the “ability to read and write
at a level that is deemed to allow communication, or the understanding and sharing
of abstract ideas in society”.! Further to this, three levels of literacy classes have
been suggested to exist: illiterate, functionally illiterate and literate.? Those who are
considered illiterate cannot read and write in their native language, while functionally
illiterate people can, but to varying degrees of speed, style and grammatical
correctness. Functionally illiterate people are still considered unable to follow written
information, and therefore cannot function in society when relying solely on the use

of written information to understand an idea or follow instructions.?

In the Adult Literacy and Life Skills Survey conducted by the Australian Bureau of
Statistics (ABS) in 2006, it was shown that 46% of the Australian population aged
between 15 and 74 scored at level 1 or 2 on a scale of 1 (lowest literacy ability) to 5
(highest literacy ability), where a level of 3 is considered the “minimum required for
individuals to meet the complex demands of everyday life and work in the emerging

knowledge-based economy”.? This suggests that the level of literacy in a large
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segment of the Australian population is not at a level adequate to allow complete

participation in society.

1.1.2 Health literacy

Health literacy is defined as a subset of literacy, and the WHO makes a point that
many literacies exist, and that one must have a functional ability to utilise these
literacies to communicate in the 21st century.! It is inappropriate to assume that if a
person is considered literate, that they would also have functional health literacy.* A
low level of health literacy is specific to the context of healthcare and health
information. For example, one may not have adequate understanding of medical
vocabulary to understand medical information. This is why the concept of health

literacy needed to be defined and understood.

Many definitions of health literacy exist, yet most attempt to explain essentially the
same idea. The WHO defines health literacy as: “the degree to which people are
able to access, understand, appraise and communicate information to engage with
the demands of different health contexts in order to promote and maintain good
health across the life-course.” Alternatively framed, it is the ability to access, read,
understand, comprehend and put into practice health information, delivered in a
variety of media, be they written or verbal, which allows an individual to make
decisions and perform actions regarding their health. As a result, this should lead to

positive health outcomes, and therefore an improved quality of life.
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The definition of health literacy has evolved over time from a purely technical
meaning to a definition that encompasses empowerment in a complex healthcare
system. The term ‘health literacy’ first appeared in 1974 in a paper published by
Simonds titled ‘Health Education as Social Policy’.5>” He used the term ‘health
literacy’ to describe the minimum level of understanding of health considered
adequate through health education in schools, yet this made his definition rather
limited in its application. In 1999, the American Medical Association (AMA) released
a report titled ‘Health literacy - Report of the Council of Scientific Affairs’, which
guoted their own definition of health literacy: “... ability to read and comprehend
prescription bottles, appointment slips, and the other essential health related
materials required to successfully function as a patient”.? This definition, whilst
broader in scope than Simonds’ 1974 definition, still failed to recognise the need for
the consumer to utilise health information and health promotion materials to adopt a

proactive approach to their own healthcare.

As research in health literacy became more prevalent, suggestions that health
literacy be extended to consumers adopting an awareness of public health issues
and how health decisions can affect it, arose, such as the idea of health literacy as a
tool for empowerment of decision-making regarding one’s health.? ° In particular, one
study suggested that health literacy be expanded to an ability to understand public
health communications, such as in biochemical disasters or bioterrorism threats.°
This action was taken following the threat of anthrax being used as a biological
weapon in the United States. In response, the Center for Disease Control
disseminated postcards to every address in the United States, providing information

on anthrax. Unfortunately, the information provided was of a high technical level with
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statements such as “Human anthrax has three clinical forms: cutaneous, inhalation
and gastrointestinal”. This sentence used very few easy-to-read words, e.g. has,

three, forms.

A more expanded definition of health literacy theorised that three levels of health

literacy exist - functional, interactive and critical:

* Functional health literacy is the ability to function at a basic, yet adequate
level to read and write in a healthcare context for situations that one faces in

day-to-day life.>: 11

* Interactive health literacy describes one’s ability to participate in everyday

life with more control, and apply new information to evolving situations.* 1!

« Critical health literacy is the use of a higher level of cognitive and social
skills to critically derive data from health information to take a more active

role in one’s health. It is the ability to take control over one’s own health.t 1!

These degrees or grades of health literacy are aimed at identifying what the

consumer’s level of knowledge enables them to do, rather than measuring certain
achievements in reading or writing.> ' As an individual moves to a higher level of
health literacy, their ability to function independently in managing their own health

and becoming empowered to make critical decisions increases.!!
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One study labelled health literacy as a ‘heterogeneous phenomenon’, meaning that it
draws influence from a variety of contexts, including medical, social and cultural, and
that as a result of the complex nature of health literacy, one’s ability to understand
health information may change day-to-day depending on the conditions of the

particular context.1?

Finally, the particular definition of ‘health literacy’ used in various studies and reports,
especially what is considered ‘limited health literacy’, has an impact on research
findings, particularly generalisability. In the Adult Literacy and Life Skills (ALLS)
study, it was shown that 59% of Australian adults between 15 and 74 scored at
levels 1 and 2 in the health literacy section, which can be interpreted as an
inadequate health literacy level.® In contrast, in the United States (US), the National
Assessment of Adult Literacy (NAAL) in 2003 found that 36% of adults aged over 16
years old had inadequate health literacy levels.*® The varying rates of limited health
literacy detected in each study may be as a result of a difference in methods used to
collect and interpret the data. Data from the ALLS study was collected by presenting
participants with 191 survey items covering five domains: health promotion (60
items), health protection (65 items), disease prevention (18 items), health-care and
disease management (16 items), and navigation (32 items).'4 This was conducted in
an interview-style format with a researcher. On the other hand, the NAAL study was
conducted using a survey consisting of 28 health-related items, covering three
domains: clinical, preventive and navigation.® The survey, as with the ALLS study,
was delivered in-person by a researcher. Differences in the number of questions
asked and the difficulty level of each question may be responsible for variances

between the results.
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Standards for literacy in different countries may also contribute to variations in values
reported, as well as educational standards and curriculum content taught in schools.
Although, it is clear from data reported, that large proportions of given populations

have a limited health literacy level, and that this must be addressed.

1.1.3 Effect of limited health literacy levels on the individual

As a result of inadequate health literacy skills, consumers have complex issues
surrounding communication, including difficulty accessing, understanding and using
health information.® There are many consequences as a result of having inadequate
health literacy that can affect knowledge and awareness of consumers’ own health
status, navigation of the healthcare system and knowledge regarding health and

illness.8

The current complexity of healthcare requires consumers to be able to understand a
number of processes. These include the requirement to understand prescription
medicines information, the ability to recognise when to seek acute care, as well as
preventative medicine. These expectations all require a high level of health literacy,
and inadequacies may result in adverse health outcomes and poorer health
outcomes.? 16:17 |n one study, it was shown that 92% of patients with hypertension
who were considered to have an adequate health literacy level were aware that a
blood pressure reading of 160/100 mmHg was high. In comparison, only 55% of
patients with a low level of health literacy were aware of this same fact. Similarly,
94% of patients with diabetes and an adequate health literacy were able to recall the

symptoms of hypoglycaemia, compared with 50% of patients who were classed as
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having inadequate health literacy.'® However, this study had a number of limitations.
Firstly, the small sample size may have impacted on the ability to detect a significant
relationship between participants’ health literacy levels and blood pressure and
HbAu1c. A larger sample size may have overcome this. Secondly, the study assumes
that participants with adequate health literacy are more knowledgeable, yet they may
simply be more able to perform better at tests and surveys. The generalisability of
this study is therefore limited, but does provide insight into the relationship between

limited health literacy and poor knowledge of one’s health status.

A study conducted in an American hospital, measuring the correlation between
health literacy levels and risk of hospital admission, showed that patients with
inadequate health literacy were twice as likely to be admitted to hospital as those
who had adequate health literacy skills (31.5% vs 14.9%, p<0.001).1° After adjusting
for age, gender, race, self-reported health, socioeconomic status, and health
insurance, patients with inadequate health literacy were almost 70% more likely to
be admitted to hospital than those with adequate health literacy (OR=1.69; 95% CI:
1.13-2.53; p=0.01). However, the admission rate for African American participants
was 89%, much higher than the true proportion in the American population, and
therefore generalisability to the Australian setting is limited, but does suggest a

higher risk in more disadvantaged groups.

Consumers with limited health literacy are also more likely to favour use of the
emergency department than regular doctor visits. An American study of structured
interviews with 492 emergency department patients examined the relationship

between health literacy, access to primary care and emergency department use.?°
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The study showed that those with limited health literacy reported fewer doctor visits
(OR=0.6; 95% CI: 0.4-1.0) and more frequent use of the emergency department
(OR=1.6; 95% CI: 1.0-2.7) than those with adequate health literacy. Reducing
barriers towards accessing primary care and improving attitudes towards use of
regular doctors may reduce this potentially costly issue. The generalisability of this
finding to the Australian setting may also be limited due to differences in access and
delivery of health care services between the two countries. It does although provide
support towards the link between limited health literacy and the potentially costly,

inappropriate use of emergency services.

In the Australian setting, Diug et al. studied the psychosocial factors that influence
warfarin stability in consumers taking the medication regularly in 486 participants.?!
The authors concluded that limited health literacy displayed a strong relationship with
increased bleeding risk, nearly five times higher than those with adequate health

literacy (OR=4.8; 95% CI: 2.9-7.8).

It can therefore be acknowledged that limited health literacy can have significant
effects on the individual, including poorer health outcomes, increased adverse
events, inappropriate use of the healthcare system, as well as reduced ability to

navigate the healthcare system effectively.® 16 17
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1.1.4 Effect of limited health literacy levels on the population and

healthcare system

Limited health literacy in the population has ramifications for the community in
relation to both an increase in the rates of chronic disease, and increased costs to
the healthcare system.! 12 An escalation of chronic disease in society will have the
knock-on effect of increasing costs associated with providing healthcare to patients
for conditions that may have been preventable if adequate self-management were
available.' 2 McGowan defines self-management as “tasks that an individual must
undertake to live well with one or more chronic conditions. These tasks include
gaining confidence to deal with medical management...”.??> A broader definition by
Health Canada may better capture the true meaning of self-management in the
current healthcare setting.?® It omits the word ‘chronic’, and aims to include all health
conditions in self-management, assuming both acute and chronic, as well as health
promotion and disease prevention. They defined self-management as “...the range of
activities individuals undertake to enhance health, prevent disease, evaluate
symptoms and restore health.” Self-management and understanding of one’s health
are important in reducing the unnecessary use of the healthcare system. To enable
effective self-management of chronic disease, adequate health literacy skills are

required to comprehend and assess health information. 24

The concept of self-management must then feed into the idea of empowerment of
the individual, as it aims to promote self-sufficiency and awareness of one’s health,
in both a preventative and management context. Thus for this to occur, one must

possess adequate health literacy.
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A costs study on health literacy using US national data conducted in 2007 suggested
that the cost for the US economy relating to limited health literacy is between
US$106 and US$238 billion each year.?® The report estimates that if one considers
“current actions (or lack of action), the real present day cost of limited health literacy
is closer in range to US$1.6 trillion to US$3.6 trillion”.?> No Australian costs study
exists relating to the impact of limited health literacy on the Australian economy.
Using an American model to draw conclusions on the Australian system may have
limitations due to the differences in how healthcare is provided and funded by the
individual and the government, one being the mostly private healthcare system of the
US compared to the mostly public, government funded system in Australia. A private
system may mean that consumers who are less able to afford healthcare, also have
higher levels of limited health literacy in lower socioeconomic groups,?® may go
longer without care. They may therefore present to a medical professional at a
critical, more serious point, which in turn may result in higher costs to the healthcare

system.

A systematic review of literature associated with costs of limited health literacy and
cost-effectiveness of interventions found that limited health literacy adds an
additional 3-5% to the total expenditure on healthcare per year. 2” On a per year per
patient level, it costs an extra US$143 to US$7,798 to treat a patient with limited

health literacy compared to a patient with adequate health literacy levels.?’

Limited health literacy skills also cause patients to harbour feelings of shame and
low self-esteem, which can lead to psychological consequences, particularly

depression,?® and a possible further detachment from the healthcare system.?® This
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may place further burden on the population through increased costs associated with

mental healthcare.

1.1.5 Measuring health literacy

Since the advent of health literacy as a problem, a large focus has been placed on
attempting to quantify and measure consumer health literacy. The reasoning for this
was to identify those with limited health literacy, and subsequently tailor healthcare
delivery specifically for these people to improve their access and understanding to

medicines and health information.3°

Tests to measure health literacy ability generally require consumers to undertake
tasks in word pronunciation and recognition, or assessing their understanding of the
meaning of particular medical or health-related terms.3! Following assessment,
consumers are graded on their ability and categorised into varying levels of health
literacy ability. These tests are not comprehensive measures of consumer health
literacy ability; instead they provide an assessment of selected domains that are

believed to be markers of overall capability.3!

A range of tests have been developed, including the Test of Functional Health
Literacy in Adults (TOFHLA),*? the Rapid Estimate of Adult Literacy in Medicine
(REALM),® and the Newest Vital Sign (NVS).** A variety of shorter versions of some
tests have been developed, including the S-TOFHLA, a shortened version of the

TOHFLA.20
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The TOFHLA consists of a 50-item reading comprehension and 17-item numerical
ability test. It can take up to 22 minutes to administer.3? A shortened version was
developed in 1999, the S-TOFHLA, with a reduction in the number of numerical
items from 17 to 4, and from three prose passages to two.%° This reduced the

amount of time required to complete to test to around 12 minutes.

The REALM, developed in the 1990s, requires much less time than the TOFHLA to
administer, on average, three to five minutes.*3 The test assesses the consumer’s
ability to pronounce a list of 66 medical and clinical terms of increasing difficulty. The
person administering the test asks the consumer to say out loud each word, with the
scores based on the number of words pronounced correctly. A major limitation to the
REALM is the lack of determination whether the consumer actually understands the

meaning of the word.

The TOHFLA and REALM, although measuring different health literacy abilities, are

highly correlated to each other.3?

The NVS was developed in 2005 to create a test that is quick and easy to deliver.3* It
takes on average three minutes to administer. Consumers are required to answer six
guestions from an ice-cream nutrition label they are provided to inspect. If the
consumer can answer four or more questions correctly, they are unlikely to have

limited health literacy ability.

The usefulness of these tests in clinical practice is questionable, given the time it

takes to deliver the test, the actual usefulness of the results, and the malleability of
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health literacy itself. Health literacy abilities may change on a regular basis
depending on the medical condition being treated, the health care provider, and the
system providing the care,3 and therefore classifying consumers into various health

literacy ability levels may prove to be a futile and meaningless task.

Despite this, researchers have continued to attempt to develop quick, easy and non-
intrusive tools to measure a consumer’s health literacy. An American study by Sharp
et al. investigated the relationship between time taken to sign a medical document
and the consumer’s health literacy level.3® Ninety-eight consumers took part in the
study, which first involved each undertaking a REALM health literacy test, followed
by measuring the time it took for them to sign their names on a consent form. The
relationship between the results of the REALM and the time to sign showed that
individuals with signatures completed in six seconds or less were highly likely to
have adequate health literacy (p=0.005), while those who took longer to sign were
increasingly likely to have limited health literacy. The study was limited by its
exclusion of consumers who could not understand English, even though it is well
documented that CALD consumers have a higher prevalence of limited health
literacy (Chapter 1, Section 1.2.2).3": 38 Although this study was conducted in an
American setting in a physician’s clinic, the results may still be relevant to the
Australian community pharmacy setting where consumers are frequently required to
sign prescriptions following medicine supply. Unfortunately, using this method to
detect health literacy issues in situations where consumers do not sign, for example,

in over-the-counter purchases, is not possible.
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1.2 GROUPS AT HIGHER RISK OF LIMITED HEALTH LITERACY

LEVELS

1.2.1 Older adults

A limited level of health literacy in older adults has been shown to be independently
associated with poorer physical and mental health status.'® 3° This may be possibly
attributed to a decline in executive function and episodic memory.*° The Adult
Literacy and Life Skills survey, conducted in Australia, demonstrated a relationship
between increasing age and a decrease in health literacy levels.? Among adults
aged 65 to 74 years, only 17% achieved level 3 or above, translating to adequate
health literacy. It was suggested that this could be a result of reduced mental
processing skills, lower levels of education received by older adults, and the length

of time since receiving formal education.

A five-year prospective study conducted in 2005, aimed to associate limited literacy
with mortality in older adults, and to determine whether lower literacy levels resulted
in increased rates of death.*! It measured the literacy of 2,512 men and women, who
were a part of The Health, Aging and Body Composition Study, using the REALM.
After adjusting for demographics, socioeconomic status, co-morbid conditions, self-
rated health status, health-related behaviours, health care access measures and
psychosocial status, it was shown that those with limited literacy were nearly twice
as likely to die over the same time period as those who had adequate functional
literacy (HR=1.75; 95% Cl:1.27-2.41). A limitation of this study is its exclusion of

patients with functional difficulties, including the inability to walk one-quarter of a mile
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or climb stairs, as well as dementia. The authors stated that they used the same
sampling procedures as Harris et al.,*> which excluded these patients as the aim was
to measure the effect of body composition on early disabilities. The significance of
such exclusion criteria in this study is questionable and therefore may affect the
ability for the results to represent the population as a whole. Cognitive difficulties are
likely to further reduce functional health literacy in consumers, and therefore the
results obtained from the Sudore et al. study may underestimate the true prevalence

of limited health literacy in the older adult population.

A study by Bostock and Steptoe that investigated the relationship between health
literacy and mortality in a sample of 7,857 British elderly people concluded that those
with limited health literacy were 1.4 times more likely to die after a mean follow-up
time of 63.2 months (OR: 1.4; 95% CI: 1.15-1.72) compared to those with a high
level of literacy.*® Limited health literacy was considered as making two or more
errors on a health literacy test, which involved reading a medicine box and
answering questions such as regimen duration. The study is limited by the effect of
response bias. Those with limited health literacy are less likely to participate in
health-related studies as a result of shame associated with having limited health
literacy. Therefore, participants may have a higher health literacy level than the
general population. This is a weakness of many studies which rely on participants

responding to questionnaires.
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1.2.2 Culturally and linguistically diverse (CALD) groups

The quality of healthcare accessible for patients from a non-English speaking
background may be compromised as a result of inadequate English ability.3”: 4445 n
2005, a telephone survey undertaken in 11 languages was conducted with 1,200
Californian residents with the objective of determining the effect of limited English-
language ability on the comprehension of medical information delivered by both a
medical practitioner that spoke the participants’ language, and one that spoke
English.*® It was found that 49% of the respondents were classed as having limited
English proficiency, and that these patients were at greater risk of adverse drug
reactions, difficulties in understanding labels and greater frequency of reporting
problems with understanding a medical situation. Studies show that patients who
have an inadequate English speaking ability are less likely to access healthcare, and

therefore are more prone to poorer health outcomes.3”: 38

In the Australian setting, it has been shown that Indigenous Australians have a high
prevalence of limited health literacy levels, which may further add to social
disadvantage in this population.*¢ Dedicated research on health literacy issues in
other CALD populations within Australia is lacking, yet limited health literacy within
these populations may contribute significantly to the high prevalence of limited health

literacy in Australia.
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1.2.3 Children and adolescents

The effect of health literacy on children could be assumed to be related to the health
literacy of the caregiver.*” 48 A systematic review of health outcomes in children
related to the health literacy of their caregivers showed that a low parental literacy
was related to poorer health outcomes for children.*® In relation to health behaviours,
the review suggested that while limited health literacy did have an effect on health
behaviours such as smoking, violence and lack of breastfeeding, it was not the direct

cause of such behaviours, which are likely to be influenced by other societal factors.

A study published in Pediatrics showed that there was no difference in health care
use or cost for children whose caregivers were classed as having either adequate or
limited health literacy.*® This study was undertaken in an inner city urban hospital in
the US, whose catchment is mostly an ethnic minority; therefore, cultural factors may
also influence access to health care and potentially affect the results obtained. The
study did find that there is a significant relationship between inadequate English
proficiency and increased access to health care with an odds ratio of 2.17 (95% CI:

1.06-4.43).

Little is known about the health literacy levels of adolescents, as most studies focus
on adults and the elderly. A study was conducted assessing the ability of
adolescents to access health information on the internet, and involved 157 students
from the US and UK aged between 11 and 19.%° It showed that many students had
difficulties in accessing health information on the internet. This stemmed from an

inability to spell medical vocabulary and issues with being able to correctly describe
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symptoms. It suggested that integrating health literacy into the health curriculum in

adolescent education may aid in improving the future health of the community.

1.3 HEALTH PROFESSIONALS’ AWARENESS AND ACTION ON

HEALTH LITERACY

1.3.1. Awareness as an issue and subsequent action for improvement

Being a relatively new concept, the teaching of health literacy was minimal to non-
existent in the past, and therefore generations of healthcare professionals exists with
limited knowledge of health literacy.>? It is common for healthcare professionals to
not consider that consumers may be unable to understand written material or include
a literacy assessment in consumer visits.>! It has been suggested that healthcare
professionals often are not prepared to help their consumers in overcoming the
shame and embarrassment associated with limited health literacy.>? This therefore
prevents adequate action being taken to improve the consumer’s comprehension of

the information they are presented.

Efforts to increase the understanding of health literacy amongst healthcare
professionals have focused primarily on physicians, with education of other
healthcare professionals having been neglected.>® Many interventions aimed at
improving the understanding of consumers with limited health literacy have focused
on simplifying written material with an aim to enhance its readability.>? As health
literacy is not purely associated with the ability to read, but also the ability to

understand information, these sorts of interventions are limited by the consumer’s
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comprehension of the written material.>> %* A number of studies have been
undertaken to investigate current practices of healthcare professionals and possible
new techniques for information provision, including the use of visual cues and

pictographs. 52 5557

It has been suggested that potential barriers to the adoption of more effective
communication techniques exist and therefore hinder their use in practice. These
include, but are not limited to, the skill of the health professional, their knowledge of
effective techniques, skills, lack of time and no incentive through reimbursement.52
The lack of research on the effectiveness of communication techniques for dealing
with limited health literacy on health outcomes needs to be addressed, and from this,

practitioner belief in their efficacy may aid uptake.>?

A variety of complex interventions, mainly comprising of consumer-focused
education, have been trialled in an attempt to improve the health of those with limited
health literacy. A systematic review of 15 such interventions found that 13 produced
a statistically significant result in favour of intervention, and that initiatives similar to
those reviewed may be effective if they are introduced more widely in the healthcare
setting.>® However, the review was unable to determine which type of initiative is

more advantageous than another as they were diverse in nature.

The trials included in the systematic review, while showing support for the use of
complex interventions in improving health outcomes in consumers with limited health
literacy, had shortcomings. Four of the included studies did not perform

randomisation of participants, eight failed to conceal the treatment allocation, and
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blinding of the outcome assessor only occurred in three of the studies.>® A modified
Delphi List criteria was used to assess the studies, and of the nine criteria, five trials
met six or more, and five met three or less. Therefore, the results of this review can
be used to support the suggestion that complex interventions may be effective, but
stronger evidence would be required to further support this claim, especially as cost
can be a major factor. As with many systematic reviews, selection bias may limit the
strength of the review. This review only included published journal articles, and
excluded grey literature and other, unpublished data, reducing the scope of the

study, and thus may limit the generalisability of the results to practice.

In relation to research on health literacy, an upsurge of studies in the last decade
has provided greater insight in to health literacy and its effect on the individual and
society. The Scopus database has shown an increase of articles with ‘health literacy’
in their titles from 13 in 1997 to 171 in 2009.%? However, these are only articles that
use ‘health literacy’ in their title without consideration of those that may use other
related terms such as ‘communication’ or other synonyms. Therefore the number of

articles on health literacy would most likely be higher than this figure.

1.3.2 Action by national organisations and governments

To improve health literacy, the responsibility must be placed on both consumers and
society, and action to overcome limited health literacy must be directed towards the

individual, the population, healthcare professionals and policy makers.1?
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The American Medical Association (AMA) became the first national medical
organisation in the US to implement policies that consider the relationship between
limited health literacy levels and poor health outcomes.®® They developed a number
of initiatives to target healthcare professionals in recognition of the role that health
literacy plays in practice outcomes. These included tools and educational materials
for professionals to help overcome barriers to limited health literacy.>® Unfortunately,
materials created for the American setting may not be applicable to practice in
Australia, and would require amendments if they were to be used in this setting. The
creation of Australian-specific materials to educate health professionals about health

literacy would be the most appropriate action.

Other organisations have also adopted programs aiming to recognise and improve

consumer health literacy in an attempt to improve public health.5% 62

In 2009, the National Health and Hospitals Reform Commission (NHHRC), on behalf
of the Australian Government Department of Health, submitted a final report titled ‘A
healthier future for all Australians’, which identified the improvement of health literacy
as important to enhancing consumer engagement with the healthcare system.%? The
NHHRC recommended that health literacy be integrated into the National Curriculum
in primary and secondary schooling, and that it be included in national skills
assessment. Another recommendation was the development of a national campaign
on mental iliness to improve awareness, increase mental health literacy and reduce

stigma associated with mental illness.

The US Department of Health and Human Services released a plan in 2010 to

combat limited health literacy titled ‘National Action Plan to Improve Health
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Literacy’.®® The aim of the scheme is to promote research and study into health
literacy, and the creation of interventions that may aid in improving the health literacy
level of the population. The action plan states their vision as “a restructuring of the
ways we create and disseminate all types of health information... The plan also calls
us to ensure that all children graduate with health literacy skills that will help them

live healthier throughout their lifespan”. 62

1.4 HEALTH LITERACY IN THE PHARMACY SETTING

1.4.1. Services offered by a community pharmacist

The traditional role of the pharmacist was once considered that of a dispenser of
medicines, with the function of supplying medicines to the population. The role of a
pharmacist has evolved to a patient-focused healthcare professional integrated into
the health care team, providing ‘enhanced pharmacy services’, such as diabetes
screening, weight management, wound care and harm reduction programs.

Unfortunately, this is often an aspiration rather than a reality in practice.

In 1998, six types of community pharmacy services were highlighted as new roles of

the pharmacist, these being®*:

* Provision of medicines information;
* Provision of non-prescription medicines (Pharmacy Medicines and
Pharmacist Only Medicines);

* Clinical interventions;
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« Medication management services;
* Preventative care services for patients with chronic conditions; and

+ Participating in therapeutic decisions.

The document concluded that there were three areas that the pharmacy profession
lends itself to: the care of patients seen by a medical physician; the care of patients
who present for issues that are treated in the primary care setting; and public health

as a broad concept.

A systematic review of literature from 1990 to 2002 on services provided by
pharmacists in 2002 further expanded on the pharmacist’s role.%® It stated that
evidence for utilising the pharmacist to help educate both consumers and prescribers
was strong. The review found that pharmacist-run educational sessions for
consumers improved medication adherence in older adults and better symptom
control in conditions such as heart failure, resulting in reduced risk of hospitalisation
and improved quality of life. The implementation of educational outreach visits to
prescribers on drug classes that commonly attract prescriber errors showed
improved quality use of these particular medicines. Overall, the review
demonstrated that a large amount of high quality evidence is present to support the
ongoing development and implementation of pharmacy professional services,

including educational initiatives.
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1.4.2 Why pharmacists have an important role in understanding health

literacy

Being one of the most accessible healthcare professionals in the healthcare team,
the pharmacist must possess adequate communication skills to ensure accurate and
comprehensible health and medicines information can be provided to the consumer
and community. The WHO documents the qualities a pharmacist must exhibit to
practice as a professional and competent member of the profession.®® The document
highlights eight attributes, titled “The Eight Star Pharmacist’:

» Care-giver

 Decision-maker

« Communicator

* Leader

« Manager

Life-long learner
» Teacher

* Researcher

The importance of possessing these qualities is paramount to working effectively

with other healthcare professionals and with the public.

The understanding of health literacy, its effect on the health outcomes of consumers
and how it can be managed is heavily embedded in the role of the ‘communicator’.
The effective exchange of information between the consumer and the pharmacist

requires the use of a variety of communication techniques to overcome health
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literacy barriers, and it has been suggested that more training is necessary to make
health professionals, including pharmacists, more health literacy sensitive.% If a
pharmacist were unable to recognise that a consumer had limited understanding, or
the consumer was unable to explain their symptoms or iliness accurately, negative
consequences may result; for example, the consumer may receive inappropriate
care or may misunderstand instructions. A reason that inadequacies in health
literacy go undetected by healthcare professionals is that the issue of limited health
literacy is widespread and is not immediately apparent or obvious with many
consumers.? Limited health literacy can be viewed as a ‘quiet disability’ due to the
shame associated with admitting the inability to read or write, and is therefore the
reason why pharmacists need the ability to conceptualise health literacy as an issue

in everyday practice.

In Australia, the Pharmaceutical Society of Australia (PSA) publishes a Code of
Ethics that outlines the principles that a pharmacist must abide by to practice as an
ethical and responsible health practitioner.8” Principle 1 covers the consumer as the
pharmacist’s first priority, and states that their care and wellbeing must be dealt with
in a professional and compassionate manner. It then defines the pharmacist’s
obligations under this principle to provide further guidance as to how they are
implemented in the practice setting. Two of these obligations can be directly related

to the issue of health literacy, these being:

e “1.3 Recognise consumers who are particularly vulnerable and tailor the

provision of care accordingly”; and
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e “1.4 Act to prevent harm to the consumer”.

It can therefore be assumed that to abide by these principles, pharmacists have an
obligation to recognise consumers with inadequate understanding and tailor their
interactions with them to optimise the exchange of information and ensure adequate

understanding, with the aim of preventing harm and improving health outcomes.

It has been shown that pharmacists often overestimate the ability of consumers to
read and comprehend information on medicines bottles, health information and
forms associated with receiving care.? 8 For the consumer to understand this
information at a level deemed appropriate, they must have adequate reading,
computational and self-management skills to navigate the health system.? A study
investigating how patients cope with interacting with the healthcare system showed
that patients employed a number of techniques in an attempt to overcome issues
with their illiteracy.®® One method was to continually ask questions until they
understood the information, yet once they received a negative response from a
healthcare professional regarding their inability to read or write, they were unlikely to
mention their literacy issues in the future. This then further deepens the problems
associated with recognising consumers with limited literacy levels. Other strategies
involved using a surrogate who can read and write to attend appointments with them,
or a reliance on oral instructions or demonstration of procedures.® It must be noted
that studies like these can be flawed due to the sensitive nature of limited literacy
and the associated shame and stigma, and therefore participants may be reluctant to

admit limited literacy when directly asked.
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This is where it is important for pharmacists to be able to recognise when someone
does not understand a concept, as it may uncover hidden inadequacies in literacy
abilities. A 2013 Australian study by Kairuz et al. utilised semi-structured interviews
with pharmacists and pharmacy assistants to investigate factors impacting on
consumer health literacy, from the perspective of pharmacy staff members.® The
study showed that three overarching factors influenced consumer health literacy:
complexity of the health system; clarity of information; and dialogue among
consumers and healthcare professionals. The study went on to suggest that
enhanced engagement between pharmacy staff members and consumers would
limit potential confusion with medicines and health information may help reduce
medication misadventure and improve consumer health outcomes. This study is
limited by a very small sample size (11 pharmacists and 9 pharmacy assistants) and
a relatively small geographical area (south-east Queensland), and therefore reduces

the strength of the results and their ability to be generalised to larger populations.

There is a current lack of research into health literacy interventions directed at
pharmacists both in Australia, and internationally, and therefore provides further

reason to undertake research into this particular area.

For this to be possible, the pharmacist must understand health literacy as a concept,
and subsequently as an issue that must be addressed to ensure positive health
outcomes. Working in partnership with consumers and their caregivers in improving
understanding and involving them in their own care as much as possible may help

reduce the shame that limited health literacy can cause.®®
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1.4.3 The primary and tertiary care setting

In Australia, one of the roles of the pharmacist is the provision of Pharmacy
Medicines (S2)! and Pharmacist Only Medicines (S3)?, which are commonly referred
to as ‘over-the-counter’ medicines. The treatment of minor ailments by the
pharmacist is called ‘primary care’. In the supply of S2 and S3 medications, the
pharmacist must ask a range of questions related to the consumer’s condition,
including symptoms, other medications being used, allergies and other medical
conditions that may be relevant. For this information to be divulged, the consumer
must have an adequate understanding of the questions being asked, but also an
ability to recognise and describe their own symptoms in a way that is both accurate
and comprehendible by the pharmacist.”® As well as this, the consumer should be
able to ask questions that they believe are important for their own understanding.
Limited health literacy acts as a barrier to the effective exchange of this information.
Shame related to this issue may also prevent the patient from asking questions in

instances where they do not understand a concept.

Limited health literacy is also an important consideration in the provision of tertiary
care to the consumer. Tertiary care involves the management of conditions that have
been referred to more specialised medical practitioners for ongoing treatment and
management. Limited health literacy may prevent a consumer from being able to

recognise signs of disease progress, or changes in their condition or symptoms.”°

1 Pharmacy Medicines: medicines that are only available for purchase from pharmacies. Consumers
do not need to receive advice from a pharmacist before purchasing this medicine.

2 Pharmacist Only medicines: medicines that are only available for purchase from pharmacies.
Consumers must first be assessed by a pharmacist to determine whether these medicines are
appropriate for the consumer.
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The ability to effectively monitor one’s own health may be paramount to ensuring that

the best care is provided efficiently and effectively.

A commonly overlooked issue is the healthcare professional’s own level of health
literacy. For an effective exchange of information between the consumer and the
pharmacist, the pharmacist must also have a solid understanding of healthcare. Little
research has been done in relation to this matter, as pharmacists are generally, yet

perhaps wrongfully, assumed to have a very high level of health literacy.

In addition to this, adjunct staff in the pharmacy, such as pharmacy assistants and
dispensary technicians, are commonly involved in providing primary care under the
supervision of a pharmacist. For this to be effective, the health literacy of the
pharmacy staff members must also be adequate. Research and literature in this field
is also lacking, and further investigation and subsequent action to improve staff
health literacy may allow for more effective communication between the staff and

consumer.

1.4.4 Medication related issues and medication misadventure

The issue of medication misadventure and non-adherence is prevalent in consumers
who possess limited health literacy skills'? 7173, albeit with a possibly weak
association as shown in a 2014 systematic review on the topic.”* Medication
misadventure is defined as ‘any iatrogenic hazard or incident associated with drug
therapy’ and includes adverse drug events, which are instances where a drug has

caused harm to the consumer.”® A number of factors can contribute to medication
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misadventure, including increasing age, which is usually accompanied by decreasing
cognition, misinterpretation of medication labels and pharmacist advice, as well as

inadequate time spent by a pharmacist in counselling consumers on medicines.>2 71

72,76

A study by Lindquist et al. that investigated the incidence of medication non-
adherence after discharge from hospital showed that patients with limited or marginal
health literacy levels had an increased risk of unintentional non-adherence to
discharge medications.’? Of those with limited health literacy, 47.7% had
unintentional non-adherence 48 hours after discharge, compared with 31.8% in
those with marginal health literacy, and 20.5% in the group who were considered to

have adequate health literacy (p<0.002).

It had previously been shown that health literacy played no part in medication
adherence levels’”: 78, yet Lindquist et al. explained that previous studies had not
separated intentional and unintentional non-adherence.’? The study by Lindquist et
al. showed that patients who had adequate health literacy were more likely to
intentionally non-adhere to medication (73.3%), compared to those with marginal
and limited health literacy patients (11.1% and 15.6% respectively, p=0.001).72 From
this, it was suggested that limited health literacy does result in medication non-
adherence, but more specifically, it results in unintentional non-adherence, but also
that a higher level of understanding of medication information may translate into

decision making regarding medication taking and health behaviours.
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Limited health literacy also contributes to misunderstanding of prescription warning
labels.”* 7® Patient warning labels or ancillary labels are stickers attached to
medication containers that provide specific warnings to consumers about the
medication, or give instructions in regard to how, or how not to, take medications.
Davis et al. reported that those with limited literacy were three times more likely to
misinterpret patient warning labels than those that had adequate literacy levels
(OR=3.4; 95% ClI: 2.3-4.9). Most patients were able to understand basic instructions
such as ‘Take with food’, yet struggled to understand instructions that required more
complex thought and comprehension such as ‘For external use only’ or ‘Do not take
dairy products, antacids, or iron preparations within 1 hour of this medication’.

Common misinterpretations are shown in Table 1.1 below.

Table 1.1: Misinterpretations of patient warning labels used in medication labelling

Patient warning labels Misinterpretations
Take with food Don’t take food
Do not chew or crush. Swallow whole Chew pill and crush before swallowing

Just for your stomach

You should avoid prolonged or excessive |Don’t leave medicine in the sun
exposure to direct and/or artificial sunlight |Don’t leave [medicine] in sunlight, but a cool

while taking this medication place.

For external use only Take only if you need it

The study by Davis et al. concluded that a review of current labels used in pharmacy
practice should be undertaken to allow for a better understanding of what healthcare
professionals would consider basic instructions.”*
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1.5 THE CURRENT STATE OF PHARMACIST EDUCATION OF

HEALTH LITERACY

1.5.1 Tertiary education - curriculum design and how health literacy is

taught

Being a relatively new concept, health literacy in pharmacy curricula is not well
represented. With healthcare professional courses, such as pharmacy, being very
content heavy and having many issues demanding space in undergraduate or post-
graduate pharmacy curricula, it may become difficult to integrate new concepts, such
as health literacy. The Institute of Medicine (US) has stated the importance of
teaching students about health literacy, and has noted a number of initiatives by

medical schools in the US in regard to teaching health literacy to students.&°

The Harvard School of Public Health offers graduate students an ongoing course on
health literacy and its implications on society, while the University of Virginia School
of Medicine introduces health literacy in an introduction lecture in first year, with the

concept being integrated into other year levels.&

Literature on health literacy education implementation in to pharmacy courses is
minimal. A study conducted in America in 2013 investigated the impact of a health
literacy assignment on pharmacy students’ knowledge of health literacy.8! Both
before and after the assignment, students completed a self-reflective exercise of
their awareness and skills associated with health literacy. The study showed an

improvement in their understanding of the challenges, significance, and methods of
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health literacy level-appropriate communication. Students also demonstrated a
greater awareness of the role of pharmacists in presenting medicines and health
information clearly to patients. While adding support to the integration of health
literacy education into pharmacy curricula, the study was unable to determine the
long term sustainability of skills students gained through the health literacy
assignment. Long term retention and use of health literacy level-appropriate

communication is important if a sustained impact on consumer health is to be seen.

A review conducted by the PhD candidate of current pharmacy curricula in Australian
universities shows that health literacy is taught in a number of ways, under a variety
of different labels (Table 1.2). Table 1.2 outlines each university’s acknowledgement

of health literacy in the learning outcomes in their pharmacy course.

From the 18 schools of pharmacy in Australia, only one, Monash University,
mentioned ‘health literacy’ in the learning objectives or course outline. It must be
added that Table 1.2 does not show whether a university teaches health literacy in
their course; it simply aims to list universities that mention health literacy in the
university handbooks and subject outlines available to the public. The table contains
extracts from university handbooks that were deemed closest to the definition of
health literacy education. It must be noted that communication and interpersonal
skills are taught across a number of subject in each curricula, not solely in those

mentioned in the table.

The omission of health literacy in subject outlines may provide an opening for further

investigation as to why it does not take a higher priority in unit outline descriptions.
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The survey of academic pharmacists (Chapter 3, Section 3.3) provides a greater
insight into how health literacy is taught and assessed both in Australia and in an

international context.82
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Table 1.2: Use of the term ‘health literacy’ within the learning objectives of current pharmacy curricula in Australian universities

University Program |[Subject Learning Objectives
University of MPharm  [Healthcare Professional Doesn’t use the term ‘health literacy’.
Canberra® Practice 1 Describes the learning outcomes as:

» “Understand the importance of and demonstrate, clear techniques in
verbal and written communication as they apply to different areas of
professional practice, involving patients, carers and healthcare
professionals”.

* “Ildentify and overcome barriers to effective communication including

consideration of culture and ethnicity”.

Charles Darwin  [BPharm  [Fundamentals of Pharmacy |Doesn’t use the term ‘health literacy’.
University®4 Practice Describes the learning outcomes as:

» “This unit introduces the learner to the role of the pharmacist

in...communication skills.”
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University Program [Subject Learning Objectives
Charles Sturt BPharm [Introduction to Pharmacy Doesn’t use the term ‘health literacy’.
University8® Describes the learning outcomes as:
» “Presents a theoretical framework on which to develop effective
written and oral communication skills.”
Curtin University |BPharm  |Pharmaceutical Practice 321 [Doesn’t use the term ‘health literacy’

of Technology?®® 8’

Describes the learning outcomes as:

» “Patient counselling, communication skills, compliance and

concordance...”

MPharm

Pharmaceutical Practice 521

Doesn’t use the term ‘health literacy’

Describes the learning outcomes as:

» “Patient counselling, communication skills, compliance and

concordance...”
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University Program [Subject Learning Objectives
Griffith BPharmSci [Professional Pharmacy Doesn’t use the term ‘health literacy’.
University88 MPharm [Practice | and Il Describes the learning outcomes as:

« “...provides the student with the knowledge and understanding of
verbal communication, history taking and interpersonal counselling

skills, while highlighting the needs of the patient.”
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University

Program

Subject

Learning Objectives

James Cook

University8%-91

BPharm

Professional Pharmacy

Practice I, Il and Il

and

Advanced Professional

Pharmacy Practice

Doesn’t use the term ‘health literacy’.

Describes the learning outcomes as:

« “...increase the students’ knowledge and understanding of verbal
communication, history taking, interpersonal and counselling skills
that consider the different cultural and socioeconomic needs of the
patient.”

 “This subject will further develop the students understanding of
aspects of professional pharmacy practice including communication,
counselling skills... An emphasis will be placed on how this applies to
cross cultural communication.”

* “An emphasis will be placed on good listening and communication

skills.”
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University Program [Subject Learning Objectives

La Trobe BPharm |Pharmacy Practice and Doesn’t use the term ‘health literacy’.

University®? IAdvanced Counselling Describes the learning outcomes as:

 “Topics to be covered include making decisions about how to

respond, ways to respond, crisis intervention, telephone counselling,
dealing with people from culturally and linguistically diverse (CALD)
backgrounds, values and beliefs about people, customers in difficult
situations, assertive skills, grief and loss, teamwork and counselling
across the life span.”

Monash BPharm  [Pharmacists as Does mention ‘health literacy’.

University®3

Communicators

Describes the learning outcomes as:

« “effective communication with patients and prescribers; health

literacy; the problems of medication non-adherence and means of

overcoming them; the role of the pharmacist in patient education.”
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University Program [Subject Learning Objectives

University of New |BPharm  |Communication for Health Doesn’t use the term ‘health literacy’.

England®* \Workers Describes the learning outcomes as:

« “...introduces students to the development of effective
communication in the health care context. It addresses
communication with clients, colleagues, families and significant
others and deals with conflict resolution, cross-cultural
communication and professional responsibility and accountability. It
assists students to identify barriers to communication and the causes
of communication breakdown and offers ways for them to approach

overcoming these problems in their professional environment.”

University of MPharm  [Pharmacy Practice 2 Doesn’t use the term ‘health literacy’.

Newcastle® Describes the learning outcomes as:

» “Communication skill is an important competency for pharmacists
and this course will examine ways of effective communication with

consumers and other healthcare professionals.”
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University Program [Subject Learning Objectives

University of BPharm  |Quality Use of Medicines A1 |Doesn’t use the term ‘health literacy’.

Queensland®: °7 and A2 Describes the learning outcomes as:

» “Communicate information about medicines clearly, accurately and
at a level appropriate to the context.”

» “To introduce the pharmacy student to patient counselling

techniques.”
Queensland BPharm  [Pharmacy Practice 1 Doesn’t use the term ‘health literacy’.
University of Describes the learning outcomes as:
Technology®® » “Demonstrate effective communication and counselling methods

used to convey the appropriate drug information to patients following
the dispensing of medication or to patients seeking advice on their
current medications and introduce the concepts of compliance,

concordance and an understanding of health beliefs in patients.”
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University Program [Subject Learning Objectives

University of BPharm  [Pharmacy Practice 2 Doesn’t use the term ‘health literacy’.

South Australia®® and Describes the learning outcomes as:

100 Issues in Contemporary * “Cultural, social, behavioural and communication issues in pharmacy

Pharmacy Practice practice.”
 “Consumer issues such as self-medication and the ‘informed

consumer’...Patient diversity: multicultural issues that impact on
health, and issues for indigenous populations, including indigenous
Australians.”

University of BPharm  [Social Pharmacy Doesn’t use the term ‘health literacy’.

Sydney?!01. 102 MPharm Describes the le arning outcomes as:

and

Aboriginal and Rural Health

» “Topics include chronic iliness, self-management, pain, and

communications. The emphasis will be on the psychosocial

processes that underpin patient health behaviours.”

« “...different modes of communication and service delivery will be

investigated.”
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University Program [Subject Learning Objectives

University of BPharm  |Pharmacy in Health Care Doesn’t use the term ‘health literacy’.

Tasmanial® Describes the learning outcomes as:

* “Students will be introduced to basic psycho-social aspects of

healthcare and communication...”

University of MPharm |Introduction to Pharmacy Doesn’t use the term ‘health literacy’.

\Western Practice Describes the learning outcomes as:

Australiat®® » “...become familiar with the process of communicating health care
information to the patient...”

RMIT BPharm [Introduction to Pharmacy Doesn’t use the term ‘health literacy’.

University10°

Describes the learning outcomes as:
* “You will examine, in the context of the Australian healthcare system,
the theory and practice of personal and interpersonal skills, including

written and oral communication skills...”
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University

Program

Subject

Learning Objectives

University of
Technology

Syd neleG, 107

MPharm

Professional Services:

Introduction

and

Professional Services 1

Doesn’t use the term ‘health literacy’.

Describes the learning outcomes as:

 “Patient information covers consumer rights to be informed, and
behavioural, communication and cultural diversity factors.”

» “The communication and behavioural aspects of patient—pharmacist

interactions are also covered.”
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1.5.2 Continuing education on health literacy

Continuing education (CE) in pharmacy has been available since 1960, and attempts
to help pharmacists improve their knowledge and skills in pharmacy practice, such

as emerging and current diseases and approaches to therapy.1%®

Due to the relative novelty of health literacy as a concept, many pharmacists who
graduated before the concept was taught at university may lack an awareness of its
existence. This highlights the importance of providing education on health literacy to
ensure that all pharmacists are aware of it, how it affects consumer outcomes, how
to identify consumers who may have limited health literacy levels, and interventions

and techniques that can be employed to improve information exchange.

Schwartzberg et al. notes that “enhancing the interaction between health care
professional and patient is a matter of continuing professional education.”® The
authors go on to suggest that healthcare professionals require specific education on
the various techniques that can be employed to improve information exchange
between themselves and the patient, as well as the implications that limited health

literacy levels have on the healthcare system.

There appears to be a lack of CE resources on health literacy in Australia and

internationally, with this possibly attributable to the concept being relatively new and

unknown.
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1.5.3 Communication techniques already known and utilised by

pharmacists

Adaptable and effective communication skills are essential for pharmacists to
interact with consumers who have varying levels of health literacy. Universities teach
a range of skills that can be employed in practice settings to enhance the exchange
of information between the consumer and the healthcare professional, yet the

degree to which these are utilised may be less than desirable.

Communication skills can vary from basic skills, including using simple language,
speaking slowly, using printed material to supplement spoken information and
reading aloud, to more advanced methods. Advanced methods involve greater
interaction on the consumer’s behalf, and include the teach-back method where the
consumer is asked to repeat back or demonstrate what has been taught to them to
assess their understanding.3® 109 110 Using the teach-back method could constitute
asking the consumer: “To make sure I've explained things clearly, could you please

tell me how you will use this medicine when you get home?”

Schwartzberg et al. conducted a survey of healthcare professionals attending health
literacy information sessions on methods they use in their everyday practice. It was
found that pharmacists are more likely to read instructions aloud compared to
physicians and nurses (70.0% vs. 46.9% vs. 57.6%, p<0.003), and were the least
likely to employ methods that check for patient understanding (36.4% vs. 55.1% vs.
42.5%, p<0.020).52 The use of these basic techniques, while beneficial in conveying

information to consumers with the most basic level of understanding, is associated
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with a number of limitations in trying to achieve consumer understanding. Reading
aloud does not add meaning to the information, and is not likely to improve a
consumer’s comprehension of the information, while failure to use the teach-back
method does not assess a consumer’s understanding. While this study by
Schwartzberg et al. does shed some light on the frequency of use of communication
methods, the survey was completed by healthcare professionals attending a health
literacy seminar, who therefore may already be more proactive in employing these
methods in their practice. As a result, the actual frequency of use may be lower than

what is suggested in this study.

1.5.4 Universal precautions in health literacy

It has been suggested that ‘universal precautions’ in health literacy be adopted for all
consumers.3! 111,112 The concept of universal precautions came to light in the early
1990s in an attempt to reduce the spread of Human Immunodeficiency Virus (HIV)
by assuming that any patient could be infected and thus taking the same appropriate
measures with all patients to reduce the risk of exposure to blood and other bodily
fluids. A similar framework idea now exists for managing the effects of limited health
literacy in the community; assume that all consumers have a limited level of health
literacy until indicated otherwise. For healthcare professionals, this would mean that
they would communicate information to all consumers, both verbal and written, at a
level that would be appropriate for consumers with limited health literacy.'! 112 This

approach also removes the need to screen consumers for limited health literacy.
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Universal precautions for health literacy include the use of simple language,
particularly lay language, and avoiding medical jargon that could be likely to confuse
the consumer.''? The American Healthcare Research and Quality group (AHRQ)
created a Health Literacy Universal Precautions Toolkit, which includes a number of
communication strategies that can be employed in practice to improve consumer

understanding of medical information.''? These include, but are not limited to:

Prioritise information

e Limit content

e Provide written information in a simplified form

e Encourage questions from the consumer

e Establish understanding (e.g. use the teach-back method)

e Ask the consumer to demonstrate a particular process, if appropriate
e Use simple, plain language when counselling

e Speak clearly

e Repeat important points

An impediment to using these skills in everyday pharmacy practice could be the
small window of opportunity to interact with a consumer, and therefore time may not
permit for more advanced techniques to be utilised. Teaching pharmacists and
pharmacy staff members effective skills for consumer interaction is paramount to
ensuring the best health outcomes are achieved for consumers. Pharmacists should
not be afraid to spend extra time consulting a consumer with a lower level of
understanding as it reduces the likelihood of representations due to issues such as

medication non-adherence.
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1.6 BEHAVIOURAL CHANGES OF THE HEALTHCARE

PROFESSIONAL IN ADOPTING NEW CLINICAL PRACTICES

1.6.1 Influences, motivations and approaches for implementing

innovations and interventions

The translation of research and knowledge into practice is not a new challenge. For
interventions that involve the addition of new, voluntary practices to be successful,
the healthcare professional being targeted must be receptive to change and open to
the adoption of new practice techniques. The outcomes of research aim to support
new, voluntary practices in patient care and their subsequent implementation into
everyday practice, but a gap exists between what is suggested and what is actually
applied to practice by healthcare professionals. This gap in implementation of
research could be concerning and disheartening for those who invest time and
money into developing new practices, yet fail to see a return on investment through

uptake into clinical practice.

The difference between ‘diffusion, ‘dissemination’ and ‘implementation’ must firstly
be defined to understand the process of changing clinical behaviours. Diffusion is
defined as “the process by which innovation is communicated through certain
channels over time among the members of a social system”, while dissemination is
“diffusion that is directed and managed”.1'3-1%° Diffusion therefore may be thought of
as the natural, passive spread of information, while dissemination is a more planned
and active process. Although on the contrary, a definition by Rogers of dissemination
also mentions that it includes “both the planned and spontaneous spread of new
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ideas”, therefore suggesting that dissemination can be both natural and planned.!*3
Although these definitions do differ slightly, they both attempt to encompass the act

of spreading information and ideas into society.

Implementation goes a step further to involve the translation and application of
innovations or guidelines into practice.'1® It could be suggested that while diffusion
and dissemination of clinical innovations and guidelines are important factors in
changing clinicians’ behaviour, it is their effective implementation that is paramount

to ensuring that they are embedded into everyday practice.16

Grol suggests that there are a variety of influences and processes that motivate a
healthcare professional to adopt changes in their clinical practice, being either

internal or external influences.117. 118

Internal influencers come from within the healthcare professional’s own desire to
implement change.*'”- 118 Three approaches for encouraging internal change are
suggested to exist: educational, epidemiological and marketing. The educational
approach is based on the healthcare professional’s own intrinsic motivation to
achieve competence in practice and remain up to date with emerging literature.
Utilising approaches based on everyday problems faced in practice and using
problem-based and interactive group learning are thought to be effective forms of

this approach.

The epidemiological approach is based on assuming that healthcare professionals

make decisions based on the evidence available, weighing up the benefits and risks
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before implementing change into their clinical practice. This approach can involve
providing evidence in a user friendly form, particularly with the use of summaries and

guidelines, to deliver succinct and critiqued information.

Lastly, the marketing approach involves the promotion of a proposal for change by
disseminating the information in an attractive fashion that can aid the target user to
achieve their personal goals. The utilisation of media in advertising such proposals is

an example of the marketing approach.

On the other hand, external influences can also be necessary for the uptake and
implementation of change in clinical practice, and thus a variety of approaches can
be developed to target this.11”: 118 External influences are influences that come from
a source other than the individual. Four approaches have been identified as ways of
encouraging implementation of change, these being: external influence; social

interaction; managerial; and control and compulsion.

External influence approaches focus on the belief that the behaviour of the
healthcare professional can be shaped by external motivators, such as feedback,
sanctions and rewards.''”: 118 Social interaction approaches are based on the belief
that healthcare professionals will look to role models or exemplary figures in their
field, and emulate their behaviour in clinical practice. These approaches can involve
organising ‘outreach visits’ by respected experts who already undertake these new

practices, as well as utilising peer review and assessment.

51|Page



The managerial approach involves changing and improving organisational
frameworks and systems, rather than focusing purely on the healthcare
professionals as individuals. Promoting a system where implementing change is
easily facilitated can help ensure smoother and more effective adoption of new
proposals for change. Lastly, control and compulsion involves the influence that
external powers exert over healthcare professionals’ behaviour. It can involve the
avoidance of negative consequences, such as lost income and loss of extra benefits.
Examples of this form of influence approach include laws and legislation,

accreditation and professional registration.

A systematic review by Greenhalgh et al. on innovation diffusion in service
organisations also discussed influences for innovation adoption, and described
‘homophily” and ‘boundary spanners’ as additional influences to the adoption of
innovations.*® Homophily describes a characteristic of individuals who are more
likely to implement and utilise an innovation if those who are currently using it are
characteristically similar to them, for example in relation to education, culture and
socioeconomic status. Boundary spanners are individuals who work within an
organisation but have links to the outside world, and are able to link the organisation
to external networks in relation to the innovation being implemented, and thus

improve the likelihood of implementation of the innovation.

Understanding the factors that may influence implementation is important, yet
without being able to identify particular factors which are vital for the implementation
of clinical interventions in individual situations or settings, the applicability of the

theory is limited in practice. It does, however, provide a basis to work upon when
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creating interventions, in particular, possible enablers and barriers that may be

targeted.

1.6.2 Attributes of an innovation

In the practice setting, innovations are implemented and adopted at varying rates,
and have therefore been suggested to comprise of a number of key attributes. In a
review by Greenhalgh et al., a set of characteristics of an innovation were outlined,
which are as follows!:
* Relative advantage: being able to show well defined advantages in efficacy or
cost improves the likelihood of implementation into practice.
« Compatibility: if the innovation complements the needs and values of the
targeted individual or organisation, there is an improved rate of adoption.
« Complexity: simple innovations are more likely to be implemented.
« Trialability: success of adoption increases if the user is able to trial the
innovation in a limited capacity before implementation.
* Observability: if visible benefits can be seen, ease of implementation
improves.
* Reinvention: the ability to adapt innovations to better suit the needs of the user
will aid in adoption into practice.
» Fuzzy boundaries: the concept that the more malleable and adaptive the
organisational systems are, the easier full implementation of an innovation can
occur.

* Risk: innovations considered risky for the individual are harder to implement.
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» Task issues: innovations that are perceived to increase the individual’s normal
task performance will be adopted more readily.

* Knowledge required to use it: likelihood of adoption is improved if the
knowledge necessary to utilise the innovation can be easily coded and used in
varying contexts.

« Augmentation/support: innovations that come with support are more likely to

be adopted.

The review suggests that while the attributes of the innovation are important, they
are not the defining factors that influence the rate of implementation and adoption
into practice. Rather, it is the “interaction among the innovation, the intended
adopter(s), and a particular context” that determines the rate of adoption.*® It could
therefore be suggested that while it is important to consider the attributes of an
innovation during its design, the contextual differences in varying settings and the
attributes and skills of each individual will play a large role in the rate of adoption of
an innovation. This is where the barriers to implementation may play a marked role

in implementation and sustainability in practice.

The Greenhalgh et al. systematic review included innovations from many fields of
practice, including rural and medical sociology, communication studies and
marketing, and therefore conclusions made may not be completely applicable to the
implementation of innovations into the health care system. The review was unable to
include information on the sustainability of implemented innovations in practice, as

there was very little literature on this topic, and may therefore benefit from further
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research into this area to gain a better understanding of factors that influence

sustainability in practice.

As mentioned previously (Chapter 1, Section 1.3.1), systematic reviews may be
limited by their inclusion criteria. Publication bias may inadvertently exclude
important insights into a particular topic, thereby reducing the potential impact of the
review. Overcoming this is difficult, as ensuring that the best-quality research is

included in a review is an important aspect of the process.

1.6.3 Barriers in the implementation of change in clinical practice

A number of barriers exist that impede the adoption of new practice techniques and
innovations, including time, lack of reimbursement and lack of skill.}'® Some
practitioners may lack the ability to critically evaluate medical literature, and therefore
may be unable to adopt suggested techniques, or may attempt to utilise techniques

that are suggested by low quality studies.

A review of the literature surrounding adoption of clinical guidelines and barriers that
impede implementation suggested that the following seven barriers exist on the

individual level20:

» Lack of awareness - healthcare professionals are not aware that the
guidelines exist.
* Lack of familiarity - healthcare professionals are not familiar with particular

guidelines, and therefore may present issues with implementation.
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» Lack of agreement - healthcare professionals may disagree with the guidelines
or recommendations due to a number of issues including lack of evidence, lack
of relevance to the patient population, cost, patient discomfort or lack of
credibility of the author(s).

» Lack of self-efficacy - a belief that the healthcare professional cannot
implement the guidelines due to a lack of training or skill.

» Lack of outcome expectancy - healthcare professionals may believe that the
implementation of the particular guideline will not have an effect on the patient
population that is being targeted.

* Inertia of previous practice - healthcare professionals may not adopt a new
guideline due to influence by their previous practice techniques or lack of
motivation to change previous practice.

» External barriers - external barriers such as lack of convenience, lack of

reimbursement, and confusion may inhibit guideline implementation.

Overcoming these barriers to enable effective implementation, uptake and
maintenance of guidelines and new practice methods requires a variety of delivery

modes that show increased involvement and participation in learning.

Along with the above barriers to implementation, the influence of subjective norms
and the belief that a problem exists to change also impacts on the likelihood for an

individual to change their behaviours.121-123

A Cochrane systematic review explored tailored interventions that aimed to

overcome barriers identified as limiting the implementation of new practice guidelines
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and methods.*?* Twenty-six randomised controlled trials were included in the
systematic review. The review concluded that interventions that are tailored to
overcome identified barriers are better than not attempting to identify possible
barriers or simply disseminating the information without a focus on effective

implementation.

The review also found that there is currently no “single, standard method for tailoring
strategies to identified barriers”, and that by referring to currently available evidence,
it is not possible to decide the most effective approach.? It would therefore be wise
to identify barriers to implementation in the specific target population before
dissemination of material, and to tailor the information, taking into account these
identified barriers. Barriers may be identified a number of ways, including surveys,

focus groups, observation or by interviews with healthcare professionals.

As mentioned, publication bias may limit to potential impact of systematic reviews.
Furthermore, the inclusion of studies utilising RCT study designs only also reduces
the scope of the review, yet may be outweighed by the strength RCT studies provide

over other study designs.
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1.7 INFORMATION DELIVERY FOR TEACHING HEALTHCARE

PROFESSIONALS

1.7.1 The effective and economical dissemination of information to

healthcare professionals

Effective information dissemination strategies are fundamental to promote
understanding and adoption of new approaches to practice. An overview of
systematic reviews related to interventions for changing practice behaviour found
that passive approaches, such as mailing out educational material, were the least
effective form of information provision.*?®> The overview of systematic reviews did
suggest though that these forms of information dissemination may be effective for
raising awareness of a concept. Active dissemination of information, such as classes
and workshops, is more effective yet the costs of implementation may be a barrier to

the use of these delivery methods.12> 126

A Cochrane systematic review on the effects of education outreach visits (EOVSs),
also called academic detailing?®, on professional practice, found that while they can
be effective in bettering practice, the effect is variable.'?> The review defined EOVs
as “use of a trained person from outside the practice setting who meets with
healthcare professionals in their practice settings to provide information with the
intent of changing their performance”. For non-prescribing behaviours of health
professionals, the median adjusted relative difference in behaviour change and the
implementation of new knowledge was 6%, with an interquartile range of 3.6% to
16%.%25 While this shows some improvement in practitioner behaviour following an
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EOQV, the costs associated with delivering EOVs are high, and should be targeted

effectively to produce cost savings associated with practitioner behaviour.

Two studies included in the Cochrane systematic review involved an economic
analysis of the EQV. Fretheim et al. studied the effect of increasing the use of
thiazides in patients initiating hypertensive therapy, and reported that the net annual
cost per practice was US$763, while the net annual saving was US$540.%%” The
authors reported that while there was a net annual cost in the first year, they
predicted modest savings over a two year period. They believed one reason was that
practitioners would continue to consider prescribing thiazides in the years following
the intervention, and thus the cost of the intervention in subsequent years would be
nil for these practitioners. The use of this study to model cost effectiveness for an
intervention that does not involve prescribing behaviour is limited, yet demonstrates
that not all interventions involving EOVs will produce cost savings. The review
concluded that the cost effectiveness of EOVs will depend on a number of variables,
including the targeted behaviours, the comparisons that are made and the context in
which the interventions are provided. The study is limited by the assumptions made
by the authors. The study period was 1 year, yet the cost-savings model created is
used to predict savings at 2 years. The economic climate is at times unpredictable,
and can fluctuate year-to-year, which in turn may affect the predicted result created

by the model.

A review by Bloom of a number of systematic reviews on the effects of CE on
physician care for patients showed that the most effective forms of information

delivery for practitioners were interactive sessions.'?® Most studies showed a
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moderate to high effect on care processes, whereas those involving didactic
information delivery methods showed low to no effect on clinical behaviour. The
review showed that the most common way of providing continuing professional
education (CPE), being didactic, is ineffective in changing both clinical behaviours
and improving patient health outcomes. It can therefore be suggested that for the
effective implementation of CE that encourages clinical behavioural changes, an
interactive component should be considered. This type of intervention should be
delivered alongside a set of supports that aim to overcome common barriers to

effective implementation.

1.7.2 Train-the-trainer methods

Train-the-trainer (TTT) involves instructing and educating an individual who is then
equipped to teach others the same concept at their home agency using tools and
resources provided by the training organisation.?® 130 |t js also known as pyramidal
training, triadic training and helper model training. TTT has a number of benefits.
Firstly, it enables education and training to be sustained in the desired setting. After
initial trainer training that utilises the resources of the development organisation, the
trainers will continue to deliver the education within the community to the target
audience. Secondly, information is disseminated between people within the target
audience, and thus no one person acts as the single expert of the particular

information, aiding in increasing its sustainability.**°

An added benefit of using the TTT method to deliver information is the investment,

utilisation and promotion of social capital. Social capital is the resource of human
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relationships, and it has been shown that it plays an important role in community-
based education.'®! Orfaly et al. state that education should not focus purely on
information delivery, but also its context in building relationships within the
community.*3° Due to the interactive process of the TTT method, it would employ
social capital, and therefore help forge relationships both within the community, but

also between the community and the organisation delivering the training.

1.7.3 Online and flexible delivery

With the advent of the internet, a new range of delivery media are available to
provide education, including online lectures, videos, discussions, virtual field trips,
and online course projects .132 133 Many terms exist to describe online learning,
including e-learning, distributed learning, virtual learning, web-based training and

distance learning.3

Online delivery of information can be adapted to cater for various learning types to
improve the uptake of information, including the use of videos, games and
simulations, and online chat and discussion with other participants32. Videos and
images can be incorporated to cater for those who learn visually, while a largely text-
based resource can be developed for those who prefer to learn through facts. For
those who favour human interaction when learning, synchronous and asynchronous
communication can be integrated into the online material.13% 136 Synchronous
communication involves real time communication between participants, an example

being the use of chat rooms.3¢ Asynchronous communication involves the use of a
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forums or noticeboards where electronic messages can be posted and responded to,

but not necessarily instantaneously.

A review by Sanders et al. found that general practitioners liked online learning as it
provided a platform to share experiences with other professionals, but with the
benefit of working at one’s own pace.3” The review also suggested that identifying
barriers to the effectiveness of online learning was important, particularly differences

in the computer literacy of the intended users.

A number of advantages of online delivery of information exist over traditional,
didactic methods, including improved accessibility to content, particularly for those in
rural and remote areas, easier distribution to consumers, predictable costs, as well

as the ability to easily update information in online learning environments.34

Online learning does have a number of weaknesses, including delays in receiving
feedback and responses from instructors'®: 139 a |lack of sense of community,

possible isolation from others!3? 140 and technical problems.4

This section intended to describe the various educational delivery methods available
for use in CE. It showed that while CE requires an initial outlay of funding to develop
and implement, it can provide cost-saving measures in the long-term when
appropriately targeted, particularly in regard to the implementation of new clinical
guidelines. When developing CE initiatives, a number of delivery methods are
available, and the use of these depends heavily on the target audience, funds

available, and the content to be delivered, among other considerations. Pharmacists
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may rely more heavily on online education, particularly if they are employed full-time,
whereas pharmacy students may be more open to both online delivery and face-to-
face instruction. The development of a pilot health literacy education-focused
intervention for pharmacists and pharmacy staff, including students, in Australia may
utilise a number of these methods in an attempt to determine the most effective
delivery method for wider implementation of a larger program in the future. As
studies regarding the implementation of health literacy interventions targeted
towards pharmacists are lacking, further research is required to determine both the
best methods of delivery, as well as research to ensure interventions are cost-

effective in practice.

1.8 SUMMARY, AIMS AND OUTLINE OF RESEARCH

1.8.1 Summary

Health literacy is an emerging concept that must be adequately addressed to reduce
the burden of poor health outcomes on the healthcare system. It is more than simply
being able to read medical information — it encompasses understanding and
comprehension of health literature and information, and how it can be employed both
reactively and to prevent disease from occurring. The end goal is to promote
empowerment of the consumer to be able to independently make positive decisions
relating to their heath through utilising health information, be it written or spoken,

from a range of sources.
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To do this, the promotion of health literacy education for healthcare professionals,
specifically pharmacists and pharmacy staff members, needs to be encouraged.
Many initiatives focus on simplifying material, yet without adequate understanding,
the consumer may be unable to put into practice the information they are attempting
to comprehend. Focusing on educating the pharmacist and pharmacy staff members
on the concept of health literacy will hopefully provide another means of overcoming
the effects of limited health literacy on both consumer health and the healthcare
system. This can be achieved in a number of ways. Current practising pharmacists
can be targeted through CE programs, while current pharmacy students can be
educated on health literacy in pharmacy curricula. Various methods of education
delivery can be utilised, including TTT techniques as well as online and flexible
delivery to disseminate information to pharmacists and pharmacy staff members.
Currently, this type of initiative does not exist. The research presented in this thesis
aimed to bridge the current gap in health literacy education for pharmacists and

pharmacy staff members.

1.8.2 Aims

In 2011, the Pharmacy Guild of Australia advertised a Request for Tender for a
project to be undertaken in Australian community pharmacies to improve the state of
health literacy among pharmacy consumers. A proposal was submitted by
researchers from Monash University, Curtin University, the University of
Queensland, the University of Sydney, University of Technology Sydney and the
Pharmaceutical Society of Australia (Victorian branch) to undertake this project, led

by Mr. Gregory Duncan (G.D.). Approval was granted, and the project commenced in
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October 2011, with the working title “The Health Literacy in Pharmacy (HeLP)
project’. The HeLP project involved the design, development and implementation of
a health literacy education-focused intervention into 77 community pharmacies
around Australia. The project utilised a cluster randomised controlled trial approach
to measure the efficacy and effectiveness of the intervention on changing the
communication practices of pharmacists and pharmacy staff members, particularly

the use of universal precautions.

The research described in this thesis was embedded within the HeLP project, and

disclaimers are included in sections that describe work not conducted or led by the

PhD candidate, yet were included in the thesis for context’s sake.

Table 1.3 describes the tasks completed by the PhD candidate and those conducted

by investigators according to each phase of the HeLP project.
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Table 1.3 Tasks completed by the PhD candidate and other investigators in the HeLP project

HeLP project phases

Tasks completed by the PhD candidate

Tasks completed by other Investigators and

Project Officers

Literature review

The candidate completed his own
literature review that was independent
of the HeLP project. This literature

review is presented in Chapter 1.

e A separate literature review was completed
by HeLP project investigators for inclusion
in the project final report. This literature

review has not been included in this thesis.

Phase 1 — An international
survey of health literacy
education within schools of

pharmacy

Helped create survey items.

Uploaded survey to an online platform.
Collected potential participants’ contact
details.

Drafted ethics submission.

Delivered e-mail invitations to potential

participants.

e Decided on study methodology.

e Helped create survey items.
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HeLP project phases

Tasks completed by the PhD candidate

Tasks completed by other Investigators and

Project Officers

e Collected and analysed data using
appropriate statistical methods.

e Constructed conclusions from data
analysis.

e Drafted this phase as a journal article
for Pharmacy Education in September

2014.

HeLP phase - Design,
development and
implementation of a health
literacy education-focused
intervention for community
pharmacists and pharmacy

staff members in Australia

e Performed a piloting session of the
intervention with postgraduate
students at Monash University.

e Drafted Monash University ethics
submission.

e Drafted all consent forms and

explanatory statements.

e Assembled an Expert Reference Group to
consult on the content to be included in the
intervention.

e Designed the structure of the intervention,
including the visual layout of the slides.

e Created the content for inclusion and

populated the slides with selected content.
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HeLP project phases

Tasks completed by the PhD candidate

Tasks completed by other Investigators and

Project Officers

e Created a database of all potential
Victorian community pharmacies for
recruitment into the project.

e Recruited community pharmacies for
the Victorian arm of the project.

e Supplied all recruited pharmacies with
the relevant consent forms and
explanatory statements.

e Arranged dates, times and venues for
initial training to begin in Victoria.

e Monitored the implementation of the
education-focused intervention in each

community pharmacy in Victoria.

e Led the creation of videos to be included in
the education-focused intervention.

e Research Officers in New South Wales
and Western Australia led the recruitment
of pharmacies in these states and
performed identical tasks to those
performed by the PhD. candidate in
Victoria excluding randomisation.

¢ Randomised all recruited pharmacies in

Australia.
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HeLP project phases Tasks completed by the PhD candidate Tasks completed by other Investigators and

Project Officers

Phase 2 - Motivational e Selected the study method and e Mailed out survey packs containing all

factors influencing the relevant theories underpinning the relevant documents and surveys to each

intentions of pharmacists and project. participating pharmacy in New South

pharmacy staff members to o Drafted Monash University ethics Wales and Western Australia.

undertake health literacy submission. e Regularly reminded participating

training e Drafted all consent forms and pharmacies in New South Wales and
explanatory statements. Western Australia to complete and return

e Drafted all surveys, including survey surveys.

items and formatting.

e Mailed out survey packs containing all
relevant documents and surveys to
each patrticipating pharmacy in

Victoria.
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HeLP project phases

Tasks completed by the PhD candidate

Tasks completed by other Investigators and

Project Officers

Regularly reminded participating
pharmacies in Victoria to complete and
return surveys.

Created all databases for data entry
and analysis.

Entered data for all surveys completed
in Victoria.

Analysed data collected from Victoria,
New South Wales and Western
Australia.

Constructed conclusions using results

obtained from data analysis.

70|Page



HeLP project phases

Tasks completed by the PhD candidate

Tasks completed by other Investigators and

Project Officers

Phase 3 — Evaluation of the
efficacy and effectiveness of
the health literacy education-

focused intervention

e Helped select and design the
evaluation methods.

e Developed all data collection items,
including consumer data collection
forms and simulated patient data
collection forms.

e Recruited and trained all simulated
patients used in the Victorian arm of

the project.

¢ Recruited consumers from participating

community pharmacies in Victoria and

e Selected and designed the evaluation
methods.

¢ Recruited and trained all simulated patients
used in the New South Wales and Western
Australian arm of the project.

¢ Recruited consumers from participating
community pharmacies in New South
Wales and Western Australia and collected
consumer data, both pre- and post-

intervention.

e Entered data for all data collection forms
completed in New South Wales and

Western Australia.
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HeLP project phases

Tasks completed by the PhD candidate

Tasks completed by other Investigators and

Project Officers

collected consumer data, both pre- and
post-intervention.

e Created all databases for data entry
and analysis.

e Entered data for all data collection
forms completed in Victoria.

e Analysed data collected from Victoria,
New South Wales and Western
Australia.

e Constructed conclusions using results

obtained from data analysis.

Phase 4 — Pharmacist and

pharmacy staff member

e Helped select and design the study

method.

¢ Recruited all participants in the Western

Australian arm of the project (no focus
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HeLP project phases

Tasks completed by the PhD candidate

Tasks completed by other Investigators and

Project Officers

perceptions of the health
literacy education-focused

intervention

e Drafted Monash University ethics
submission.

e Drafted all consent forms and
explanatory statements.

e Drafted the question guide, consisting
of ten questions and prompts for the
facilitator.

e Recruited all participants in the
Victorian arm of the study.

e Took on the role of the note-taker in all

focus groups conducted in Victoria.

groups were conducted in New South
Wales).

e Gregory Duncan (G.D.) acted as the
facilitator in all focus groups conducted in
Victoria. Lynne Emmerton (L.E.) acted as
the facilitator in all focus groups in Western
Australia. Elsamuel Elhebir (E.E.) acted as
the note-taker in all focus groups

conducted in Western Australia.
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HeLP project phases

Tasks completed by the PhD candidate

Tasks completed by other Investigators and

Project Officers

e Analysed focus group data from all
states, including coding and thematic
analysis.

e Constructed conclusions using results

obtained from data analysis.
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The overall aim of the PhD project and the HeLP project was to determine the

efficacy and effectiveness of a multi-modal health literacy education-focused

intervention in changing communication practice and behaviours of Australian

community pharmacists and pharmacy staff members to help overcome

communication barriers with all consumers, particularly the use of universal

precautions.

The specific research objectives were:

1. To investigate how health literacy education is currently delivered in pharmacy

3.

4.

curricula from English speaking countries (Phase 1);

To identify motivational factors of pharmacists and pharmacy staff members
that may influence intentions to implement and undertake health literacy

education in the pharmacy (Phase 2);

To evaluate the efficacy and effectiveness of the health literacy education-
focused intervention on pharmacists’ and pharmacy staff members’
communication practice and behaviours in relation to health literacy,

specifically the use of universal precautions (Phase 3); and,

To attain participant feedback in relation to the usability, ease of

implementation and perceived effectiveness of the intervention (Phase 4).
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The hypotheses that were tested in this research project are:

1. Health literacy education is not widespread in pharmacy curricula from English
speaking countries, but where it is taught, a variety of delivery methods are

used (Phase 1).

2. The attitudes and motivational reasons behind potentially implementing health

literacy education in the pharmacy will be favourable (Phase 2).

3. The health literacy education-focused intervention will improve Australian
community pharmacists’ and pharmacy staff members’ communication
practice in relation to using universal precautions for all consumers regardless

of their perceived health literacy abilities (Phase 3).

4. Feedback in regard to the health literacy education-focused intervention will

be favourable, and allow for possible refinements in the future before wider

implementation (Phase 4).
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1.8.3 Project outline

This thesis is structured as follows:

Chapter 2: The research methodology underpinning the project.

Chapter 3: An explanation of the design, development and implementation of the
health literacy education-focused intervention for community pharmacists and
pharmacy staff members in Australia (HeLP phase), including an international

survey of pharmacy academics (Phase 1).

Chapter 4: Investigation of the motivational factors that may influence the intentions
of pharmacists and pharmacy staff members to undertake health literacy training

(Phase 2).

Chapter 5: Evaluation of the efficacy and effectiveness of the health literacy
education-focused intervention in regard to changing communication practice and
behaviours of community pharmacists and pharmacy staff members, particularly the

use of universal precautions (Phase 3).

Chapter 6: Exploration of participants’ perceptions and opinions of the intervention

following implementation (Phase 4).

Chapter 7: A summary of the study and its findings and suggestions for further

research in this area.
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The progression of the PhD project phases are outlined below in Figure 1.

/_ HelLP phase \

Design,
development and
implementation of

a health literacy

education-focused
( \ [ Phase 1 \ intervention / Phase 3 \ ( Phase 4 \
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Chapter 1 ‘ within schools of focused health literacy
pharmacy é N\ intervention education-
(Chapter 3, Section Fhase? (Chapter 5) focused
a - apter : .
o 3.3) Motivations and P intervention
intentions of
(Chapter 6)
- AN J pharmacists and \_ J J

pharmacy staff
towards
implementing

health literacy
training

(Chapter 4)
. %

—

Figure 1: Phases of the PhD project and corresponding thesis chapters.

The PhD project comprised four phases. Phase 1 involved an internationally
disseminated, online survey of academic pharmacists regarding the current state of
health literacy education in their universities or educational organisations.
Subsequently, the health literacy education-focused intervention was designed,
developed and implemented into community pharmacies in the HeLP phase of the

project.
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In Phase 2, a cross-sectional, mailed survey was conducted to assess the
motivations and intentions of all pharmacists and pharmacy staff member
participants in regard to undertaking health literacy training. This phase was
conducted parallel to the design and development stage of the HeLP phase, but
before the implementation component. The intervention was implemented via a
cluster randomised controlled trial (RCT) of community pharmacies. Pharmacies
were recruited from Victoria, New South Wales and Western Australia, and were
allocated to either of the intervention groups, or a control group. Intervention groups
received either face-to-face training (Group 1) or electronic training (Group 2). The

control group (Group 3) did not receive the education-focused intervention.

The intervention was evaluated in Phase 3, which was divided into two components.
A researcher-administered consumer survey both pre- and post-intervention was
conducted, followed by simulated patient visits to each pharmacy, again, both pre-
and post-intervention. In Phase 4, focus groups were used to receive feedback on
the education-focused intervention in relation to its usability, perceived effectiveness
and sustainability in pharmacy practice. All phases of the study were approved by
the Monash University, Curtin University and University of Sydney Human Ethics

Research Committees (Appendices 1, 3, 5 and 8).

The next chapter will discuss the various research methodologies that were used in

all phases of the research project.
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2 RESEARCH METHODOLOGY

2.1 SUMMARY

This chapter aims to describe the various quantitative and qualitative methodologies

that were utilised to conduct the research project.

2.2 QUANTITATIVE METHODOLOGY

2.2.1 Questionnaires and surveys

The use of questionnaires and surveys is common in research, and allows for the
collection of both quantitative and qualitative data from the sample population.4?
Questionnaires and surveys are not interchangeable terms. ‘Questionnaire’ refers to
a data collection tool comprising of a set of questions with a choice of answers,
designed for the purposes of a survey or statistical study.*3 In contrast, ‘survey’
refers to the method of examining or describing someone or something.143
Questionnaires are useful for collecting information in a structured format without the
need for a researcher to be present, and generally allow for the straightforward

analysis of data.44

The types of questions that can be asked in a questionnaire will depend on both the
type of data that is to be collected, being either quantitative or qualitative, and the

size of the sample that is to be surveyed.'*? To collect quantitative data, the use of
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highly structured, closed questions that may use dichotomous options, such as ‘yes’
and ‘no’, are most useful, specifically when measurement is what is desired.'#? On
the other hand, to collect descriptive qualitative data, word-based, open-ended
guestions are more applicable, particularly when personal data is being sought. With
regard to the sample size, it is a general consensus that the larger the sample size
being surveyed, the more closed the questions should be. This is preferred as
coding and analysis of the questionnaire data will be slow and labour intensive if

open-ended questioning dominates.'4?

There are a vast number of question formats that can be used, including
dichotomous or multiple choice questions, rating scales, rank ordering, and open-
ended questions, to name a few.1%? The question formats that are used in

guestionnaires will largely depend on the type of information that is being gathered.

Questionnaires and surveys can be disseminated and delivered to the sample

participants in a number of ways, which are discussed below.

2.2.1.1 Online questionnaires

Online questionnaires are delivered electronically via the internet and are increasing
in popularity due to the vast array of technology available for accessing the
internet.1#5148 They are cheap to distribute, usually arrive instantaneously, and
similarly can be returned just as quickly, thus allowing for a faster rate of response.
Other specific benefits include the ability to target unique populations that exist
primarily online and may prove difficult to reach by other means, for example, groups

who may be stigmatised offline, and therefore feel more comfortable discussing
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sensitive issues in a more anonymous fashion (e.g. individuals with HIV or eating

disorders).14°

Disadvantages do exist, and focus heavily on access to technology to complete the
survey as well as the participant’s computer literacy. Firstly, a selection bias may
exist as institutions with easy access to computers and the internet are more likely to
respond to the survey, whereas in places where computers are not readily available,
or where the internet is not accessible, there is less likelihood of a response.
Secondly, selection bias also exists in relation to the computer literacy of the
participant.48 Online questionnaires favour those who are able to use computers

effectively, and thus are able to complete and return the survey.

The survey in Phase 1 (Chapter 3, Section 3.3) of the research project was delivered
online. As the survey was intended for an international sample, it allowed for easier
delivery and return, and also reduced the need to actively seek the contact details of
academic pharmacists. Also, as pharmacy academics and researchers usually
spend a significant amount of time working at a computer, it was deemed more
convenient for participants to complete a computer-based survey than to fill out a
paper-based survey. Paper-based, mailed questionnaires were not used for Phase 1
due to the cost and difficulty of delivery and return being the main issues. Similarly,
for telephone-based and personally-administered questionnaires, the cost of
contacting each participant would have been too great to undertake and the time
spent trying to identify relevant participants, gather their contact details and arrange
a mutually convenient time to deliver the questionnaire would have been very costly

and time consuming.
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2.2.1.2 Mailed questionnaires

Mailed questionnaires involve sending hard copies of the questionnaires via the
postal service to be physically delivered to the participants, completed and sent back
to the researcher, usually by return post.146. 148150 While it is generally an
inexpensive process, questionnaires may be completed incorrectly or only partially
completed. Mailed questionnaires are also disadvantaged by the longer length of
time for their return to the researcher. This is disadvantageous if a survey is to be

conducted in a short period of time.>'f

A mailed survey was not chosen as the method of delivery for the Phase 1 (Chapter
3, Section 3.3) questionnaires in the research project due to the cost of posting
internationally, the complexity for participants regarding the return of questionnaires
via international post and issues surrounding the length of time taken to receive mail
from certain parts of the world. Phase 2 (Chapter 4) involved the use of paper-based,
mailed questionnaires, as all participants were located within Australia, keeping
postage costs low. Also, the completion of paper-based questionnaires in the
pharmacy workplace may be easier, as sufficient numbers of computers may not be
available to enable the completion of numerous computer-based questionnaires in

the pharmacy.

2.2.1.3 Personally-delivered questionnaires

This form of survey delivery involves the researcher interviewing the participant in
person. 148 152-154 |t gllows for a greater amount of information to be delivered via
asking open-ended questions, and can help overcome ambiguities relating to

guestion meaning or wording that may be faced in paper-based questionnaires as
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clarification can be sought.'#8 Potential for bias exists in a number of ways. Firstly,
the recording of responses can be subject to bias as the researcher may choose to
interpret responses in a way that supports the desired outcome.#8 154 Secondly, the
same question may illicit varying responses depending on the questioning technique,

and thus a consistent method must be used to reduce this effect.148

This method was not selected to deliver the Phase 1 (Chapter 3, Section 3.3) and
Phase 2 (Chapter 4) questionnaires purely due to the costs associated with
personally interviewing all Australian participants (Phases 1 and 2), as well as
academic pharmacists from around the world (Phase 1). Phase 3 (Chapter 5)
comprised personally-delivered questionnaires with pharmacy consumers in the
pharmacy following consultation with a pharmacist or pharmacy staff member,
delivered by a research officer using a piloted data collection tool. They were used in
this phase to ensure that the data collected from consumers was accurate, objective
and recorded correctly. Allowing consumers to complete their own questionnaires in
the pharmacy may have resulted in the misinterpretation of questions or incorrect

recording of answers.

2.2.1.4 Telephone-based questionnaires

The use of telephone questionnaires in the research project would have been costly
and time consuming. Due to the large number of participants in Phase 1 (Chapter 3,
Section 3.3) and 2 (Chapter 4), and the difficulty in obtaining contact details for each,
this method would have been very time consuming and costly. The cost associated
with delivering the survey would also have been very high, due the need to make

numerous, lengthy telephone calls.
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Research has provided additional insight into consumer acceptance of telephone
surveys as a survey research method. Compared to face-to-face interviews,
participants taking telephone surveys may tend to be less engaged and cooperative,
and exhibit a higher level of dissatisfaction with the length of time the interview is

conducted.1%5

2.2.2 Randomised controlled trials (RCTSs)

Randomised controlled trials are an experimental study design that aims to compare
two groups of similar participants; one that is exposed to an intervention, and one
that is not and acts as a control. The effect of the intervention on a set of defined
outcome measures is then measured in both groups.'*® The RCT is considered the
gold standard of study design due to a number of attributes. Firstly, participants
undergo randomisation, ensuring that a participant is just as likely to be allocated to
the intervention group as they would to the control group.'>’ This is essential as it
increases the likelihood that each group is similar with respect to prognostic factors,
thus reducing the chance of over-estimating or under-estimating the effect of the
intervention on target outcomes in the experimental group.'>” Secondly, RCTs
generally have large sample sizes, which establishes the power of effect of the
specific intervention being tested, thus producing results that have a higher validity

than studies conducted with smaller sample sizes.*%¢

Limitations exist when evaluating health care services using RCTs and when
incorrectly performed, can influence the validity of the results. It is often the case that

RCTs involving the evaluation of health care services are conducted in a well-
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controlled, academic environment where the researcher is able to control variables
and factors in relation to the trial.>® This then creates internal validity, that is, the
results are specific to a certain, unique environment in which the study was
conducted, and may be difficult to generalise to healthcare settings in practice, such
as community pharmacies. Therefore, the external validity, or the validity of the

results in the practice setting, may be reduced.

For the research project, a cluster RCT was chosen as the most suitable method in
the HeLP phase (Chapter 3, Section 3.6) to implement the health literacy education-
focused intervention into participating pharmacies. Measurement of the efficacy and
effectiveness of applying universal precautions with consumers in community
pharmacies in Australia following the implementation of the intervention was
conducted in Phase 3 (Chapter 5). This involved the comparison of performance in
the use of universal precautions with consumers between the two intervention
groups, face-to-face (Group 1) and electronic delivery (Group 2), and the control
group (Group 3), who received no training. A cluster RCT differs from a standard
RCT in that groups of individuals are randomised, rather than individuals.*%° In this
project, individual pharmacies were the clusters. A cluster RCT was chosen over a
standard RCT. This was due to the inability of standard RCTs to direct the
educational intervention towards selected individuals in the pharmacy, as well as the
inability to properly control for contamination within the pharmacy between

individuals.
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2.2.3 Simulated patients

Simulated patients, also known as mystery shoppers, are used in pharmacy to
assess and evaluate current practice, or to measure outcomes when involved in
effectiveness research.%% 161 A simulated patient is defined as “an individual who is
trained to visit a pharmacy to enact a scenario testing specific behaviour of the

pharmacist or pharmacy staff”.16°

The process of using simulated patients in research involves a number of steps,
including training of the actor, designing a standardised tool to collect the data, and
possible piloting to assess the actor’s performance.'%° Formal training of the actors
and using standardised scenarios helps to increase the consistency of the visits
between actors. It is recommended that standardised data collection tools be used to
increase the validity of the self-reported data. If possible, audiotaping of the case

vignette delivery may further increase validity and data integrity. 60 162

To improve the quality of the simulated patient visits, it has been recommended that
actors be supplied with current and accurate lists of pharmacies to visit, and
addresses or maps to help locate the premises.6? It has been reported in some
studies involving simulated patients in pharmacy practice that actors entered the
wrong pharmacy.1 It is also important to maintain face validity, or believability, to
ensure that simulated patients are not detected by the pharmacy staff members.16%

161 This could be improved by training and piloting before beginning.
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The simulated patient method was chosen for Phase 3 (Chapter 5) of the research
project due to its acceptance as a valid tool to measure and evaluate behavioural
changes and counselling practices in pharmacy practice.'®° A standardised tool to
collect self-reported data on the use of universal precautions by pharmacists and
pharmacy staff members with the simulated patients was developed, and actors

underwent training to ensure consistency between visits.

2.2.4 Pretest-posttest design

Pretest-posttest design is useful in describing the impact of introducing an
independent variable on a sample.%* It involves measuring the change of a sample
following the exposure to an independent variable by first testing the group before
exposure, pretest, then measuring the subjects after the introduction of the
intervention, posttest.'%* The limitation of using pretest-posttest design to prove
causation is the absence of randomisation as well as limited control over the

subjects.164

Pretest-posttest design was not used in this project due to the desire to randomise

pharmacies, and thus an RCT was preferred and subsequently chosen.

2.3 QUALITATIVE METHODOLOGY

Qualitative research is distinct from quantitative research in that it aims to describe
and understand, as opposed to testing and evaluating, data.®” It encompasses the

investigation and understanding of social aspects of research, rather than its
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quantifiable facets.*®” The research project utilised qualitative methods in the form of
focus groups to collect descriptive data on pharmacists’ and pharmacy staff
members’ opinions of the usability, perceived effectiveness and sustainability of the

health literacy education-focused intervention (Phase 4, Chapter 6).

2.3.1 Focus groups

Focus groups are an effective way to gain information from research participants by
stimulating discussion between subjects and promoting group communication and
interaction.'> They allow the researcher to gain information from more than one
participant at a time, which can translate to time saved. Instead of individually
interviewing participants where a question is asked and the response is documented,
focus groups allow discussion of a question, the generation of comments regarding
different experiences and opinions and the sharing of anecdotes, especially when
open ended questions are asked.%% 166 Focus groups also allow the researcher to
uncover the process in which people think, and why they think in a particular why,

rather than simply discovering what it is the participant is thinking.6°

Groups can be created to be representative of the population being studied, can
include representatives from a range of groups within the population, or may be
‘naturally-occurring’, such as a group of people who work together.%5 In some cases,
homogeneity is desired to bring people together with similar experiences and
knowledge, yet in other cases, a diverse group can be beneficial in the exploration of
ideas and differing perspectives.% 167 |f the group is purposively chosen to include

participants from a range of diverse backgrounds, the data generated may not be
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representative of the population.®” Participants will generally share one or more
similar characteristics, including demographic, situational, behavioural, or

ideological.6”

Focus group sessions begin with a statement by the facilitator to explain the purpose
and aims of the session, and an explanation of the rules of the session. Participants
are then encouraged to introduce themselves.®” Analysis of focus group data should
include the creation of themes to bring together discussions and opinions related to
particular topics.®® The use of quantitative methods, such as percentages to explain
data, should be avoided. Itis important to pay attention to minority opinions, as well

as noting opinions of individuals that differed from the general group consensus.

Focus groups were used in Phase 4 (Chapter 6) of this project to obtain feedback
from participants on the usability, perceived effectiveness and sustainability of the
health literacy education-focused intervention. Focus groups were used due to their
ability to collect a wide range of opinions from participants through the utilisation of

open-ended questions in a semi-structured format.

2.4 EFFICACY AND EFFECTIVENESS

Determining the efficacy and effectiveness of an intervention is vital to concluding
whether it will be beneficial or not. In health, efficacy relates to the ability of an
intervention to produce a desired response under controlled conditions, whereas

effectiveness is the degree to which an intervention can produce a desired response
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under realistic clinical conditions.%8-170 Essentially, efficacy is determining whether

something can work, while effectiveness determines whether something does work.

The research project described in this thesis can be classed as a hybrid study — it
contains elements of both an efficacy study and an effectiveness study. While many
aspects of the project were controlled, for example, time frames and intervention
exposures, it was impossible to control for all possible confounders in the pharmacy
setting. As the project was conducted in community pharmacies, a ‘real-life’ element

is apparent, and thus prevents it from being purely an efficacy study.

Throughout this thesis, the project was therefore referred to as an ‘efficacy and

effectiveness project’ to acknowledge its hybrid nature.

2.5 SAMPLING

Sampling involves the selection of participants to be included in a sample from the
population to be studied.'’* Consideration of the size of the sample is crucial as it
influences the methods used to collect the data, recruitment procedures, costs and
the external validity of the results obtained.'®* The statistical power, which is the
“probability that a test will detect a significant difference if one exists”,'%* influences
the size of the sample. Generally, 80% or 0.8 statistical power level is the minimum
acceptable level.164 A power analysis can be used to determine the size of the
sample when the significance level, the effect size and the statistical power are

known.164
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There are two forms of sampling, being probability sampling, and non-probability
sampling. Probability sampling involves the creation of a sample that is
representative of the population being studied and is generally used in quantitative
studies where a large sample size is required.'®” Non-probability methods of
sampling involve non-random selection of participants from a sample, generally
when it is not possible to obtain a representative sample from the population, it is
unethical or undesirable for the particular research or when qualitative observations
of particular groups of the population are sought after.157. 164 The sample size used in
gualitative studies is generally smaller, and can also be referred to as purposive

sampling.t®’ Both of these forms of sampling were used in this research.

2.6 VALIDITY

Validity refers to the ability of a particular instrument to accurately measure what it is
intended to. The validity of a data collection instrument, such as a survey tool, can
be increased by undertaking a validation process. This involves testing the
instrument in a pilot situation using participants from the intended population to
confirm that the data retrieved accurately reflects the qualities and variables that are

being studied.

A number of types of validity exist, including face validity, criterion validity, construct
validity and content validity.1”? Face validity is generally the first type of validity that is
analysed when evaluating data collection instruments. It involves judging the tool on
face value, and asking questions about whether the questions are expected to return

the information that is desired.’3 174 If a question is not valid at face value, then it is
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unlikely to successfully produce the desired responses. Criterion validity refers to the
ability of the questions to produce results that draw a parallel with current measures
of the same variable.1”®> Construct validity is the extent to which a question relates to
what is understood by a theoretical construct or concept, while content validity is
related to whether the survey or data collection tool contains enough questions to

obtain all the information about a topic or issue that is required.1% 176, 177

In this project, all survey tools used in Phases 1 (Chapter 3, Section 3.3), 2 (Chapter
4) and 3 (Chapter 5) underwent assessment to ensure both face validity and content
validity, as did the focus group/interview questioning guide used in Phase 4 (Chapter

6).

2.7 RELIABILITY

Reliability is an important aspect in quantitative research, and relates to the extent to
which the findings are reproducible or internally consistent.’2 178 179 Reliability does
not ensure validity of survey responses, but without reliability, validity is not possible.
Reliability can be compromised in a number of ways, including ambiguity of question
wording, inconsistent interpretation of questions by respondents, variation in the
style of questioning by different interviewers, or inability of respondents to provide
accurate information, leading to guesses or poor estimates. Piloting and peer
evaluation helps overcome issues surrounding reliability, which was undertaken
during creation and refinement of all survey tools used in Phase 1 (Chapter 3,
Section 3.3), 2 (Chapter 4) and 3 (Chapter 5) of this project, as well as the focus

group/interview questioning guide used in Phase 4 (Chapter 6).
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In relation to the reliability of qualitative methods, it is not as relevant when
compared to quantitative research methods, as the data is context-specific. To
ensure reliability when collecting qualitative data, it is important that interviewers
adopt consistent techniques when administering surveys, as variation between
interviewing methods can affect the reliability. If questions are highly structured and
procedures have been standardised and directions are clear, variation should be
minimal.1’2 It is important to note that when expecting practising pharmacists or other
healthcare professionals to gather the data themselves, the process must be

acceptable, workable and followed in each setting.t"?

2.8 GENERALISABILITY

Concerning the generalisability of research findings, the data obtained from a
particular sample can only be generalised to the population from which that sample

was created.171. 179

Generalisability is influenced by a number of factors, including the sampling
procedures, sample sizes and response rates.'’? For results to be generalised to the
population, probability sampling procedures must have been utilised, sample sizes
must be large enough to show statistical power, and response rates must have been
adequate.1% 180 [f all of these factors have been successfully accounted for, and the
tool used in the research has retrieved valid data, then the data can be generalised
to the population once appropriate probability statistics have been used to interpret

the results.172
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2.9 ANALYSIS

The analysis of quantitative data is most commonly conducted using frequency data
and summary statistics (e.g. means, medians, standard deviations). Both parametric
and non-parametric tests can be utilised to explore relationships between variables
and undertake comparisons between population subgroups.'’? The research project
applied non-parametric procedures in analysing quantitative data obtained from the
Phase 3 questionnaires and simulated patients (Chapter 5, Section 5.2.1.4 and

Section 5.2.2.6).

Being a cross-sectional study, frequency data was chosen as the most appropriate
way to analyse the results from the international online survey in Phase 1 (Chapter
3, Section 3.3). Factor analysis was chosen for the analysis of the pre-intervention
guestionnaires in Phase 2 (Chapter 4) due to its ability to condense a large number
of correlated variables into a smaller number of common factors for easier
interpretation. Ordinal logistic regression was used in this analysis as it allows for the
relationship between a number of independent continuous variables and a
dependent variable with more than two outcomes to be explored.*®1-182 The model
was used to test the relationship between the independent variables (factors
composed of attitudes, perceived behavioural control and subjective norms) with the
dependent variable (intentions to undertake health literacy training). The non-
parametric Pearson’s Chi squared test was chosen for Phase 3 (Chapter 5) because
it was the most appropriate statistical test for analysing the association between two
nominal variables generated in the personally-delivered questionnaires and in the

simulated patients study.
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A p-value of less than or equal to 0.05 was used in all of the above tests to confer
statistical significance. A p-value provides a measure of the degree to which the
observed association between variables in a data set could be expected to occur by
chance.'’? The smaller the p-value limit chosen, the higher likelihood that genuine
differences may be ignored when sample sizes are small, and thus, smaller p-values

such as <0.001 were not chosen.

Statistical Package for the Social Sciences (SPSS IBM: version 19, New York, USA)
and Microsoft Excel (Microsoft: Excel 2010, Redmond, USA) were used to manage

all quantitative data.

In contrast, the analysis of qualitative data is conducted using systematic,
reproducible methods, most commonly content or thematic analysis.'® Thematic
analysis was utilised in Phase 4 (Chapter 6) of the project, and was primarily
conducted by the PhD candidate, with the aid an independent researcher. It involved
the development of a coding system to isolate various themes and dimensions in the
data, which were then compared, discussed and grouped into categories.'”?
Dialogue from the data was recognised as ‘text units’ and placed into one of these
categories. Thematic analysis can be conducted manually or via a software package,
such as NVivo (NVivo: version 9.0, QSR International), which was used in this phase

(Chapter 6, Section 6.2.2.4).

Analysis of qualitative data is generally ceased when theoretical saturation is

reached, meaning, that further observations produce no new information to dispute
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current findings.'®® The Phase 4 study (Chapter 6) was limited by the number of

consenting participants, and thus presented difficulties in reaching data saturation.

2.10 CONCLUSION

This chapter presented the quantitative and qualitative methodology that was used to
design and develop a health literacy education-focused intervention for community
pharmacists and pharmacy staff members in Australia, and subsequently measure
its efficacy and effectiveness in changing communication behaviours, particularly the
use of universal precautions with consumers. A more detailed description of the

methods utilised is discussed in the following chapters.
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3 HeLP PHASE: DESIGN, DEVELOPMENT AND
IMPLEMENTATION OF THE HEALTH LITERACY

EDUCATION-FOCUSED INTERVENTION

3.1 SUMMARY

The following chapter describes the design and development of the health literacy
education-focused intervention using the information gathered from the review of the
literature (Chapter 1) and from an online survey of pharmacy academics (Phase 1,
Chapter 3, Section 3.3). This information informed both the content of the
intervention and the educational theory and formats utilised during the HeLP phase
(Chapter 3, Section 3.4). Also described in this chapter is the process of
implementation of the intervention into community pharmacies in Victoria, New South

Wales and Western Australia.

The work described in this chapter was not wholly conducted by the PhD candidate
and has been included for the sake of providing context to the remainder of the
thesis. Work that was not conducted by the PhD candidate will be signposted. Any

work not signposted is assumed to have been completed by the PhD candidate.

The online survey of pharmacy academics (Chapter 3, Section 3.3) has been

published in Pharmacy Education. Monash University Human Research Ethics
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Committee approval, the survey advertisement, explanatory statement and the

survey tool developed for Phase 1 are shown in Appendices 1 and 2.
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3.2 DECLARATION FOR THESIS CHAPTER 3, SECTION 3.3.

Declaration by candidate

In the case of Chapter 3, Section 3.3, the nature and extent of my contribution to the

work was the following:

Nature of Extent of

contribution contribution
(%)

Reviewed literature, drafted survey tool, disseminated online 60%

survey, collected and analysed results, constructed conclusions.

The following co-authors contributed to the work. If co-authors are students at Monash
University, the extent of their contribution in percentage terms must be stated:

Name

Nature of contribution

Dr Safeera Hussainy

Reviewed manuscript

Mr Gregory Duncan

Reviewed manuscript

A/Prof Kay Stewart

Reviewed manuscript

Dr Kevin Mc Namara

Reviewed manuscript

A/Prof Lynne Emmerton

Reviewed manuscript

The undersigned hereby certify that the above declaration correctly reflects the nature
and extent of the candidate’s and co-authors’ contributions to this work®.

Candidate’s Date
Signature

Main Date
Supervisor’s

Signature

*Note: Where the responsible author is not the candidate’s main supervisor, the main
supervisor should consult with the responsible author to agree on the respective

contributions of the authors.
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3.3 PHASE 1: AN ONLINE SURVEY OF PHARMACY ACADEMICS —

PUBLISHED MANUSCRIPT
Pharmacy Education, 2014, 14 (1) 101 - 108 %
fip
An international survey of Health Literacy Education
within schools of pharmacy

GLEN J. SWINBURNE'!, GREGORY J. DUNCAN?* KEVIN P. McNAMARA!3 KAY
STEWART!, LYNNE M. EMMERTON* & SAFEERA Y. HUSSAINY!

!Centre _for Medicine Use and Safety, Monash University, 381 Royal Pde, Parkville, 3052, Victoria, Australia
2 Eastern Health Clinical School, Monash University, Level 2, 5 Arnold St, Box Hill, 3128, Victoria, Australia
3 Greater Green Triangle University, Department of Rural Health, Flinders University and Deakin University,
Warrnambool, Australia

4 School of Pharmacy, Curtin University, Building 306, Kent St, Bentley, 6102, Western Australia, Australia

Abstract

Background: Health literacy (HL) influences patients’ health status. use of the healthcare system and medication-related
behaviours. However. the concept is relatively new to pharmacy and its incorporation in academic curricula has not
been examined.

Aims: To explore HL training in pharmacy schools internationally, and academics’ opinions in regards to how it should
be taught and assessed.

Methods: An anonymous. online survey was administered to academics who teach within pharmacy degree courses
from countries where English is the main language.

Results: Responses were received from 21 pharmacy schools in seven countries: 20 stated that HL was taught within
their pharmacy degree, in four as a stand-alone topic. Small-group tutorials were thought to be the most beneficial form
of teaching health literacy, best assessed using oral and objective structured clinical examinations.

Conclusion: The majority of pharmacy schools taught health literacy and had similar opinions regarding best practice

teaching and assessment.

Keywords: Communication, curriculum, education, health literacy, pharmacy, students.

Introduction

Health literacy is the degree to which people are able to
access. understand., appraise and communicate
information to engage with the demands of different
health contexts in order to promote and maintain good
health across the life-course (Kwan et al.. 2006). The
health literacy abilities of patients influence their
knowledge and awareness of their own disease and health
status, navigation and use of the healthcare system, and
knowledge and awareness of health and illness (Ad Hoc
Committee on Health Literacy for the Council on
Scientific Affairs 1999). Studies have shown that large
proportions of the general public and specific patient
populations have what is considered a low level of health
literacy. and thus may face difficulties accessing.
understanding and appropriately utilising health
information. The National Assessment of Adult Literacy
conducted in the United States in 2003 concluded that
36% of adults aged over 16 years had low health literacy
levels. In Australia. the Bureau of Statistics reported that
59% of adults aged between 15 and 75 years were
considered to have low health literacy (Kutner ef al..
2006: Australian Bureau of Statistics 2008).

In the pharmacy setting. low health literacy may affect a
number of medicines-related behaviours that increase the
likelihood of medication misadventure. These might
include incorrect interpretation of medicine labels (for
example, directions for use and cautionary ancillary
labels), and unintentional medicine non-adherence
(Lindquist et al.. 2006: Davis et al.. 2006 Martensson &
Hensing 2011).

Pharmacist and pharmacy intern/student/assistant
awareness of health literacy as a barrier to effective
patient care in the pharmacy setting coupled with an
ability to implement strategies to overcome these issues,
are important and necessary components of pharmacy
curricula.

The inclusion of health literacy into pharmacy curricula
is. in some countries, dictated by the accreditation
standards for pharmacy degrees set out by the relevant
regulatory authority. In Australia. the current
accreditation standards of the Australian Pharmacy
Council do not overtly state health literacy training as a
requirement in Australian pharmacy curricula. Instead
they make overarching. general statements regarding
interpersonal skills and the pharmacist’s contribution to

*Correspondence: Mr. Gregory Duncan, Eastern Health Clinical School, Level 2, 5 Arnold St, Box Hill, 1'IC 3128
Australia. Tel: +61 412 040 320. Email: gregory.duncan@monash.edu
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the promotion of good health and disease prevention
(Australian Pharmacy Council 2009). In the United States
of America, the Accreditation Council for Pharmacy
Education includes health literacy as a requirement for
the accreditation of all PharmD degrees. stating: “The
college or school must ensure that the curriculum
addresses...health literacy...” (Accreditation Council for
Pharmacy Education 2011). Curricular standards
regarding health literacy differ between countries and
jurisdictions, and therefore inferences regarding the
prevalence of health literacy education in pharmacy
curricula cannot be made solely from this information.
Also. as no previous studies exist regarding health
literacy instruction in pharmacy curricula, inferences
cannot be drawn from this source either.

In this study. we explored current methods of teaching
health literacy, competency evaluation, and resources
used for instruction within pharmacy curricula in
universities from English-speaking countries. This was
conducted to provide insight into methods for future
implementation of health literacy education into current
pharmacy curricula, and provide possible guidance for the
development of future pharmacy curricula.

Method
Respondents

Pharmacy academics were selected as the population of
interest for this study. with two methods of recruitment
being used to invite respondents to complete an online
questionnaire. The first method involved advertising the
survey through the Academic Section of the International
Pharmaceutical Federation newsletter. After a low
response rate. a second method of recruitment was used.
This involved hand-searching publicly available staff
directories on university websites in Australia, Canada,
Ireland. New Zealand. South Africa. the United Kingdom,
and the United States to identify relevant pharmacy
academics. We contacted them directly via email with an
invitation to be involved in the study. Invited participants
were forwarded a reminder email to take part in the
survey approximately two weeks following the initial
invitation.

Inclusion criteria

a) Currently teaching within or overseeing an accredited
pharmacy degree: and

b) English being the language of instruction.

Study design

The questionnaire was specifically designed to assess the
current state of health literacy within pharmacy curricula.
The literature was consulted to determine topics for
inclusion in the questionnaire, which were discussed by
the research group. The questionnaire was reviewed by
the research team for face and content validity.

The final questionnaire collected information regarding:

1. Demographics (country of institution, type of
pharmacy degree program, position held at the
institution);

2. Whether health literacy is taught within the
pharmacy curriculum;

3. The method of delivery and forms of assessment of
health literacy education employed:

4. Opinions as to the importance of health literacy
education in pharmacy curricula;

5. Opinions as to how health literacy should be taught
and assessed: and

6. Materials and textbooks used to teach health literacy.

The questionnaire comprised 25 questions. of which four
allowed the respondent to enter free text.

Respondents had the option of submitting their contact
details if they wished to discuss their responses further or
to request further information.

The survey was delivered via Survey Monkey"
(SurveyMonkey. 2013), an online survey platform.
Descriptive analysis was performed using SPSS 19.0
(SPSS Statistics Inc. 2010).

The study was approved by the Monash University
Human Research Ethics Committee.

Results

Twenty-three pharmacy academics completed the online
survey. Two responses were registered as originating from
universities from which a response had already been
received, and hence were excluded, resulting in a total of
21 valid responses. Country of origin of respondents is
listed in Table I.

Table I: Countries of Employment of Respondents

Country

Australia

United Kingdom

United States of America
New Zealand

Canada

South Africa

_—— N = N =

The types of degree into which respondents taught or
which they oversaw are shown in Table II.

Of the 21 respondents. 20 (95.2%) reported health
literacy being a component of their institution’s pharmacy
curriculum.

Lectures and small group learning (e.g. tutorials and
workshops) were the most common primary forms of
delivery of health literacy education, as listed in Table III.
One respondent listed the main delivery method as a
“combination of lectures., workshops and a health
promotion campaign devised and conducted by the
students™.
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Table II: Degree Programs In Which Respondents
Teach or Oversee

Degree n
Bachelor of Pharmacy (BPharm) 12
Master of Pharmacy (MPharm) 10
Doctor of Pharmacy (PharmD) 5
Master of Science (Pharmacy) 1

Total frequency is larger than 20 as respondents were able to
select more than one option where more than one pharmacy
degree was delivered in their institution of employment.

Table III: Primary Delivery Methods of Health
Literacy Education

Method of delivery n
Lectures 8
Small-group learning (e.g. tutorials. workshops) 8
Experiential learning (e.g. clinical practice, practice- .

based learning)
Self-directed learning, including online materials 2
Other 1

The primary delivery methods of health literacy
education differed by country. Lectures and small group
learning were equally the primary method of delivery in
Australia (n=3. 14.3%), while lectures were the primary
method in the United States (n=2, 9.5%). In the United
Kingdom. lectures were the primary method of delivery
for only one institution, with small group learning. self-
directed learning, and experiential learning dominating.
Both respondents from New Zealand selected small
group learning as the primary method of delivery (n=2,
9.1%).

While health literacy was sometimes taught explicitly
(n=4, 18.2%). it was more often integrated into various
components of pharmacy practice education. such as
communication and counselling (n=14, 63.6%).

Assessment of students™ health literacy competency was
most often done by written examination (n=12, 57.1%),
followed by performance-based assessments, e.g.
practical exams and objective structured clinical
examinations (OSCEs) (n=10, 47.6%). Less common
assessment methods included presentations and
assignments. Respondents were able to select more than
one option when answering this question.

The most commonly reported drivers influencing the
incorporation of health literacy into pharmacy curricula
were professional practice standards or competency
standards, and health literacy being considered part of the
scope of practice for pharmacists in that particular
country (Table IV).

Of the four respondents from the United States, only two
selected “National/State curriculum standards’ as a driver
for the incorporation of health literacy into pharmacy
curricula, even though it is outlined as a curriculum
requirement by the Accreditation Council for Pharmacy
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Education. In contrast to this, five of the seven
respondents from Australia selected the same option, yet
at the time of the survey. health literacy education was
not a requirement by the Australian Pharmacy Council.
The South African respondent selected “The country has
a high number of people with low literacy” as the only
driver for its inclusion into the pharmacy curriculum.

Table IV: Drivers for the Incorporation of Health
Literacy into Pharmacy Curricula

Drivers n

Professional practice standards or competency standards 16

Part of the scope of practice for pharmacists in this 16
country

Motivation of individual staff members 9
National/State curriculum standards (dictated by an 5

accreditation body or official organisation)

The country has a high number of people with low 1

literacy

Total frequency is larger than 20 as respondents were able to
select more than one option

When respondents were asked about the content included
in the health literacy component of the pharmacy
curriculum, the most common content taught were
methods to target communication to consumers of
varying health literacy needs (n=17, 81%). followed by
health literacy concepts (n=15, 71.4%) and awareness of
health literacy by health professionals (n=13. 61.9%).
Definitions of health literacy were included in 12 of the
21 curricula. Four respondents supplied alternative terms
for health literacy that are used within their curricula,
these being: “drug and information literacy’, ‘evidence
based medicine and communication to patients’. ‘health
education’, and ‘information retrieval’.

The most common time for health literacy to be taught
was Year 3 or Year 4 of the pharmacy degree, with
responses of 15 (71.4%) and 16 (76.2%). respectively.

A pharmacist academic was usually the primary leader or
coordinator of the health literacy component of the
pharmacy curriculum in question (n=19, 90.5%).

Respondents were then given the opportunity to provide
their opinions regarding the benefit of including health
literacy education into pharmacy curricula. A number of
responses were provided. including:

“Effectively communicating with patients (and other
health care professionals) about their medicine is
essential if they are to be used correctly and safely.”

“It is fundamental to [know] how information for
consumers is appropriately tailored by a pharmacist.”

“Tital to the existing and developing roles of
pharmacists.”



104 Swinburne, Duncan, McNamara et al.

“So that pharmacists can become more culturally
competent, improve their communication skills and
contribute to improving health outcomes for those with
low health literacy.”

Opinions were also collected regarding the methods of
teaching and assessment respondents believe are best to
teach health literacy in their institution. Small group
learning (n=7. 33.3%) and self-directed learning (n=6.
28.6%) were the most common responses. whereas
lectures were selected by three respondents. In regards to
assessment, the highest responses were for oral
examinations (n=5. 23.8%). OSCEs (n=5, 23.8%). and
experiential placement assessment by a preceptor or
supervisor (n=5, 23.8%). Only one respondent selected
written examinations as their desired method of
assessment.

Finally. respondents were provided the opportunity to list
materials and resources used in their pharmacy curricula
to teach health literacy. Seven respondents reported using
textbooks or other resources. including: “Health
Promotion for Pharmacists™ (Blenkinsopp ef al., 1999),
“Health Psychology: Topics in Applied
Psychology™ (Abraham, Connor et al. 2008). “Sociology
and Healthcare™ (Sheaff 2005). and “Foundation in
Pharmacy Practice™ (Whalley et al., 2008). One
institution reported using YouTube videos on
motivational interviewing in their curricula.

Discussion

Health literacy has been incorporated into pharmacy
curricula in a number of English-speaking countries using
a variety of teaching and assessment methods.

Regarding course content, it was expected that definitions
of health literacy would be a fundamental concept in
health literacy education: however, only 12 respondents
reported that this was the case. Similarly, it might be
expected that the influence of health literacy on culturally
and linguistically-diverse consumers, a population group
in which low health literacy is known to have a
significant impact, would also be considered. but only 12
respondents reported this (Weinick & Krauss 2000;
Fiscella et al.. 2002: Wilson et al.. 2005: Hawkins 2010).
It raises the question as to whether or not training is
addressing the full scope of health literacy, or whether it
is being blended with general communication issues. On
the other hand, techniques for communicating with
consumers with low health literacy abilities and
assessment of the health literacy suitability of educational
materials for consumers were taught in the majority of
pharmacy curricula. confirming these as important
concepts in health literacy education.

The majority of respondents reported that health literacy
was most commonly taught in the later years of the
degree, specifically, Year 3 or Year 4 of the pharmacy
degree (15 [71.4%] and 16 [76.2%]. respectively). Due to
the importance of health literacy in pharmacy practice,
and the significant impact low health literacy can have on
consumer health care, its introduction into pharmacy

curricula in earlier years could be warranted. Introducing
the topic to students at an carlier level, and building their
knowledge over a number of years, may allow for the
concept to be better understood, and readily applied at
later year levels, and when practising as a pharmacist.
Although due to the complexity of health literacy. a
certain level of experience and maturity may be required
of the student for them to appreciate the concept
completely.

Knowledge of the current methods of delivery of health
literacy education within pharmacy curricula may help
guide future delivery of health literacy education. Ten
respondents (47.6%) reported that small-group learning
formed a part of health literacy education within their
pharmacy curricula, the highest reported method of
delivery, although it was not possible to determine the
exact methods used in these small group learning
sessions. Respondents also believed that small group
learning was the best method of teaching health literacy.
There is evidence to show that the small-group approach
has positive outcomes on learning, including the
promotion of deep learning, as opposed to surface
learning, leading to a more long-term change in the
learner’s memories and abilities (Jones. 2007).
development of skills in self-reflection and self-
discipline, and the fostering of self-motivation as a result
of active involvement in learning (Norman & Schmidt
1992: Schwartz, 1997).

The majority of respondents reported that health literacy
was included in their pharmacy curriculum because it was
considered to be part of the scope of practice of a
pharmacist. This underscores the importance of
competency frameworks. Regarding the drivers for
including health literacy in pharmacy curricula. only a
small number of respondents reported that health literacy
was included in the curriculum due to national or state
curriculum standards dictated by an accreditation body.
with only the United States including health literacy in
pharmacy degree accreditation standards. As mentioned
in the results, it was interesting to note the influence that
perceived accreditation requirements have on the
inclusion of health literacy in pharmacy curricula, even if
the requirement does not exist. Given that health literacy
has a significant impact on consumer health care. a case
may reasonably be made to incorporate health literacy as
a requirement in pharmacy curricula accreditation
standards.

Regarding assessment. the majority of respondents
reported that health literacy knowledge was assessed in
the form of a written examination, yet when respondents
were asked to provide their opinions regarding the best
way to measure the health literacy knowledge of students,
the majority selected oral examination and OSCEs as
their most preferred method, whereas only one
respondent preferred written examinations as the method
of assessment. This reflects the practical nature of health
literacy education. Being a skill in communication, and
consumer interaction and understanding, it could be most
practical to measure students’ abilities in this field
through practical. oral examination, rather than in written
format.



While the survey identified that health literacy training is
delivered and assessed by a variety of methods, the
effectiveness of these teaching methods and assessments
was not explored. Such information would be useful in
assessing teaching strategies for adult learners to guide
curriculum development. Having now identified a number
of universities that deliver health literacy education in
variety of ways, a more intensive evaluation of the
methods of assessment employed seems appropriate. This
would inform development of strategies for wider
implementation of health literacy education.

The low response rate (around 5%) limits the
generalisation of the results. This was anticipated given
that schools without such a focus were unlikely to
respond. Whilst it would have been useful to determine
the prevalence of health literacy education in pharmacy
curricula internationally. the low response rate precluded
such a conclusion being made. Given that the prevalence
of health literacy education in pharmacy curricula
reported in the survey was close to 100%. it is likely that
self-selection bias occurred when respondents chose to
complete the survey. Although the invitation explicitly
explained that the survey was relevant both for schools
that teach health literacy and those that do not, potential
respondents from schools not teaching health literacy may
have opted not to respond, believing that they had nothing
of interest to report. The questionnaire could have
included a section that allowed Schools who do not
currently teach health literacy to explain why not, and
possible routes they may envisage taking if they were to
integrate health literacy in their curriculum.

Broader inclusion criteria may have also provided for
greater generalisation of results, such as the inclusion of
countries where English is not the main language of
instruction; however. resource and time constraints
precluded this.

Future research should attempt to determine the methods
of health literacy education in more depth, particularly the
variety of content employed in its delivery in pharmacy
schools internationally. It would also be useful to
determine the effectiveness and appropriateness of
methods used in its delivery.

Conclusion

Health literacy training is currently included in pharmacy
curricula in a number of English-speaking countries.
Delivery, assessment and drivers for inclusion into the
curriculum are common among responding institutions.
Opinions on the methods of delivery and assessment of
health literacy education differed from what is currently
being used in practice.
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Appendix 1

International survey of health literacy education
provided within pharmacy curricula.
1) In which country do you work? (Required)
2) With which university or academic organisation do you hold this
position? (Optional)
3) If applicable, what type of pharmacy degree do you teach within?
BPharm (Bachelor of Pharmacy)/MPharm (Master of Pharmacy)/
PharmD (Doctor of Pharmacy)/Other. (Required)
4) What is your position or role within the university or academic
organisation? (Optional)
5) This survey explores the teaching of Health Literacy in Pharmacy
Schools. As this term may not be used in all settings. a useful definition
is: Health literacy is the ability of people to obtain, understand and use
health information to promote and maintain health. Are other terms
used to describe the concept of Health Literacy in your country? Please
list:

a)

i)

i)

iii)

6) Is the concept of Health Literacy explicitly taught by your university
or academic organisation? Yes/No

(if you answered “Yes'. please complete Questions 7-20)
No (if you answered ‘No’, please go to Question 21)

7) In what context is Health Literacy taugh

i) Explicitly as stand-alone topic

ii) Explicitly, integrated into various components (e.g.communication,
counselling)

iii) Not explicitly: implied in other course content
iv) Other:

8) At what stage in the pharmacist career does your university or
academic organisation deliver Health Literacy training? (Select all that
apply: select Not Applicable [NA] if your organisation is not involved
in training at that level)

i) Year 1 undergraduate o NA o
ii) Year 2 undergraduate o NA o
iii) Year 3 undergraduate o NA o
iv) Year 4 undergraduate o NA o
v) Year 5 undergraduate o NA o
vi) Year 6 undergraduate o NA o
vii) Optional undergraduate elective o NA o
viii) Professional internship year o NA o
ix) Continuing education for all pharmacists o NA o
x) Postgraduate qualification o NA o
xi) For specialised pharmacist roles o NA o
xii) Pharmacy technician/pharmacy assistant training o NA o

9) What is the main method of teaching Health Literacy in your
university or academic organisation? (Select one option)

i) Lectures

i) Small-group learning, e.g. tutorials, workshops

iii) Self-directed learning (including online materials)

iv) Experiential learning (i.e. clinical practice: practice-based learning)
v) Other:

10) What are the other additional methods of teaching are used to
complement the main method? (Select all options that apply)

i) Lectures

ii) Small-group learning, e.g. tutorials, workshops

iii) Self-directed learning (including online materials)

iv) Experiential learning. i.e. clinical practice, practice-based learning
v) Other:

11) In your university or academic organisation, is Health Literacy
taught

i) To Pharmacy students/pharmacists separate to other professions?

ii) In an interprofessional learning environment (more than one
profession taught together)?

12) What is/are the background(s) of the person(s) leading or
coordinating Health Literacy teaching in your university or academic
organisation? (Select all options that apply)

i) Pharmacist academic

ii) Pharmacist teacher/practitioner
iii) Sociologist

iv) Psychologist

v) Other social scientist

vi) Medical academic

vii) Medical practitioner

viii) Other:
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13) What were the key drivers/reasons for inclusion of Health Literacy
in the curriculum in your university or academic organisation? (Select
all that apply)

i) National/State curriculum standards dictated by an accreditation
body or official organisation)

ii) Professional practice or competency standards

iii) Part of the scope of practice for pharmacists in this country
iv) Motivation of individual staff members

v) Direction from administration/management

vi) Other:

14) Which of the following elements are included in the Health
Literacy curriculum in your university or academic organisation?
(Select all that apply)

i) Definitions of Health Literacy [e.g.... Institute of Medicine: World
Health Organisation definitions|

ii) Health Literacy concepts

iii) Awareness of Health Literacy by health professionals

iv) Raising awareness of Health Literacy in consumers

v) How to assess Health Literacy capacity of consumers

vi) How to target communication to consumers” Health Literacy needs

vii) Assessment of Health Literacy suitability of educational materials
(e.g. consumer information leaflets and other resources)

viii) Assessment of Health Literacy of students
ix) Health Literacy and culturally and linguistically-diverse consumers
x) Health Literacy in special settings (schools. nursing homes, etc.)

xi) Health Literacy issues for pharmacy staff (including technicians
and assistants)

xii)Other:

15) How does your university or academic organisation assess learning
outcomes following delivery of Health Literacy education or training?
(select all that apply)

i) Written examination

ii) Oral examination (viva voce)

iii) Individual written assignment tasks

iv) Group written assignment tasks

v) Presentations

vi) Task-oriented assessments (OSCE, practical exams)

vii) Experiential placement assessment by preceptor/supervisor
viii) Not assessed

ix) Other:

16) Do you use any textbooks or other resources to assist learners to
understand the concept of Health Literacy? Yes/No

17) If you answered yes, please list the textbooks or resources.

18) Do you use any textbooks or other resources to illustrate methods
or strategies that can be employed to teach the concept of Health
Literacy? Yes/No

19) If you answered yes, please list textbooks or resources.

20) This project also seeks to review Health Literacy educational
material and resources to assess common effective educational
strategies in Health Literacy. for the purposes of developing an
educational package for community pharmacists and pharmacy
assistants in Australia.

With consent, we would be very grateful to have access to your
curriculum or educational resources (de-identified if you wish) to be
included in our review. A summary of the nature, extent and impact of
various resources reviewed will be published in the pharmacy
education literature. No materials created or developed by any
institution or individual will be used in any way other than the
summary review, without explicit permission of the appropriate person.

If you consent to be contacted regarding your curriculum, materials
and resources, please provide the following contact information.

a) Title and Name

b) Position

¢) Organisation and address

d) Email address

¢) Brief summary of potential resources

If you answered “Yes’ to Question 6, you have now completed the
questionnaire. Thank you for your participation.

21) Do you believe that dedicated Health Literacy training or education
should be delivered by your university or academic organisation? Yes/
No

22) Please provide reasons for your answer to Question 21

If you answered "No’ to question 21. you have now completed the
questionnaire. Thank you for your participation.

If you answered “Yes' to Question 21, please answer questions 23-26.

23) In pharmacy practice education, at what stage do you believe
Health Literacy should be delivered? (Select all that apply, select NA if
not relevant to your university or academic organisation)

i) Year 1 undergraduate o NA o
ii) Year 2 undergraduate o NA o
iii) Year 3 undergraduate o NA o
iv) Year 4 undergraduate o NA o
v) Year 5 undergraduate o NA o
vi) Year 6 undergraduate o NA o
vii) Optional undergraduate elective o NA o
viii) Professional internship year o NA o
ix) Continuing education for all pharmacists o NA o
x) Postgraduate qualification o NA o
xi) For specialised pharmacist roles o NA o
xii) Pharmacy technician/pharmacy assistant training o NA o

24) If you were to introduce Health Literacy education/training. what
would be your preferred method(s)? (Select all that apply)

i) Lectures

ii) Small-group learning, e.g. tutorials, workshops

iii) Self-directed learning (including online materials)

iv) Experiential learning, i.e. clinical practice, practice-based learning
v) Other:

25) What elements of Health Literacy would you include in the
curriculum? (Select all that apply)

i) Definitions of Health Literacy [e.g.... Institute of Medicine: World
Health Organisation definitions|

ii) Health Literacy concepts

iii) Awareness of Health Literacy by health professionals

iv) Raising awareness of Health Literacy in consumers

v) How to assess Health Literacy capacity of consumers

vi) How to target communication to consumers” Health Literacy needs
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vii)Assessment of Health Literacy suitability of educational materials
(e.g. consumer information leaflets and other resources)

viii) Assessment of Health Literacy of students
ix) Health Literacy and culturally and linguistically-diverse consumers
x) Health Literacy in special settings (schools, nursing homes. etc.)

xi) Health Literacy issues for pharmacy staff (including technicians
and assistants)

xii) Other:

26) How would you suggest Health Literacy be assessed within the
curriculum? (Select all that apply)

i) Written examination

ii) Oral examination (viva voce)

iii) Individual written assignment tasks

iv) Group written assignment tasks

v) Presentations

vi) Task-oriented assessments (OSCE, practical exams)

vii) Experiential placement assessment by preceptor/supervisor
viii) Other:

Thank you for your participation




3.4 HeLP PHASE: DESIGN OF THE HEALTH LITERACY EDUCATION-

FOCUSED INTERVENTION

NB. The following description of the design of the health literacy educational
education-focused intervention was not led by the PhD candidate but is provided for

context.

3.4.1 Educational theory

The content of the education-focused intervention was structured based on Miller's

Pyramid, also known as Miller’'s Prism of Clinical Competence.*

This theory was chosen because the process of developing skills in health literacy
must first begin with a basic knowledge of the concept, building up to a level where
the learner feels competent to teach others about health literacy. This formed a key
component in the delivery of the intervention to pharmacists and pharmacy staff

members.

Other educational theories were considered in the development of the education-
focused intervention, including the cognitive domain within Bloom’s taxonomy. The
cognitive domain contains a step-up approach similar to Miller's Pyramid, where
progression to the next level involves being able to demonstrate an expertise or
accomplishment of objectives in that particular stage.'8”- 188 The stages within the

cognitive domain are: remember, understand, apply, analyse, evaluate and finally,
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create. Progression through these domains is related to the increased understanding
and adoption of skills that allow the learner to finally be able to utilise skills gained
throughout the learning process. Miller's Pyramid was chosen over Bloom’s
Taxonomy due to the simpler nature of the educational theory in developing the

intervention.

Miller's Pyramid is composed of four stages, beginning at a novice level, working

towards becoming an expert in the field.8°

The first and second stages are cognition based, forming a knowledge base for the
learner to build more practical skills upon. The first stage is ‘Knows’, and is mainly a
fact gathering stage aimed at learning about a concept and how it impacts practice.
The second stage is ‘Knows how’, and builds on the knowledge gained in the first
stage to help the learner develop the skills to interpret and apply this knowledge to

real life cases.

The third and fourth stages are behavioural based, allowing the learner to
demonstrate skills and influence practice in the workplace. The third stage is
‘Shows’, teaching the learner to be able to demonstrate the skills and knowledge.
This was applied to the intervention through the inclusion of role-plays and
simulations. The final stage known as ‘Does’ focuses on the learner being able to
integrate the knowledge and skills learned into practice and actively utilise these

skills in practice.
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3.5 HeLP PHASE: DEVELOPMENT OF THE HEALTH LITERACY

EDUCATION-FOCUSED INTERVENTION

NB. The following description of the development of the health literacy education-

focused intervention was not led by the PhD candidate but is provided for context.

To develop the health literacy education-focused intervention, a number of
developers were sought, including a module writer, reviewers and a graphic
designer. The module writer was an expert in health literacy and pharmacy practice.
An Expert Reference Group (ERG) was also established to review module content
prior to finalisation to ensure relevance and accuracy, which was conducted prior to
implementation. The survey conducted in Phase 1 (Chapter 3, Section 3.3) also
provided insight into potential delivery methods, particularly the use of small-group

learning.

3.5.1 Education-focused intervention content

The intervention was based on the idea of employing the use of universal
precautions, as described in Chapter 1, Section 1.5.4. This involves engaging with a
consumer based on the assumption that they have limited health literacy until
indicated otherwise. This could be through increased engagement or involvement in
discussions with the pharmacist or pharmacy staff member, for example, asking

guestions.
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Figure 2 below is an outline of the modules developed for the education-focused

intervention.
N
* Foundation knowledge
» What is health literacy and why does it matter?
WVCLUIERAN . Consequences of limited Health Literacy
Core module )
» Basic health literacy skills in primary care )
» Making the pharmacy a Health Literacy Friendly Setting
YL © Introduction of Universal Precautions in counselling
I N ° Simple interventions for improving conumer understanding y
N
» More complex health literacy skills in primary care
» Resources and strategies for improving communication when providing
Module 3 services to Culturally and Linguistically Diverse and Indigenous consumers
Optional module )
N
* Proactive health literacy skills |
» Health literacy in residential care
WICLIUERSN . Train-the-trainer for residential care staff
Optional module )
* Proactive health literacy skills Il )
* Health literacy in schools
YNl ° Train-the-trainer for teachers
et | Engagement with primary and secondary school students )

Figure 2: Outline of the education-focused intervention

Multimedia development

A review of the available multimedia resources currently available did not produce
any materials suitable for use in the intervention. It was therefore deemed necessary
to develop a variety of videos in-house for inclusion in the intervention. A series of
short video vignettes and still images were produced, enabling the demonstration of

health literacy issues consumers may face in an Australian context.

The videos provided a more meaningful demonstration of indicators for limited health

literacy that consumers may exhibit, as well as strategies and techniques that can be
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used by pharmacists and pharmacy staff members to enhance the provision of

health and medicines information.

3.5.2 Module review

The PhD candidate, Lead Investigator (G.D.) and members of the ERG reviewed

various drafts of the modules to ensure accuracy before final delivery to pharmacies.

3.5.3 Train-the-trainer

The train-the-trainer component (see Chapter 1, Section 1.7.2) of the education-
focused intervention contained an extensive set of materials and resources to
complement learning. A short presentation to introduce the nature of the intervention,
its structure and what is involved, and an explanation of how to deliver the training
in-pharmacy was also provided. To further enhance learning, a Trainer Guide was
developed to guide the trainer through the learning process on a slide-by-slide basis.
Each trainer was provided with the following materials to deliver the training within

their pharmacy:

e PowerPoint presentations to give to the staff receiving the training;

e A Trainer Guide;

e Participant notes for staff to focus on key issues taught;

e Short quizzes to evaluate learning and for claiming continuing professional

development (CPD) points; and
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e Extra readings and links to other resources.

Face-to-face train-the-trainer delivery

The initial training of pharmacy trainers was designed to be delivered in a single
session of four to five hours in duration. One to two facilitators in each state
delivered the training session at a centre convenient to pharmacy trainer

participants.

Electronic train-the-trainer delivery

This delivery element was developed as a series of videos for the introduction of the
education-focused intervention and then one for each module. Voice-overs were
used to complement the video, which took the trainer through each module
presentation, providing an explanation of how to teach the content contained within.
The total duration for this component was four to five hours, and could be taken as a

single session or a series of smaller sessions.

3.5.4 In-pharmacy delivery

Following completion of the train-the-trainer component of the intervention, trainers
were then instructed to deliver the training to pharmacists and pharmacy staff
members in the pharmacy. Trainers were encouraged to deliver training in short, 30
minute sessions. The total time allocated to deliver the first two compulsory modules

was three hours, with the remaining three modules taking an extra two hours.
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3.5.5 Universal serial bus (USB) flash drive production

The health literacy education-focused intervention contents were stored onto USB

flash drives and provided to trainers along with a printed copy of the Trainer Guide.

3.6 HeLP PHASE: IMPLEMENTATION OF THE HEALTH LITERACY
EDUCATION-FOCUSED INTERVENTION

A cluster RCT was used to evaluate the efficacy of the health literacy education-
focused intervention in community pharmacies in New South Wales, Victoria and
Western Australia. Block randomisation into groups of three was used to randomise
recruited pharmacies into one of three groups: a face-to-face group (intervention,
Group 1), an electronic group (intervention, Group 2), and a control group (Group 3),
who did not receive any health literacy training. The coding list was created by

Sealed Envelope (Sealed Envelope. London, UK).1%0

The unit of randomisation was the pharmacy. Metropolitan and rural pharmacies
were randomised separately, as was each state. The following provides a description

of the three study groups.

e Group 1 pharmacies were recruited from metropolitan and regional areas of
Victoria, New South Wales and Western Australia, and were provided with
face-to-face training using the developed health literacy education-focused

intervention.
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e Group 2 pharmacies were also recruited from metropolitan and regional
areas of Victoria, New South Wales and Western Australia, and were
provided with electronic training using the developed health literacy

education-focused intervention.

e Group 3 were also recruited from metropolitan and regional areas of Victoria,
New South Wales and Western Australia, and were not provided with the

health literacy education-focused intervention.

For both Groups 1 and 2, the train-the-trainer approach was adopted, as a means to
disseminate knowledge and skills efficiently to pharmacy staff members. This
involved one or two key staff members from each pharmacy receiving training and
guidelines to conduct in-pharmacy training for their remaining staff. This process
draws on the pedagogical principles described earlier in Miller's Pyramid as a model
for stepwise learning, with the knowledge and skills further consolidated in training

others (see Chapter 3, Section 3.4.1).

Ethics approval for this phase was granted by the Human Research Ethics

Committees of Monash University, Curtin University and the University of Sydney

(Appendix 3).
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3.6.1 Recruitment of pharmacies

The recruitment process involved contacting 196 pharmacies from a number of
metropolitan and regional areas within Australia. Pharmacies in Sydney, Melbourne,
Perth, western New South Wales, western Victoria and south-western Western
Australia were sent a letter of invitation via post or email, or were contacted via
telephone and visited in the pharmacy, inviting them to participate in the project. An
e-bulletin was also distributed through the NSW Branch of the Pharmaceutical
Society of Australia, advertising the project. Pharmacies that registered their interest
in participating were forwarded a letter of invitation, permission letters, explanatory

statements and consent forms (Appendix 4) to complete prior to enrolment.

The sample represented a mix of both metropolitan and rural pharmacies, the latter
of which was required to be PhARIA2 3 or above, as instructed by the Pharmacy
Guild of Australia. Pharmacies were of a range of types and sizes, including banner

groups and independent ownership.

3 Pharmacy Access/Remoteness Index of Australia: composite index which incorporates
measurements of general remoteness with a professional isolation component represented by the five
closest pharmacies. The higher the value on a scale from 1 to 6, the more remote the area is
considered.

117 |Page



3.6.2 Commencing, completing and working through the education-

focused intervention

Pharmacists in the face-to-face group (Group 1) were notified of training venues and
dates for the train-the-trainer portion of the intervention. The pharmacists were
contacted one week later to confirm receipt of the information and to confirm
attendance at training sessions for those allocated to Group 1. Managers were

invited to send (or bring) a second key staff member to the training.

Face-to-face group pharmacies (Group 1) were provided with the education-focused
intervention and initial train-the-trainer component in a workshop delivered by project
team members at various locations deemed convenient for participants and
instructors. A second key staff member from each pharmacy was welcome to attend,
with a view to a second person available to train other staff, and to foster enthusiasm
for the learning experience. Electronic group pharmacies (Group 2) were supplied
the intervention in-person or via mail in the form of a USB drive and Trainer Guide.
Control group pharmacies (Group 3) did not receive the intervention during the

course of the project.

Pharmacies were instructed to train their remaining staff in the core modules
(Module 1 and Module 2) by 30th November 2013, and if time permitted, to also

complete Modules 3, 4 and 5 (see Figure 2).

Halfway through the intervention, further contact was made, reminding trainers that

they had reached the halfway mark. Suggestions were provided to trainers who were
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behind schedule, for example, blocking out chunks of time to complete and deliver

the training sessions.

Pharmacists were offered up to 25 CPD points for completion and delivery of all five
modules of the education-focused intervention, and 10 points if they completed only

core Modules 1 and 2.

3.7 RESULTS

3.7.1 Recruitment of pharmacies

Of the 196 pharmacies approached to participate in the education-focused

intervention, 119 declined to participate for the following reasons:

e Lack of time to complete and deliver training

e Staffing issues

e Already committed to a training intervention or research study
¢ No interest in health literacy

e Lack of managerial support

Consequently, 77 pharmacies from metropolitan and regional Australia were

recruited to the project.
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77 participating pharmacies into the study groups.

Figure 3 is a CONSORT diagram depicting the randomisation and allocation of the

Pharmacies
assessed for eligibility

(n=196)

Declined to
participate

(n=119)

Block randomised
(n=77)

>~

Allocated to the face-to-

Allocated to the

Allocated to the control

face intervention group electronic intervention group
(n=26) group (n=26) (n=25)
Discontinued Discontinued Withdrew participation
intervention intervention (n=2)
(n=3) (n=9)
Analysed Analysed Analysed
(n=23) (n=17) (n=23)

Figure 3: CONSORT diagram of the recruitment and allocation process of pharmacies

A total of 77 pharmacies from New South Wales, Victoria and Western Australia
initially consented to being involved in the project. Table 3.5 provides a breakdown of

the pharmacies by state and location.
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Table 3.5 Location of recruited pharmacies at beginning of the project

State
NSW Victoria WA Total
Metropolitan 19 21 20 60
Rural* 4 4 9 17
Total 23 25 29 77

*Rural was defined as being in a location deemed PhARIA 3 or above in 2010.

Over the period of the project, a total of 14 pharmacies withdrew - three from NSW,

two from Victoria, and nine from Western Australia - with final numbers shown in

Table 3.6. Reasons for withdrawals, where given, predominantly related to workload

and staffing changes.

Table 3.6 Location of recruited pharmacies at the conclusion of the project

State
NSW Victoria WA Total
Metropolitan 16 19 13 48
Rural* 4 4 7 15
Total 20 23 20 63

*Rural was defined as being in a location deemed PhARIA 3 or above in 2010.
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The block randomisation into face-to-face delivery (Group 1), electronic delivery

(Group 2), and the control group (Group 3) resulted in the distribution reported in

Table 3.7.

Table 3.7 Allocation of pharmacies to face-to-face (Group 1), electronic (Group 2)

and control (Group 3) groups.

State
NSW Victoria WA Total
Face-to-face 8 8 10 26
(Group 1)
Electronic 8 9 9 26
(Group 2)
Control 7 8 10 25
(Group 3)
Total 23 25 29 77

3.7.2 Commencement and completion of the education-focused

intervention

Table 3.8 shows the number of pharmacies who commenced, completed and

partially completed the intervention from 15" July to 15t November 2013.
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Table 3.8 Number of pharmacies who commenced (n=52), completed (n=31),

partially completed (n=9) and withdrew from (n=12) the intervention

Group Commenced Completed Partially Withdrew
completed
Face-to-face 26 20 3 3
Electronic 26 11 6 9

Reasons given for non-completion or partial completion of the intervention included:

e Staff constraints/resignations

e Annual leave

e Work commitments

e Frustration with the education-focused intervention format
o Difficulty organising in-pharmacy training sessions

e Lack of managerial support

3.8 DISCUSSION

The small number of rural pharmacies recruited for the implementation trial was a
significant limitation of the project. The strict inclusion criteria set by the Pharmacy
Guild of Australia, whereby all rural pharmacies must be situated in an area
classified as PhARIA 3 or above, drastically reduced the number of eligible
pharmacies. This was especially the case in Victoria where the majority of the state’s

population, and therefore pharmacies, are situated in areas classified as PhARIA 1

123 |Page



or 2. Broader inclusion criteria for this project in relation to rural pharmacies most

certainly would have increased the number of rural pharmacies recruited.

Another limiting factor for the implementation trial was time. There was a significant
time period between when pharmacies were recruited to the project and the
beginning of the education-focused intervention implementation — approximately four
months. During this time, 14 pharmacies withdrew from the project due to other
commitments emerging, changes in management during that period, or other
unreported reasons. This again reduced the number of pharmacies in the sample,

possibly impacting on the statistical power of the project.

The recruitment and retention of pharmacies in studies is a known difficulty in
pharmacy practice research.®* A number of studies cite the percentage of
pharmacies willing to participate in research as ranging from 32 to 59%.%°2 193 One
particular study conducted in the UK determined that only 6% of responding

pharmacists were actively participating in research.%

A number of potential barriers exist that may discourage pharmacists to engage in
pharmacy practice research, as discussed in Chapter 1, Section 1.6.3. These may
include a lack of time, lack of financial remuneration, and a lack of perceived self-

efficacy in their ability to be involved.

Time is a significant barrier to pharmacists participating in extra activities, including
research, training and other practice initiatives.11? 191, 195-199 A focus group study by

Marriott et al. was undertaken in Australia with community pharmacists to determine
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the barriers to participating in CE programs.1*® It was noted that time, along with
relevance, lack of motivation, and accessibility were major barriers to undertaking
CE. A similar result was found in a Canadian study by Zou et al.?®® A survey was
disseminated to 3,927 community pharmacists regarding their educational needs
and practice patterns in geriatric care. It was found that the most significant
perceived barrier to undertaking education and implementing practices was a lack of
time. A similar study by Awad et al. was conducted in Kuwait with 223 community
pharmacists in which a questionnaire was distributed to participants on self-reported
practice in health promotion and education activities. 2°* Particular attention was paid
to the barriers that may discourage or limit their involvement in these activities. Lack
of time was reported by 58% of pharmacists as a significant barrier to involvement.
These studies clearly indicate that a lack of available time to dedicate to engaging in

other practice initiatives is a major barrier.

Overcoming this barrier is difficult, as time is a commodity that cannot be purchased.
Reducing the time taken to use and implement educational interventions may aid in
improving the recruitment and retention of pharmacies in future studies. This may be
enhanced by creating shorter education-focused interventions, which may help

enhance the likelihood of implementation into practice.

Another barrier that may have impacted on the recruitment and retention of
pharmacies in this project was the lack of financial remuneration for participation.
The unfortunate tendency for managers to base pharmacist performance on
workload and the number of scripts filled may also further impact on the willingness

for pharmacists to engage in research.'®?> An exploratory survey study by Saini et al.
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on Australian pharmacists’ willingness to participate in research was conducted with
267 community pharmacists. *°! Pharmacists who had not previously been involved
in pharmacy practice research were more likely to identify a lack of reimbursement
as a barrier to participating in research than those who had. A similar study was
conducted in the UK with 651 community pharmacies in East London and Essex by
Rosenbloom et al.?2%2 Most of the respondents (72%) stated that they would only
participate in research if they were paid to do so. Having been conducted in Australia
and the UK, these studies provide support to the notion that a lack of remuneration
for participation in research is a major barrier for Australian community pharmacists.
To reduce the impact of the lack of remuneration in this study, accreditation was
sought and obtained from the Pharmacy Guild of Australia for the education-focused
intervention, allowing pharmacists to claim CPD points for undertaking the

intervention.

A lack of perceived self-efficacy or skills may also impact on the willingness of
pharmacists to participate in pharmacy practice initiatives. 1% 203-206 Qvercoming this
potential barrier may involve providing an adequate yet simple, unintimidating
explanation of research studies to improve pharmacists’ confidence in their ability to

participate.

The delivery method was also a major contributor of the likelihood to complete the

intervention. The face-to-face delivery method proved more successful in retaining
pharmacies and achieving completion than the electronic delivery method. Mastery
of technology is perceived as a challenge in the use of electronic or online

educational training, as shown in a study conducted on final year pharmacy students
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when completing a course on pain management.2%’ Electronic or distance delivery
methods may present problems associated with the high degree of self-directedness
required to undertake the training, the need to adapt to computer-mediated
communication methods, time management, and technology issues.?%® Uptake and
completion of the education-focused intervention in the future may be best achieved
using the face-to-face delivery method, yet this presents issues with accessibility for

rural and remote pharmacies.

3.9 CONCLUSION

The findings from the literature review and the online survey of pharmacy academics
(Chapter 3, Section 3.3) assisted in the design and development of the multi-modal
health literacy education-focused intervention. The various barriers faced during the
implementation of the education-focused intervention impacted on the recruitment
and retention of pharmacies in the project, and on the rate of successful completion
of the intervention. Implementing various strategies to reduce the impact of these
barriers on the success of the intervention in community pharmacies is highly
recommended, because as discussed in Chapter 1, Section 1.6.3, no single method

to tailor strategies to overcome barriers has been developed.'?*

The next chapter investigates the effects of motivations on the intentions of

pharmacists and pharmacy staff members in undertaking health literacy training.
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4 MOTIVATIONS AND INTENTIONS OF PHARMACISTS AND

PHARMACY STAFF MEMBERS TOWARDS IMPLEMENTING

HEALTH LITERACY TRAINING

4.1 SUMMARY

Described in this chapter are the methods that were used to evaluate the influence of
pharmacists’ and pharmacy staff members’ motivations on their intentions to
implement health literacy training in their pharmacy, and subsequently use universal
precautions with all consumers (Phase 2). A survey was conducted concurrently, yet
independently, with the HeLP phase of the project (see Figure 1), with surveys being
completed by participants before the education-focused intervention was

implemented into pharmacies.

Pharmacists and pharmacy staff members demonstrated that a variety of
motivational factors influence their intentions to implement health literacy training
and use universal precautions with consumers to varying degrees. The results of this
study provide insight into potential barriers and enablers for successful

implementation of health literacy education in pharmacy.
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4.2 METHODS

As discussed in Chapter 2 (Section 2.2), a mailed questionnaire was chosen to

evaluate the pharmacists’ and pharmacy staff members’ attitudes, intentions and
motivations towards implementing health literacy training within their pharmacies.
This phase was approved by the Human Research Ethics Committees of Monash

University, Curtin University and the University of Sydney (Appendix 5).

4.2.1 Questionnaires

Two pre-intervention questionnaires were developed to evaluate pharmacists’ and
pharmacy staff members’ motivations and intentions in regard to implementing
health literacy training and using universal precautions. One questionnaire was
developed for the lead training pharmacists and pharmacy staff members, and one
for all other pharmacists and pharmacy staff members who planned to receive in-
pharmacy training from the lead training pharmacist (Appendix 6). The pre-
intervention questionnaires were completed by all groups of pharmacists and
pharmacy staff members (face-to-face [Group 1], electronic [Group 2] and control

[Group 3]).

4.2.1.1 Questionnaire design and piloting

The questionnaires were designed as mailed questionnaires for reasons discussed

in Chapter 2, Section 2.2.1.2.
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The questionnaires were designed based on the Theory of Planned Behaviour
(TPB).12 The TPB was developed to model the various factors that dictate
intentional human behaviours. The theory has been used extensively in the past to
construct questionnaires to investigate the attitudes and beliefs that influence health-
related behaviours. The TPB has been used to measure the impact of knowledge
transfer and implementation of evidence-based practice initiatives with health care
professionals, and has shown to be very effective at predicting health-related
behaviours.?%% 210 The theory has shown to be a good predictor of one’s intentions
and subsequent behaviour, accounting for 39-49% of the variance in intention, and

26-36% of the variance in behaviour.122. 209, 211-213

The TPB explains behaviour as a result of an individual’s intentions, which are

determined and dictated by three key variables:

1. ‘Attitudes’ is composed of both the individual’s belief about the consequences
of a particular behaviour, as well as their positive or negative evaluation of the

behaviour.12, 122,211

2. ‘Subjective norms’ is composed of both the individual’s normative beliefs, that
is, the degree to which the beliefs or opinions of others influence the likelihood
to perform the behaviour, and the individual’s own perception of the behaviour

as influenced by others.
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3. ‘Perceived behavioural control’ is both the individual’s perceived ability to
perform the behaviour, as well as their belief of the impact of particular factors

that may make the behaviour easier or more difficult to perform.

The model is depicted in Figure 4.

Attitudes Subjective norms Perceived
behavioural
control
Intentions
Behaviour | .

Figure 4: The Theory of Planned Behaviour

When compared to other models of behaviour change, for example the social
cognitive theory (SCT), the TPB has distinct advantages.?'* Firstly, the SCT
assumes that individuals already have a high level of intention to undertake a
particular behaviour, whereas in the TPB, intentions are not measured or are
assumed to be low. This makes the TPB suitable for preventative health
interventions, as individuals may not have a particular intention to change, whereas
the SCT is used to detect behavioural change of people who are already seeking
help. The TPB also suggests which cognitions may be changed or influenced to alter
an individual’s intentions (attitudes, subjective norms and perceived behavioural

control).
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Before formulating questions for the pre-intervention questionnaires, it was important
to first define the target behaviour that was desired. The TACT approach was used
to define the target behaviour. The TACT approach involves defining the Target,
Action, Context, and Time to determine the behaviour that is desired.?° Using this
approach, the behaviour was defined as ‘implementing an education-focused
intervention in health literacy into a community pharmacy over a three month period’,
where the target was the community pharmacy, the action was the use of universal
precautions with consumers, the context was the condition (limited health literacy),

and the time was three months.

Once the behaviour was defined, the method to measure behavioural intentions was
then determined. The method most commonly used in the TBP model is the
Generalised Intention method, due to its ease and the fact that it requires less time
for respondents to answer guestions.2*? Questions were formulated around three
verbs: ‘expect’, ‘want, ‘intend’, and their synonyms. Questions were based on one of
the three key variables of the TPB (Figure 4), as well as intentions (the dependent
variable). The aim was to measure each variable using a number of different
guestions and approaches. Each question was measured on a seven-item Likert
scale, measuring from 1 (strongly disagree) to 7 (strong agree) — the higher the

number, the more positive the response.

All of the questions were piloted for face and content validity by a group of four
project investigators from the Faculty of Pharmacy and Pharmaceutical Sciences,
Monash University, and one pharmacy academic from the School of Pharmacy,

Curtin University. Minor changes were made to the questionnaires in light of the
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piloting phase. These changes were included in the questionnaires shown in

Appendix 6.

4.2.1.2 Survey sample and recruitment

The survey sample was all community pharmacists and pharmacy staff members

recruited for the project.

Pre-intervention, each pharmacy received a mailed package containing: twelve
letters of invitation, one permission letter, twelve explanatory statements, twelve
consent forms, at least two pre-intervention pharmacy trainer questionnaires, ten
pre-intervention in-pharmacy participant questionnaires and reply paid envelopes

(Appendix 6).

Two reminders were given to each pharmacy before the survey submission
deadlines by telephone two weeks and four weeks following the supply of the

guestionnaires.

A total of 216 responses were received, 41 from pharmacy trainers, and 175 from in-

pharmacy participants.

4.2.1.3 Survey analysis

Quantitative data was analysed using the Statistical Package for the Social Sciences
(Statistical Package for the Social Sciences for Windows: IBM: version 19, New

York, USA).
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Exploratory factor analysis was conducted to condense the large number of survey
items into a smaller number of common factors for easier interpretation (Chapter 2,
Section 2.8). Results from negative statements were inversely recoded for
straightforward analysis. Principal component analysis was the method of extraction,
using Varimax with Kaiser normalisation rotation. The eigenvalue greater than 1 rule,
inspection of the Scree plot, and the number of items loading well on the factor were

used to determine the number of factors to preserve.?®

Cronbach’s alpha was then calculated to determine the internal consistency of the
items in each domain.2%® Internal consistency describes the ability for individual items
to measure the same concept or construct.?t” A minimum Cronbach’s alpha value of
0.70 is considered acceptable in most social sciences research, while some sources
report lower values.?'® Cronbach’s alpha was calculated separately for both

pharmacy trainers and in-pharmacy participants’ responses.

Following factor analysis, ordinal logistic regression was conducted to determine the
influence of these factors on the dependent variable (intentions) (Chapter 2, Section
2.9). As the intentions data was skewed to the left, the median score for each survey
item was used rather than the mean. The intentions variable was condensed into
four categories: 1-4.9, 5.0-5.9, 6.0-6.9 and 7.0. This was to enable easier analysis.
Following statistical consultation, it was decided that the pharmacy trainer data and
in-pharmacy participant data were to be analysed separately using different methods
due to a difference in sample sizes. Ordinal logistic regression could not be

conducted on the pharmacy trainer data set due to the small sample size (n=41).
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Instead, descriptive analysis was conducted to determine the median and
interquartile range of each survey item within each factor. Non-parametric statistics

were used as the data was not normally distributed.
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4.3 RESULTS

4.3.1 Demographic characteristics

Table 4.1: Demographic characteristics of pharmacy trainers

Characteristic Pharmacy trainers In-pharmacy participants
n=41 (%) n=175 (%)
Gender
Male 15 (36.6) 30 (17.1)
Female 26 (63.4) 145 (82.9)
Age
18-25 6 (14.6) 58 (33.1)
26-35 18 (43.9) 34 (19.4)
36-45 7 (17.1) 25 (14.3)
46-60 8 (19.5) 49 (28.0)
60> 2 (4.9) 9 (5.1)
Role
Registered pharmacist 32 (78.0) 39 (22.3)
Pharmacy intern 2(4.9) 6 (3.4)
Pharmacy assistant 7 (17.1) 139 (79.4)
Missing data 0 (0) 1 (0.6)
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4.3.2 Factor analysis

4.3.2.1 Pharmacy trainers

The Scree plot below identifies five factors extracted from the analysis (Figure 5). Factors

below the dotted cut-off line were excluded.

Scree Plot

Eigenvalue

rr r rrr oo o1 r 1 11717 1717 1T 71 7T 7T 71T 7T 7 TTT7TT1
1T 2 3 4 5 6 7 8 910112131415 1617 18 19 20 21 22 23 24 25 26 27 28

Component Number

Figure 5: Scree plot of factors extracted from pharmacy trainers’ survey responses

Following completion of the factor analysis, the survey items were condensed into five
factors that are displayed in Table 4.2. Each factor was assigned a label according to the

survey items assigned to that factor.

The Cronbach’s alpha for each factor was above 0.70, apart from Factor 5. Factor 5 was

included in the analysis, as this value is still considered acceptable.
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Table 4.2: Factors extracted from pharmacy trainers’ attitudes survey responses

Factor Weighting | Cronbach’s alpha
Value

Factor 1 — Support to apply health literacy training to counselling 0.91

| believe that implementing a health literacy training program for pharmacy staff in my 0.737

pharmacy is important.

Most of the people working in my pharmacy will encourage my efforts to apply health 0.756

literacy principles to my consumer counselling.

Pharmacy management will be very keen to see health literacy principles applied 0.816

consistently by all employees.

The employees in my pharmacy will be very keen to see that health literacy principles 0.714

are applied consistently to all consumer counselling.

If I work towards achieving a high standard of service delivery in the pharmacy relating 0.597

to health literacy, my managers and colleagues would be impressed.

The ability for me to run the health literacy training session for the pharmacy staff is 0.542

beyond my control.

Implementing health literacy counselling in the pharmacy seems like a complicated 0.524

process.

| anticipate that my pharmacy would provide sufficient practical support for the 0.87

implementation of a health literacy program.

In the past, my pharmacy has provided reasonable support to implement professional 0.825

programs.

Factor 2 — Positive expectations surrounding and confidence in applying health 0.84

literacy counselling

| feel | am adequately prepared to address my consumers’ health literacy needs. 0.77

| expect my pharmacy to achieve a high standard of service delivery in this pharmacy 0.603

relating to health literacy.

My consumers have strong expectations of me to counsel in a way that addresses their 0.649

health literacy needs.

The concepts described in health literacy training are logical and reasonable. 0.589
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Factor Weighting | Cronbach’s alpha
Value

I am confident | have the skills to run a health literacy training program for my staff. 0.687

I am confident that | could use effective communication techniques for all consumers 0.654

when providing health information.

Factor 3 — Positive evaluation of universal precautions and their potential benefits 0.71

Many of the consumers in my pharmacy have low levels of health literacy. 0.663

Those consumers in my pharmacy with low levels of health literacy are likely to 0.584

experience worse health outcomes than other consumers.

A consumer should never be considered to have adequate health literacy without clear 0.575

evidence.

Suggestions provided for implementing health literacy training in the pharmacy are likely 0.68

to be very helpful.

It would be easy for me to apply the counselling principles outlined in a health literacy 0.568

training program for all consumers when providing health information.

Factor 4 — Positive belief that implementation of health literacy education would 0.76

be successful

Whether | can run the health literacy training session for the pharmacy staff is entirely up 0.786

to me.

Whether or not | can achieve a high level of service delivery relating to health literacy in 0.569

this pharmacy is not beyond my control.

Whether or not a high level of service delivery relating to health literacy in this pharmacy 0.855

can be achieved is entirely up to me.

Factor 5 - Counselling rights and responsibilities 0.66

| do not have the right to assume that a consumer understands my advice, unless 0.814

he/she indicates otherwise.

It is not the consumer’s responsibility to ask questions if he/she is uncertain about any 0.711

advice provided in my pharmacy.
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4.3.2.2 In-pharmacy participants

The Scree plot below identifies seven factors extracted from the analysis (Figure 6).

Factors below the doted cut-off line were excluded.

Scree Plot

Eigenvalue
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Figure 6: Scree plot of factors extracted from in-pharmacy participants’ survey

responses

Following completion of the factor analysis, the survey items were condensed into
seven factors. Upon inspection of the survey, it was noticed that a question had been

repeated (Question 6 and 7, Appendix 6), and both items were condensed into
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Factor 6. As these were the only items in Factor 6, this factor was excluded from
further analysis. The remaining six factors are displayed in Table 4.3. Each factor
was assigned a label according to the survey items assigned to that factor.

The Cronbach’s alpha was above 0.70 for Factors 1 and 2, and below 0.70 for

Factors 3,4,5and 7.
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Table 4.3: Factors extracted from in-pharmacy participant attitudes survey responses

Factor Weighting Cronbach’s
Value alpha

Factor 1 — Support to apply health literacy training to counselling 0.79

Following completion of the training, my managers will expect me to counsel consumers in 0.514

a way that addresses their health literacy needs.

Most of the people working in my pharmacy will encourage my efforts to apply health 0.713

literacy principles to my consumer counselling.

My consumers have strong expectations of me to counsel in a way that addresses their 0.618

health literacy needs.

Pharmacy management will be very keen to see health literacy principles applied 0.757

consistently by all employees.

The employees in my pharmacy will be very keen to see that health literacy principles are 0.673

applied consistently to all consumer counselling.

I am confident that | could use effective communication techniques for all consumers when 0.517

providing health information.

Factor 2 - Support for implementation of health literacy training 0.70

If I work towards achieving a high standard of service delivery in the pharmacy relating to 0.746

health literacy, my managers and colleagues would be impressed.

| anticipate that my pharmacy would provide sufficient practical support for the 0.693

implementation of a health literacy program.

In the past, my pharmacy has provided reasonable support to implement professional 0.754

programs.

Factor 3 - Preparedness for implementation and sustainability of health literacy 0.68

training

| feel | am adequately prepared to address my patients’ health literacy needs. 0.585

| have a clear vision of how to implement health literacy counselling into all counselling in 0.767

the pharmacy.
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Factor Weighting Cronbach’s
Value alpha

| have already successfully incorporated and sustained changes to the way | counsel 0.827

patients in everyday practice.

Factor 4 — Positive evaluation of universal precautions and their potential benefits 0.65

By providing appropriate counselling, pharmacy staff can help consumers to avoid many 0.583

problems associated with low levels of health literacy.

A consumer should never be considered to have adequate health literacy without clear 0.731

evidence.

It is essential to counsel all consumers in a manner that assumes they have limited health 0.738

literacy, unless proven otherwise.

Factor 5 - Positive belief that implementation of health literacy education would be 0.61

successful

Whether or not | can achieve a high level of service delivery relating to health literacy in this 0.787

pharmacy is within my control.

Whether or not a high level of service delivery relating to health literacy in this pharmacy 0.769

can be achieved is entirely up to me.

Implementing health literacy counselling in the pharmacy does not seem like a complicated 0.578

process.

Factor 7 - Counselling rights and responsibilities 0.57

| do not have the right to assume that a consumer understands my advice, unless he/she 0.847

indicates otherwise.

It is not the patient’s responsibility to ask questions if he/she is uncertain about any advice 0.722

provided in my pharmacy.
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4.3.3 Non-parametric analysis and ordinal logistic regression

4.3.3.1 Pharmacy trainers

As mentioned in Section 4.2.1.3, logistic regression was not conducted on this data
set due to the small sample size (n=41). Table 4.4 represents the medians and

interquartile range (IQR) of each survey item within each factor.

Table 4.4: Medians and IQRs of factors extracted from pharmacy trainers’ attitudes

survey response

Factor Median IQR
Factor 1 — Support to apply health literacy training to counselling

a) | believe that implementing a health literacy training program for pharmacy staff in my pharmacy 6 2
is important.

b) Most of the people working in my pharmacy will encourage my efforts to apply health literacy 6 2
principles to my consumer counselling.

¢) Pharmacy management will be very keen to see health literacy principles applied consistently 7 15
by all employees.

d) The employees in my pharmacy will be very keen to see that health literacy principles are 6 2
applied consistently to all consumer counselling.

e) If | work towards achieving a high standard of service delivery in the pharmacy relating to health 6 1
literacy, my managers and colleagues would be impressed.

f) The ability for me to run the health literacy training session for the pharmacy staff is beyond my 6 2
control.

g) Implementing health literacy counselling in the pharmacy seems like a complicated process 4 1.75
h) | anticipate that my pharmacy would provide sufficient practical support for the implementation 5.5 1
of a health literacy program

i) In the past, my pharmacy has provided reasonable support to implement professional programs. 6 2
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Factor Median IQR
Factor 2 — Positive expectations surrounding and confidence in applying health literacy

counselling

a) | feel | am adequately prepared to address my consumers’ health literacy needs. 6 1
b) I expect my pharmacy to achieve a high standard of service delivery in this pharmacy relating to 7 1
health literacy.

¢) My consumers have strong expectations of me to counsel in a way that addresses their health 6 2
literacy needs.

d) The concepts described in health literacy training are logical and reasonable. 5 2
e) | am confident | have the skills to run a health literacy training program for my staff. 6 2
f) I am confident that | could use effective communication techniques for all consumers when 6 15
providing health information.

Factor 3 — Positive evaluation of universal precautions and their potential benefits

a) Many of the consumers in my pharmacy have low levels of health literacy. 5 2.5
b) Those consumers in my pharmacy with low levels of health literacy are likely to experience 6 2
worse health outcomes than other consumers.

c) A consumer should never be considered to have adequate health literacy without clear 6 2
evidence.

d) Suggestions provided for implementing health literacy training in the pharmacy are likely to be 6 2
very helpful.

e) It would be easy for me to apply the counselling principles outlined in a health literacy training 6 15
program for all consumers when providing health information.

Factor 4 - Positive belief that implementation of health literacy education would be

successful

a) Whether | can run the health literacy training session for the pharmacy staff is entirely up to me. 5 3
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Factor Median IQR

b) Whether or not | can achieve a high level of service delivery relating to health literacy in this 6 1.75

pharmacy is not beyond my control.

¢) Whether or not a high level of service delivery relating to health literacy in this pharmacy can be 5 3

achieved is entirely up to me.

Factor 5 - Counselling rights and responsibilities

a) | do not have the right to assume that a consumer understands my advice, unless he/she 4.5 3

indicates otherwise.

b) It is not the consumer’s responsibility to ask questions if he/she is uncertain about any advice 5 2

provided in my pharmacy.

The median for all survey items tended towards the upper end of the scale. Survey
items 1c (Pharmacy management will be very keen to see health literacy principles
applied consistently by all employees) and 2b (I expect my pharmacy to achieve a
high standard of service delivery in this pharmacy relating to health literacy) both had
a median score of 7, with the majority of survey items having a median value of 6.
The lowest median value (median = 4.0) was for survey item 1g (Implementing

health literacy counselling in the pharmacy seems like a complicated process).

4.3.3.2 In-pharmacy participants

When analysed with ordinal logistic regression, the model showed that having
positive attitudes and beliefs towards support to apply health literacy training to
consumer counselling (Factor 1) showed a positive statistically significant

association with having intentions to implement health literacy training (Table 4.5).
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Table 4.5: Association between factors and intention to undertake health literacy training of in-

pharmacy participants (adjusted)

Factor Adjusted OR 95% ClI p value
1. Support to apply health literacy training to 3.07 1.97-4.79 | <0.001
counselling

2. Support for implementation of health literacy 2.73 1.94 -3.84 | <0.001
training

3. Preparedness for implementation and 2.44 1.67 —3.58 | <0.001
sustainability of health literacy training

4. Positive evaluation of universal precautions and 2.42 1.61-3.63 | <0.001
their potential benefits

5. Positive belief that implementation of health 1.13 0.78 —1.59 0.56
literacy education would be successful

7. Counselling rights and responsibilities 0.95 0.69-1.37 0.79

There was also a statistically significant positive association between having support

to apply and implement health literacy training (Factors 1 and 2, respectively) and

having intentions to undertaking training. Preparedness and sustainability for

implementation (Factor 3), and relevance of universal precautions and their potential

benefits (Factor 4), were also associated with having intentions to undertake training.

There was no statistically significant association between the belief that

implementation would be successful (Factor 5), as well as consumers’ counselling
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rights and responsibilities (Factor 7), with intention to participate in health literacy

training.

4.4 DISCUSSION

This study identified four factors that influence intentions to undertake health literacy
training. Similarities and differences exist between the beliefs of pharmacy trainers,
which were mostly pharmacists (78.0%), and pharmacy staff members, which may
be a result of varying levels of experience, training and professional responsibilities.
Additionally, the majority of pharmacy trainers and in-pharmacy participants were
female (63.4% and 82.9%, respectively), with most in-pharmacy participants
comprised of pharmacy assistants (79.4%), perhaps reflecting the general
demographic characteristics of the pharmacy profession, of which the majority are

female.21?

Each factor is discussed below, with emphasis on their application to health literacy

practice and training.

Support to apply health literacy training to counselling

Survey items that correlated onto this factor referred to the influence of others, and
their opinions, on the likelihood of participants applying health literacy principles to
consumer interactions. Pharmacy trainers scored these survey items highly,
indicating a positive motivation towards applying health literacy training principles to
counselling with consumers. In-pharmacy participants demonstrated the greatest

association between this factor and intention to undertake health literacy training.
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This factor was composed of mostly subjective norms and perceived behavioural
control elements. Subjective norms have previously been shown to be considerable
influencers of pharmacist counselling practices. The TPB model was used to
determine the influence of each domain on pharmacists’ intention to provide pediatric
asthma counselling in the United States.??° A survey was provided to 389 eligible
pharmacists, of which 98 responded. The study demonstrated that intention to
provide counselling was significantly influenced by subjective norms (OR=1.88;

95%Cl: 1.06-3.34).

Another study conducted in the United States investigated pharmacists’ intention to
provide Medicare subsidised medication therapy management services to eligible

consumers.??! A mailed survey was distributed to 500 pharmacists, with 203 usable
surveys returned. All three domains of the TPB model had a significant influence on

intentions, with subjective norms having the greatest influence.

Both of these studies support the findings of Phase 2 reported here, which
demonstrated greatest influence of subjective norms on intentions to undertake
health literacy training and implement these health literacy-focused communication
techniques to patient counselling. These results differ from many other health-
focused TPB studies, which showed attitudes and perceived behavioural control as
having the greatest influence on intentions.??2 This result is, however, consistent with
past research focusing purely on the pharmacy setting.??% 223 As with Phase 2, both
these studies by Pradel et al. and Herbert et al. utilised mailed questionnaires to
pharmacists, yet were conducted in the United States, making generalisability to the

Australian setting limited. Sample bias may also exist with both these studies, and
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the health literacy study. Non-respondents may inherently have lower intentions to
undertake a particular behaviour, and therefore the results may overestimate the true
level of intention. This again limits the generalisability of these studies, and may only

estimate intentions of highly motivated pharmacists.

Positive expectations surrounding and confidence in applying health literacy

counselling

This factor was only present in the pharmacy trainer component of Phase 2. Upon
inspection, it constituted items related to participants’ confidence and perceived
behavioural control in implementing health literacy training, and applying health
literacy principles to counselling. Following analysis, it could be seen that pharmacy
trainers felt they had the confidence and skills (self-efficacy) to both implement
health literacy training into their pharmacy, but also use these skills with consumers.
Self-efficacy has been shown to be an important factor in one’s belief that they can
successfully perform a certain task.??4 2% A study by Martin et al., conducted in
United States, explored the effect of a tobacco cessation continuing professional
training program on pharmacists’ confidence, skills and practice-change
behaviours.??6 A total of 25 pharmacists were surveyed both before and after
receiving the training program. Following training, pharmacists felt significantly more
confident in providing smoking cessation advice to consumers (mean score of 35/60
pre training vs. 47/60 post training, p<0.001). The pretest-posttest nature of this
study varies considerably to the method used in Phase 2 (pre-intervention only), yet

still provides support to the notion that self-efficacy of pharmacists is an important
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consideration in the implementation of training interventions. While the study by
Martin et al. did not explicitly refer to health literacy, its focus on the measurement of
pharmacists’ self-efficacy following the implementation of an education-focused
intervention to enhance patient counselling makes it relevant for comparison to this
study (Phase 2). Although, Matrtin et al. study is severely limited by its lack of a
control group. Without one, it is difficult to determine the true impact of the training

program on pharmacists’ confidence in providing smoking cessation advice.

Another study investigating the likelihood of providing smoking cessation counselling
to consumers was conducted in the United States by Hudmon et al.??” A survey was
completed by 1,168 pharmacists in California, exploring various factors that may
influence the provision of smoking cessation counselling. Pharmacists were more
likely to deliver counselling if they felt they had the confidence and self-efficacy to do
so (OR: 1.63; 95% CI: 1.30-2.05; p<0.001). As with Martin et al., the study by
Hudmon et al. did not explicitly refer to health literacy, yet its focus on measuring the
impact of pharmacists’ confidence and self-efficacy to implement communication
techniques to patient counselling following an education-focused intervention proved

it a relevant comparison to this study (Phase 2).

Again, sample bias may play a role in overestimating the level of intentions of
pharmacists in both these studies, and therefore may reduce the ability to generalise
the results. Although both studies were conducted in the United States, and were
focused on smoking cessation counselling, they support the notion that provision of
training on particular counselling practices should focus on improving confidence in

regard to their use with consumers.
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Positive evaluation of universal precautions and their potential benefits

In-pharmacy participants demonstrated an association between the importance and
possible benefits of using universal precautions and intentions to undertake training.
Pharmacy trainers showed positive motivations towards using universal precautions
with consumers, with median values ranging from 5 to 6 for survey items in this
factor. These results show that pharmacists and pharmacy staff members may have
a pre-existing belief that consumers should be counselled with the assumption that
they may not understand complex terms, yet pharmacists and pharmacy staff
members may not understand the link to the concept of health literacy. Research on
universal precautions in pharmacy practice is limited and therefore prior evidence for
this result is difficult to garner. Further research into the motivations and intentions of
pharmacists and pharmacy staff members’ in regard to their use of universal
precautions by pharmacists and pharmacy staff members is essential. This will help
ensure effective counselling practices are supported in practice and utilised with

consumers.

Preparedness for implementation and sustainability of health literacy training

and successful implementation of health literacy training

Pharmacy trainers demonstrated a belief that the implementation of health literacy
training would not be hindered by their degree of control over the pharmacies’
training program and schedule. Not surprisingly, the contrary was seen with in-

pharmacy participants. Most pharmacy trainers in this project were managers, and
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thus have a great amount of control over pharmacy training, whereas pharmacy staff

members were mainly pharmacy assistants and interns.

The positive belief in the ability of pharmacy trainers to implement training may be a
result of experience, training and role responsibilities. Perceived behavioural control,
or self-efficacy, has been shown in previous health literacy research to be a
modifiable factor in the implementation of health literacy training.??® This study
conducted by Wilcoxen et al. in the United States with pharmacy students, used the
TPB model to assess attitudinal and motivational factors influencing the successful
implementation of health literacy training into the curriculum. Students were either
assigned to an experimental group who received the health literacy training or a
control group who did not receive training. At the completion of the study, students in
the experimental group demonstrated a marked improvement in their mean
perceived behavioural control scores to use health literacy training principles with

consumers than the control group students (41.00 vs. 37.93, p=0.033).

Phase 2 of the research project is significantly different to the above mentioned
American study in terms of participants and setting. Having been conducted with
pharmacy students, possible influencers and motivational factors may differ from
pharmacists. Pharmacists may be more influenced by managerial factors, workload
and staffing, whereas students’ motivations are perhaps more likely to be influenced
by assessment and the motivations and attitudes of educators. It does, however,
highlight the possible influence of pharmacists’ perceived behavioural control on

undertaking health literacy training and using these principles with consumers.
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Counselling rights and responsibilities

The final factor for both pharmacist trainers and pharmacy staff members was
consumer counselling rights and responsibilities. In-pharmacy participants
demonstrated no association between consumer rights and responsibilities and
intentions to undertake health literacy training. These results may be due to a lack of
acknowledgement or understanding of a consumer’s right to be counselled at a

particular level of complexity.

The above factors may present opportunities to further enhance the delivery of
health literacy training into pharmacies by drawing on various attitudes and beliefs of

pharmacists and pharmacy staff members.

Subjective norms were shown to have the greatest influence on intentions to
undertake training, and therefore ensuring that participants are encouraged by
managers and other staff to undertake training may benefit from this strong
association. Creating a supportive, encouraging learning environment has been

shown to enhance training delivery.?29-232

There is currently a dearth of research investigating pharmacists’ and pharmacy staff
members’ intentions to counsel consumers, let alone use universal precautions and
health literacy principles. This research gap therefore presents difficulties in
comparing the Phase 2 study to other related studies. The relatively new area of

health literacy in pharmacy practice may be a reason for this.
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Limitations of this phase do exist, which may affect the generalisability of the results.
Firstly, the Cronbach’s alpha value fell below the usual 0.70 threshold for a number
of factors. This may indicate that the items within each of these factors lack an
acceptable degree of correlation. Relying on the Cronbach’s alpha value alone may
result in situations where a test is wrongly discarded.?!” A low value may not be the
result of low correlation of items, but instead may be due to a low number of
guestions in each factor. In this study, the factors that produced Cronbach’s alpha
values below 0.70 were composed of only two to three items, making this a

possibility.

Secondly, data from pharmacy trainers in Western Australia were not included in the
analysis due to incorrect collection techniques. This resulted in a total of ten

unusable returned surveys. This would not have altered the ability to conduct ordinal
logistic regression on this data set, because even if these surveys were included, the

sample size would have still been too small.

The inability to conduct logistic regression on the pharmacy trainer data set reduces
the comparability of these results with the in-pharmacy participant results. This
limitation was beyond the control of the PhD candidate given that two reminders

were sent out to all participants prior to the survey submission deadlines.

Finally, this phase also only measured the pre-intervention, baseline level of
participants’ attitudes, perceived behavioural control, subjective norms and
intentions. Measuring post-intervention levels may have provided greater insight into

the effect of the health literacy education-focused intervention on these attributes.
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This may then have allowed for more specific modification of the intervention to
focus on particular strengths and weaknesses. If a post-intervention survey was
conducted, it would have been useful to not only determine a change in intentions,
but also a change in behaviour. This was not conducted due to time constraints
imposed by the Pharmacy Guild of Australia for the project. Phase 2 of this PhD was
not originally a planned component of the HeLP project, yet was conducted for

interest’s sake.

It cannot be assumed that a change in intentions may have a definite change in
actual behaviour. A systematic review investigating the effect of health interventions
on the change in intentions and behaviours following implementation was conducted
using 30 intervention studies.?!* The review found that of the studies that mentioned
intention and behavioural change, half reported a change in intentions following the

intervention, and two-thirds reported a change in behaviours.

4.5 CONCLUSION

This phase provides insight into the influence that attitudes, perceived behavioural
control and subjective norms have on the intentions of pharmacists and pharmacy
staff members to undertake health literacy training. A wide variety of influencers
exists, and impact on intentions to varying degrees, and therefore may either enable
the implementation of health literacy training into the pharmacy setting, or create

barriers.
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Subjective norms was shown to have the greatest association with intentions, and
therefore ensuring that participants feel supported and encouraged to learn may aid
in successful implementation and uptake of the health literacy education-focused
intervention in the future, as well as other, similar educational initiatives for

pharmacists.

The next chapter describes the evaluation of the efficacy and effectiveness of the

health literacy education-focused intervention for community pharmacies in Australia

(Phase 3).
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5 EVALUATION OF THE EDUCATION-FOCUSED

INTERVENTION: EFFICACY AND EFFECTIVENESS OF

UNIVERSAL PRECAUTIONS BY PHARMACISTS AND

PHARMACY STAFF MEMBERS

5.1 SUMMARY

This chapter describes the evaluation of the efficacy and effectiveness of the health
literacy education-focused intervention (Phase 3) in terms of adoption of universal
precautions by pharmacists and pharmacy staff members. As discussed previously
(see Chapter 3, Section 3.6), the education-focused intervention was delivered face-
to-face (Group 1) or online (Group 2) to a pharmacist and/or a pharmacy assistant
nominated as a ‘lead trainer’ from each of the participating pharmacies. This lead
trainer then conducted a number of in-house training sessions with the remaining
pharmacy staff members at their site. Pharmacists and pharmacy staff members in
the control group (Group 3) did not undertake the health literacy training; pre- and
post-intervention data were collected from this group for comparison with

intervention groups’ data.
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5.2 METHODS

As previously discussed in Chapter 2 (see Sections 2.2.1.3 and 2.2.3), two methods
to evaluate the efficacy and effectiveness of the education-focused intervention were

selected:

1. Measurement of universal precaution use with consumers both before and

after the education-focused intervention; and

2. Measurement of universal precaution use with simulated patients both

before and after the education-focused intervention.

These methods were approved by the Monash University, Curtin University and the
University of Sydney Human Research Ethics Committee (Appendix 3). The trial, of
which this study was a component, was registered with the Australian New Zealand

Clinical Trials Registry (ACTRN 12613000574741).

5.2.1 Measuring adoption of universal precautions with consumers

A survey tool was developed to identify the impact of the education-focused
intervention on pharmacists’ and pharmacy staff members’ adoption of universal
precautions with consumers. Consumers were invited by a research assistant to take
part in the project in store after consulting with a pharmacist or pharmacy staff
member. They were asked a series of questions relating to their demographic

characteristics, personal health status, and the communication techniques used in
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the consultation with the pharmacist or pharmacy staff member. This was conducted
both before any health literacy training was undertaken by pharmacists and
pharmacy staff members (pre-intervention), and following the completion of all
training (post-intervention). The consumer survey was also conducted in all Group 3

pharmacies.

5.2.1.1 Questionnaire design and piloting

The questionnaires were designed to be delivered by a research assistant in an
interview format with consumers, using an RCT study design (see Chapter 2,
Section 2.2.2). The questions were developed to assess the application of the nine
themes and skills that were determined to underpin universal precautions in health
literacy (see Chapter 1, Section 1.5.4). The questionnaire was examined for face and
content validity by a group of five project investigators from the Faculty of Pharmacy
and Pharmaceutical Sciences, Monash University and the School of Pharmacy,
Curtin University. Following this, it was piloted with a convenience sample of 10
pharmacy consumers in two community pharmacies in Victoria. Minor changes were
subsequently made to some questions to enhance understanding and reduce
ambiguity. These changes were included in the final questionnaire shown in

Appendix 7.

5.2.1.2 Questionnaire delivery

The pre- and post-intervention questionnaires were administered to consumers in all
trial pharmacies over a period of four weeks. Research assistants (G.S and S.S in

Victoria, K.B in New South Wales, and E.E in Western Australia) contacted each
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pharmacy to organise a three-hour period to conduct the survey with consumers
during business hours at a time convenient for the pharmacy. The research assistant
recruited eligible consumers in the pharmacy either before or after they consulted
with a pharmacist or pharmacy assistant, depending on consumer or pharmacy
preference. Consumers were eligible if they received advice on a Schedule 2
(Pharmacy Medicine), Schedule 3 (Pharmacist-Only Medicine) or a new prescription
for a Schedule 4 (Prescription Medicine) medication as determined by the Standard
for the Uniform Scheduling of Medicines and Poisons (SUSMP) 2012.233 Consumers
collecting medicines by proxy (e.g. a carer) were also eligible for inclusion.
Consumers were excluded from participation if they were collecting a repeat supply
of a prescription medicine (authorisation of the supply of a medicine that has already
been dispensed using the same prescription), opioid substitution therapy, emergency

contraception, receiving advice only, or were under 18 years of age.

Eligible consumers were briefed about the project and the survey. They were

provided an explanatory statement and completed a consent form (Appendix 7) if
they were interested in participating. The research assistant proceeded to ask the
survey questions as written in the questionnaire, and documented the consumer’s

response on the questionnaire.

Researcher observations of use of the primary outcomes (‘What questions do you
have?’ and the teach-back method) during consumer interactions were also
undertaken in all pharmacies where consent was granted for this purpose by the

consumer and the pharmacist/pharmacy staff member.
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Sample size

The sample size was calculated based on the assumption that there would be a
three-fold increase in the adoption of universal precautions by pharmacists and
pharmacy assistants from 5% to 15% (in the absence of any published data, the
assumption of 5% at baseline was based on the subjective impression that current
use of universal precautions was low). With an alpha value of 0.05 and power of 0.8,
it was determined that the required sample size per group was 160 consumers, and
therefore a total of 480 consumers across the three groups. This was inflated by

10% to account for attrition, with the final sample size being 528 consumers (176 per

group).

5.2.1.3 Primary and secondary outcomes

Table 5.1: Primary and secondary outcomes for the measurement of universal

precaution use with consumers

Primary outcomes Secondary outcomes

Use of the phrase ‘What questions do Consumer was asked if they had any

you have?’ guestions (open or closed format)

Use of the teach-back method Consumer was provided with

printed/handwritten information

Important points of information were

repeated to the consumer

Clinical terms/medical jargon was used

during counselling
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The first of these primary outcomes was based on the well-established recognition
that open-ended questions are able to engage people more effectively and retrieve
information more readily. The teach-back method was selected due to its usefulness
in confirming understanding and because it was known to be under utilised by health
professionals, particularly pharmacists.>? 234 Both outcomes can be applied to all
interactions too; be it primary care, device demonstration, provision of medicines, or

other scenarios.

5.2.1.4 Analysis

Coding the questionnaires

Questions with dichotomous outcomes (see Appendix 7) were marked as ‘0’ for Yes,

and ‘1’ for No. Questions measured using a scale were marked according to their

scale value, i.e. 1, 2, 3, 4, etc. The individual codes were entered into the Statistical

Package for the Social Sciences database for statistical computations (SPSS for

Windows: IBM: version 19, New York, USA).

Statistical analysis

Two statistical analyses were conducted:

1. Pearson’s Chi-squared analysis to determine the differences between two

proportions.
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2. Rate ratios (relative risks) to investigate the likelihood of the intervention
groups’ (Group 1 and 2) using universal precautions following training

compared to the control group (Group 3).

Analyses were conducted for each primary and secondary outcome both between

groups post-intervention, and within groups pre- versus post-intervention.

The primary analysis was conducted using the recall data only (i.e. without
researcher observations) as observations were not conducted in the majority of
interactions, thus relying completely on patient recall. Conclusions are based on this

primary analysis only.

A secondary analysis was conducted with researcher observations included for
interest’s sake. Where the observed data differed from the recall data, the observed
data took precedence. It was anticipated that not all consumer interactions with a
pharmacist or pharmacy staff member would be able to be observed due to lack of
consumer and pharmacy consent; thus, it would not be valid to include observations
in the primary analysis. Analysis including observations was conducted for

methodological comparison i.e. to determine whether recall bias affected the data.

5.2.2 Measuring use of universal precautions with simulated patients

All trial pharmacies were visited by a simulated patient four times during the study

period: twice prior to the health literacy education-focused intervention and twice
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following the completion of the in-house training component by the lead trainers in
the pharmacies in the intervention groups. This component of Phase 3 was
conducted to objectively measure the adoption of health literacy techniques with
simulated patients in everyday practice (i.e. effectiveness), without the potential
influence of a researcher’s presence. Pharmacy managers were not advised when

simulated patients would be visiting their pharmacy.

5.2.2.1 Data collection tool design

Case vignettes were developed (Appendix 7) in conjunction with a data collection
form to objectively evaluate the pharmacists’ or pharmacy staff members’

performance (Appendix 7).

The data collection tool for the evaluation of the pharmacists’ or pharmacy staff
members’ performance was developed in tandem with the consumer survey (see
Section 5.2.1). As both methods evaluated the adoption of universal precautions by
pharmacists and pharmacy staff members, the tools carry many similarities. The nine
skills identified as underpinning universal precautions in health literacy were used to
formulate the objective assessments for the simulated patients (see Chapter 1,

Section 1.5.4).

The tool was created in a fashion similar to that used in an Objective Structured
Clinical Examination (OSCE), which is a common assessment method for measuring
students’ competence in communication and clinical skills.?®> Students are presented
with a short case by an impartial examiner, and are generally required to act as the

medical professional. History taking, diagnosis, inter-professional communication
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skills, and counselling are tasks commonly examined using this method. An
analytical checklist is used to measure students’ performance. A specific point value
is assigned to each attribute or skill that the student must demonstrate to be
considered competent. Each skill usually begins with an action verb, for example,
‘heard’, ‘spoke’, or ‘utilised’. The data collection tool used in Phase 3 was designed

as an analytical checklist with each item beginning with an action verb.

The data collection tool was evaluated for face and content validity by five project
investigators from the Faculty of Pharmacy and Pharmaceutical Sciences, Monash
University and the School of Pharmacy, Curtin University. Consequently, minor
changes were made to some questions to enhance understanding and reduce

ambiguity.

5.2.2.2 Development of case vignettes

Three case vignettes were developed for the project by the research team (Appendix
7). Ecological validity (the assumption that the method, materials and setting of a
study mirror a real life scenario or situation?3¢) was maintained by ensuring that
scenarios were realistic and could be enacted with ease by the simulated patient.

Each scenario was piloted with two project officers, who were also pharmacists.

Pre-intervention, the first scenario was a consumer presenting with what appeared to
be heartburn, and the second was a consumer presenting with issues relating to the
use of a salbutamol metered-dose inhaler (MDI) for the relief of asthma. Post-
intervention, the MDI scenario was re-used, and another scenario was developed in

place of the heartburn scenario — the presentation of a case of what appeared to be
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seasonal rhinitis. The scenarios were developed based on the nine principles of
health literacy universal precautions, for example, that scenarios facilitated the
pharmacist or pharmacy staff member to apply technique demonstration (see
Chapter 1, Section 1.5.4). Each principle was assessed either by a dichotomous

guestion or using a scale.

5.2.2.3 Simulated patient recruitment and training

Two simulated patients were recruited in each of the three states. Older patients
(e.g. over 60) were recruited, as health literacy issues are highly prevalent in older
adults (see Chapter 1, Section 1.2.1). Following recruitment, the simulated patients
attended a one-day training session in their home state, conducted by a project
investigator and a project officer. The simulated patients were trained to act out the
case vignette scenarios (see Chapter 5, Section 5.2.2.2) and to complete the data
collection tool following their interaction with a pharmacist or pharmacy staff

member.

5.2.2.4 Delivery of case vignettes

Each simulated patient visited every pharmacy in their state — once pre-intervention
and once post-intervention, totaling four visits to each pharmacy (two pre-
intervention and two post-intervention). The simulated patients were instructed to
enter each pharmacy at separate times to avoid any chance of their true identity and
purpose being revealed. They were instructed to wait to be approached by a
pharmacist or pharmacy staff member for assistance, but in the case of a lengthy

waiting period (over five minutes), they approached the nearest available staff
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member. Before the visits began, the pharmacy managers were instructed not to
inform any other pharmacy staff members, including other pharmacists, about the
simulated patient visits. Pharmacy managers were only informed of the period of
time the simulated patient may visit, e.g., sometime in the following month, and not

exact times and dates.

Following delivery of the case vignette in the pharmacy, the simulated patient
completed the data collection tool as soon as possible after leaving the premises in

order to avoid recall bias.

5.2.2.5 Primary and secondary outcomes

The primary and secondary outcomes that were assessed in the consumer survey
component of this phase were also assessed in this component of Phase 3, with the
addition of one secondary outcome: the duration of counselling (see Chapter 5,

Section 5.2.1.3).

5.2.2.6 Analysis

Coding the questionnaires

The individual codes were entered into SPSS for Windows (SPSS IBM: version 19,
New York, USA). Questions with dichotomous outcomes were coded ‘O’ for Yes, and
‘1’ for No. Questions measured using a scale were marked according to their scale

value, e.g. 1, 2, 3, 4, etc.
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Statistical analysis
Identical analyses were performed to those conducted in the consumer survey

component of Phase 3 (see Chapter 5, Section 5.2.1.3)

5.3 RESULTS

As described earlier (see Chapter 5, Section 5.2.1.4), the primary analysis used
recall data only. The assumption that not all interactions would be able to be
observed due to lack of consent proved to be correct: observations were conducted
in only 27.5% (n=117) of interactions pre-intervention and 17.4% (n=59) post-

intervention.

5.3.1 Measuring use of universal precautions with consumers

5.3.1.1 Consumer demographics

Table 5.2 shows the demographic characteristics, pre- and post-intervention, of the
participants involved in the consumer survey component. As the consumers
recruited pre-intervention were not the same consumers as those recruited post-

intervention, two sets of demographic data are displayed.

The data show that more females participated in the pre- and post-intervention
surveys than males; age categories were well represented in each group. The
majority of participants across the three groups, both pre- and post-intervention, had

completed some education beyond high school (e.g. university or technical school),
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whereas the minority in all groups had not completed high school. The majority of
participants stated that they had vision problems, and a small number reported

having a hearing disability.

The majority of participants, both pre- and post-intervention, reported their reason for
attending the pharmacy as the presentation of a new prescription, followed by
primary care (purchasing S2 or S2 medications). Most consumers were attending the

pharmacy for their own purposes rather than for someone else.

Results from Table 5.2 also show that the post-intervention electronic group is

smaller than the number recruited in the pre-intervention group (79 versus 138,

respectively).
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Table 5.2: Demographic characteristics of consumers recruited pre- and post-intervention.

Variable Pre-intervention Post-intervention
Face-to- face | Electronic Control Face-to- face Electronic Control
(Group 1) (Group 2) (Group 3) (Group 1) (Group 2) (Group 3)
N=153 N=138 N=149 N=138 N=79 N=121
n (%) n (%) n (%) n (%) n (%) n (%)
Gender
Male 48 (31.4) 54 (39.1) 59 (39.6) 49 (35.5) 37 (46.8) 37 (30.6)
Female 105 (68.6) 84 (60.9) 90 (60.4) 89 (64.5) 42 (53.2) 84 (69.4)
Age
18-30 32 (20.9) 26 (18.8) 18 (12.1) 18 (13.0) 11 (13.9) 9 (7.4)
31-50 32 (20.9) 29 (21.0) 42 (28.2) 27 (19.6) 30 (38.0) 24 (19.8)
50-64 32 (20.9) 29 (21.0) 31 (20.8) 35 (25.4) 17 (21.5) 32 (26.4)
65-74 20 (13.1) 19 (13.8) 30 (20.1) 30 (21.7) 13 (16.5) 32 (26.4)
75+ 37 (24.2) 35 (25.4) 28 (18.8) 28 (20.3) 8 (10.1) 24 (19.8)

171 |Page



Variable

Pre-intervention

Post-intervention

Education

Not completed 23 (15.0) 11 (8.0) 17 (11.4) 22 (15.9) 8 (10.1) 22 (18.2)
high school

Completed high | 56 (36.6) 53 (38.4) 53 (35.6) 48 (34.8) 28 (35.4) 45 (37.2)
school

Higher level of | 74 (48.4) 73 (52.9) 79 (53.0) 68 (49.3) 42 (53.2) 54 (44.6)
education

Not reported 0 1(0.7) 0 0 1(1.3) 0

Visual

impairment

Yes 98 (64.1) 85 (61.6) 99 (66.4) 93 (67.4) 41 (51.9) 82 (67.8)
No 55 (35.9) 53 (38.4) 50 (33.6) 45 (32.6) 38 (48.1) 39 (32.2)
Hearing

impairment

Yes 14 (9.2) 9 (6.5) 12 (8.1) 9 (6.5) 8 (10.1) 7 (5.8)
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Variable

Pre-intervention

Post-intervention

No 139 (90.8) 129 (93.5) 137 (91.9) 129 (93.5) 71 (89.9) 114 (94.2)
Reason for

visiting

New prescription | 87 (56.9) 74 (53.6) 84 (56.3) 88 (63.8) 53 (67.1) 79 (65.3)
Primary care 50 (32.7) 46 (33.3) 50 (33.6) 35 (25.4) 21 (26.6) 25 (20.7)
Combination of | 11 (7.2) 6 (4.3) 3 (2.0) 15 (10.9) 5 (15.2) 16 (13.2)
above

Not reported 5(3.3) 12 (8.7) 12 (8.1) 0 0 1(0.8)
Who is the visit

regarding?

Myself 131 (85.6) 113 (81.9) 125 (83.9) 114 (82.6) 66 (83.5) 99 (81.8)
Someone else 22 (14.4) 24 (18.1) 24 (16.1) 24 (17.4) 13 (16.5) 22 (18.2)
Not reported 0 1(0.7) 0
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5.3.1.2 Primary outcomes

‘What questions do you have?’

Within-group comparison

Within each group, using recall data only, changes in the use of the phrase ‘What
questions do you have?’ were not statistically significant pre- versus post-
intervention. The face-to-face group (Group 1) demonstrated an absolute increase of
3.26%, from 25.00% to 28.26% (RR=1.13; 95%CI: 0.77-1.66; p=0.53) and the
electronic group (Group 2) an absolute increase of 0.51%, from 15.94% to 16.45%
(RR=1.11; 95%CI: 0.60-2.05; p=0.74). There was, however, a significant difference
between the control group’s (Group 3) use of the phrase pre- and post-intervention,
with an absolute decrease of 23.81%, from 29.60% to 5.79% (RR=0.195; 95%CI:

0.091-0.420; p<0.001).

Within each group, with researcher observations included, changes in the use of the
phrase ‘What questions do you have?’ were also detected pre- versus post-
intervention. Following training, the face-to-face group (Group 1) were twice as likely
to use the phrase, with an absolute increase of 14.25%, from 11.11% to 25.36%
(RR=2.28; 95%CI: 1.34-3.89; p=0.002), while the electronic group (Group 2) were
three times more likely to use the phrase, with an absolute increase of 12.65%, from
5.07% to 17.72% (RR=3.49; 95%CI: 1.47-8.29; p=0.002). The control group (Group
3) had a significant absolute decrease of 7.72% from 11.85% to 4.13% (RR=0.349;

95%Cl: 0.13-0.92; p=0.025).
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Between group comparisons

Post-intervention using recall data only, the face-to-face group (Group 1) was nearly
five times more likely to use the phrase ‘What questions do you have?’, with a rate of
28.26% (from 25.00% pre-intervention), than the control group (Group 3), at 5.79%
(RR: 4.86; 95%CI: 2.27-10.52; p<0.001). The electronic group (Group 2) was around
three times more likely to use the same phrase, at 16.45% (from 15.94% pre-

intervention), than Group 3 (RR: 2.98; 95%CI: 1.02-8.67; p=0.032).

With researcher observations included, there was a significant difference in the
adoption of the ‘What questions do you have?’ phrase, in both the face-to-face
(Group 1) and electronic groups (Group 2) compared to the control group (Group 3).
Group 1 was six times more likely to use the phrase, at 25.36% (from 11.11% pre-
intervention), than Group 3, at 4.13% (RR: 6.14; 95%CI: 2.48-15.17; p<0.001).
Group 2 was four times more likely to use the phrase, at 17.72% (from 5.07% pre-

intervention), than Group 3 (RR: 4.29; 95%CI: 1.61-11.44; p=0.001).

There was no significant difference in the use of the phrase between Group 1 and 2

post-intervention using either recall data only (RR=1.56; 95%CI: 0.93-2.75; p=0.082)

or with observations included (RR=1.58; 95%CI: 0.79-3.16; p=0.195).
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Teach-back method

Within-group comparison

Within each group, using recall data only, changes in the use of the teach-back
method were not significant pre- versus post-intervention: face-to-face group (Group
1) decreased by 4.74% from 8.50% to 3.76% (RR=0.43; 95%CI: 0.16-1.17; p=0.085)
and the electronic group (Group 2) decreased by 6.17% from 8.70% to 2.53%
(RR=0.29; 95%CI: 0.067-1.27; p=0.076). There was no significant difference in the
pre- and post-intervention rates of the control group (Group 3) in regard to use of the
teach-back method. There was an absolute decrease of 0.57% from 2.22% to 1.65%
(RR=1.34; 95%CI: 0.23-7.91; p=0.74). Researcher observations did not differ from
consumer responses regarding the use of the teach-back method, and were thus the

same result.

Between group comparison

There was no significant difference in the adoption of teach-back among the three
groups post-intervention. When compared to the control group (Group 3), the face-
to-face group (Group 1) did not show any significant difference in use of the teach-
back method, post-intervention (RR = 2.19; 95%CI: 0.43-11.09; p=0.329). The
electronic group (Group 2) also showed no significant difference to Group 3, post-
intervention (RR=1.53; 95%CI: 0.22-10.65; p=0.664). As mentioned above,
researcher observations did not differ from consumer responses regarding the use of

the teach-back method, and were thus the same result.
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5.3.1.3 Secondary outcomes

Post-intervention, there were no statistically significant differences in the secondary
outcomes between the face-to-face (Group 1) and control group (Group 3) or the

electronic group (Group 2) and Group 3 (Table 5.3).
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Table 5.3: Secondary outcomes pre-intervention and post-intervention in the face-to-face and electronic training group versus the

control group.

Pre-intervention Post-intervention
Secondary Face-to- | Electronic Control Face-to- | Control P value | Rate ratio Electronic Control P value | Rate ratio (Cl)
outcomes face N=138 N =135 face N=121 (Ch N=79 N=121)
N=153 n (%) n (%) N=138 n (%) n (%) n (%)
n (%) [9% CI [9% CI n (%) [9% CI [% CI [% CI
[% Cl] [% CI]
Consumer was asked if they had a question
Yes 142 120 (87.0) 123 (91.1) 122 109 (90.1) [ 0.665 0.98 (0.90- | 66 (83.5) 109 (90.1) [ 0.172 0.93 (0.83-1.04)
(92.8) [80.3-91.6] | [85.1 — (88.4) [83.5 — 1.07) [73.9-90.1] | [83.5 -
[87.6 - 94.8] [820- | 94.2] 94.2]
95.9] 92.7]
No 11 18 12 16 12 13 12
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Pre-intervention

Post-intervention

Printed/handwritten in

formation was supplied

Yes 33(21.6) | 17 (12.3) 32(23.7) 24 (17.4) [ 25(20.7) [ 0.503 0.84 (0.51- | 12(15.2) 25(20.7) [0.330 [ 0.74(0.39-1.38)
[15.8 — [7.8-18.8] |[17.3- [120- | [14.4- 1.39) [8.9-247] |[14.4-
28.7] 31.5] 24.6] 28.7] 28.7]

No 120 121 103 114 96 67 96

Repeated any information

Yes 88 (57.5) | 60 (43.5) 73 (54.1) 61 (44.2) | 40 (33.1) 0.067 1.38 (0.98- 34 (43.0) 40 (33.1) 0.153 1.30 (0.91-1.86)
[49.6 — [35.5-51.8] | [45.7 — [36.2— | [25.3— 1.83) [32.7-54.0] | [25.3 -
65.1] 62.3] 52.3] 41.9] 41.9]

No 65 78 62 77 81 45 81

Used clinical terms

Yes 15(9.8) | 15(10.7) 10 (7.4) 16 (11.6) | 10 (8.3) 0.374 1.40 (0.66- | 6 (7.6) 10 (8.3) 0.865 | 0.92 (0.35-2.43)
[6.0 — 6.7-17.2] |[41- [7.3- [4.6 — 2.97) [35-15.6] | [4.6-
15.5] 13.1] 18.0] 14.5] 14.5]

No 138 123 125 122 111 73 111
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There was no significant difference between the face-to-face group and the control
group, and the electronic group and the control group, post-intervention for the
secondary outcome ‘Consumer was asked if they had a question’ (p=0.665 and
p=0.172, respectively). This was also the case for the secondary outcomes
‘Printed/handwritten information was supplied’ (p=0.503 and p=0.330, respectively),
‘Repeated any information’ (p=0.067 and p=0.153, respectively) and ‘Used clinical

terms’ (p=0.374 and p=0.865, respectively).

5.3.2 Measuring adoption of universal precautions with simulated

patients

5.3.2.1 Simulated patient characteristics

The simulated patients selected for this study were all aged 65 or older, with one

male and one female in each state, and did not have a medical or pharmacy

background.

5.3.2.2 Primary outcomes

‘What questions do you have?’

Within-group comparison

The change in the use of the phrase ‘What questions do you have?’ was statistically

significant in the face-to-face group (Group 1) pre- versus post-intervention, but not
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in the electronic group (Group 2). Group 1 was eight times more likely to use the
phrase post-intervention than pre-intervention with an absolute increase of 15.16%
from 2.13% to 17.29% (RR=8.17; 95%CI: 1.06-62.78; p=0.013), whereas Group 2
demonstrated an absolute decrease of 1.41% from 4.35% to 2.94% (RR=0.68;
95%Cl: 0.69-7.16; p=0.743). There was no significant difference in the pre- and post-
intervention rates of the use of the phrase in the control group (Group 3), with an
absolute increase of 6.82% from 0% to 6.82% (RR=1.073; 95%CI: 1.00-1.16;

p=0.072).

Between-group comparison

Between groups, post-intervention, there was no significant difference in the
adoption of the ‘What questions do you have?’ phrase, in either the face-to-face
group (Group 1) or the electronic group (Group 2) compared to the control group
(Group 3) (17.29% vs. 6.82%, RR=2.25, 95%CI: 0.72-9.00, p=0.126; 2.94% vs.
6.82%, RR=0.41, 95%CI: 0.0047-3.97, p=0.441, respectively). There was a
significant difference in the use of the phrase between Group 1 and Group 2 post-

intervention (17.29% vs. 2.94%) (RR=5.91; 95%CI: 0.78-45.07; p=0.043).

Teach-back method

Within-group comparison

Within each group, changes in the use of the teach-back method were not significant

pre- versus post-intervention: the face-to-face group (Group 1) increased by 0.27%,
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from 12.77% to 13.04% (RR=1.02; 95%CI: 0.36-2.94; p=0.97); the electronic group
(Group 2) decreased by 4.20%, from 13.00% to 8.80% (RR=0.95; 95%CI: 0.82-1.11;
p=0.56) and the control group (Group 3) increased by 2.69%, from 8.69% to 11.36%

(RR=1.03; 95%Cl: 0.90-1.18; p=0.67).

Between-group comparison

There was no significant difference in the adoption of teach-back among the three
groups post-intervention, at 13.04% in the face-to-face group (Group 1) (RR = 1.15;
95%CI: 0.38-3.49; p=0.808) and 8.80% in the electronic group (Group 2) (RR=0.78;
95%Cl: 0.20-3.02; p=0.714) compared to the control group (Group 3), at 11.36%.
There was also no significant difference in the use of the teach-back method
between Group 1 and Group 2 post-intervention (RR=1.48, 95%CI: 0.40-5.50,

p=0.555).

5.3.2.3 Secondary outcomes

Figure 7 shows a statistically significant increase in the rate of pharmacists and
pharmacy staff members in the face-to-face group (Group 1) asking consumers if
they had questions (open or closed manner), compared to the control group (Group

3) (RR: 1.91; 95%Cl: 1.06-3.47; p=0.025).

An awareness of the importance of repeating information to consumers was

demonstrated across all three groups.
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Figure 7: Secondary outcomes post-intervention in the face-to-face (Group 1),

electronic (Group 2) and control group (Group 3) as measured by simulated patients

(n=126)

There were no statistically significant differences in the rate of repetition of

information to consumers, the use of clinical terms, whether the consumer was

asked to demonstrate the use of a device if appropriate, or the use of visual aids.

Significantly less time was spent counselling in Group 2 compared to Group 3 (5.62

minutes vs. 6.64 minutes, p=0.044). There was also a trend towards providing less

information (4.9 vs. 5.8 mean number of points) to consumers in Group 2 compared

to Group 3 but this was not statistically significant. Group 1 showed no difference in
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time spent counselling consumers, but demonstrated a trend to providing less

information to consumers compared to Group 3 (5.0 vs. 5.8).

5.4 DISCUSSION

In the consumer survey, the use of the phrase ‘What questions do you have?’ was
significantly higher in both intervention groups (Group 1 and 2) compared to the
control group (Group 3), post-intervention based on recall data only. In contrast, the
simulated patient study showed no significant increase in the use of the phrase in
either Group 1 and 2 compared to Group 3 post-intervention. There was, however, a
significant difference in the rate of using the phrase in Group 1 compared to Group 2
post-intervention. There was also a significant increase in pharmacists and
pharmacy staff members asking simulated patients if they had questions (both open
and closed format). Other secondary outcomes in both components of this phase did

not show significant changes.

Other studies have shown that changing the clinical behaviours and practices of
pharmacists and pharmacy staff members can be achieved with the use of
education-focused interventions.?3”- 238 A British study conducted by Weiss et al.
used simulated patients to measure community pharmacist performance in the
appropriate supply of the emergency contraceptive pill (ECP). The study used
student researchers as simulated patients to assess the clinical and consultation
skills of pharmacists in relation to appropriate supply of the ECP.?3® The study

comprised 40 visits to pharmacists, and showed that pharmacists who had received
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training in ECP supply scored higher than those who had not with a mean score of

76 compared to 60 when rated on performance (p=0.005).

There was a significant decrease in use of the phrase ‘What questions do you have?’
by participants in Group 3, post-intervention, using both recall data only, and when
observations were included. There was no significant change within either Group 1
or Group 2, pre- versus post-intervention. This may be a result of the ‘regression
toward the mean’ phenomenon. ‘Regression toward the mean’ describes the
situation of when a measured variable is extreme upon its initial measurement, it will
tend towards its true level upon subsequent measurements.?3%: 240 Group 3, along
with Group 1 and 2, may have performed well at the initial, pre-intervention
measurement as a result of being enthusiastic and motivated to perform well. As
Group 3 did not receive the intervention, over the course of the project their interest
to perform well may have waned, and therefore reduced towards their natural
baseline level. Group 1 and 2 were encouraged by the intervention to implement

universal precautions and did not exhibit this decrease.

Use of the teach-back method was met with less success, showing no statistically
significant change in Group 1 and 2 compared to Group 3, post-intervention. The
poor use of the teach-back method found in this and other studies may be a result of
the general difficulty in using the method.5% 241243 This may be further impacted in
the pharmacy setting where the length of a consultation with a consumer is short
and, therefore, may not be conducive to regular use of the teach-back method. A
study conducted by Schwartzberg et al. in the USA showed that pharmacists were

the least likely, when compared with physicians and nurses, to use the teach-back
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method with consumers.%? The study suggested that simpler communication
techniques might be preferred due to the ease of integrating them into the busy

patient care and counselling routine.

As demonstrated by the Schwartzberg et al. study, pharmacists are not the only
health professionals who have a low rate of use of the teach-back method. A study
by Schillinger et al. investigating physician use of the teach-back method with
patients with low health literacy and diabetes showed that physicians seldom employ
the teach-back method - only 12% of the time.?*® Patients who participated in the

teach-back method, consequently, had better glycaemic control.

A study conducted by Jager et al. in the USA investigated the use of teach-back by
physicians using patient self-report to measure prevalence of use.?*? Jager reported
a much higher use of the teach-back method than the current study and other

previous studies.52 241

The conflicting results seen between the Schillinger study and the Jager study may
be due to differing study designs. The Schillinger study utilised direct observation of
physicians’ consultations with participants, providing more objective data than the
Jager study, which used patient-recall. It is difficult to compare these studies to
Phase 3 of this project as both were conducted in the USA using physicians, making
generalisability to the Australian pharmacy context difficult. However, the Jager study
provides a greater level of support to the results of Phase 3 due to a similar data
collection method, namely patient-recall. All three studies, however, demonstrate

that the teach-back method is under-utilised by health professionals.
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There were no statistically significant changes in the secondary outcomes in the
consumer survey component on Phase 3. There was a trend in Group 1 towards
repeating information to consumers; however, confident conclusions cannot be
made. The rate of repeating information to consumers was encouragingly high
across all three groups, which may indicate an existing awareness of the importance

of repeating information to consumers to improve retention.

The lack of significance in the secondary outcomes, particularly in regard to
pharmacists and pharmacy staff members asking consumers if they had any
guestions, may result from the already high prevalence of this communication
technique in all groups pre-intervention. Pharmacists and pharmacy staff members
may already be aware of the importance of checking if consumers have further
guestions about their medicines and health, and therefore room for significant
improvement in this area is limited, whereas there is much scope for changing to the

open format of approaching this topic with consumers.

The mean number of items provided to simulated patients in this study (5.0, 4.9, and
5.8 in Group 1, 2 and 3, respectively) was higher than that reported in a cross-
sectional study conducted in the USA.?* This study investigated the extent and
nature of counselling in community pharmacies in eight states in the USA using
simulated patients. It showed that 63% of consumers received oral information, with
a mean number of 2.3 items of information provided. This difference could be
attributed to a number of methodological differences between the studies or to real

variation in pharmacist counselling behaviours between Australia and the USA.
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5.5 LIMITATIONS

Limitations of Phase 3 relate to both the data collection tool and data collection

method.

Firstly, the outcomes of the phase were measured using mainly dichotomous
responses (yes or no), and therefore improvement was difficult to detect unless all
the requirements of the outcome being tested were met. Pharmacists or pharmacy
staff members may have scored a ‘no’ post-intervention even if some improvement
was made from the pre-intervention period. A Likert-scale may have been a more

effective scoring method to measure improvements in practice and behaviour.

The findings of this phase are limited by the inability to observe all consumer
interactions with pharmacists and pharmacy staff members. A number of pharmacy
study sites did not provide consent to conduct observations and, in those that did,
many consumers did not provide consent for the researcher to observe the
interaction. As discussed earlier, direct observation of all interactions would have
provided a more accurate, objective result than relying on recall, but in many cases,

was not feasible.

While simulated patients were trained to remain objective, subjective interpretation
when evaluating the interaction may have affected the results. Had audio-recording
been used, it may have reduced this possible effect by enabling researchers to
review each interaction. Confidence in the results obtained in studies like this may be

strengthened by more objective measures of data collection, including the use of

188 |Page



video- or audio-recording of consumer and simulated patient interactions with
pharmacists and pharmacy staff members, but this may present ethical and

recruitment difficulties.

When interpreting the lack of difference in the use of the teach-back method pre- and
post-intervention, the results indicate that participants may have been able to more
easily recall use of the teach-back method than ‘What questions do you have?’.
Consumer participants may recall that there was a conversation about questions,
and therefore may falsely report that the specific phrase was used. Use of the teach-
back method may register as a more unusual event for consumer participants
compared to the way in which they were asked questions by a pharmacist or

pharmacy staff member.

Blinding of researchers when conducting consumer interviews may have reduced the
possibility of bias. As the researchers were central to the implementation of the
intervention into participating pharmacies, it was not possible to blind the
researchers collecting the Phase 3 consumer survey data. When consumer
interviews were conducted in each pharmacy, researchers may have subconsciously
been more rigorous is some pharmacies and less in others depending on whether
the pharmacy had received the intervention or not. Blinding can be a difficult task in
educational interventions, but may reduce the risk of bias and therefore improve the
reliability of the results. Independent, blinded researchers could have been used to
collect consumer data from each pharmacy, possibly producing a less biased result.

Although, this approach would have increased project costs.
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Finally, pharmacists’ and pharmacy staff members’ behaviours may have been
influenced by the Hawthorne effect due to the presence of an observer during the
consumer interview, possibly resulting in a temporary improvement in the use of

universal precautions during researcher visits.?4°

5.6 CONCLUSION

The health literacy education-focused intervention was partially effective in
increasing pharmacists’ and pharmacy staff members’ adoption of universal
precautions in practice. Use of the phrase ‘What questions do you have?’ was met
with mixed results. Both intervention groups (Group 1 and 2) more readily used this
phase in the consumer survey study than the control group (Group 3), based on the
primary analysis of post-intervention patient recall data. However, in the simulated
patient study, this improvement was limited to the face-to-face group (Group 1) only.
Use of the teach-back method was very low, suggesting that pharmacists and

pharmacy staff members experienced difficulty using this technique.

Overall, this study has highlighted the difficulties in altering pharmacists’ and
pharmacy staff members’ behaviours in using universal precautions with consumers.
It does, however, show that practice changes in the use of universal precautions are
possible for pharmacists and pharmacy staff members. Further investigation is

needed on the best methods to achieve a sustained effect.
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The next chapter describes the exploration of pharmacist and pharmacy staff
member participants’ perceptions and opinions of the health literacy education-

focused intervention following implementation (Phase 4).
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6 PHARMACIST AND PHARMACY STAFF MEMBER

PERCEPTIONS OF THE HEALTH LITERACY EDUCATION-

FOCUSED INTERVENTION

6.1 SUMMARY

This chapter describes the feedback elicited from pharmacists and pharmacy staff
members on the usability, perceived effectiveness, and sustainability of the health

literacy education-focused intervention (Phase 4).

6.2 METHODS

6.2.1 Choice of method

Focus groups were used due to their ability to collect a wide range of opinions from
participants through the utilisation of open-ended questions in a semi-structured
format. An in-depth justification for their use in the research project is included in

Chapter 2, Section 2.3.1.
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6.2.2 Aim and objectives

The overall aim of conducting the focus groups was to validate and refine the
education-focused intervention before its wider dissemination to pharmacies. The

specific objectives were to:

1. Elicit ideas for improving the content of the education-focused intervention.

2. Obtain feedback on the usability of the education-focused intervention in

relation to its structure and method of delivery, including the face-to-face

(Group 1), electronic (Group 2), and in-house training components.

3. Obtain feedback on the ease of integration of the education-focused

intervention into the pharmacy environment.

4. Obtain feedback on the perceived effectiveness of the education-focused

intervention with respect to changing pharmacists’ and pharmacy staff

members’ behaviours and the pharmacy environment.
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6.2.2.1 Development and piloting of the focus group questions and process

A two-stage process was used to develop and refine the questions for the focus

groups:

1. Three broad domains needed to be examined:

a. Usability of the education-focused intervention;

b. Implementation of the education-focused intervention; and

c. Effectiveness of the education-focused intervention.

2. Nine questions were drafted:

a. I'm interested in your experiences with giving the health literacy

training, including the training package*. Can you tell me what you

thought of it?

b. Did the training format make learning easy? Was the content

interesting and appropriate?

c. In terms of delivering the training in your pharmacy, what sort of

things made it more difficult or easy? (trainers only)

4 The terms ‘educational package’ and ‘training package’ were used interchangeably in the focus
group questions to refer to the health literacy education-focused intervention.
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d. How did your staff respond to the training from your perspective?

(trainers only)

e. Did you feel the training prepared you adequately to change the way

you interacted with clients once you finished it?

f. What were your experiences in trying to use what you've learned in

practice in terms of counselling individual patients?

g. What changes have you found in how patients respond when you

counsel in the manner recommended?

h. If you have made changes to the way you deal with clients, how long
do you think your changes to practice will be sustained? What were the
steps you have taken to make sure the changes would be implemented

and sustained in your practice?

i. Would you like to do more training like this? Does the style of delivery

(by staff in-house) suit your practice?

The focus group questions were piloted with two postgraduate students from the

Faculty of Pharmacy and Pharmaceutical Sciences, Monash University; no changes

were made to the questions.
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Ethics approval was granted by the Human Research Ethics Committees of Monash

University and Curtin University (Appendix 8).

6.2.2.2 Participant selection and recruitment for the focus groups

A sample of both pharmacists and pharmacy staff members was sought to capture a

variety of opinions from a range of participants.

Trainer pharmacists were initially contacted by telephone following the designated
trial period to inform them and their staff of the opportunity to participate in the focus
groups. Those who expressed interest in participating were sent further information
regarding the venue and time for the focus group, including explanatory statements

and consent forms (Appendix 9).

6.2.2.3 Conducting the focus groups

The focus groups were held over a four week period, and 90 minutes was estimated
to be sufficient to conduct each meeting. The focus groups were held in the following

locations:

1. Victorian metropolitan (two groups) — Faculty of Pharmacy and

Pharmaceutical Sciences, Monash University, Melbourne, Victoria.

2. Victorian rural (one group) — Ararat, Victoria.
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3. Western Australia metropolitan (one group) — School of Pharmacy, Curtin

University, Perth, Western Australia.

4. Western Australian rural (one group) — York, Western Australia.

Focus groups were unable to be conducted in New South Wales due to lack of

interest of participating pharmacists and pharmacy staff members in that state.

The timing and venues of meetings were organised to best suit the schedules of the

participants. Participants were remunerated for their time.

Three types of focus groups were conducted:

1. Trainer pharmacists and pharmacy assistants only (homogenous);

2. Trained pharmacists and pharmacy assistants only (homogenous); and

3. Rural pharmacists and pharmacy assistants (both trainers and trained staff

together) (heterogeneous).

The focus groups in Victoria were conducted by one of the lead investigators (G.D),

with the PhD candidate acting as the observer/note-taker/audio-recorder. Two

project investigators (L.E and E.E) conducted the focus groups in Western Australia.
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Participants were welcomed by the facilitator, who explained the importance of their
views and opinions, and the way in which these would contribute to the refinement of
the education-focused intervention. Written consent was obtained (Appendix 9), and

each participant was asked to introduce themselves to the group.

The questions were presented in the sequence shown above (Chapter 6, Section
6.2.2.1.). The facilitator prompted participants when necessary to elicit more specific

information.

6.2.2.4 Analysis of the focus group data

Analysis of the focus group data was conducted by the PhD candidate, with
assistance provided by one of the project investigators (S.H.), using thematic
analysis. This process involved coding and collating the responses using NVivo 9
(NVivo qualitative data analysis software; QSR International Pty Ltd. Version 9,

2010).

Thematic coding involves pinpointing, examining and recording themes from
gualitative data, and then using these themes to create conclusions and theories, or
describe particular phenomena.?*¢ This method of analysis was chosen due to its
flexibility — it can be applied across a broad range of theoretical approaches, and is
“not bound by limited variability seen in other theories, particularly conversation

analysis and interpretive phenomenological analysis.”?46
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6.3 RESULTS

6.3.1 Characteristics of focus group participants

Five focus groups were conducted with 35 participants from 11 pharmacies (see

Table 6.1). More pharmacy staff members participated than pharmacists.

Table 6.2 shows that most participants were from pharmacies in the face-to-face
intervention group (Group 1). No pharmacies from New South Wales chose to
participate, due to a lack of interest or time, or inability to attend the selected dates

and/or venues.

Nine of the participating pharmacies came from metropolitan areas and two were

from rural areas.

Table 6.1 Focus group characteristics: gender

Male Female Total
Gender
Pharmacists 6 8 14
Pharmacy staff
0 21 21
members
Total 6 29 35
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Table 6.2 Focus group characteristics: pharmacy location

NSW Victoria WA Total
Intervention group | Metro | Rural | Metro | Rural | Metro | Rural
Face-to-face
0 0 3 1 4 1 9
(Group 1)
Electronic
0 0 2 0 0 0 2
(Group 2)
Total 0 0 5 1 4 1 11
Table 6.3 Focus group participants by role
Pharmacist Pharmacy staff Total
members
Focus group
1 5 2 7
2 0 6 6
3 2 8 10
4 4 2 6
5 3 3 6
Total 14 21 35
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6.3.2 Feedback about the usability and relevance of the education-
focused intervention

Feedback about the usability and relevance of the education-focused intervention

was aligned to four main themes: format, content, delivery, and relevance.

Format

Trainer pharmacist participants generally found the train-the-trainer aspect of both
the face-to-face and electronic versions of the education-focused intervention too

long and segmented.

They would have preferred a shorter train-the-trainer component, without

segmentation into separate modules, which they thought would improve the flow.

“The five hours on the Sunday [the face-to-face train-the-trainer session], |

think you could make that a fair bit shorter.” Pharmacist 1, Focus group 2.

“You can do that as one big chunk because that helps tie everything in
together... but that video kept breaking up (the flow). It would’ve been a lot
better in one big chunk. You’re engaging, you're learning and then after a
while, you’re just hearing the same disclosure statement and waiting for her
[the voice-over] to introduce the next section. It’s repetitive, so it loses your

interest for a little while.” Pharmacist 1, Focus group 1.
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In relation to the in-pharmacy training component for staff, participants found the
format of the education-focused intervention, on the most part, user-friendly and
inviting. Having the education-focused intervention divided up into 30-minute
sections enabled participants to consolidate their knowledge before moving on to the

next learning module.

“ think that the half hour [session] was less scary, more user-friendly.”

Pharmacist 1, Focus group 3.

“I think it’s ideal if it’s in blocks. | think you remember it more...If you do it in
one big block it’s the things at the start and the things at the end [that you
remember], but not so much the middle. But I think time, and getting everyone

there, is difficult.” Pharmacist 1, Focus group 4.

One pharmacist, however, expressed concern regarding the whole process being
too drawn out when undertaking the in-pharmacy delivery component of the

education-focused intervention, recommending a shorter, more succinct format.

“Because that whole [in-pharmacy] training module...I feel is too long. 1 think
the staff will get bored. It needs to be shorter and succinct. | think if you do it
exactly as you suggested and go away for a week and come back...I just
think...where are we going? Where are we heading? This has been going on

for a while. This is going nowhere.” Pharmacist 2, Focus group 4.
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Content

Participants were generally happy with the content of the education-focused
intervention. The inclusion of video examples to demonstrate how to interact with
consumers with limited health literacy, particularly the use of universal precautions
with consumers, was well received. Participants recommended the inclusion of more

videos to further demonstrate various health literacy concepts in context.

“Yeah, | think it [the content] is more than adequate. The little videos really
show what situations can be like with the mother being distracted [by her

children] and things like that.” Pharmacy assistant 1, Focus group 3.

“l think the scenarios you had...were really quite good because we could look
at those scenarios...and say, “Oh, there’s too much [information being given]
here”. The examples that you had, | think we're all guilty of counselling like

that, at some point in time.” Pharmacist 2, Focus group 4.

“l liked the little comedic sort of way of learning...It'’s quite funny.” Pharmacy

assistant 1, Group 3.

A number of participants said they were not sure of the relevance of some of the

introductory content, and thought that some of the material was redundant and could

be removed.
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“There were lots of slides that were introductory or even just used as
transitions from one aspect to another, which we would rather cull away

completely...” Pharmacist 2, Focus group 2.

“ don’t know exactly what it was, but there was a period of time where |
wasn’t quite sure what we were meant to be picking up on. Then, once
universal precautions came in, then | understood what we were trying to learn

and pick up on and things like that.” Pharmacist 1, Focus group 2.

“The first module was very “This is health literacy”, and if you didn’t bring it
back with examples in the group session, it didn’t really make sense.”

Pharmacist 2, Focus group 1.

The inclusion of statistics to demonstrate the consequences of limited health literacy
on the community and health care system was, however, viewed as beneficial to

understanding the true impact of this issue.

“l found interesting the statistics about the cost, how many people it affects,
and stuff like that. That was really interesting because, before | thought about
it, I didn’t really notice it so much and didn’t really think about whether the
customers would understand exactly what you were saying.” Pharmacy

assistant 1, Focus group 4.
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Delivery

Most trainer participants seemed to have diverged from the recommended delivery
plan, and provided the training within the pharmacy in a fashion that best suited
them. A number found the recommended delivery plan too long, and preferred to

condense training into a shorter period.

“ actually just did it over a couple of days. Depending on who | was working
with, I'd gather a few of them, and then I'd just run through the slides, usually

at night time when it was a bit quieter.” Pharmacist 2, Focus group 3.

“We did larger chunks...we just got on a roll, really. We thought that, rather
than come back and have to rehash where we left off last time and get back

into it, we did it in a roll.” Pharmacist 1, Focus group 4.

“l think it’s back to an individual thing. Everybody learns differently, and
retains information differently. I'm more for if | just do one big clumping and
get it all over and done with, I'll have it in my head then.” Pharmacy assistant

2, Focus group 3.

Conversely, some participants noted difficulties in condensing the large amount of

training into a small period of time.

“l think two or three sessions would be hardly long enough.” Pharmacist 3,

Focus group 1.
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The small group learning sessions delivered in-pharmacy were well received.
Participants noted their preference for this type of learning environment over larger
groups. They found this method more personal and comfortable for the exchange of

ideas and opinions.

“For us it was a small group as well. It was five of us. And it was good
because we could discuss situations that happened in a place that we could
all relate to. And it probably felt more personal and relevant to your practice,
rather than going out to a lecture somewhere and getting talked at by

somebody you don’t know.” Pharmacist 1, Focus group 1.

“ found that the best way to do it in this pharmacy was to actually do it with

small groups of people. | couldn’t do it at a meeting because those meetings,

they’re reserved for in-house business.” Pharmacist 1, Focus group 5.

“Yeah, | got more out of it than if it had been just one lecturer to 50 people.”

Pharmacy student 1, Focus group 4.

Relevance

The majority of participants found the education-focused intervention relevant to their

practice. They found it useful in enhancing communication with consumers,

particularly those with limited health literacy.

206 |Page



A conversation between the facilitator and participants in Group 3 highlighted the

perceived relevance of the education-focused intervention to practice:

“,,80 overall, though, you saw it as relevant to the practice?” Facilitator, Focus

group 3.

“Certainly. Well, I did.” Pharmacy assistant 1, Focus group 3.

“Yes it was, always.” Pharmacist 1, Focus group 3.

Individual quotes from other groups also supported this:

“I thought it was really relevant, because I'm studying at the university and a
lot of it kind of doubled up. It was easy to apply to customers that came in.”

Pharmacy student 1, Focus group 4.

“...because it was so relevant to what you do in your work. It’s the crux of
what you do. So everyone was like ‘It’s good to have better tools to do what

you do’.” Intern pharmacist 1, Focus group 4.

Some pharmacists and interns stated that they would have liked to have received
this sort of communication training during their undergraduate course. Comment was
made that undergraduate pharmacy education does not adequately prepare students
to effectively communicate with consumers with limited health literacy. It was

suggested that pharmacy communication training tends to focus on listing all
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possible counselling points, rather than what the consumer can realistically

understand and remember.

“ think it was really useful. | wish it was implemented a lot earlier in my
training or even...yeah, especially my training. I'm speaking of it from a
pharmacy intern’s point of view. We spent a lot of time at university learning
things and reading journals which are aimed at people with high health
literacy, very scientific journals. That way we learned to think in that kind of
language and express ourselves in that language, so it then becomes really
hard to speak to customers in a different way. So | wish, back when we were
having our counselling sessions or practice counselling sessions at university,
that we learned to speak to customers in that particular way. Rather than just
getting marked on, “Did you mention all the ten side effects?” you know,
[instead] get a mark for, “Was this clear?”” Intern pharmacist 1, Focus group

4.

“ think, even starting back at university and they had all those tutorials, and
everyone was trying to counsel on something. They’re trying to impress the
tutor so much; they’re using all this complex language. The tutor should’ve
just said, “I have no idea what you’re talking about,” and just made them start

again from scratch.” Pharmacist 1, Focus group 1.

“It depends on the patient, it depends on the situation. It’s all able to be
tailored. But the bottom line is | wish | had started learning to express myself

in a more health literacy friendly way earlier.” Pharmacist 1, Focus group 4.
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The training was also extended to pharmacy staff members generally not involved in
the pharmaceutical care process, for example, cosmetic sales assistants.
Pharmacists saw the educational content relevant for these staff members, and

chose to include them in the training as well.

“l went to a really good Clarins™ girl; she’s virtually the top in Australia. | said
to her, “You're really good at the moment, but you could be even better. Just
let me show you this video,’ and she was like, ‘Oh my God, I'm doing it so

much better now.” They come and see her and she’s incredible.” Pharmacist

3, Focus group 1.

“ think it can also apply across the board. [The] beauty girls also utilise it

exactly the same way with customer skin care.” Pharmacist 2, Focus group 1.

A pharmacy assistant from one group believed the training was aimed more towards
pharmacists than pharmacy assistants. They explained that they are constrained in
terms of the extent of counselling they are allowed to do, thus limiting the relevance

of the education-focused intervention to their work.

“Just because of the way it explains the counselling and that sort of thing, and
we are limited as to what we can counsel [on], and how we counsel it. So | do
believe a little it's more aimed at the pharmacists.” Pharmacy assistant 2,

Focus group 3.
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6.3.3 Feedback about implementation of the education-focused

intervention

Feedback about implementation of the education-focused intervention was aligned to
four main themes: training, motivation of staff to undertake training, consistency of

training, and evaluation and reflection.

Training

Trainer pharmacists and pharmacy assistants noted the difficulty in organising
training sessions for pharmacy staff members. It was explained that training had to fit
around other scheduled training sessions and staff meetings, workloads, and

activities outside of work.

“It’s difficult in a pharmacy...we struggle to get all the staff together to do that,
because you have to do fitting it in around customers coming in.” Pharmacist

1, Focus group 3.

‘it would have meant having separate nights to do this and then trying to
gather us all to do it. As you can see, we’re all from different walks of life so
we’ve got activities afterwards, we've got kids afterwards, we've got other
commitments, we’ve got family members you have to go see. There’s no way

|”

| was going to ask the girls to come in early either as well.” Pharmacist 1,

Focus group 5.
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One pharmacist devised an implementation plan in their pharmacy to aid
dissemination of the training without having to organise large training sessions. They
effectively conducted the training sessions with a small group of pharmacy staff
members, then allocated each of those staff members another staff member who
had not attended training, to educate them on what was delivered during the

session.

“We made it a bit of a buddy system, so we can have them train the others.
It’'s having the right people at the staff meetings in the morning. We've got 25
staff, so not everyone can make it. We said, ‘You guys are number ones, the
big buddies. We’re going to allocate you one or two people and you have to
teach them.’ They were doing a train-the-trainer kind of thing, passing it on
and then I'd go and check with some of the younger staff and say, ‘Do you
know what I'm talking about?’ It’s pretty good to check that the message is
coming out correctly from trained staff as well. That worked pretty well.”

Pharmacist 3, Focus group 1.

Motivation

Participants observed that the success of implementation and uptake of training in

the pharmacy is influenced by motivating factors for pharmacists and pharmacy staff

members. One intern pharmacist explained that not everyone is motivated by the

same thing, and this may influence the success of implementation.
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“I think it’s talking about a motivational issue. Different people will be
motivated by a totally different thing. So I think you would not necessarily be
able to tackle it down just one front. Personally, I'm a more self-motivated
person. For me it’s personally important that | talk to the patients in an
effective way. But for somebody else it might be, 'Oh, I'm being tested on this’.
Or somebody else might say, 1 can get CPD from this’ or 1 can do this with

my friends’.” Intern pharmacist 1, Focus group 1.

Consistency

Participants explained the importance of ensuring that the education-focused
intervention be implemented in a consistent manner with all staff to ensure that
everyone is receiving a uniform level of training. To improve the likelihood of this, it

was suggested that the training be compulsory for all staff.

A conversation between the facilitator and participants in Group 3 highlighted the

importance of training consistency in use of the education-focused intervention.

“Or do you think it’s the sort of thing that each year a few staff could do and

gradually build up the skill?” Facilitator, Focus group 3.

“If we were all the same page...” Pharmacist 1, Focus group 3.

“No, it should be all in the one.” Pharmacy assistant 2, Focus group 3.
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Individual quotes by participants from other groups also supported this notion.

“ think if you did make it compulsory for everyone it would be better...if
everyone was encouraging you to do it or holding each other accountable.”

Pharmacist 1, Focus group 4.

“Yeah, so we've got people that are experienced, and then people that arentt,
and if you’ve got conflicting messages, your experienced staff need to know to

tell the junior staff.” Pharmacist 1, Focus group 3.

Consistency in the implementation of training was also discussed in regard to the
entire profession, and it was suggested that, for the issue of health literacy to be

taken seriously, all pharmacies should be trained in it.

“l don’t see how health literacy is going to be...only if universally
[implemented] of course, nationally effective. So unless it becomes something
that the Pharmacy Board, or something like that, enforces pharmacies to do, |
don’t see that there’ll be too much uniformity coming through.” Pharmacy

assistant 2, Focus group 3.

Evaluation and reflection

Participants discussed various methods of evaluating the success of implementation
of the education-focused intervention in their pharmacies. Self-reflection was a

popular method to evaluate the success of applying universal precautions.
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“ find that, after I've counselled my patients, | think back to how | counselled
them and | think, ‘'Oh, maybe | spent a little too long on that’, or, That
probably wasn't clear’. And | kind of summarise the whole thing for myself at
the end of it, and say ‘Okay, next time, I'm going to just say this, this, and this,

EA

in this sequence’.” Pharmacist 1, Focus group 4.

“...you can look back [and say] ‘Oh, I think there was a person like that a few
days ago. | could have done this maybe a bit differently.’ It’s very easy, when
the next customer comes in, to change how you approach that person.”

Pharmacist 1, Focus group 5.

Discussions with lead pharmacy trainers were also used as an evaluation method.

They allowed participants to gain feedback on areas of improvement.

“l know after we had the sessions, [pharmacy trainer] said to try to do
something with the customer and then go back to him and let him know how it

went. That was fine.” Intern pharmacist 1, Focus group 4.

“‘What | found that [the] girls here would actually do after a transaction or
something, they would come up to me and go That [example] is from that
[module].” It wasn't like we waited for the next module to say, How did that

activity go?’ It was more ongoing.” Pharmacist 1, Focus group 5.
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6.3.4 Feedback about changes to practice as a result of the education-

focused intervention

Feedback about changes to practice as a result of the education-focused
intervention was aligned to five main themes: counselling, identifying consumers with
limited health literacy, consumer awareness, relationships with consumers, and

managing CALD consumers.

Counselling

Discussions related to changes in counselling focused on the use of universal
precautions with consumers, particularly the primary outcomes: the use of ‘What
questions do you have?’ and the teach-back method. Participants felt that the
education-focused intervention provided them with the communication skills to tailor

and enhance the delivery of health information to consumers.

“‘Sometimes when you say, ‘One, twice a day’they will be like, ‘Oh?’ - they
don't really get it. ‘So that there would be one at breakfast and one at dinner’

— then they sort of get it after that.” Pharmacy assistant 3, Focus group 3.

“If they’re in a hurry and you give them too much information, like that video
was saying, they’re not going to take any of it in, anyway. If you just told them
those two facts before they leave, it's better than giving them your whole

spiel...” Pharmacist 1, Focus group 1.
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Some participants highlighted the difficulty in asking consumers ‘What questions do

you have?’

“ found that What questions (do you) have for me?’ was really hard to use; it

made it a bit too formal.” Pharmacist 2, Focus group 5.

Consciously thinking about what exactly you want to say to the consumer before

counselling them was suggested as a way of overcoming this difficulty.

“It’s a conscious effort and still is. Because I'm less than a year out,
registered, but I still have [communication] habits with people. A couple of
things made their way in from this training about how | communicate things,

but it’s still a very conscious effort.” Pharmacist 1, Focus group 4.

“Yeah, it’s changing, consciously changing. That’s what it is. Consciously...”

Pharmacist 1, Focus group 5.

“It’s just a matter of stopping and thinking about what you ask before you
actually ask it, because a lot of it is just habit. You've just got to actually stop,
maybe think ahead about what you’re actually going to ask before you actually

ask it.” Pharmacy assistant 1, Focus group 3.

Use of the teach-back method was also met with difficulty. Participants discussed
their lack of confidence and skills in being able to effectively implement this method

with consumers. They described it as ‘awkward’ and confronting for the consumer.
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They also noted that the busy environment of the pharmacy is not conducive to using

this method.

“It’s very hard to do the teach-back thing. | personally find it hard to phrase it
in such a way that people will want to do it. Because everyone’s really busy...”

Intern pharmacist, Focus group 4.

“It’s quite an awkward thing to ask. People feel thrown off by it. How do you
phrase it in a way to a person normally in conversation?” Pharmacist 1, Focus

group 4.

“...quite a few [pharmacy staff members] from our rural pharmacy were not

comfortable asking people to teach back.” Pharmacist 1, Focus group 2.

One participant explained how they implemented the teach-back method so that it

gained consumers’ attention.

“ said to her [the consumer], ‘What we’re going to...I know you’re not keen
about this medicine, but I'm going to explain to you how to use it properly
anyway, so that at least you'll get benefit from it. After I've explained it to you,
I’'m going to give you a little test and you’ll have to explain it back to me,
okay?’ and she went ‘Okay, all right, that’s fine.”” Pharmacist 1, Focus group

2.
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Identifying consumers with limited health literacy

Overall, participants felt that they were more aware of consumers with limited health
literacy following completion of the education-focused intervention. They explained
that they were able to detect cues that the consumer may have a health literacy

issue.

“I think it makes you think, give more thought to the fact...like we’re aware that
Mr. So-and-so is probably not literate about his health, but before this
program, we probably never put as much thought into it as now.” Pharmacy

assistant 2, Focus group 3.

“...it never really struck me as anything before. You notice more the eye
contact, looking away in a hurry, walking away on you and not asking any

questions at all.” Pharmacist 2, Focus group 1.

“Yeah, | think afterwards it was kind of easy to see the signs that they weren't
really listening or understanding what you were saying.” Pharmacy student 1,

Focus group 4.

After detecting a health literacy issue with consumers, some participants altered the
way they conducted their counselling; for example, encouraging the consumer to call
the pharmacy once they are home to discuss the medicine and ask questions,

instead of in the pharmacy itself.
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“There’s a lot of people either with that situation or they’re not absorbing. It’s
just like, ‘Yeah, take it in the morning; it will make you drowsy. Call me later
and we’ll discuss it further.” And then they’ll go home and have a think about it
and maybe questions will come to them.. just a follow-up chat.” Pharmacist 1,

Focus group 4.

Consumer awareness

Participants discussed whether consumers were aware of pharmacists’ and
pharmacy staff members’ change in communication practices and use of universal
precautions in counselling following the training. They said that consumers were
taken aback by the use of universal precautions, but that the technique allowed the

consumer to be more open during the consultation.

“It kind of catches them off guard; they don’t expect that question from you.
They're like, ‘Oh yeah.” And then they’ll kind of ask you in a way, ‘/ wouldn't
ask you this normally, but can you help me?’ So it just brings it out of them.”

Intern pharmacist 1, Focus group 4.

Specifically, one participant expressed concern over consumer misunderstanding

when pharmacy staff members, particularly younger ones, use universal precautions.

They believed that this may be interpreted as rudeness.

“You don’t want to insult people.” Facilitator, Focus group 3.
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“So it is going to be a fine line, particularly, | think, with some of the younger
[pharmacy staff members]. Someone like [an older pharmacy staff member],
they all know her, so they’re not going to worry about what she asks them,
whereas with [a younger pharmacy staff member]...they’ll come back in to
[the older pharmacy staff member] the next day and say, That young girl was

7 n

so rude yesterday’.” Pharmacy assistant 2, Focus group 3.

Relationships with consumers

The influence of the education-focused intervention on relationships and rapport

building was discussed by participants. They noted that the education-focused

intervention focuses on improving rapport with consumers, allowing them to be more

open and honest in their discussions with pharmacists and pharmacy staff members.

“The biggest thing I think this training should highlight is building, | know we
talk about building a friendly environment or safe environment where people
can talk, but it’s not that one off thing. It’s rapport building and that’s where

you catch your people that have difficulties understanding their medication.

Then that’s where you'll also be able to help them as well.” Pharmacist 1,

Focus group 5.

Rural pharmacy staff stated that they already had well-developed relationships with

their consumers compared to metropolitan pharmacies prior to receiving the training,

and therefore the education-focused intervention may not have influenced this

greatly.
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“...I think that’s where it differs. Country pharmacists do a lot more consistent
counselling, and a longer term relationship with a person helps that.”

Pharmacy assistant 2, Focus group 3.

“To get the consumer to say: ‘That’s no trouble, I'm going to give it a go and
go home, and try it’; [and /'ll say] 1L.et me know how you go tomorrow. Give me
a call, let me hear if it went well’ because that’s the sort of relationship we’ve

got with the customers.” Pharmacist 1, Focus group 5.

CALD consumers

The education-focused intervention included a section on using universal
precautions with CALD consumers (Module 3, see Chapter 1, Section 1.2.2) and the
complexities of communicating health and medicines information to this population.
Participants discussed their prior awareness of issues associated with CALD
consumers, and seemed to be aware of the difficulties in communicating with them.
Pharmacies situated in more ethnically diverse areas, or staff who had previously

worked in such areas, were particularly aware of these issues.

‘It is easier, and having worked in an ethnic [area], the language you can use
in English communities is just so different. The English system won'’t apply to
ethnic groups; they just don’t even understand this.” Pharmacy assistant 1,

Focus group 3.
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“That being said, a lot of the cultural awareness part does already pertain to

our pharmacy. It’s already standard.” Pharmacist 1, Focus group 5.

One pharmacist explained that Module 3 (Health Literacy in More Complex
Situations) was the most important for her pharmacy due to its location in an

ethnically diverse area.

“For us, Module 3 was very big. Module 1 and 2, yes, but 3...” Pharmacist 1,

Focus group 1.

Participants discussed changes they had made in relation to managing language
issues with CALD consumers, particularly limiting content and providing simpler
information to enhance comprehension. One pharmacist also stated that they would

collate the various resources in other languages into folders for staff to utilise when

appropriate.

“Yes. | found it happened right after we had the sessions. A couple came in
and they didn’t speak English very well. And that was one of things. Rather
than going through everything, | just did the very simple points: when to take

it, what's it for.” Pharmacy student 1, Focus group 4.

“I think I'm going to group up all those resources, and actually just put it in a

folder, put the English ones first, so all the staff know what it is, and all the
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different languages behind them [and] they can copy it as they need it.”

Pharmacist 1, Focus group 4.

6.3.5 Feedback about changes to the health literacy friendliness and
organisation of the pharmacy as a result of the education-focused

intervention, and subsequent sustainability in practice

Feedback about changes to the health literacy friendliness and organisation of the
pharmacy as a result of the education-focused intervention was aligned to three

main themes: signage, support, and sustainability.

Signhage

Participants were aware of the need to keep the language used in signage simple, to

enhance consumer understanding.
“They’re [the signs] saying, “antihistamines,” and “anti-diarrhoeals” and things
that are too big [even] to people who speak English.” Pharmacist 1, Focus

group 1.

Most participants said that they had not made changes to the signage in their

pharmacy, but some commented that they were planning to in the near future.
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“Well I was thinking of doing a bit of an audit of the signage in our pharmacy —
because with the PBS rollout thing over — and actually having a bit of a look at

what we’ve got where.” Pharmacist 1, Focus group 3.

“We were discussing the signage around the new PBS, and we don’t feel we
have anything, and if we do, it’s very ordinary.” Pharmacy assistant 1, Focus

group 3.

One pharmacy student explained that, as a result of the training, their pharmacy had
conducted a review of the signage and made alterations to improve consumer

understanding.

“On your last point, | think the whole pharmacy was involved. It brought about
active changes with the signage and trying to do things like that.” Pharmacy

student 1, Focus group 4.

Support

Only one participant was explicit in discussing support from managers to implement
and use the education-focused intervention. They explained that the positive attitude
of their manager towards undertaking health literacy training made the process of

implementation easier.

“Our manager is really big on improving communication with customers. That

is just his thing. So | guess it would have been slightly different for us than for
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some other pharmacies because he was already into that kind of thing. | think
that’s why he was so keen to sign on for the health literacy program. So in
terms of us, there was a lot of support. Just in general, we always try to
improve our communication with patients because so many problems can

come from that.” Intern pharmacist, Focus group 4.

Another participant suggested that it was the role of the government to ensure health
literacy training was implemented and that support should be provided for this to
ensure a consistent level of training for other health professionals, particularly

doctors.

“ would love to see this being trained to doctors. Governments should jump

on board and realise there’s a gap, health literacy, there’s a gap.” Pharmacist

1, Focus group 5.

Sustainability

Approaches to ensuring sustainability of the education-focused intervention had

been explored by some participants in their pharmacy, while others had not

considered the issue.

It was suggested that, to ensure practice changes are maintained in the pharmacy, a

pharmacy staff member be designated a champion or leader.
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“Even if it is just one champion to be where it’s at the back of their minds all
the time and they’re just monitoring how it is going...they just pick up lulls or

people going back to old habits. They can just casually do whatever works.’

Pharmacist 1, Focus group 4.
Due to the relatively short amount of time between training and the focus group
sessions, most pharmacy participants had not discussed methods to promote the

sustainability of universal precautions and health literacy measures in their

pharmacies.

A conversation between the facilitator and participants in Focus group 3 highlighted
the lack of available time to consider sustainability at the time of the focus group

meetings:

“In terms of that, going back to the idea of sustainability, have you guys done

anything in your pharmacy that just keeps it at the front of your mind?”

Facilitator, Focus group 3.

“l don’t think we have.” Pharmacy assistant 1, Focus group 3.

“It’s inside a month.” Pharmacy assistant 2, Focus group 3.

“It’s not long enough, yeah.” Pharmacist 2, Focus group 3.
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“Yeah, it’'s only very new for us, so | don’t think that we are at that stage yet.”

Pharmacy assistant, Focus group 3.

6.4 DISCUSSION

The discussion below is presented a response to each study aim (Chapter 6, Section

6.2.2)

Elicit ideas for the content of the education-focused intervention that were not

included in the first iteration

Overall, participants were happy with the content included in the education-focused
intervention, and did not provide recommendations in relation to the inclusion of
extra information. Most participants found that the content was applicable to their
interactions with consumers and provided them with greater insight into health
literacy principles. Some even felt that health literacy education would be useful in
undergraduate or postgraduate pharmacy training. The online international survey of
pharmacy academics (Chapter 3, Section 3.3) identified that health literacy
education is present in the curricula of a number of universities in English speaking
countries. However, a review conducted by the PhD candidate exploring learning
objectives from Australian universities offering pharmacy degrees, showed that only
one university explicitly lists health literacy (Chapter 1, Section 1.5.1). The
integration of health literacy education into pharmacy curricula is an important step in

ensuring that all pharmacists are trained in detecting and managing consumers with
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health literacy issues. It must be acknowledged that the review (Chapter 1, Section
1.5.1) was conducted based on information that was publically available from
university websites. To make a complete and accurate conclusion on health literacy

teaching in Australian pharmacy schools, further investigations would be required.

Obtain feedback on the usability of the education-focused intervention in
relation to its structure and method of delivery, including the face-to-face,

computer-based, and in-house training components

In discussion with trainer pharmacists and pharmacy staff members, some felt that
the train-the-trainer component for both the face-to-face and electronic delivery
method was too long and segmented in nature. This may have the potential to
reduce attention to content and decrease motivation to complete the training.
Conversely, in-pharmacy trained participants generally agreed that the modules
delivered by the trainer staff member were adequate. They commented that the
shorter modules delivered in chunks were user-friendly, and enhanced the ability to

remember the content.

The recommendation to shorten the train-the-trainer component, or in the case of the
in-pharmacy delivered modules, keep them short, could be partly explained by the
serial-position effect. The serial position effect is the tendency for individuals to be
able to recall the first and last items in a series best, with recall of middle items
proving more difficult.?4”-24° ltems remembered at the beginning are more likely to be
stored in long-term memory (the primacy effect), and items at the end are more likely

to be stored in short-term memory (the recency effect).?*® Items in the middle tend to
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be displaced from short-term memory by the items at the end, and therefore not

remembered.

Two recommendations can be suggested regarding the format of the education-
focused intervention. Firstly, minimising the number of items to remember, and
therefore keeping training short, may reduce the impact of the serial position effect
on learning. Smaller chunks may be more manageable for the learner, and may aid
in improving their attention and motivation to learn. Secondly, taking advantage of
the primacy effect and positioning the information deemed most important at the
beginning of the learning modules may increase the likelihood that this information

will be stored in the learner’s long-term memory.

When discussing content, participants noted the advantage of integrating videos into
the education-focused intervention to aid in learning. They were able to forge
associations between the examples displayed in the videos and consumers who visit
their own pharmacy. Videos have been used extensively in pharmacy and medical
education in the recent past and are viewed as a valuable stimulus for discussion.?%%
255 A study conducted in The Netherlands used focus groups to gain feedback from
second year medical students on the use of a video-based problem-based learning
(PBL) program.2%¢ Students felt that the use of video cases allowed them to better
acknowledge that patients are people, and were more memorable than text-based
cases. Although a number of videos were integrated into the education-focused

intervention, the intervention may benefit from the inclusion of more.
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The delivery method of the education-focused intervention was a discussion point for
participants, both in regard to its timeline of delivery and the use of small-group
learning. Many trainer participants had altered the schedule of training in their
pharmacy to better suit the workload and schedules. It is important to create an
education-focused intervention that has a flexible structure in terms of its delivery
that allows the learner to work at their own pace.?’ For future use, informing the
trainers that the education-focused intervention can be conducted at their own pace
and convenience may aid in successful in-pharmacy delivery. A downside of this is
that if trainers choose to deliver the training quickly, the rapid delivery of content in
large chunks may reduce the likelihood of the participants remembering the content,

as discussed above.

The inclusion of small-group learning in the education-focused intervention was
widely commended and adds to the limited literature on the effectiveness of this
method in the pharmacy setting. The integration of an active, cooperative learning
framework into education is viewed as beneficial, and may improve learning of
individuals compared to didactic teaching.?%® 259 In the USA, a study was undertaken
to evaluate the effect of restructuring a large pharmacy self-care class into a small-
group learning structure.?%° The small-group learning environment was designed to
promote communication and discussion of patient cases between students.
Following a two-year delivery period, students’ grades and course evaluations were
compared to the previous structure. Students’ grades had significantly improved over
the two-year period, notably, the number of ‘A’ grades rose from 21/146 to 52/151
(p<0.001). Students also recorded a higher level of satisfaction with the small-group

learning format than the large class format. In particular, when asked if the course
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aided the development of their verbal communication skills, there was a 51.9%

increase in the affirmative over two years, from 39.7% to 91.6% (p<0.001).

Obtain feedback on the ease of integration of the education-focused

intervention into the pharmacy environment

Ensuring that the integration of educational programs into practice is organised and
well-coordinated is essential to ensuring effective implementation and uptake.261-263
Trainer pharmacists and pharmacy staff members revealed difficulties organising in-
pharmacy group training sessions due to other staff commitments. This finding is
similar to that of a focus group study conducted in the UK investigating the barriers
to successful implementation of training in nursing practice.?® Participants of the UK
study highlighted that lack of time to attend training is a significant barrier,

compounded by local staff shortages and increasing work pressures.

While the UK study was similar in methodology to the Phase 4 focus group study
reported here, participants were nursing staff involved in caring for patients with
cancer, and therefore commitments would differ significantly from those of
pharmacists and pharmacy staff members in community pharmacies. It does,
however, highlight that time is a significant barrier to the successful implementation

of training in healthcare environments.

The same UK study?%* suggested the use of a ‘link-worker scheme’ to overcome the
time and resource barriers associated with implementing training. A link-worker

scheme is a process whereby one person in an area receives training, and is then
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designated as a resource for other colleagues to refer to for information. One
pharmacy reported adopting this approach in the focus groups discussed here -
training a small number of key staff members and designating them a group of
untrained pharmacy staff members to mentor and train at individual times. This
approach may circumvent time and resource barriers associated with organising
training for all staff, and may be suggested as a possible delivery approach for future

use of the education-focused intervention.

It has been shown that an individual’s motivation to learn influences their level of
effort and commitment, focus, enthusiasm, and direction towards participating in an
educational program.19 265267 Dyring the focus group discussion, one participant
highlighted the importance of acknowledging the various reasons why individuals
may want to implement and undertake training in the pharmacy. In future rollouts of
the education-focused intervention, participants should be asked to record
motivations and then revisit them as they do the intervention and following its

completion.

Ensuring that the education-focused intervention draws interest from a wide range of
individuals with varying motivations is important. The UK study aforementioned also
suggested that staff motivation was linked to the delivery of the education as well as
different methods of training suiting different groups and personality types.2%*
Embedding various incentives to implement and undertake the training may enhance
the success of the education-focused intervention in the pharmacy setting. This may

include gaining accreditation to claim CPD points to fulfill registration requirements,
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financial reimbursement, promoting job enrichment, an expected or realised chance

of promotion, or learning to comply with pharmacy business directives.

Participants felt that all staff should receive the same level of training to ensure a
uniform level of knowledge of health literacy and universal precautions. This may
have the lead-on effect of promoting staff accountability when using universal
precautions, due to other pharmacists and pharmacy staff members being aware of
what is expected in terms of performance and use of health literacy principles.
Health literacy awareness may therefore be mentioned as a competency area
required of a new staff member when they are inducted into the workplace. Further,
it was suggested that an expectation to implement and undertake health literacy
training throughout the Australian pharmacy profession be recommended in order to

achieve this goal more broadly.

Self-reflection was a commonly used method by participants in assessing their
performance in the use of universal precautions with consumers. Self-refection is
viewed as key to ensuring life-long learning, and can be developed by encouraging
individuals to seek formative feedback from others in regard to performance.268-270
To aid in the development of skills in self-reflection, preceptors and trainers should
provide timely and constructive feedback that encourages individuals to develop into
reflective learners.?’! The education-focused intervention already provides
opportunities for pharmacy staff members to reflect on things they have tried or
observed and should also encourage trainers to provide feedback to pharmacy staff
members on their use of universal precautions. A Canadian study investigating self-

assessment skills of 32 international pharmacy graduates trained outside of the USA
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and Canada was conducted using OSCEs.?’? Participants, on average,
overestimated their performance by 21 percentage points compared to the actual
performance score (71% versus 50%, p<0.001). The study suggests that adequate
self-reflection and self-assessment skills are not universally well adopted by
pharmacy graduates. This is of particular concern as the concept of CE relies heavily

on self-assessment of performance, and thus may be compromised.

Obtain feedback on the perceived effectiveness of the education-focused
intervention with respect to changing pharmacist’s and pharmacy staff

members’ behaviours and the pharmacy environment

The education-focused intervention provided participants with the ability to tailor their
communication techniques with consumers to allow for a better, more health literacy
friendly way of delivering information. From the focus group discussion, while it
appeared that simple changes were easy to implement in practice, universal
precautions that required a more conscious effort, i.e. the teach-back method and
use of the phrase ‘What questions do you have?’, were harder. Low adoption of the
teach-back method, both pre- and post-intervention across all three groups, indicates

the difficulty of employing this technique.

A study by Schwartzberg et al. showed that simpler communication techniques such
as plain language (91.6%) and handing out printed materials (71.8%) were more
commonly used by pharmacists with consumers than more involved processes.5?
The study involved a questionnaire disseminated to nurses, physicians and

pharmacists in the USA to determine the prevalence of use of various
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communication techniques employed with consumers with limited health literacy.
More complex techniques, e.g. the teach-back method (27.7%) and drawing pictures
and diagrams (6.0%), were used less frequently than the simpler techniques
mentioned above. A similar prevalence study on the use of communication
techniques by physicians in the emergency department of an American hospital
found the teach-back method was used the least frequently (28.4%) compared to

other techniques.?”®

The education-focused intervention may therefore benefit from the inclusion of more
video examples and role-play opportunities to help build participants’ confidence in
using these more complex universal precautions (‘What questions do you have?’ and

the teach-back method) with consumers.

Participants noted that following the intervention, they were much more aware of the
various cues to help them identify consumers with limited health literacy. This is a
beneficial ability, as it enables a quick way of recognising consumers who may
require more assistance with understanding health and medicine information.
Various health literacy screening tools are available for use in practice,3%-3* but may
not be acceptable to consumers or conducive to the generally fast-paced
environment of a community pharmacy. Therefore, the ability to identify consumers

by detecting cues may be more efficient.

Consumers may react differently when unfamiliar communication techniques are
used in counselling, and this in turn may influence the type of information exchanged

during the consultation. Some participants noted that some consumers seemed to
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wrongly interpret the use of universal precautions as prying or rudeness, especially
when used by younger pharmacists and pharmacy staff members. The continued
use of universal precautions in all interactions with consumers by all pharmacists
and pharmacy staff members over time may slowly reduce the likelihood of
consumers recognising a difference in counselling or misinterpreting their use as
rudeness or an inquisition. Raising awareness amongst consumers of how a
pharmacy operates and the need to ask questions in regard to one’s health may help

consumers understand the pharmacy’s mission and goals.

Participants believed the education-focused intervention enabled them to further
develop their relationships with consumers. Consumer relationships with
pharmacists are influenced by the level of shared decision-making with the
pharmacist, and, with the advent of the patient-centred approach to care, the need to
develop relationships with consumers is essential.?’4276 A patient-centred care
approach has been shown to improve patient satisfaction as well as medication
adherence.?’” In 2012, a focus group study conducted in France with 25 consumers
gained feedback on physician-patient relationships and shared decision making.2’8
Participants highlighted that trust was the determining factor in this process, allowing
the development of an empathic physician-patient relationship. Extending this finding
to the pharmacy environment, the development of relationships with consumers is
beneficial as it may allow for a more honest and comfortable exchange of information
between the consumer and the pharmacist or pharmacy staff member. The
education-focused intervention appeared adequate in promoting rapport building with

consumers and therefore future refinement in this area may not be required.
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The prevalence of limited health literacy in CALD consumers is well documented.3”
44,45 post-intervention, participants believed they were better able to service non-
English speaking consumers, utilising a variety of the tools and services included in
the education-focused intervention. Encouraging pharmacists and pharmacy staff
members to collate available resources for consumers from CALD backgrounds
when utilising pharmacy services may help circumvent communication and
medicine-related issues. This could include collecting medicines information in other
languages, accessing translator services, and encouraging multi-lingual staff to
undertake interpreter training. The development of a health literacy friendly
pharmacy for CALD consumers may provide a comfortable environment for better
health and medicine information provision. Research on pharmacists’ and pharmacy
staff members’ perceptions of communication with CALD consumers is lacking, and
thus should be addressed to create a better picture of the current state of counselling
and approaches to manage CALD consumers in the pharmacy setting. Education in
counselling techniques and tools available for use with CALD consumers is also
minimal, and while the education-focused intervention aimed to address this short-

fall, CE in this area for pharmacists and pharmacy staff members is required.

Changes to the health literacy friendliness of the pharmacy

Creating an environment for consumers that is easy to navigate is paramount to
ensuring the effective utilisation of available services.?”°-?81 Focus group participants
explained that, while they were aware of the need to create signage that could be
understood by consumers with limited health literacy, they had not been able to

make substantial changes to signage in the short period of time between completion
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of the intervention and the focus groups. Altering signage may present as an issue
for some pharmacies, particularly those belonging to a banner or chain group.
Default signage requirements may be in place, which may not be modifiable by the
pharmacy manager at store level. Discussions with managers at higher levels within
these groups in regard to creating consumer-friendly signage is recommended to
instigate change. Independently-owned pharmacies may have more freedom to
change signage, but may lack the financial means to conduct such an overhaul.
Research in the area of signage in pharmacy is needed to generate a more accurate
snapshot of signage in pharmacies, to help initiate efforts to affect change. Future
versions of the intervention may benefit from having examples of health literacy-

friendly signs for community pharmacies to potentially adopt.

An individual's perceived behavioural control in regard to implementing and
undertaking health literacy training may be influenced by their managers. A study
conducted in the US on the provision of emergency contraceptive pill (ECP) by
pharmacists found that pharmacists who had prescribed the ECP were more
satisfied with their managerial support to do so, compared to those who had never
supplied the ECP (3.72+0.52 versus 2.91+1.09, respectively, p<0.001).282 Another
study conducted in Canada, aimed to gain feedback from pharmacists in British
Columbia following the implementation of various changes to pharmacy practice
policies in that jurisdiction.?8 Thirty-one pharmacists participated in semi-structured
interviews; pharmacists believed that adequate managerial support was an essential
factor in the successful implementation of new policies in the pharmacy. These

studies highlight that managerial resistance to implementing various interventions in
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the pharmacy environment may present a barrier, and approaches to overcoming

this should be provided.

A possible strategy for pharmacists wanting to implement the health literacy
education-focused intervention in their community pharmacy could be to provide a
short presentation to pharmacy managers on health literacy, its consequences on
consumer care, and subsequent benefits to consumers and the pharmacy by

implementing the education-focused intervention.

Sustainability is important to ensure the continued practice of universal precautions
with consumers. Encouraging the designation of a health literacy champion, or the
implementation of a link-worker scheme, in the pharmacy to ensure sustained
practice of universal precautions, may aid in its continued use, as discussed
earlier.?6 Continued training of pharmacy staff members, perhaps through the
development and use of refresher modules, may aid in continued use of universal
precautions. A systematic review of health literacy interventions showed that current
studies on interventions to address health literacy issues lack sufficient data to
determine their ability to create a sustained effect in practice.?®* The review
recommends that studies improve their reporting of sustainability measures in the
future. Due to this lack of sustainability data for health literacy educational
interventions, comparisons of the study reported here to other studies are difficult to
make. Possible approaches to encouraging sustainability of the education-focused
intervention in the pharmacy may be, as mentioned previously, the creation of
refresher training modules and reminder systems, for example, mouse pads, alerts

embedded into dispensing software, or posters.
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6.5 CONCLUSION

Discussions with a number of pharmacists and pharmacy staff members provided a
large amount of feedback relating to a number of facets of the education-focused
intervention, including its content, usability and implementation, and its perceived

effectiveness in altering communication behaviours and the pharmacy environment.

Participants were happy with the content included in the education-focused
intervention, and found it interesting and informative. No recommendations for extra
content were made, although some suggested removal of some information might

aid memory retention.

Feedback regarding the usability of the education-focused intervention centred on its
length. Some participants found the education-focused intervention too long and
segmented in nature. While shortening the education-focused intervention may
improve usability, major reduction would require omitting important content and is

therefore not recommended.

Integration of the education-focused intervention into the pharmacy training
environment was considered straight forward. Participants responded particularly
well to the small-group learning format, suggesting it made their learning experience
easier. No changes are therefore necessary in regard to the implementation process

of the education-focused intervention.
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The education-focused intervention was thought to be effective overall in altering
communication practices of participants, particularly the use of universal precautions
with consumers. The use of the teach-back method was considered difficult and
therefore more video examples and role-play activities may aid in improving its use
with consumers. Changes to the pharmacy environment were minimal at best, which
may be attributed to the short time between completion of the training and the focus
group meetings. Making changes to the pharmacy environment is a slow process,

and therefore feedback was limited.

The next chapter summaries the research project and its findings and provides

direction for further research in this area.

241 |Page



7 SUMMARY, RECOMMENDATIONS AND CONCLUSION

7.1 SUMMARY

Health literacy education for Australian community pharmacists and pharmacy staff
members has not been previously studied in great depth. Few health literacy
educational interventions have been developed for pharmacists and pharmacy staff
members to address the limitations in knowledge of health literacy, particularly in
Australia, where no formal educational interventions have been developed for the
pharmacy setting. The overall aim of this research project therefore was to determine
the efficacy and effectiveness of a multi-modal health literacy education-focused
intervention in changing communication practice and behaviours of Australian
community pharmacists and pharmacy staff members to help overcome
communication barriers with all consumers, specifically the use of universal
precautions. This aim was successfully met following the completion of this research

project.

The findings of Phase 1 of the project highlighted the various methods of teaching
health literacy to pharmacy students within schools of pharmacy in English speaking
countries, with the objective for the phase sufficiently met. Small-group learning was
believed to be the most effective delivery method for health literacy training. This
helped inform the design and development of a health literacy education-focused

intervention in the HeLP phase of this project. The hypothesis for Phase 1 (Chapter
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1, Section 1.8.2) was not achieved due to a low survey response rate. It was not
possible to determine the prevalence of health literacy education within schools of
pharmacy. However, it was obvious that a variety of delivery methods are used when

providing health literacy training to pharmacy students.

A multi-modal, train-the-trainer, six hour education-focused intervention in health
literacy was developed in the HeLP phase. This is the first intervention that has used
a train-the-trainer method of delivery to educate community pharmacists and
pharmacy staff members in health literacy. A variety of educational strategies were
used to cater for various learning styles of participants, including information
delivered as text, case studies and role plays, videos and images. A reflective
exercise was included following the completion of each module to promote self-

reflection and group discussion amongst participants.

The education-focused intervention was delivered to two groups of community
pharmacies (Group 1 and 2). Pharmacies were recruited from both metropolitan and
rural New South Wales, Victoria and Western Australia. Group 1 pharmacies
received the train-the-trainer component of the intervention in a face-to-face format.
Group 2 received the train-the-trainer component of the intervention in an electronic,
self-directed learning format. Each pharmacy was involved in a randomised
controlled trial (RCT), where each intervention pharmacy implemented the health
literacy education-focused intervention into their pharmacy training program. Group 3
pharmacies did not receive the intervention, and therefore acted as a control group.
This was designed to provide comparison for evaluation of the intervention in relation

to the use of universal precautions with consumers.
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Recruitment of pharmacies for this RCT proved to be difficult, and therefore limited
the number of pharmacies participating in the study. Barriers to recruitment into the
RCT are consistent with previous studies investigating problems associated with

encouraging pharmacists to be involved in research.

A number of pharmacies completed the entire intervention, while some partially
completed the modules. Barriers to completion included time constraints, staffing
changes, managerial barriers, and motivation issues. These barriers support

previous research into the barriers and enablers of completing CE.

Phase 2 was a study run before the intervention was implemented into participating
community pharmacies. The findings of Phase 2 highlighted the significant influence
that subjective norms and perceived behavioural control (self-efficacy) have on the
likelihood of pharmacists and pharmacy staff members undertaking health literacy
training, with the objective successfully met. The hypothesis for this phase (Chapter
1, Section 1.8.2) was partially achieved. The majority of extracted motivational
factors did have a favourable association with intentions to implement and undertake

health literacy training, yet some did not.

Despite the barriers experienced by Group 1 and 2 pharmacies, the use of some
universal precautions with consumers was shown to improve following the
implementation of the education-focused intervention in Phase 3. Thus, the overall
aim of the project was partially met. Use of particular universal precautions both pre-

and post-intervention was shown to improve significantly, yet improvement in the use

244 |Page



of the teach-back method was not detected. This result supports the hypothesis for

Phase 3 (Chapter 1, Section 1.8.2).

Feedback related to the education-focused intervention was collected in Phase 4.
Participants were generally happy with the content of the education-focused
intervention, yet found it to be too long and segmented, and suggested it be
condensed. Small-group learning proved to be a popular method of delivery. The
teach-back method was viewed as difficult to implement. Future refinement of the
intervention should focus on including more examples and support in the use of the
teach-back method to improve its use in the future. The hypothesis for Phase 4
(Chapter 1, Section 1.8.2) was met. The majority of the feedback provided was
favourable, and provides valuable insights for future, potential refinements of the

intervention.

While the generalisability of these results is limited due to the small number of
pharmacies recruited, this is the first study that has used a mixture of qualitative and
guantitative research methods to evaluate the efficacy and effectiveness of a
nationwide health literacy education-focused intervention on community pharmacists
and pharmacy staff members, and has demonstrated that community pharmacies

benefit from education in health literacy.

7.2 RECOMMENDATIONS

The results of the project suggest that the lack of health literacy education for

pharmacists and pharmacy staff members can be partly addressed using CE. It is
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therefore recommended that the health literacy education-focused intervention be
refined and disseminated to community pharmacies around Australia who are
interested in developing more appropriate communication techniques to use with

consumers, particularly universal precautions.

Refinement of the intervention in line with the feedback gained from Phase 4 of the
project may aid in improving the success of future implementation. Shortening the
overall length of the intervention may enhance the usability and ease of
implementation into the busy pharmacy environment. Also, the addition of more
examples of the teach-back method may improve participant confidence and self-

efficacy in using this method with consumers.

The integration of this intervention into the Quality Care Pharmacy Program (QCPP),
making it compulsory for all pharmacies to complete, may further encourage the use
of universal precautions with consumers. It may ensure consistent use of universal
precautions by all community pharmacies in Australia. The intervention may also be
used in the education of pharmacy students in universities following appropriate

adjustments.

Government bodies must consider limited health literacy as a major barrier to the
guality use of medicines. Support must be provided to pharmacies to implement
health literacy guidelines and educational interventions to better prepare staff to

manage consumers with limited health literacy.

246 |Page



The integration of health literacy education into pharmacy curricula is as equally
important. Educating pharmacy students about the importance of recognising health
literacy as an important barrier to patient care, and methods to overcome these
issues, is essential. An influx of young, health literacy-aware pharmacists into the
workforce may even have a flow-on effect of knowledge diffusion to other, older

pharmacists and pharmacy staff.

7.3 FUTURE RESEARCH DIRECTIONS

The results from the project provide key stakeholders with evidence that the issue of
limited consumer health literacy can at least be partly addressed using an education-

focused intervention for health professionals.

A larger research project involving more pharmacies, and other health professionals,
should be conducted either more widely in Australia, or internationally. It would
further support the view that improving health literacy awareness and encouraging
the use of universal precautions with consumers would be beneficial. Research
should also be conducted on the sustainability of health literacy education-focused

interventions such as the one developed in this project.

In addition, Phase 2 was conducted only as a pre-intervention study. Future studies
could be conducted to determine the impact of the implementation of a health
literacy education-focused intervention on pharmacists’ and pharmacy staff
members’ motivations and intentions. This will help determine whether interventions

such as these are able to influence one’s attitudes, perceived behavioural control,
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subjective norms, intentions and subsequent behaviours in regard to providing health

literacy centred care.

Research on health professionals’ own health literacy abilities should also be
conducted. It cannot be assumed that all health professionals, including pharmacists
and pharmacy staff members, have adequate health literacy abilities. Research in
this area would provide insight into the effect that limited health literacy of health
professionals has on their provision of health information to consumers and the

ability of the consumer to appropriately comprehend that information.

7.4 CONCLUSION

The research project has identified that the gap in health literacy education for
community pharmacists and pharmacy staff members in Australia can be partly
addressed using a multi-modal health literacy education-focused intervention.
Additional interventions are required, particularly the integration of health literacy
education into pharmacy curricula, and support from professional organisations and
governments, to further enhance efforts to manage the issue of limited health
literacy. The project has provided evidence to support the idea that communication
behaviours of pharmacists and pharmacy staff members can be modified using CE.
Providing Australian pharmacists and pharmacy staff members with the knowledge,
self-efficacy, confidence and support to address the health literacy issues faced by

consumers can help improve the health outcomes of pharmacy consumers.

248 |Page



REFERENCES

1. Kanj M, Mitic W. Health literacy and health promotion. 7th Global Conference
on Health Promotion; Nairobi, Kenya: World Health Organisation; 2009. p. 1-46.

2. King S, McCaffrey Ill D, Bouldin A. Health literacy in the pharmacy setting:
defining pharmacotherapy literacy. Pharmacy Practice (Internet). 2011;9(4):213-20.
3. Australian Bureau of Statistics. Adult literacy and life skills, summary results
(reissue) Canberra: ABS; 2008 [cited 2012 January 23]. Available from:
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4228.0Main+Features12006

(Reissue).

4. Kutner M, Greenberg E, Baer J. A first look at the literacy of America's adults

in the 21st century. In: National Center for Education Statistics, editor.: U.S.
Department of Education; 2005.

5. Ratzan S. Health literacy: communication for the public good. Health
Promotion International. 2001;16(2):207-14.

6. Tones K. Health literacy: new wine in old bottles? Health Education Research.

2002;17(3):287-90.

7. Simonds S. Health education as social policy. Health Education Monographs
2.1974:1-10.
8. Ad Hoc Committee on Health Literacy for the Council on Scientific Affairs.

Health literacy: report of the Council on scientific affairs. Journal of the American

Medical Association, 1999.

249 |Page


http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4228.0Main+Features12006%20(Reissue)
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4228.0Main+Features12006%20(Reissue)

9. Levin-Zamir D, Peterburg Y. Health literacy in health systems: perspectives
on patient self-management in Israel. Health Promotion International. 2001;16(1):87-
94.

10.  Zarcadoolas C, Pleasant A, Greer DS. Understanding health literacy: an
expanded model. Health Promotion International. 2005;20(2):195-203.

11. Nutbeam D. Health literacy as a public health goal: a challenge for
contemporary health education and communication strategies into the 21st century.
Health Promotion International. 2000;15(3):259-67.

12. Martensson L, Hensing G. Health literacy — a heterogeneous phenomenon: a
literature review. Scandinavian Journal of Caring Sciences. 2011;26(1):151-60.

13.  Kutner M, Greenberg E, Jin Y, Paulsen C. The health literacy of America's
adults - results from the 2003 National Assessment of Health Literacy. In:
Department of Education, editor. Washington DC: National Center for Educational
Statistics; 2006.

14.  Australian Bureau of Statistics. Health literacy, Australia 2006 [cited 2014
November 4]. Available from:

http://abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4228.0.55.0022006?0penDocu

ment.
15. Institute of Education Sciences. National Assessment of Adult Literacy
(NAAL): U.S. Department of Education; 2003 [cited 2014 November 3]. Available

from: http://nces.ed.gov/naal/index.asp.

16. Berkman ND, Sheridan SL, Donahue KE, Halpern DJ, Crotty K. Low health
literacy and health outcomes: an updated systematic review. Annals of Internal

Medicine. 2011;155(2):97-107.

250|Page


http://abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4228.0.55.0022006?OpenDocument
http://abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4228.0.55.0022006?OpenDocument
http://nces.ed.gov/naal/index.asp

17. Miller M, Degenholtz H, Gazmararian J, Jeng Lin C, Ricci E. Identifiying
elderly at greatest risk of inadequate health literacy: a predictive model for
population-health decision makers. Research in Social and Administrative
Pharmacy. 2007;3:70-85.

18. Williams M, Baker D, Parker R, Nurss J. Relationship of functional health
literacy to patients’ knowledge of their chronic disease. Archives of Internal Medicine.
1998;158(2):166-72.

19. Baker D, Parker R, Williams M, Clark S. Health literacy and the risk of hospital
admission. Journal of General Internal Medicine. 1998;13:791-8.

20.  Schumacher J, Hall A, Davis T, Arnold C, Bennett R, Wolf M, et al. Potentially
preventable use of emergency services: the role of low health literacy. Medical Care.
2013;51(8):654-8.

21. Diug B, Evans S, Lowthian J, Maxwell E, Dooley M, Street A, et al. The
unrecognized psychosocial factors contributing to bleeding risk in warfarin therapy.
Stroke. 2011;42(10):2866-71.

22.  McGowan P. Self-management: a background paper. In Proceedings of: New
Perspectives: International Conference on Patient Self-Management: Centre on
Aging, University of Victoria; 2005.

23. Health Canada. Supporting self-care: a shared initiative 1999-2002 Ottowa
Canada: Canadian Nurses Association; 2002 [cited 2012 Feb 02]. Available from:

http://www.hc-sc.gc.ca/hcs-sss/pubs/hhrhs/2002-selfauto-collabor/index-enqg.php -

ao.

24.  Canadian Council on Learning. Patient self-management: health-literacy skills

required. In: Lessons in Learning, editor. 2007.

251 |Page


http://www.hc-sc.gc.ca/hcs-sss/pubs/hhrhs/2002-selfauto-collabor/index-eng.php#a0
http://www.hc-sc.gc.ca/hcs-sss/pubs/hhrhs/2002-selfauto-collabor/index-eng.php#a0

25.  Vernon J, Trujillo A, Rosenbaum S, DeBuono B. Low health literacy:
implications for national health policy. 2007 [cited 2012 Feb 07]. Available from:

http://sphhs.gwu.edu/departments/healthpolicy/CHPR/downloads/LowHealthLiteracy

Reportl0 4 07.pdf.

26.  Australian Bureau of Statistics. Health literacy Australia: summary of findings
Canberra ACT: Federal Government of Australia; 2006 [cited 2012 Feb 02].

Available from: http://abs.qgov.au/AUSSTATS/abs@.nsf/Latestproducts/4233.0Main

Features22006?opendocument&tabname=Summary&prodno=4233.0&issue=2006&

num=&view=.

27.  Eichler K, Wiesner S, Brugger U. The costs of limited health literacy: a
systematic review. International Journal of Public Health. 2009;54(5):313-24.

28. Gazmararian J, Baker DW, Parker R, Blazer D. A multivariate analysis of
factors associated with depression: evaluating the role of health literacy as a
potential contributor. Archives of Internal Medicine. 2000;160(21):3307-14.

29. Parikh NS, Parker RM, Nurss JR, Baker DW, Williams MV. Shame and health
literacy: the unspoken connection. Patient Education and Counseling. 1996;27(1):33-
0.

30. Baker D, Williams M, Parker R. Development of a brief test to measure
functional health literacy. Patient Education and Counseling. 1999;38(1):33-42.

31. Baker D. The meaning and the measure of health literacy. Journal of General
Internal Medicine. 2006;21(8):878-83.

32. Parker R, Baker D, Williams M. The test of functional health literacy in adults.
Journal of General Internal Medicine. 1995;10(10):537-41.

33. Davis T, Long S, Jackson R, al. e. Rapid estimate of adult literacy in

medicine: a shortened screening instrument. Family Medicine. 1993;25:391-5.

252 |Page


http://sphhs.gwu.edu/departments/healthpolicy/CHPR/downloads/LowHealthLiteracyReport10_4_07.pdf
http://sphhs.gwu.edu/departments/healthpolicy/CHPR/downloads/LowHealthLiteracyReport10_4_07.pdf
http://abs.gov.au/AUSSTATS/abs@.nsf/Latestproducts/4233.0Main%20Features22006?opendocument&tabname=Summary&prodno=4233.0&issue=2006&num=&view=
http://abs.gov.au/AUSSTATS/abs@.nsf/Latestproducts/4233.0Main%20Features22006?opendocument&tabname=Summary&prodno=4233.0&issue=2006&num=&view=
http://abs.gov.au/AUSSTATS/abs@.nsf/Latestproducts/4233.0Main%20Features22006?opendocument&tabname=Summary&prodno=4233.0&issue=2006&num=&view=

34. Weiss B, Mays M, Martz W, Castro K, DeWalt D, Pignone M, et al. Quick
assessment of literacy in primary care: the Newest Vital Sign. The Annals of Family
Medicine. 2005;3(6):514-22.

35. Baker DW. The meaning and the measure of health literacy. Journal of
General Internal Medicine. 2006;21(8):878-83.

36. Sharp L, Ureste P, Torres L, Bailey L, Gordon H, Gerber B. Time to sign: the
relationship between health literacy and signature time. Patient Education and
Counseling. 2013;90:18-22.

37. Fiscella K, Franks P, Doescher M, Saver B. Disparities in health care by race,
ethnicity, and language among the insured: findings from a national sample. Medical
Care. 2002;40(1):52-9.

38. Weinick R, Krauss N. Racial/ethnic differences in children's access to care.
American Public Health Association. 2000;90(11):1771-4.

39. Wolf M, Gazmararian J, Baker D. Health literacy and functional health status
among older adults. Archives of Internal Medicine. 2005;165:1946-52.

40. Boyle P, Yu L, Wilson R, Segawa E, Buchman A, Bennett D. Cognitive
decline impairs financial and health literacy among community-based older persons
without dementia. Psychology and Aging. 2013;28(3):614-24.

41. Sudore R, Yaffe K, Satterfield S, Harris T, Mehta K, Simonsick E, et al.
Limited literacy and mortality in the elderly. Journal of General Internal Medicine.
2006;21:806-12.

42. Harris T, Visser M, Everheart J, Cauley J, Tylavsky F, Fuerst T, et al. Waist
circumference and sagittal diameter reflect total body fat better than visceral fat in
older men and women: the health, ageing and body composition study. Annals of the

New York Academy of Sciences. 2000;904:462-73.

253 |Page



43. Bostock S, Steptoe A. Association between low functional health literacy and
mortality in older adults: longitudinal cohort study. British Medical Journal. 2012;344.
44.  Hawkins A. Health literacy: a potential barrier in caring for underserved
populations. Disease-a-Month. 2010;56(12):734-40.

45.  Wilson E, Chen AH, Grumbach K, Wang F, Fernandez A. Effects of limited
English proficiency and physician language on health care comprehension. Journal
of General Internal Medicine. 2005;20(9):800-6.

46. Vass A, Mitchell A, Dhurrkay Y. Health literacy and Australian Indigenous
peoples: an analysis of the role of language and worldview. Health Promotion
Journal of Australia. 2011;22(1):33-8.

47.  Ciampa P, White R, Perrin E, Shonna Yin H, Sanders L, Gayle E, et al. The
association of acculturation and health literacy, numeracy and health-related skills in
Spanish-speaking caregivers of young children. Journal of Immigrant Minority
Health. 2013;15(3):492-8.

48. DeWalt D, Hink A. Health literacy and child health outcomes: a systematic
review of the literature. Pediatrics. 2009;124(Supp 3):265-74.

49. Sanders L, Thompson V, Wilkinson J. Caregiver health literacy and the use of
child health services. Pediatrics. 2007;119(1):86-92.

50. Gray N, Klein J, Noyce P, Sesselberg T, Cantrill J. The internet: a window on
adolescent health literacy. Journal of Adolescent Health. 2004;37:243-50.

51. Weiss B, Coyne C, Michielutte R, al. e. Communicating with patients who
have limited literacy skills: report of the National Work Group on Literacy and Health.

Journal of Family Practice. 1998;46(2):168-76.

254 |Page



52.  Schwartzberg J, Cowett A, VanGeest J, Wolf M. Communication techniques
for patients with low health literacy: a survey of physicians, nurses and pharmacists.
American Journal of Health Behaviour. 2007;31:96-103.

53. Mackert M, Ball J, Lopez N. Health literacy awareness training for healthcare
workers: improving knowledge and intentions to use clear communication
techniques. Patient Education and Counseling. 2011;85(3):e225-e8.

54.  Wolf MS, Davis TC, Arozullah A, Penn R, Arnold C, Sugar M, et al. Relation
between literacy and HIV treatment knowledge among patients on HAART regimens.
AIDS Care. 2005;17(7):863-73.

55. Houts PS, Bachrach R, Witmer JT, Tringali CA, Bucher JA, Localio RA. Using
pictographs to enhance recall of spoken medical instructions. Patient Education and
Counseling. 1998;35(2):83-8.

56. Houts PS, Witmer JT, Egeth HE, Loscalzo MJ, Zabora JR. Using pictographs
to enhance recall of spoken medical instructions Il. Patient Education and
Counseling. 2001;43(3):231-42.

57.  Williams MV, Davis T, Parker R, Weiss BD. The role of health literacy in
patient-physician communication. Family Medicine. 2002;34(5):383-9.

58. Clement S, Ibrahim S, Crichton N, Wolf M, Rowlands G. Complex
interventions to improve the health of people with limited health literacy: a systematic
review. Patient Education and Counseling. 2009;75:340-51.

59.  American Medical Association. Health literacy 2012 [cited 2012 Jan 24].

Available from: http://www.ama-assn.org/ama/pub/about-ama/ama-foundation/our-

programs/public-health/health-literacy-program.page?

255|Page


http://www.ama-assn.org/ama/pub/about-ama/ama-foundation/our-programs/public-health/health-literacy-program.page?
http://www.ama-assn.org/ama/pub/about-ama/ama-foundation/our-programs/public-health/health-literacy-program.page?

60. Center for Health Care Strategies Inc. Health literacy Hamilton, NJ; 2012

[cited 2012 Jan 24]. Available from: http://www.chcs.org/info-url_nocat5108/info-

url nocat list.htm?attrib id=8442.

61. Pfizer. Clear health communication 2012 [cited 2012 Jan 24]. Available from:

http://www.pfizerhealthliteracy.com/.

62. National Health and Hospitals Reform Commission. Recommendations - a
healthier future for all Australians - final report. In: Department of Health, editor.
Canberra ACT; 2009. p. 18-26.

63. US Department of Health and Human Services - Office of Disease Prevention
and Health Promotion. National action plan to improve health literacy. Washington
DC: 2010.

64. Emmerton L, Whitehead P, Benrimoj S. The value of professional pharmacist
services. The Pharmacy Guild of Australia. 1998.

65. Roughead L, Semple S, Vitry A. The value of pharmacist professional
services in the community setting. Adelaide SA: University of South Australia, 2002.
66. Third WHO Consultative Group. The role of the pharmacist in the health-care
system - preparing the future pharmacist: curricular development. In: World Health
Organization, editor.; Vancouver Canada 1997. p. 1-49.

67. Pharmaceutical Society of Australia. Code of ethics for pharmacists. Deakin
ACT 2011. p. 1-12.

68. Baker DW, Parker RM, Williams MV, Pitkin K, Parikh NS, Coates W, et al.
The health care experience of patients with low literacy. Archives of Family Medicine.

1996;5(6):329-34.

256 |Page


http://www.chcs.org/info-url_nocat5108/info-url_nocat_list.htm?attrib_id=8442
http://www.chcs.org/info-url_nocat5108/info-url_nocat_list.htm?attrib_id=8442
http://www.pfizerhealthliteracy.com/

69. Kairuz T, Bellamy K, Lord E, Ostini R, Emmerton L. Health literacy among
consumers in community pharmacy: perceptions of pharmacy staff. Health
Expectations. 2013.

70.  Gilbert G, Sawyer R, McNeill E. Health education - creating strategies for
school and community health. Sudbury MA, : Jones and Bartlett Publishers; 2011.
71. Davis TC, Wolf MS, Bass PF, Middlebrooks M, Kennen E, Baker DW, et al.
Low literacy impairs comprehension of prescription drug warning labels. Journal of
General Internal Medicine. 2006;21(8):847-51.

72.  Lindquist L, Go L, Fleisher J, Jain N, Friesema E, Baker D. Relationship of
health literacy to intentional and unintentional non-adherence of hospital discharge
medications. Journal of General Internal Medicine. 2011;27(2):173-8.

73.  Wolf M, Davis T, Tilson H, al. e. Misunderstanding of prescription drug
warning labels among patients with low literacy. American Journal of Health-System
Pharmacy. 2006;63:1048-55.

74.  Zhang N, Terry A, McHorney C. Impact of health literacy on medication
adherence: a systematic review and meta-analysis. Annals of Pharmacotherapy.
2014:48(6):741-51.

75. Kaboli P, Glasgow J, Jaipaul K, Barry W, Strayer J, Mutnick B, et al.
Identifying medication misadventures: poor agreement among medical record,
physician, nurse, and patient reports. Pharmacotherapy. 2010;30(5):529-38.

76.  Makoul G, Clayman ML. An integrative model of shared decision making in
medical encounters. Patient Education and Counseling. 2006;60(3):301-12.

77. Paasche-Orlow M, Cheng D, Palepu A, Meli S, Faber V, Samet J. Health
literacy, antiretroviral adherence, and HIV-RNA suppression: a longitudinal

perspective. Journal of General Internal Medicine. 2006;21:835-40.

257 |Page



78.  Hironaka L, Paasche-Orlow M, Young R, Bauchner H, Geltman P. Caregiver
health literacy and adherence to a daily multi-vitamin with iron regimen in infants.
Patient Education and Counseling. 2009;75(3):376-80.

79. Davis T, Wolf M, Bass PI, al. e. Literacy and misunderstanding prescription
drug labels. Annals of Internal Medicine. 2006;145:887-94.

80. Committee on Health Literacy. Health literacy: a prescription to end confusion.
Nielsen-Bohlman L, Panzer AM, Kindig DA, editors: The National Academies Press;
2004.

81. Chen A, Noureldin M, Plake K. Impact of a health literacy assignment on
student pharmacist learning. Research in Social and Administrative Pharmacy.
2013;9(5):531-41.

82.  Swinburne G, Duncan G, Mc Namara K, Emmerton L, Hussainy S. An
international survey of health literacy education within schools of pharmacy.
Pharmacy Education. 2014;14(1):101-8.

83.  Faculty of Health. Complete course outline: Master of Pharmacy - health
professional practice 1 Canberra ACT: University of Canberra; 2012 [cited 2012 Feb
01]. Available from:

http://www.canberra.edu.au/courses/index.cfm?action=detail&subjectid=6450&year=

2012.

84. Faculty of Engineering Health Science and the Environment. Bachelor of
Pharmacy: course structure - fundamentals of pharmacy practice Darwin NT:
Charles Darwin University; 2012 [cited 2012 Feb 01]. Available from:

http://stapps.cdu.edu.au/pls/apex/f?p=100:21:2858934754295210::::P21 SEARCH

YEAR,P21 SEARCH UNIT:-2012-,PHA103.

258 | Page


http://www.canberra.edu.au/courses/index.cfm?action=detail&subjectid=6450&year=2012
http://www.canberra.edu.au/courses/index.cfm?action=detail&subjectid=6450&year=2012
http://stapps.cdu.edu.au/pls/apex/f?p=100:21:2858934754295210::::P21_SEARCH_YEAR,P21_SEARCH_UNIT:-2012-,PHA103
http://stapps.cdu.edu.au/pls/apex/f?p=100:21:2858934754295210::::P21_SEARCH_YEAR,P21_SEARCH_UNIT:-2012-,PHA103

85.  School of Biomedical Science. Bachelor of Pharmacy: course structure -
introduction to pharmacy Wagga Wagga NSW: Charles Sturt University; 2012 [cited
2012 Feb 01]. Available from:

http://www.csu.edu.au/handbook/handbook12/subjects/PHM101.html.

86.  School of Pharmacy. Courses at Curtin: undergraduate pharmacy -
pharmaceutical practice 321 Perth WA: Curtin University; 2012 [cited 2012 Jan 31].
Available from:

http://archive.handbook.curtin.edu.au/october2012/units/30/303189.html.

87.  School of Pharmacy. Courses at Curtin: postgraduate pharmacy -
pharmaceutical practice 521 Perth WA: Curtin University; 2012 [cited 2012 Jan 31].
Available from:

http://archive.handbook.curtin.edu.au/october2012/units/31/312049.html.

88.  School of Pharmacy. Master of Pharmacy: program structure - professional
pharmacy practice | and Il Gold Coast QLD: Griffith University; 2012 [cited 2012 Feb
01]. Available from:
https://courseprofile.secure.griffith.edu.au/student_section_loader.php?section=print
_display&profileld=58677.

89.  School of Pharmacy and Molecular Sciences. Bachelor of Pharmacy: official
handbook - professional pharmacy practice | Townsville QLD: James Cook
University; 2012 [cited 2012 Feb 01]. Available from:
https://secure.jcu.edu.au/app/studyfinder/?subject=PC2004.

90. School of Pharmacy and Molecular Sciences. Bachelor of Pharmacy: official
handbook - professional pharmacy practice Il Part 1 of 2 Townsville QLD: James
Cook University; 2012 [cited 2012 Feb 01]. Available from:

https://secure.jcu.edu.au/app/studyfinder/?subject=PC3204.

259 |Page


http://www.csu.edu.au/handbook/handbook12/subjects/PHM101.html
http://archive.handbook.curtin.edu.au/october2012/units/30/303189.html
http://archive.handbook.curtin.edu.au/october2012/units/31/312049.html

91. School of Pharmacy and Molecular Sciences. Bachelor of Pharmacy: official
handbook - advanced professional pharmacy practice Townsville QLD: James Cook
University; 2012 [cited 2012 Feb 01]. Available from:
https://secure.jcu.edu.au/app/studyfinder/?subject=PC4203.

92.  Faculty of Science Technology & Engineering. Bachelor of Pharmacy:
pharmacy practice and advanced counselling Bendigo VIC: La Trobe University;
2012 [cited 2012 Feb 01]. Available from:

http://www.latrobe.edu.au/udb public/publicview$p subjects.queryview?P SUBJEC

T CODE=PHA4PAC&P SUBJECT OFFER YEAR=2012&7Z CHK=56506&P SUBJ

ECT CODE 1=PHA4PAC&P SUBJECT NAME=&P SEMESTER=&P UNIT CLA

SS=&P YEAR LEVEL=&P FACULTY=&P CAMPUS=&P DISCIPLINE CODE=&P

SUBJECT OFFER _YEAR 1=2012&Z START=&Z ACTION=NEXT.

93.  Faculty of Pharmacy and Pharmaceutical Sciences. PAC2331 - Pharmacists
as communicators Melbourne VIC: Monash University; 2012 [cited 2012 Feb 01].

Available from: http://www.monash.edu.au/pubs/handbooks/units/PAC2331.html.

94.  School of Health. Communcation for health workers Armidale NSW:
University of New England; 2012 [cited 2012 Jan 31]. Available from:

http://www.une.edu.au/courses/2012/units/HSHM219.

95.  School of Biomedical Sciences and Pharmacy. Pharmacy practice 2
Newcastle NSW: University of Newcastle; 2012 [cited 2012 Feb 01]. Available from:

http://www.newcastle.edu.au/course/PHAR6121.html.

96. Pharmacy Australia Centre of Excellence. Quality use of medicines Al
Brisbane QLD: University of Queensland; 2011 [cited 2012 Feb 01]. Available from:

https://http://www.courses.ud.edu.au/student_section_loader.php?section=2&profilel

d=40012.

260|Page


http://www.latrobe.edu.au/udb_public/publicview$p_subjects.queryview?P_SUBJECT_CODE=PHA4PAC&P_SUBJECT_OFFER_YEAR=2012&Z_CHK=56506&P_SUBJECT_CODE_1=PHA4PAC&P_SUBJECT_NAME=&P_SEMESTER=&P_UNIT_CLASS=&P_YEAR_LEVEL=&P_FACULTY=&P_CAMPUS=&P_DISCIPLINE_CODE=&P_SUBJECT_OFFER_YEAR_1=2012&Z_START=&Z_ACTION=NEXT
http://www.latrobe.edu.au/udb_public/publicview$p_subjects.queryview?P_SUBJECT_CODE=PHA4PAC&P_SUBJECT_OFFER_YEAR=2012&Z_CHK=56506&P_SUBJECT_CODE_1=PHA4PAC&P_SUBJECT_NAME=&P_SEMESTER=&P_UNIT_CLASS=&P_YEAR_LEVEL=&P_FACULTY=&P_CAMPUS=&P_DISCIPLINE_CODE=&P_SUBJECT_OFFER_YEAR_1=2012&Z_START=&Z_ACTION=NEXT
http://www.latrobe.edu.au/udb_public/publicview$p_subjects.queryview?P_SUBJECT_CODE=PHA4PAC&P_SUBJECT_OFFER_YEAR=2012&Z_CHK=56506&P_SUBJECT_CODE_1=PHA4PAC&P_SUBJECT_NAME=&P_SEMESTER=&P_UNIT_CLASS=&P_YEAR_LEVEL=&P_FACULTY=&P_CAMPUS=&P_DISCIPLINE_CODE=&P_SUBJECT_OFFER_YEAR_1=2012&Z_START=&Z_ACTION=NEXT
http://www.latrobe.edu.au/udb_public/publicview$p_subjects.queryview?P_SUBJECT_CODE=PHA4PAC&P_SUBJECT_OFFER_YEAR=2012&Z_CHK=56506&P_SUBJECT_CODE_1=PHA4PAC&P_SUBJECT_NAME=&P_SEMESTER=&P_UNIT_CLASS=&P_YEAR_LEVEL=&P_FACULTY=&P_CAMPUS=&P_DISCIPLINE_CODE=&P_SUBJECT_OFFER_YEAR_1=2012&Z_START=&Z_ACTION=NEXT
http://www.latrobe.edu.au/udb_public/publicview$p_subjects.queryview?P_SUBJECT_CODE=PHA4PAC&P_SUBJECT_OFFER_YEAR=2012&Z_CHK=56506&P_SUBJECT_CODE_1=PHA4PAC&P_SUBJECT_NAME=&P_SEMESTER=&P_UNIT_CLASS=&P_YEAR_LEVEL=&P_FACULTY=&P_CAMPUS=&P_DISCIPLINE_CODE=&P_SUBJECT_OFFER_YEAR_1=2012&Z_START=&Z_ACTION=NEXT
http://www.monash.edu.au/pubs/handbooks/units/PAC2331.html
http://www.une.edu.au/courses/2012/units/HSHM219
http://www.newcastle.edu.au/course/PHAR6121.html
http://www.courses.uq.edu.au/student_section_loader.php?section=2&profileId=40012
http://www.courses.uq.edu.au/student_section_loader.php?section=2&profileId=40012

97. Pharmacy Australia Centre of Excellence. Quality use of medicines A2
Brisbane QLD: University of Queensland; 2011 [cited 2012 Feb 01]. Available from:

https://http://www.courses.ud.edu.au/student_section_loader.php?section=2&profilel

d=42000.

98.  Faculty of Health. Bachelor of Pharmacy: units - pharmacy practice 1
Brisbane QLD: Queensland University of Technology; 2012 [cited 2012 Feb 01].
Available from: https://cms.qut.edu.au/__data/assets/pdf_file/0008/329516/quthb12-
units.pdf.

99. School of Pharmacy and Medical Sciences. Pharmacy practice 2 Adelaide
SA: University of South Australia; 2012 [cited 2012 Feb 01]. Available from:

http://programs.unisa.edu.au/public/pcms/Course.aspx?pageid=101813&y=2012.

100. School of Pharmacy and Medical Sciences. Issues in contemporary pharmacy
practice Adelaide SA: University of South Australia; 2012 [cited 2012 Feb 01].
Available from:

http://programs.unisa.edu.au/public/pcms/Course.aspx?pageid=101827&y=2012.

101. Faculty of Pharmacy. Social pharmacy Sydney NSW: University of Sydney;
2012 [cited 2012 Feb 01]. Available from:
https://ssa.usyd.edu.au/ssa/handbook/uosdetail.jsp?uosindex=180162&session=2&a
cademic_year=2012&back=1.

102. Faculty of Pharmacy. Aborignial and rural health Sydney NSW: University of
Sydney; 2012 [cited 2012 Feb 01]. Available from:
https://ssa.usyd.edu.au/ssa/handbook/uosdetail.jsp?uosindex=182708&session=2&a
cademic_year=2012&back=1.

103. School of Pharmacy. Pharmacy in health care Hobart TAS: University of

Tasmania; 2012 [cited 2012 Feb 01]. Available from:

261 |Page


http://www.courses.uq.edu.au/student_section_loader.php?section=2&profileId=42000
http://www.courses.uq.edu.au/student_section_loader.php?section=2&profileId=42000
http://programs.unisa.edu.au/public/pcms/Course.aspx?pageid=101813&y=2012
http://programs.unisa.edu.au/public/pcms/Course.aspx?pageid=101827&y=2012

http://courses.utas.edu.au/portal/page? pageid=53,33239& dad=portal& schema=P

ORTAL&P UNIT CODE=CSA102&P YEAR=2012&P CONTEXT=O0OLD.

104. Faculty of Science. Introduction to pharmacy practice Perth WA: University of
Western Australia; 2012 [cited 2012 Feb 01]. Available from:

http://units.handbooks.uwa.edu.au/units/phcy/phcy8601.

105. School of Medical Sciences. Course title: introduction to pharmacy Melbourne
VIC,: RMIT University; 2011 [cited 2012 Feb 01]. Available from:

http://www.rmit.edu.au/courses/045874.

106. School of Pharmacy. Professional services: introduction Sydney NSW:
University of Technology Sydney; 2012 [cited 2012 Feb 01]. Available from:

http://www.handbook.uts.edu.au/subjects/96001.html.

107. School of Pharmacy. Professional services 1 Sydney NSW: University of
Technology Sydney; 2012 [cited 2012 Feb 01]. Available from:

http://www.handbook.uts.edu.au/subjects/96005.html.

108. Maio V, Belazi D, Goldfarb N, Phillips A, Crawford A. Use and effectiveness of
pharmacy continuing-education materials. American Journal of Health-System
Pharmacy. 2003;60(16):1644-49.

109. Kiripalani S, Bengtzen R, Henderson LE, Jacobson TA. Clinical research in
low-literacy populations: using teach-back to assess comprehension of informed
consent and privacy information. IRB: Ethics and Human Research. 2008;30(2):13-9.
110. Davis TC, Williams MV, Marin E, Parker RM, Glass J. Health literacy and
cancer communication. CA: A Cancer Journal for Clinicians. 2002;52(3):134-49.

111. Brown DR, Ludwig R, Buck GA, Durham D, et al. Health literacy: universal

precautions needed. Journal of Allied Health. 2004;33(2):150-5.

262 |Page


http://courses.utas.edu.au/portal/page?_pageid=53,33239&_dad=portal&_schema=PORTAL&P_UNIT_CODE=CSA102&P_YEAR=2012&P_CONTEXT=OLD
http://courses.utas.edu.au/portal/page?_pageid=53,33239&_dad=portal&_schema=PORTAL&P_UNIT_CODE=CSA102&P_YEAR=2012&P_CONTEXT=OLD
http://units.handbooks.uwa.edu.au/units/phcy/phcy8601
http://www.rmit.edu.au/courses/045874
http://www.handbook.uts.edu.au/subjects/96001.html
http://www.handbook.uts.edu.au/subjects/96005.html

112. DeWalt D, Callahan L, Hawk V, Broucksou K, Hink A, Rudd R, et al. Health
literacy universal precautions toolkit. Rockville, MD: Agency for Healthcare Research
and Quality; 2010 [cited 2012 Oct 16]. Available from:

http://www.ahrg.gov/qual/literacy/healthliteracytoolkit.pdf.

113. Rogers E. Diffusion of innovations. 5th ed. New York: Free Press; 2003.
114. Green L, Ottoson J, Carcia C, Hiatt R. Diffusion theory and knowledge
dissemination, utilization and integration in public health. Annual Review of Public
Health. 2009;30:151-74.

115. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of
innovations in service organisations: systematic review and recommendations. The
Milbank Quarterly. 2004;82(4):581-629.

116. Bero L, Grilli R, Grimshaw J, Harvey E, Oxman A, Thomson M. Closing the
gap between research and practice: an overview of systematic reviews of
interventions to promote the implementation of research findings. British Medical
Journal. 1998;317:465.

117. Grol R, Wensing M, Eccles M. Improving patient care: the implementation of
change in clinical practice. London: Elsevier; 2005.

118. Grol R. Beliefs and evidence in changing clinical practice. British Medical
Journal. 1997;315:418-21.

119. Marriot J, Duncan G, Mc Namara K. Barriers to pharmacist participation in
continuing education in Australia. Pharmacy Education. 2007;1:11-7.

120. Francke A, Smit M, de Veer A, Mistiaen P. Factors influencing the
implementation of clinical guidelines for health care professionals: a systematic

meta-review. BMC Medical Informatics and Decision Making. 2008;8:38.

263 |Page


http://www.ahrq.gov/qual/literacy/healthliteracytoolkit.pdf

121. Ajzen |. From intentions to actions: a theory of planned behaviour. 1985. In:
Action control: from cognition to behaviour [Internet]. New York: Springer; [11-39].
122. Ajzen I. The Theory of Planned Behavior. Organizational Behaviour and
Human Decision Processes. 1991;50:179-211.

123. Prochaska J, DiClemente C, Norcross J. In search of how people change:
applications to addictive behaviors. American Psychologist. 1992;47:1102-14.

124. Baker R, Camosso-Stefinovic J, Gilles C, Shaw E, Cheater F, Flottorp S, et al.
Tailored interventions to overcome identified barriers to change: effects on
professional practice and health care outcomes. The Cochrane Library. 2010(3).
125. O'Brien M, Rogers S, Jamtvedt G, Oxman A, Odgaard-Jensen J, Kristoffersen
D, et al. Educational outreach visits: effects on professional practice and health care
outcomes. The Cochrane Library. 2008(4).

126. Siriwardena A, Rashid A, Johnson M, Dewey M. Cluster randomised
controlled trial of an educational outreach visit to improve influenza and
pneumococcal immunisation rates in primary care. The British Journal of General
Practice. 2002;52(482):735-40.

127. Fretheim A, Aaserud M, Oxman A. Rational prescribing in primary care
(RaPP): economic evaluation of an intervention to improve professional practice.
PLOS Medicine. 2006;3(6):e216.

128. Bloom BS. Effects of continuing medical education on improving physician
clinical care and patient health: a review of systematic reviews. International journal
of technology assessment in health care. 2005;21(3):380-5.

129. Suhrheinrich J. Examining the effectiveness of a train-the-trainer model:
training teachers to use pivotal response training. Society for Research on

Educational Effectiveness. 2011;15:15.

264 |Page



130. Orfaly R, Frances J, Campbell P, Whittemore B, Joly B, Koh H. Train-the-
trainer as an educational model in public health preparedness. Journal of Public
Health Management and Practice. 2005;11(6):123-7.

131. Balatti J, Falk . Socioeconomic contributions of adult learning to community: a
social capital perspective. Adult Education Quarterly. 2002;52(4):281-98.

132. Zapalska A, Brozik D. Learning styles and online education. Campus - Wide
Information Systems. 2006;23(5):325-35.

133. Ruiz J, Mintzer M, Leipzig R. The impact of e-learning in medical education.
Academic Medicine. 2006;81(3):207-12.

134. Ally M. Foundations of educational theory for online learning. In: Anderson T,
editor. The Theory and Practice of Online Learning. 2nd ed. Edmonton AB: AU
Press; 2004. p. 16.

135. Carr-Chellman A, Duchastel P. The ideal online course. British Journal of
Educational Technology. 2000;31(3):229-41.

136. Barker P. On being an online tutor. Innovations in Education and Teaching
International. 2002;39(1):3-13.

137. Sandars, Kieran W. E-learning for general practitioners: lessons from the
recent literature. Work Based Learning in Primary Care. 2004;2(4):305-14.

138. Petrides L. Web-based technologies for distributed (or distance) learning:
creating learning-centred educational experiences in the higher education
classroom. International Journal of Instructional Media. 2002;29(1):69-77.

139. Vonderwall S. An examination of asynchronous communication experiences
and perspectives of students in an online course: a case study. Internet and Higher

Education. 2003;6:77-90.

265|Page



140. Woods R. How much communcations is enough in online courses? Exploring
the relationship between frequency of instructor-initated personal email and learners'
perceptions of and participation in online learning. International Journal of
Instructional Media. 2002;29(4):377-94.

141. Song L, Singleton E, Hill J, Koh M. Improving online learning: student
perceptions of useful and challenging characteristics. The Internet and Higher
Education. 2004;7(1):59-70.

142. Cohen L, Manion L, Morrison K. Research methods in education. London:
RoutledgeFalmer; 2000.

143. Oxford Dictionaries. Oxford University Press; 2014 [cited 2014 April 08].

Available from: http://www.oxforddictionaries.com/.

144. Wilson N, McLean S. Questionnaire design: a practical introduction. Antrim:
University of Ulster Press; 1994.

145. Wright K. Researching internet-based populations: advantages and
disadvantages of online survey research, online questionnaire authoring software
packages, and web survey services. Journal of Computer-Mediated Communication.
2006;10(3).

146. Yun G, Tumbo C. Comparative response to a survey executed by post, e-
mail, & web form. Journal of Computer-Mediated Communication. 2000;6(1).

147. Reynolds R. Handbook of Research on Electronic Surveys and
Measurements: Idea Group Inc (IGl); 2007.

148. Frazer L, Lawley M. Questionnaire design and administration: a practical
guide. 1 ed. Milton, Queensland: John Wiley & Sons Australia, Ltd; 2000.

149. Mangione T. Mail surveys. 2005. In: Encyclopedia of Statistics in Behavioral

Science [Internet]. Boston: John Wiley & Sons, Ltd.

266 |Page


http://www.oxforddictionaries.com/

150. Dillman D. The design and adminstration of mail surveys. Annual Review of
Sociology. 1991;17:225-49.

151. Tse A. Comparing the response rate, response speed and response quality of
two method of sending questionnaires: e-mal vs. mail. Journal of the Market
Research Society. 1998;40(4):353-61.

152. Bowling A. Mode of questionnaire administration can have serious effects on
data quality. Journal of Public Health. 2005;27(3):281-91.

153. Opdenakker R. Advantages and disadvantages of four interview techngiues in
qualitative research. Forum: Qualitative Social Research. 2006;7(4).

154. Davis R, Couper M, Janz N, Caldwell C, Resnicow K. Interviewer effects in
public health surveys. Health Education Research. 2010;25(1):14-26.

155. Holbrook A, Green M, Krosnick J. Telephone versus face-to-face interviewing
of national probability samples with long questionnaires: comparisons of respondent
satisficing and social desirability response bias. International Journal of Public
Opinion Research. 2003;67(1):79-125.

156. Hamer S, Collinson G, Muir Gray J. Achieving evidence-based practice: a
handbook for practitioners. 2 ed. Edinburgh: Elsevier; 2005.

157. Guyatt G, Rennie D, O Meade M, Cook D. User's guides to the medical
literature: a manual for evidence-based clinical practice. New York: McGraw Hill
Professional; 2008.

158. Weinberger M, Murray M, Marrero D, Brewer N, Lykens M, Harris L, et al.
Issues in conducting randomized controlled trials of health services research
interventions in nonacademic practice settings: the case of retail pharmacies. Health

Services Research. 2002;37(4):1067-77.

267 |Page



159. Edwards S, Braunholtz D, Lilford R, Stevens A. Ethical issues in the design
and conduct of cluster randomised controlled trials. British Medical Journal.
1999;318(7195):1407-9.

160. Watson M, Norris P, Granas A. A systematic review of the use of simulated
patients and pharmacy practice research. International Journal of Pharmacy
Practice. 2006;14:83-93.

161. Watson M, Skelton J, Bond C, Croft P, Wiskin C, Grimshaw J, et al. Using
simulated patients in the community pharmacy setting. Pharmacy World and
Science. 2004;26:32-7.

162. Werner J, Benrimoj S. Audio taping simulated patient encounters in
community pharmacy to enhance the reliability of assessments. American Journal of
Pharmaceutical Education. 2008;72(6):1-6.

163. Norris P. Which sort of pharmacies provide more patient counselling? Journal
of Health Service Research and Policy. 2002;7(supp. 1):23-8.

164. DePoy E, Gitlin L. Introduction to research: understanding and applying
multiple strategies. 4 ed. St. Louis: Elsevier Mosby; 2011.

165. Kitzinger J. Introducing focus groups. British Medical Journal. 1995;311:299-
302.

166. Kitzinger J. The methodology of focus groups: the importance of interaction
between research participants. Sociology of Health & Iliness. 1994;16(1):103-21.
167. Hughes D, DuMont K. Using focus groups to facilitate culturally anchored
research. American Journal of Community Psychology. 1993;21(6):775-806.

168. Haynes B. Can it work? Does it work? Is it worth it? British Medical Journal.

1999;319:652-3.

268 |Page



169. Greenhalgh T. Is my practice evidence-based? British Medical Journal.
1996;313:957-8.

170. Marley J. Efficacy, effectiveness, efficiency. Australian Prescriber.
2000;23:114-5.

171. Polgar S, Thomas S. Introduction to research in the health sciences. 4th ed.
London: Elsevier Church Livingstone; 2000.

172. Smith F. Research methods in pharmacy practice. London: Pharmaceutical
Press; 2002.

173. Nevo B. Face validity revisited. Journal of Educational Measurement.
1985;22(4):287-93.

174. Lynn M. Determination and quantification of content validity. Nursing
Research. 1986;35(6):382-6.

175. Salkind N, Rasmussen K. Criterion validity. 2007. In: Encyclopedia of
Measurement and Statistics [Internet]. Sage Research Methods.

176. Westen D, Rosenthal R. Quantifying construct validity: two simple measures.
Journal of Personality and Social Psychology. 2003;84(3):608-18.

177. Strauss M, Smith G. Construct validity: advances in theory and methodology.
Annual Review of Clinical Psychology. 2009;5:1-25.

178. Golafshani N. Understanding reliability and validity in qualitative research. The
Qualitative Report. 2003;8(4):597-607.

179. Blanche M, Durrheim K, Painter D. Research in practice: applied methods for
the social sciences: Juta and Company Ltd; 2006.

180. Bonell C, Oakley A, Hargreaves J, Strange V, Rees R. Assessment of
generalisabilty in trials of health interventions: suggested framework and systematic

review. British Medical Journal. 2006;333(7563):346-9.

269 |Page



181. Bender R, Grouven U. Ordinal logistic regression in medical research. Journal
of the Royal College of Physicians of London. 1997;31(5):546-51.

182. Hosmer D, Lemeshow S. Applied logistic regression. Hoboken: John Wiley &
Sons; 2004.

183. Hosmer D, Lemesbow S. Goodness of fit tests for the multiple logistic
regression model. Communications in Statistics. 1980;9(10):1043-69.

184. Greenhalgh T, Taylor R. Papers that go beyond numbers (qualitative
research). British Medical Journal. 1997;315(7110):740-3.

185. Giacomini M, Cook D. Users' guides to the medical literature: XXIII.
Qualitative research in health care. Are the results of the study valid? Evidence-
Based Medicine Working Group. The Journal of the American Medical Association.
2000;284(3):357-62.

186. Miller G. The assessment of clinical skills/competence/performance.
Academic Medicine. 1990;65(9):63-7.

187. Bloom B, Engelhart M, Furst E, Hill W, Karthwohl D. Taxonomy of educational
objectives: the classification of educational goals. Handbook I: cognitive domain:
David McKay Company; 1956.

188. Bloom B, Engelhart M, Furst E, Hill W. Taxonomy of educational objectives:
the classification of educational goals. New York: David McKay Company; 1956.
189. Miller G. The assessment of clinical skills/competence/performance.
Academic Medicine. 1990;65(9):S63-7.

190. Sealed Envelope. Create a randomisation list 2013 [cited 2013 May 3].

Available from: https://http://www.sealedenvelope.com/simple-randomiser/v1/lists.

191. Saini B, Brillant M, Filipovska J, Gelgor L, Mitchell B, Rose G, et al. Factors

influencing Australian community pharmacists’ willingness to participate in research

270 |Page


http://www.sealedenvelope.com/simple-randomiser/v1/lists

practice - an exploratory study. International Journal of Pharmacy Practice.
2006;14:179-88.

192. Saini B, Brillant M, Filipovska J, Gelgor L, Mitchell B, Rose G, et al.
Recruitment and retention of community pharmacists in pharmacy practice research.

2005. Available from: http://www.quild.org.au/docs/default-source/public-

documents/services-and-programs/research-and-development/Third-Agreement-R-

and-D/2002-508/final-report---recruitment-and-retention-of-community-pharmacists-

in-pharmacy-practice-research.pdf?sfvrsn=0.

193. Hebert J, Laliberte M, Berbiche D, Martin E, Lalonde L. The willingness of
community pharmacists to participate in a practice-based research network.
Canadian Pharmacists Journal. 2013;146(1):47-54.

194. Liddel H. Attitudes of community pharmacists regarding involvement in
practice research. The Pharmaceutical Journal. 1996;256(905-907).

195. Amsler M, Murray M, Tierney W, Brewer N, Harris L, Marrero D, et al.
Pharmaceutical care in chain pharmacies: beliefs and attitudes of pharmacists and
patients. Journal of the American Pharmaceutical Association. 2001;41(6):850-5.
196. O'Loughlin J, Masson P, Dery V, Fagnan D. The role of community
pharmacists in health education and disease prevention: a survey of their interests
and needs in relation to cardiovascual disease. Preventative Medicine.
1999;28(3):324-31.

197. Granas A, Buajordet M, Stenberg-Nilsen H, Harg P, Horn A. Pharmacists'
attitudes towards the reporting of suspected adverse drug reaction in Norway.
Pharmacoepidemiology & Drug Safety. 2006;16(4):429-34.

198. Uema S, Vega E, Armando P, Fontana D. Barriers to pharmaceutical care in

Argentina. Pharmacy World and Science. 2008;30:211-5.

271 |Page


http://www.guild.org.au/docs/default-source/public-documents/services-and-programs/research-and-development/Third-Agreement-R-and-D/2002-508/final-report---recruitment-and-retention-of-community-pharmacists-in-pharmacy-practice-research.pdf?sfvrsn=0
http://www.guild.org.au/docs/default-source/public-documents/services-and-programs/research-and-development/Third-Agreement-R-and-D/2002-508/final-report---recruitment-and-retention-of-community-pharmacists-in-pharmacy-practice-research.pdf?sfvrsn=0
http://www.guild.org.au/docs/default-source/public-documents/services-and-programs/research-and-development/Third-Agreement-R-and-D/2002-508/final-report---recruitment-and-retention-of-community-pharmacists-in-pharmacy-practice-research.pdf?sfvrsn=0
http://www.guild.org.au/docs/default-source/public-documents/services-and-programs/research-and-development/Third-Agreement-R-and-D/2002-508/final-report---recruitment-and-retention-of-community-pharmacists-in-pharmacy-practice-research.pdf?sfvrsn=0

199. Laliberte M, Perreault S, Damestoy N, Lalonde L. Ideal and actual involvment
of community pharmacists in health promotion and prevention: a cross-sectional
study in Quebec, Canada. BMC Public Health. 2012;12:192.

200. Zou D, Tannenbaum C. Educational needs, practice patterns and quality
indicators to improve geriatric pharmacy care. Canadian Pharmacists Journal.
2014;147(2):110-7.

201. Awad A, Abahussain E. Health promotion and education activities of
community pharmacists in Kuwait. Pharmacy World and Science. 2012;32(2):146-
53.

202. Rosenbloom K, Taylor K, Harding G. Community pharmacists' attitudes
towards research. International Journal of Pharmacy Practice. 2000;8(2):103-10.
203. Vitale F. Professional intervention for smoking cessation: the contribution of
the pharmacist. European Journal of Public Health. 2000;10(3 Suppl):21-4.

204. van Mil J, de Boer W, Tromp T. European barriers to the implementation of
pharmaceutical care. International Journal of Pharmacy Practice. 2001;9(3):163-8.
205. Hasan S, Sulieman H, Chapman C, Stewart K, Kong D. Community pharmacy
in the United Arab Emirates: characteristics and workforce issues. International
Journal of Pharmacy Practice. 2011;19(6):392-9.

206. Harris A, Ellerbe L, Reeder R, Bowe T, Gordon A, Hagedom H, et al.
Pharmacotherapy for alcohol dependence: perceived treatment barriers and action
strategies among Veterens Health Adminstration service providers. Psychological
Services. 2013;10(4):410-9.

207. Pereira J, Murzyn T. Integrating the "new" with the "traditional”: an innovative

education model. Palliative Medicine. 2001;4(1):31-7.

272 |Page



208. Rovai A, Wighting M. Feelings of alienation and community among higher
education students in a virtual classroom. The Internet and Higher Education.
2005;8(2):97-110.

209. McEachan R, Conner M, Taylor N, Lawton R. Prospective prediction of
health-related behaviours with the Theory of Planned Behaviour: a meta-analysis.
Health Psychology Review. 2011;5(2):97-144.

210. Francis J, Eccles M, Johnston M, Walker A, Grimshaw J, Foy R, et al.
Constructing questionnaires based on the Theory of Planned Behaviour: a manual
for health services researchers. Newcastle upon Tyne: Quality of Life and
Management of Living Resources; 2004 [cited 2013 Nov 10]. Available from:

http://pages.banqgor.ac.uk/~pes004/exercise psych/downloads/tpb manual.pdf.

211. Armitage C, Conner M. Efficacy of the Theory of Planned Behaviour: a meta-
analytic review. British Journal of Social Psychology. 2001;40:471-99.

212. Godin G, Kok G. The theory of planned behaviour: a review of its applications
to health-related behaviours. American Journal of Health Promotion. 1996;11:87-98.
213. Hagger M, Chatzisarantis N, Biddle S. A meta-analytic review of the theories
of reasoned action and planned behaviour in physical activity: predictive validity and
the contribution of additional variables. Journal of Sport & Exercise Psychology.
2002;24:3-32.

214. Hardeman W, Johnston M, Johnston D, Bonetti D, Wareham N, Kinmonth A.
Application of the Theory of Planned Behaviour in behaviour change interventions: a
systematic review. Psychology and Health. 2002;17(2):123-58.

215. Pett M, Lackey N, Sullivan J. Making sense of factor analysis: the use of
factor analysis for instrument development in health care research. Thousand Oaks,

CA: Sage Publications; 2003.

273 |Page


http://pages.bangor.ac.uk/~pes004/exercise_psych/downloads/tpb_manual.pdf

216. Cronbach L. Coefficient alpha and the internal structure of tests.
Psychometrika. 1951;16:297-333.

217. Tavakol M, Dennick R. Making sense of Cronbach's alpha. International
Journal of Medical Education. 2011;2:53-5.

218. Nunnaly J. Psychometric theory. New York: McGraw-Hill; 1978.

219. Health Workforce Australia. Australia's health workforce series - pharmacists
in focus. 2014.

220. Pradel F. Factors affecting pharmacists' pediatric asthma counseling. Journal
of the American Pharmacists Association. 2003;47(6):737-46.

221. Herbert K, Urmie J, Newland B, Farris K. Prediction of pharmacist intention to
provide Medicare medication therapy management services using the Theory of
Planned Behavior. Research in Social and Administrative Pharmacy. 2006;2(3):299-
314.

222. Godin G, Kok G. The Theory of Planned Behavior: a review of its applications
to health-related behaviors. American Journal of Health Promotion. 1996;11(2):87-
98.

223. Farris K, Kirking D. Predicting community pharmacists' intention to try and
prevent and correct drug therapy problems. Journal of Social and Administrative
Pharmacy. 1995;12(2):64-78.

224. Zimmerman B. Self-efficacy: an essential motive to learn. Contemporary
Educational Psychology. 2000;25(1):82-91.

225. Bandura A. Self-efficacy. Corsini Encyclopedia of Psychology. 2010:1-3.

226. Martin B, Bruskiewitz R, Chewning B. Effect of tobacco cessation continuing

professional education program on pharmacists' confidence, skills and practice-

274 |Page



change behaviors. Journal of the American Pharmaceutical Association.
2003;50(1):9-16.

227. Hudmon K, Prokhorov A, Corelli R. Tobacco cessation counseling:
pharmacists' opinions and practices. Patient Education and Counseling.
2006;61(1):152-60.

228. Wilcoxen K, King S. An educational strategy to enhance pharmacy students'
attitudes toward addressing health literacy of patients. Currents in Pharmacy
Teaching and Learning. 2013;5:85-92.

229. Garvin D, Edmondson A, Gino F. Is yours a learning organization. 2008 [cited

2014 August 15]. Available from: http://www.eqgatlearning.com/2011eqgrp3/reading/Is

Yours a Learning Organization.pdf.

230. Hodgson D, May S, Marks-Maran D. Promoting the development of a
supportive learning environment through action research from the 'middle out'.
Educational Action Research. 2008;16(4):531-44.

231. Choi W, Jacobs R. Influences of formal learning, personal learning orientation,
and supportive learning environment on informal learning. Human Resource
Development Quartely. 2011;22(3):239-57.

232. Allan J, Clarke K. Nurturing supportive learning environments in higher
education through the teaching of study skills: to embed or not to embed?
International Journal of Teaching and Learning in Higher Education. 2007;19(1):64-
76.

233. Therapeutic Goods Administration. Poisons Standard 2012. In: Australian

Government Department of Health and Ageing, editor. Canberra, ACT. 2012.

275|Page


http://www.egatlearning.com/2011egrp3/reading/Is%20Yours%20a%20Learning%20Organization.pdf
http://www.egatlearning.com/2011egrp3/reading/Is%20Yours%20a%20Learning%20Organization.pdf

234. Collum J, Marcy T, Stevens E, Burns C, Miller M. Exploring patient
expectations for pharmacist-provided literacy-sensitive communication. Research in
Social and Administrative Pharmacy. 2013;9(5):626-32.

235. Harden R, Stevenson M, Downie W, Wilson G. Assessment of clinical
competence using objective structured examination. British Medical Journal.
1975;1:447.

236. Brewer M. Research design and issues of validity. Handbook of Research
Methods in Social and Personality Psychology. Cambridge: Cambridge University
Press; 2000.

237. Dolovich L, Sabharwal M, Argo K, Foster G, Lee A, McCarthy L, et al. The
effect of pharmacist education on asthma treatment plans for simulated patients.
Pharmacy World and Science. 2007;29:228-39.

238. Weiss M, Booth A, Jones B, Ramjeet S, Wong E. Use of simulated patients to
assess the clinical and communication skills of community pharmacists. Pharmacy
World and Science. 2010;32:353-61.

239. Stigler S. Regression towards the mean, historically considered. Statistical
Methods in Medical Research. 1997;6(2):103-14.

240. Bland J, Altman D. Regression towards the mean. British Medical Journal.
1994;308:1499.

241. Turner T, Cull W, Bayldon B, Klass P, Sanders L, Frintner M, et al. Pediatrics
and health literacy: descriptive results from a national survey. Pediatrics.
2009;124(Supp 3):5299-s305.

242. Jager A, Wynia M. Who gets a teach-back? Patient-reported incidence of
experiencing a teach-back. Journal of Health Communication: International

Perspectives. 2012;17(Supp 3):294-302.

276 |Page



243. Schillinger D, Piette J, Grumbach K, Wang F, Wilson C, Daher C, et al.
Closing the loop: physician communication with diabetic patients who have low
health literacy. Archives of Internal Medicine. 2003;163:83-90.

244. Svarstad B, Bultman D, Mount J. Patient counseling provided in community
pharmacies: effects of state regulation, pharmacist age, and busyness. Journal of
American Pharmacists Association. 2004;44:22-9.

245. McCarney R, Warner J, lliffe S, van Haselen R, Griffin M, Fisher P. The
Hawthorne Effect: a randomised, controlled trial. BMC Medical Research
Methodology. 2007;7:30.

246. BraunV, Clarke V. Using thematic analysis in psychology. Qualitative
Research in Psychology. 2006;3(2):77-101.

247. Feigenbaum E, Simon H. A theory of the serial position effect. British Journal
of Psychology. 1962;53(3):307-20.

248. Deese J, Kaufman R. Serial effects in recall of unorganized and sequentially
organized verbal material. Journal of Experimental Psychology. 1957;54(3):180-7.
249. Murdoch J, Bennet B. The serial position effect of free recall. Journal of
Experimental Psychology. 1962;64(5):482-8.

250. Poirier T, Butler L, Devraj R, Gupchup G, Santanello C, Lynch J. A cultural
competency course for pharmacy students. American Journal of Pharmaceutical
Education. 2009;73(5):81.

251. Cain J, Fox B. Web 2.0 and pharmacy education. American Journal of
Pharmaceutical Education. 2009;73(7):120.

252. Ahsen N, Batul S, Ahmed A, Iman S, Igbal H, Shamshair K, et al. Developing
counseling skills through pre-recorded videos and role play: a pre- and post-

intervention study in a Pakistani medical school. BMC Med Educ. 2010;10(7).

277 |Page



253. Hall D, Drab S, Campbell R, Meyer S, Smith R. A web-based interprofessional
diabetes education course. American Journal of Pharmaceutical Education.
2007;71(5):93.

254. Clark D. Psychological myths in e-learning. Medical Teacher. 2002;24:598-
604.

255. Buring S, Bhushan A, Brazeau G, Conway S, Hansen L, Westburg S. Keys to
successful implementation of interprofessional education: learning location, faculty
development and curricular themes. American Journal of Pharmaceutical Education.
2009;73(4):60.

256. De Lang B, Dolmans D, Van de Viel M, Miuijtiens A, Van Der Vleuten C. How
video cases should be used as authentic stimuli in problem-based medical
education. Medical Education. 2007;41(2):181-8.

257. Delafuente J, Araujo O, Legg S. Traditional lecture format compared to
computer-assisted instruction in pharmacy calculations. American Journal of
Pharmaceutical Education. 1998;62(1):62-6.

258. Cooper J, Mueck R. Student involvement in learning: cooperative learning and
college instruction. Journal on Excellence in College Teaching. 1990;1(1):68-76.
259. Deslauriers L, Schelew E, Wieman C. Improved learning in a large-enroliment
physics class. Science. 2011;332(6031):862-4.

260. Ferreri S, O'Connon S. Redesign of a large lecture course into a small-group
learning course. Am J Pharm Educ. 2013;77(1):13.

261. Atkin K, Hirst M, Lunt N, al. e. The role and self-percieved training needs of
nurses employed in general practice: observations from a national census of practice

nurses in England and Wales. Journal of Advanced Nursing. 1994;20:46-52.

278 |Page



262. Ross F, Bower P, Sibbald B. Practice nurses: characteristics, workload and
training needs. British Journal of General Practice. 1994;44:15-8.

263. Fixsen D, Blase K, Naoom S, Wallace F. Core implementation components.
Research on Social Work Practice. 2009;19(5):531-40.

264. Ward J, Wood C. Education and training of healthcare staff: the barriers to its
success. European Journal of Cancer Care. 2001;9(2):80-5.

265. Noe R, Wilk S, Mullen E, Wanek J. Employee development: construct
validation issues. In: Erlbaum, editor. Improving Training Effectiveness in Work
Organizations. Mahwah, NJ 1997. p. 153-89.

266. Blouin R, Riffee W, Robinson E, Beck D, Green C, Joyner P, et al. Roles of
innovation in education delivery. American Journal of Pharmaceutical Education.
2009;73(8):154.

267. Mc Namara K, Duncan G, McDowell J, Marriot J. Community pharmacists'
preferences for continuing education in Australia. Journal of Continuing Education in
the Health Professions. 2009;29(1):52-7.

268. Eva K, Regehr G. "I'll never play professional football" and other fallacies of
self-assessment. Journal of Continuing Education in the Health Professions.
2008;28(1):14-9.

269. Mann K, Gordon J, MacLeod A. Reflection and reflective practice in health
professions education: a systematic review. Advances in Health Sciences Education.
2009;14:595-621.

270. Epstein R, Hundert E. Defining and assessing professional competence.
Journal of the American Medical Association. 2002;287:226-35.

271. Ende J. Feedback in clinical medicine. The Journal of the American Medical

Association. 1983;250(6):777-81.

279 |Page



272. Austin Z, Gregory P, Galli M. "l just don't know what I'm supposed to know":
evaluating self-assessment skills of international pharmacy graduates in Canada.
Research in Social and Administrative Pharmacy. 2008;4(2):115-24.

273. McCarthy D, Cameron K, Courtney D, Vozenilek J. Self-reported use of
communication techniques in the emergency department. The Journal of Emergency
Medicine. 2012;43(5):355-61.

274. Reynolds A. Patient-centred care. Radiologic Technology. 2009;81(2):133-47.
275. Worley-Louis M, Schommer J, Finnegan J. Construct identification and
measure development for investigating pharmacist-patient relationships. Patient
Education and Counseling. 2003;51(3):229-38.

276. Kitson A, Marshall A, Bassett K, Zeitz K. What are the core elements of
patient-centred care? A narrative review and synthesis of the literature from health
policy, medicine and nursing. Journal of Advanced Nursing. 2013;69(1):4-15.

277. Bultman D, Svarstad B. Effects of physician communication style on client
medication beliefs and adherence with antidepressant treatment. Patient Education
and Counseling. 2000;40:173-85.

278. Moreau A, Carol L, Dedianne M, Dupraz C, Perdrix C, Laine X, et al. What
perceptions do patients have of decision making (DM)? Towards an integrative
patient-centred care model. A qualitative study using focus-group interviews. Patient
Education and Counseling. 2012;87(2):206-11.

279. Rudd R, Anderson J. The health literacy environment of hospitals and health
centers: partners for action - making your healthcare facility literacy-friendly. Boston:
Harvard School of Public Health, 2006.

280. Jacobson K, Gazmararian J, Kripalani S, McMorris K, Blake S, Brach C. Is our

pharmacy meeting patients' needs? A pharmacy health literacy assessment tool

280|Page



user's guide Rockville, MD: AHRQ); 2007 [cited 2012 March 15]. Available from:

http://www.ahrg.gov/qual/pharmlit/pharmlit.pdf.

281. O'Neal K, Crosby K, Miller M, Murray K, Condren M. Assessing health literacy
practices in a community pharmacy environment: experiences using the AHRQ
Pharmacy Health Literacy Assessment Tool. Research in Social and Administrative
Pharmacy. 2013;9(5):564-96.

282. Sommers S, Chaiyakunapruk N, Gardner J, Winkler J. The emergency
contraception collaborative prescribing experience in Washington state. Journal of
the American Pharmaceutical Association. 2001;41(1):60-6.

283. Grindrod K, Lynd L, Joshi P, Rosenthal M, Isakovic A, Marra C. Pharmacy
owner and manager perceptions of pharmacy adaption services in British Columbia.
Canadian Pharmacists Journal. 2011;144(5):231-5.

284. Allen K, Zoellner J, Motley M, Estabrooks P. Understanding the internal and
external validity of health literacy interventions: a systematic literature review using

the RE-AIM framework. Journal of Health Communication. 2011;16(Suppl 3):55-72.

281 |Page


http://www.ahrq.gov/qual/pharmlit/pharmlit.pdf

APPENDICES

Appendix 1
Ethics approval: Phase 1 (Chapter 3.3)

282 |Page



Appendix 1 — Ethics approval (Monash University)

% MONASH University

Monash University Human Research Ethics Committee (MUHREC)
Research Office

Human Ethics Certificate of Approval

Date: 12 June 2012

Project Humber: CF121553 - 2012000644

Project Title: International survey of health literacy education provided within pharmacy

curricula

Chief Investigator: Dr Safeera Huzsainy

Approved: From: 12 June 2012 To: 12 June 2017

Terms of approval

1.

10.
11.

(H P

The Chief investigator is responsible for ensuring that permission letters are obtained, if relevant, and a copy
forwarded to MUHREC before any data collection can occur at the specified ocrganisation. Failure to provide
permission letters to MUHREC before data collection commences is in breach of the National Statement on
Ethical Conduct in Human Research and the Australian Code for the Responsible Conduct of Research.
Approval is only valid whilst you hold a position at Monash University.

It is the responsibility of the Chief Investigator to ensure that all investigators are aware of the terms of approval
and to ensure the project is conducted as approved by MUHREC.

You should notify MUHREC immediately of any sericus or unexpected adverse effects on paricipamts or
unforesesn events affecting the ethical acceptability of the project.

The Explanatory Statement must be on Monash University letterhead and the Monash University complaints clause
miust comtain your project number.

Amendments to the approved project (including changes in personmel): Reguires the submission of a
Request for Amendment form to MUHREC and must mot begin without written approval from MUHREC.
Substantial vanations may reguire a new application.

Future comespondence: Please quote the project number and project title abowve in any further comespondence.
Annual reports: Continued approval of this project is dependent on the submission of an Annual Report. This is
determined by the date of your letter of approwval.

Final report: A Final Report should be provided at the conclusion of the project. MUHREC should be netified if the
project is discontinued before the expected date of completion.

Monitoring: Projects may be subject to an audit or any other form of monitoring by MUHREC at any time.
Retention and storage of data: The Chief Investigator is responsible for the storage and retention of orginal data
peraining fo a project for 3 minimum period of five years.

Profeszor Ben Canny
Chair, MUHREC

Mr Gregory Duncan, Mr Kevin McMamara, Assoc Prof Kay stewrtg, Mr Glen Swinburme
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Appendix 2 — Survey advertisement

Survey advertisement

Researchers at the Centre for Medicine Use and Safety at Monash University in
Australia are conducting a survey on the current state of health literacy education
provided to pharmacy students worldwide. If you are part of a university or academic
organisation that offers pharmacy education, you are invited to participate in the
survey regardless of whether your organisation does or does not currently teach
health literacy.

The survey can be accessed at
https://www.surveymonkey.com/s/academic health literacy
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Appendix 2 — Explanatory statement

Explanatory Statement

International survey of health literacy education provided within pharmacy
curricula.

This online survey is being conducted by the Centre for Medicine Use and Safety at
Monash University as part of PhD research by myself, Glen Swinburne B.Pharm
(Hons), in conjunction with my primary supervisor, Dr. Safeera Hussainy, a
Lecturer in the Centre. We have funding from the Commonwealth of Australia as
represented by the Department of Health and Ageing through the Fifth Community
Pharmacy Agreement to explore educational resources and approaches in Health
Literacy in professional degrees of pharmacy as part of a wider project.

Why you were chosen to participate in this survey.

It is hoped that this survey will allow a greater insight into the teaching of Health
Literacy, and inform future development of Health Literacy educational resources for
pharmacists and pharmacy assistants. Thus, as an academic pharmacist or non-
pharmacist academic you have been asked to participate in this survey due to your
expertise in this subject.

The aim/purpose of the research

The aim of this study is to collect data on the current state of health literacy
education provided to pharmacy students worldwide.

Possible benefits

There may be no direct personal benefit from participating in this survey, although
participation will provide researchers with valuable information regarding the current
state of health literacy education that will be used to inform the development of a
health literacy education package for community pharmacists and pharmacy staff.
Ultimately, the intended outcome would be to reduce the burden that poor health
literacy has on the individual and society in general.

How long will it take to complete the survey?

It is expected the survey will take between 15 to 30 minutes to complete, although
this will be dependent on the amount of information that participants supply.

The survey is being offered through the Academic Section of the International
Pharmaceutical Federation and can be accessed at:
https://www.surveymonkey.com/s/academic health literacy

Inconvenience/discomfort
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The only foreseeable inconvenience is the time spent to complete the survey.

If you have any questions or you would like to talk to someone about the research
project you are free to contact me or my supervisors on the contact details listed
below.

Being in this study is voluntary and you are under no obligation to consent to
participation. However, if you do consent to participate, you may withdraw
from further participation at any stage but you will only be able to withdraw
data before electronically submitting your response.

Confidentiality

You may choose to provide your contact details for follow-up on Health Literacy
educational resources used within your institution. This information will not be
publicly accessible and will only be used to contact you for more information on
educational resources used. Any published information will reflect aggregate and de-
identified data.

Storage of data

Data collected will be stored in accordance with Monash University regulations, kept
on University premises at the Centre for Medicine Use and Safety, in a locked filing
cabinet for five years. Electronic copies will be stored in a password protected
environment that only research investigators can access. A report of the study may
be submitted for publication, but individual participants will not be identifiable in such
a report.

Results

Outcomes of this research will be reported in academic pharmacy journal
publications and presentations to professional organisations and conferences.

If you would like to contact the If you have a complaint concerning the

researchers about any aspect of this manner in which this research <insert

study, please contact the Supervisor: your MUHREC project number
here> is being conducted, please
contact:

Glen Swinburne B.Pharm (Hons) Executive Officer

Centre for Medicine Use and Safety Monash University Human Research

Monash University Ethics Committee (MUHREC)

381 Royal Pde Building 3e Room 111

Parkville, VIC 3052 Research Office
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Australia

Dr Safeera Hussainy

Centre for Medicine Use and Safety
Monash University

381 Royal Pde

Parkville, VIC 3052

Australia

Mr Gregory Duncan

Eastern Health Clinical School

Faculty of Medicine, Nursing and Health
Services

Monash University

5 Arnold St

Box Hill VIC 3128

Monash University VIC 3800
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Appendix 2 — Survey tool

Survey tool for the international survey of health literacy education within
schools of pharmacy.

1) In which country do you work? (Required)

2) With which university or academic organisation do you hold this position?
(Optional)

3) If applicable, what type of pharmacy degree do you teach within? BPharm
(Bachelor of Pharmacy)/MPharm (Master of Pharmacy)/PharmD (Doctor of
Pharmacy)/Other. (Required)

4) What is your position or role within the university or academic organisation?
(Optional)

5) This survey explores the teaching of Health Literacy in Pharmacy Schools.
As this term may not be used in all settings, a useful definition is: Health literacy
is the ability of people to obtain, understand and use health information to
promote and maintain health. Are other terms used to describe the concept of
Health Literacy in your country? Please list:

6) Is the concept of Health Literacy explicitly taught by your university or
academic organisation? Yes/No

(if you answered ‘Yes', please complete Questions 7-20)

No (if you answered ‘No’, please go to Question 21 ).

7) In what context is Health Literacy taught?
» Explicitly as stand-alone topic

« Explicitly, integrated into various components (e.g. communication,
counselling)

* Not explicitly; implied in other course content
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* Other:

8) At what stage in the pharmacist career does your university or academic
organisation deliver Health Literacy training? (Select all that apply; select Not
Applicable [NA] if your organisation is not involved in training at that level)

Year 1 undergraduate

Year 2 undergraduate

Year 3 undergraduate

Year 4 undergraduate

Year 5 undergraduate

Year 6 undergraduate

Optional undergraduate elective
Professional internship year

Continuing education for all pharmacists
Postgraduate qualification

For specialised pharmacist roles

Pharmacy technician/pharmacy assistant training

O

O

O

O

NA o

NA
NA
NA
NA
NA
NA
NA
NA
NA
NA

O

O

NA o

9) What is the main method of teaching Health Literacy in your university or

academic organisation? (Select one option)

 Lectures

* Small-group learning, e.g. tutorials, workshops

Self-directed learning (including online materials)

» Experiential learning (i.e. clinical practice; practice-based learning)

e Other:

10)What are the other additional methods of teaching are used to complement

the main method? (Select all options that apply)
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Lectures

Small-group learning, e.g. tutorials, workshops

Self-directed learning (including online materials)

Experiential learning, i.e. clinical practice, practice-based learning

Other:

11)In your university or academic organisation, is Health Literacy taught

To Pharmacy students/pharmacists separate to other professions?

In an interprofessional learning environment (more than one profession

taught together)?

12)What is/are the background(s) of the person(s) leading or coordinating Health
Literacy teaching in your university or academic organisation? (Select all options
that apply)

Pharmacist academic
Pharmacist teacher/practitioner
Sociologist

Psychologist

Other social scientist

Medical academic

Medical practitioner

Other:

13)What were the key drivers/reasons for inclusion of Health Literacy in the
curriculum in your university or academic organisation? (Select all that apply)

National/State curriculum standards dictated by an accreditation body

or official organisation)

Professional practice or competency standards

Part of the scope of practice for pharmacists in this country
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Motivation of individual staff members
Direction from administration/management

Other:

14)Which of the following elements are included in the Health Literacy curriculum
in your university or academic organisation? (Select all that apply)

Definitions of Health Literacy [e.g.... Institute of Medicine; World Health

Organisation definitions]

Health Literacy concepts

Awareness of Health Literacy by health professionals

Raising awareness of Health Literacy in consumers

How to assess Health Literacy capacity of consumers

How to target communication to consumers’ Health Literacy needs

Assessment of Health Literacy suitability of educational materials (e.g.

consumer information leaflets and other resources)

Assessment of Health Literacy of students
Health Literacy and culturally and linguistically-diverse consumers
Health Literacy in special settings (schools, nursing homes, etc.)

Health Literacy issues for pharmacy staff (including technicians and

assistants)

Other:

15)How does your university or academic organisation assess learning outcomes
following delivery of Health Literacy education or training? (select all that apply)

Written examination

Oral examination (viva voce)
Individual written assignment tasks
Group written assignment tasks

Presentations
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» Task-oriented assessments (OSCE, practical exams)
» Experiential placement assessment by preceptor/supervisor
* Not assessed

e Other:

16) Do you use any textbooks or other resources to assist learners to understand the
concept of Health Literacy? Yes/No

17) If you answered yes, please list the textbooks or resources.

18) Do you use any textbooks or other resources to illustrate methods or strategies
that can be employed to teach the concept of Health Literacy? Yes/No

19) If you answered yes, please list textbooks or resources.

20) This project also seeks to review Health Literacy educational material and
resources to assess common effective educational strategies in Health Literacy, for
the purposes of developing an educational package for community pharmacists and
pharmacy assistants in Australia.

With consent, we would be very grateful to have access to your curriculum or
educational resources (de-identified if you wish) to be included in our review. A
summary of the nature, extent and impact of various resources reviewed will be
published in the pharmacy education literature. No materials created or developed
by any institution or individual will be used in any way other than the summary
review, without explicit permission of the appropriate person.

If you consent to be contacted regarding your curriculum, materials and resources,
please provide the following contact information.

a) Title and Name
*Position
*Organisation and address
*Email address

*Brief summary of potential resources

If you answered ‘Yes’ to Question 6, you have now completed the
guestionnaire. Thank you for your participation.
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21) Do you believe that dedicated Health Literacy training or education should be
delivered by your university or academic organisation? Yes/No

22) Please provide reasons for your answer to Question 21

If you answered ‘No’ to question 21, you have now completed the questionnaire.
Thank you for your participation.

If you answered ‘Yes’ to Question 21, please answer questions 23-26.

23) In pharmacy practice education, at what stage do you believe Health Literacy
should be delivered? (Select all that apply, select NA if not relevant to your university
or academic organisation)

Year 1 Undergraduate m NA o
Year 2 Undergraduate O NA o
Year 3 Undergraduate O NA o
Year 4 Undergraduate m NA o
Year 5 Undergraduate m NA o
Year 6 Undergraduate m NA o
Optional undergraduate elective | NA O
Professional internship year | NA O
Continuing education for all pharmacists m NA o
Postgraduate qualification m NA o
For specialised pharmacist roles o NA o
Pharmacy technician/pharmacy assistant training ] NA o
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24) If you were to introduce Health Literacy education/training, what would be your
preferred method(s)? (Select all that apply)

i) Lectures

i) Small-group learning, e.g. tutorials, workshops

iii) Self-directed learning (including online materials)

iv) Experiential learning, i.e. clinical practice, practice-based learning

v) Other:

25) What elements of Health Literacy would you include in the curriculum? (Select all
that apply)

I) Definitions of Health Literacy [e.g.... Institute of Medicine; World Health
Organisation definitions]

i) Health Literacy concepts

iii) Awareness of Health Literacy by health professionals

iv) Raising awareness of Health Literacy in consumers

v) How to assess Health Literacy capacity of consumers

vi) How to target communication to consumers’ Health Literacy needs

vii)Assessment of Health Literacy suitability of educational materials (e.g.
consumer information leaflets and other resources)

viii) Assessment of Health Literacy of students
iX) Health Literacy and culturally and linguistically-diverse consumers
X) Health Literacy in special settings (schools, nursing homes, etc.)

xi) Health Literacy issues for pharmacy staff (including technicians and
assistants)

xii) Other:

26) How would you suggest Health Literacy be assessed within the curriculum?
(Select all that apply)

1) Written examination
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i) Oral examination (viva voce)

iii) Individual written assignment tasks

Iv) Group written assignment tasks

V) Presentations

vi) Task-oriented assessments (OSCE, practical exams)

vii) Experiential placement assessment by preceptor/supervisor

viii) Other:

Thank you for your participation
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Appendix 3 — Ethics approval (Monash University)

% MONASH University

Monash University Human Research Ethics Committee (MUHREC)
Research Office

Human Ethics Certificate of Approval

Date: 29 April 2013

Project Number: CF13/479 - 2013000212

Project Title: A controlled trial of a health literacy education program in community
pharmacies

Chief Investigator: Mr Gregory Duncan

Approved: From: 29 April 2013 To: 29 April 2018

Terms of approval

1. The Chief investigator is responsible for ensuring that permission lefters are obtained. if relevant, and a copy
forwarded to MUHREC before any data collection can occur at the specified organisation. Failure to provide
permission letters to MUHREC before data collection commences is in breach of the National Statement on
Ethical Conduct in Human Research and the Australian Code for the Responsible Conduct of Research.

2.  Approval is only valid whilst you held a position at Monash University.

3. I is the responsibility of the Chief Investigator to ensure that all investigators are aware of the terms of approval
and to ensure the project is conducted as approved by MUHREC.

4. You should notiff MUHREC immediately of any serious or unexpected adverse effects on participants or
unforeseen events affecting the ethical acceptability of the project.

. The Explanatory Statement must be on Manash University letterhead and the Monash University complaints clause
must contain your project number.

§. Amendments to the approved project (including changes in personnel): Requires the submission of a
Request for Amendment form to MUHREC and must mot begin without written approval from MUHREC.
Substantial vanations may reguire a new application.

7. Future correspondence: Please quote the project number and project titte abowve in any further comespondence.

B. Annual reports: Continued approval of this project is dependent on the submission of an Annual Report. This is
determined by the date of your letter of approval.

8. Final report: A Final Report should be provided at the conclusion of the project. MUHREC should be notified if the
project is discontinued before the expected date of completion.

10. Monitoring: Projects may be subject to an audit or any other form of monitoring by MUHREC at any time.

11. Retention and storage of data: The Chief Investigator is responsible for the storage and retention of original data
pertaining to a project for @ minimum period of five years.

Professor Ben Canny
Chair, MUHREC

cc: Dr Safeera Hussainy, Mr Kevin McMamara, Assoc Prof Kay Stewart, Mr Glen Swinburne
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Appendix 3 — Ethics approval (Curtin University)

% Curtin University

Memorandum
To | Lynne Emmerton, Sam Elhebir, Jeff Hughes, Moyez Jiwa, office of Research and Development
Kreshnik Hoti
Human Research Ethics Committee
From
. Telephone 0266 274
Protocol I PH-18-13
Subject rotocol Approva Facsimile 9266 3793
Date | 10 June 2013 Email hrec@curtin.edu.au

Copy

Thank you for your “Form C Application for Approval of Research with Low Risk (Ethical Requirements)”
for the project titled "A contralled trial of health literacy education program in community pharmacies”.
On behalf of the Human Research Ethics Committee, | am authorised to inform you that the project is
approved.

Approval of this project is for a period of 4 years 18/06/2013 to 18/06,/2017.

Your approval has the following conditions:
(i) Annual progress reports on the project must be submitted to the Ethics Office.

(i} Itis your responsibility, as the researcher, to meet the conditions outlined above and
to retain the necessary records demonstrating that these have been completed.

The approval number for your project is PH-18-13. Please quote this number in any future
correspondence. If at any time during the approval term changes/amendments occur, or if a serious or
unexpected adverse event occurs, please advise me immediately.

Sincerely,

HESEearcn & vevelopment Support Coordinator
School of Pharmacy

Pleasa Mote: The following standard statement must be induded in the information sheet to participants:

This study hos been approved under Curtin University's process for lower-risk Studies (Approval Number PH-18-13). This process
complies with the Notional Stotement on Ethicol Conduct in Human Research (Chopter 5.1. 7 and Chapters 5.1 18-51.24).

Fov further information on this study contoct the researchers nomed above or the Curtin Linfversity Human Ressanch Ethics
committes. o~ Office of Research and Development, Curtin University, GPO Box L1987, Perth 6845 or by telephoning 9265 9223
or by emailing hrec@curtin.edu au.
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Appendix 3 — Ethics approval (The University of Sydney)

From: Human Ethics

To: Betty Chaar

Cc: Kim Bellamy; Lynne.Emmerton@curtin.edu.au
Subject: 2013/421 - HREC application outcome

Date: Wednesday, May 22, 2013 4:56:41 PM

Dear Dr Chaar
Project Title: A controlled trial of a health literacy education program in community pharmacies
Project No: 2013/421

Under the National Statement on Ethical Conduct in Human Research (2007), institutions have the
responsibility to ensure that ethical reviews are not unnecessarily duplicated.

According to the University of Sydney Procedures recognition of approval from external ethics
committees is required where one or both of the following apply:

(a) Research involves a University of Sydney student as a researcher;

(b)  Recruitment of participants and collection of data occur on a University of Sydney campus
(excludes clinical campuses which are located within a NSW Health facility).

Your project does not require review by the University of Sydney Human Research Ethics Committes
(HREC). The HREC acknowledges your right to proceed under the authority of Monash University
Human Research Ethics Committee

Please do not hesitate to contact Research Integrity (Human Ethics) should you require further
information or clarification.

Regards,

Human Ethics Administration
The University of Sydney
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Appendix 4
HeLP phase (Chapter 3) supplementary material

e Letters of invitation

e Permission letters

e Explanatory statements
e Consent forms
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Appendix 4 — Letter of invitation (Monash University)

7 MONASH University

February 2013
Document title: Letter of Invitation
Attention: Pharmacy owner or pharmacy manager

Re: A controlled trial of a health literacy education program in community
pharmacies

Dear Pharmacy owner/manager

| am a researcher undertaking a PhD at Monash University. My supervisors are Dr
Safeera Hussainy, Associate Professor Kay Stewart, Mr Kevin McNamara and Mr
Gregory Duncan. | am writing to you regarding a research project being conducted
by the Centre for Medicine Use and Safety, Faculty of Pharmacy and
Pharmaceutical Sciences, Monash University, into developing and providing health
literacy education resources to pharmacist and pharmacy assistants in community
pharmacies in Australia. This project will form part of the research towards
attainment of the degree of Doctor of Philosophy (PhD).

This project aims to develop and evaluate a health literacy educational resource to
implement in Australian community pharmacies to provide education on health
literacy, in particular utilising appropriate communication techniques to interact with
consumers with low health literacy. The project will involve videotaping the
consultation between pharmacists or pharmacy staff, and consumers in an attempt
to investigate various aspects relating to communication methods used when
interacting with consumers. It will also use mystery shoppers to determine in a real-
life setting which communication methods are being employed when interacting with
consumers, particularly those exhibiting difficulties understanding health and
medication information. Information obtained will lead to the refinement of the health
literacy educational resource to enhance its appropriateness and usability for wider
implementation in the future.

Attached to this letter is an explanatory statement that provides further details about
participating in this project. The researchers would also like to have the opportunity
to further explain this project in greater detail by requesting a face-to-face meeting or
telephone meeting at a time convenient to you. Please contact me on the details
provided below to accept or decline this invitation.
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Should you have any questions about the project in the meantime, please feel free to
contact me. Additionally, my academic supervisors, Dr Safeera Hussainy and
Gregory Duncan, will also be available to answer any questions you may have.

| look forward to hearing from you soon.

Sincerely,
Glen Swinburne

Mr. Glen Swinburne Dr Safeera Hussainy Mr. Gregory Duncan
Pharmacist, PhD Lecturer, Senior Researcher
Candidate Academic Supervisor Eastern Health Clinical
Department of Pharmacy Department of Pharmacy  School
Practice, Centre for Practice, Centre for Faculty of Medicine,
Medicine Use and Safety Medicine Use and Safety Nursing and Health
Monash University Monash University Services
I Monash University
I I |
N | I
I .
I I
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Appendix 4 — Letter of invitation (Curtin University)

mT—— | CurtinUriversy
Curtin University
RESEARCH INSTITUTE

May 2013
Document title: Letter of Invitation
Attention: Pharmacy owner or pharmacy manager

Re: A controlled trial of a health literacy education program in community
pharmacies

Dear Pharmacy owner/manager

| am writing to you regarding a research project being conducted collaboratively by
the Schools of Pharmacy at Curtin University, Monash University, and University of
Sydney, on developing and providing health literacy education resources to
pharmacists and pharmacy assistants. We are writing to offer your pharmacy the
opportunity to receive this training, and to receive Continuing Professional
Development points upon its completion.

This project aims to produce and trial an educational package that trains pharmacists
and staff in how to detect and respond to consumers who are struggling to find,
understand and/or use health-related information, a problem that affects around 50%
of the Australian population. Following the training, if your pharmacy and clients are
agreeable, a research officer will observe a limited number of in-store consultations,
but only to review the communication elements: the signs of understanding and the
effectiveness of techniques to improve the person’s understanding. It will also use
four mystery shopper visits to reflect on this without the presence of an observer.
There are no ‘right or wrong’ scores for these parts of the project, as we will only be
using the information to improve the training package.

Enclosed is an information sheet that provides further details about this project. |
would also like to have the opportunity to further explain this project face-to-face or
by telephone at a time convenient to you. Please contact me on the details provided
below to accept or decline this invitation.

Should you have any questions about the project in the meantime, please feel free to
contact me. This project has been approved by the Curtin University Human
Research Ethics Committee (Approval Number: XXXX). The Committee is
comprised of members of the public, academics, lawyers, doctors and pastoral
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carers. Its main role is to protect participants. The Human Research Ethics
Committee (Secretary) may be contacted should participants wish to make a
complaint on ethical grounds. If needed, verification of approval can be obtained
either by writing to the Curtin University Human Research Ethics Committee, c/-
Office of Research and Development, Curtin University of Technology, GPO Box
U1987, Perth, 6845 or by telephoning 9266 2784 or by emailing hrec@curtin.edu.au.
| look forward to hearing from you soon.

Sincerely,
Dr Elsamaul (Sam) Elhebir Associate Professor Lynne
Senior Research Officer | School of Emmerton
Pharmacy Director of Research Training |
Faculty of Health Science | Curtin School of Pharmacy
University Faculty of Health Science | Curtin
I University
I
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Appendix 4 — Letter of invitation (The University of Sydney)

Dr Betty Chaar
Room N508-Bldg A15
Faculty of Pharmacy

% THE UNIVERSITY OF University of Sydney
NSW 2006
aey SYDNEY &

Letter of Invitation to Pharmacy owner/manager

A CONTROLLED TRIAL OF A HEALTH LITERACY EDUCATION PROGRAM IN
COMMUNITY PHARMACIES

Researchers: Dr Betty Chaar (Uinversity of Sydney), Mr Gregory Duncan (Monash
University), Lynne Emmerton (Curtin University), Mr Glen Swinburne (Monash
University), and Research Assistant Miss Kim Bellamy (University of Sydney)

Dear Pharmacy owner/manager:

We are a research team at the Faculty of Pharmacy, University of Sydney, and have
acquired your contact details from the Yellow Pages. | am writing to you regarding a
research project being conducted collaboratively by the Schools of Pharmacy at
Sydney University, Curtin University, and Monash University, on developing and
providing health literacy education resources to pharmacists and pharmacy
assistants in community pharmacies in Australia. This project is being funded by the
Department of Health and Ageing, through the Fifth Community Pharmacy
Agreement.

This project aims to develop and evaluate a health literacy educational resource to
implement in Australian community pharmacies to provide education on health
literacy, in particular utilising appropriate communication techniques to interact with
consumers with low health literacy. The project will involve conducting a short survey
with consumers before and after a consultation with a pharmacy staff member, in an
attempt to investigate various aspects relating to communication methods used by
pharmacy staff when interacting with consumers. It will also use mystery shoppers to
determine in a real-life setting which communication methods are being employed
when interacting with consumers, particularly those exhibiting difficulties
understanding health and medication information. Data collected will lead to the
refinement of the health literacy educational resource to enhance its appropriateness
and usability for wider implementation in the future.

The Research Assistant Kim Bellamy will contact you shortly by telephone to find out
if you are interested in partaking in this study. The researchers would also like to
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have the opportunity to further explain this project in greater detail by requesting a
face-to-face meeting or telephone meeting at a time convenient to you.

Should you have any questions about the project in the meantime, please feel free to

contact Kim Bellamy G /c\ditionally Dr

Betty Chaar and Gregory Duncan will also be available to answer any questions you

may have.
sincerely,

Kim Bellamy
Kim Bellamy Mr. Gregory Duncan Mr. Glen Swinburne
Room S303 - Building A15 Eastern Health Clinical School Department of Pharmacy Practice
Faculty of Pharmacy Faculty of Medicine, Nursing and Health Centre for Medicine Use and Safe'ty
University of Sydney NSW Services Monash University Victoria
I Monash University Victoria [T
- I ]
| |
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Appendix 4 — Permission letter (Monash University)

P4 MONASH University

o

‘0‘ Pharmacy and Pharmaceutical Sciences

Permission Letter for project: A controlled trial of a health literacy education
program in community pharmacies

Date:

Glen Swinburne

Pharmacist and PhD Candidate

Department of Pharmacy Practice

Centre for Medicine Use and Safety

Faculty of Pharmacy and Pharmaceutical Sciences,
Monash University (Parkville Campus)

381 Royal Parade

Parkville VIC 3052

Dear Glen Swinburne

Thank you for your request to recruit participants from <insert name of pharmacy>
for the above-named research.

| have read and understood the letter of invitation regarding the research <insert
project number> and hereby give permission for this research to be conducted in
the pharmacy premises.

<Please include any stipulations / clauses the pharmacy may have about
recruitment of human participants>.

Yours Sincerely,

<insert signature of pharmacy owner/manager (Group 1 participants)>

<insert name of the above signatory>
<insert above signatory’s position>
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Appendix 4 — Permission letter (Curtin University)

Curtin Univers: ) ot unvers |
urtin University
RESEARCH INSTITUTE

Permission Letter for project: A controlled trial of a health literacy education
program in community pharmacies

Date:
Dr Elsamaul (Sam) Elhebir Associate Professor Lynne Emmerton
Senior Research Officer | School of Director of Research Training | School of
Pharmacy Pharmacy
Faculty of Health Science | Curtin Faculty of Health Science | Curtin
University University
. .
I |
|

Dear Sam

Thank you for your request to recruit participants from <insert name of pharmacy>
for the above-named research.

| have read and understood the letter of invitation regarding the research <insert
project number> and hereby give permission for this research to be conducted in
the pharmacy premises.

<Please include any stipulations / clauses the pharmacy may have about

recruitment of human participants>.

Yours sincerely,

<insert signature of pharmacy owner/manager (Group 1 participants)>

<insert name of the above signatory>
<insert above signatory’s position>
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Appendix 4 — Permission letter (The University of Sydney)

‘ .r THE UNIVERSITY OF

SYDNEY

Permission Letter for project: A Controlled Trial of a Health Literacy Education
Program in Community Pharmacies

Date:

Kim Bellamy Dr Betty Chaar

Faculty of Pharmacy Faculty of Pharmacy

Room N508-Building A15 Room N508-Building A15
University of Sydney NSW 2006 University of Sydney NSW 2006
I I
- |
Dear Kim,

Thank you for your request to recruit participants from <insert name of pharmacy>
for the above-named research.

| have read and understood the letter of invitation regarding the research <insert
project number> and hereby give permission for this research to be conducted in
the pharmacy premises.

<Please include any stipulations / clauses the pharmacy may have about
recruitment of human participants>.

Yours Sincerely,

<insert signature of pharmacy owner/manager>

<insert name of the above signatory>

<insert above signatory’s position>
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Appendix 4 — Explanatory statement (Monash University)

Explanatory Statement:. Pharmacy owner/manager and

pharmacy staff members

Project Title: A controlled trial of a health literacy education program in
community pharmacies

This information sheet is for you to keep.

My name is Glen Swinburne B.Pharm (Hons) and | am conducting a research
project with Dr Safeera Hussainy, Associate Professor Kay Stewart and Mr
Kevin McNamara at the Centre for Medicine Use and Safety, Department of
Pharmacy Practice, Faculty of Pharmacy and Pharmaceutical Sciences, Monash
University, and Mr Gregory Duncan at the Faculty of Medicine, Nursing and Health
Sciences, Monash University. | am conducting this research project towards a Doctor
of Philosophy at Monash University. This means that | will be writing a thesis which
is the equivalent of a 300 page book. A report of the project may also be submitted
for publication in a journal or be presented at a conference. The project is funded
under the Fifth Community Pharmacy Agreement, managed by the Pharmacy Guild
of Australia.

Why did you choose this particular person/group as participants?

The research project aims to develop and implement health literacy educational
resources for pharmacists and pharmacy assistants. The participants for this project
are pharmacists, pharmacy assistants and consumers.

The developed health literacy educational resources require evaluation within the
pharmacy setting prior to wider dissemination, and thus you’ve been selected to
participate in this evaluation. The project will also involve the use of mystery
shoppers to assess the changes in behaviour and communication methods of
pharmacists and pharmacy staff in a real-life simulation.

The pharmacies that have been chosen to take part in this project have been chosen
at random. The details of the pharmacies have been obtained from publically
available directories. The pharmacy staff member (pharmacy assistant and/or
pharmacist) who will approach the mystery shopper will also be random and the
identity of that pharmacy staff member will remain anonymous.

The aim/purpose of the research

The aim of the study is to assess the effectiveness of a health literacy educational
resource to improve pharmacy staff knowledge of health literacy, and educate staff

316 |Page



on appropriate communication measures to adopt when interacting with consumers,
known as universal precautions in health literacy.

This information will lead to refinement of the educational resources to maximise
their usability and appropriateness for wider implementation in the future.

Possible benefits

Pharmacy staff may develop improved communication skills allowing for more
effective and appropriate interactions with consumers of varying levels of health
literacy. It may improve consumer understanding of medications and advice provided
by pharmacy staff.

What does the research involve?

Participation in this project involves an initial training, either online or face-to-face
with a researcher, where a pharmacist nominated by the pharmacy will attend the
session and will receive training on health literacy and how to deliver the education
program to pharmacy staff in-house. The trained pharmacist will then organise
training sessions with pharmacy staff to deliver the training using the provided
resources. Those undertaking training will be asked to complete a survey of
knowledge and perceptions around health literacy.

Pharmacists and pharmacy staff members will be videotaped during consultations
with consumers both before and after receiving the health literacy training.
Demographic and health information will be collected from consumers who agree to
be involved in the study, and will also be interviewed after the consultation in private
to assess their understanding of the information supplied, as well as their
perceptions of the consultation.

Pharmacists will also be asked to give permission to have mystery shopper visits to
the pharmacy premises on four occasions, twice before training, and twice again
after the in-house training. The mystery shoppers will have been trained in the case
vignette that they will be required to role play. No additional involvement is required
by the pharmacy or pharmacy staff. The pharmacy staff members (pharmacy
assistants/pharmacists) who will serve the mystery shopper will be blinded to the
mystery shopper visit and will just be required to perform the normal tasks as
specified in their job description. The pharmacy will not know when the mystery
shopper will be visiting and the pharmacy staff members will not know if the patient
they are serving is a mystery shopper.

How much time will the research take?

The time allocated to explain this project to you is approximately 30 minutes. The
initial training session for the pharmacist will take around 4-5 hours. The in-house
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training of other pharmacy staff will take around 3-4 hours, and can be delivered in
smaller segments over a period of time. Videotaping will take approximately 3 hours.
The time allocated for the pharmacy staff members and mystery shopper visits is 5-
10 minutes, however theoretically no additional time will be required by the staff
members as they will be performing their work as they normally would.

Inconvenience/discomfort
There are no foreseeable risks other than the inconvenience of your time required.

If you become upset or distressed as a result of your participation in the project, the
researcher is able to arrange for counselling or other appropriate support. Any
counselling or support will be provided by staff who are not members of the research
team and include Lifeline Australia who can be contacted on 13 11 14.

If you have any questions or you would like to talk to someone about the research
project you are free to contact me or my supervisors on the contact details listed
below.

Can | withdraw from the research?

Participation in this research project is voluntary and you are under no obligation to
participate. If you decide to take part and later change your mind, you are free to
withdraw from the project. Please notify the researchers immediately if you wish to
withdraw from this research project.

Confidentiality

All the information collected from individual participants during the course of this
project will be kept confidential. In any publication and/or presentation information
will be provided in such a way that you cannot be identified. Details of the pharmacy
staff members who speak to the mystery shoppers will not be recorded and these
participants will remain anonymous.

Storage of data
Storage of the data collected will adhere to the University regulations and kept on
University premises in a locked cupboard/filing cabinet for 5 years.

Use of data for other purposes
It is not intended that this data be used for any other purpose for which it is primarily
obtained.

Results

If you would like to be informed of the aggregate research finding, please contact
myself or my supervisors (see below). The findings will be accessible after all data is
collected.
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If you would like to contact the
researchers about any aspect of this
study, please contact the Supervisor:

If you have a complaint concerning the
manner in which this research <insert
your MUHREC project number
here> is being conducted, please
contact:

Glen Swinburne B.Pharm (Hons)
Centre for Medicine Use and Safety
Monash University

381 Royal Pde

Parkville, VIC 3052

Australia

Dr Safeera Hussainy

Centre for Medicine Use and Safety
Monash University

381 Royal Pde

Parkville, VIC 3052

Australia

Mr Gregory Duncan

Eastern Health Clinical School

Faculty of Medicine, Nursing and Health
Services

Monash University

5 Arnold St

Box Hill VIC 3128

Executive Officer

Monash University Human Research
Ethics Committee (MUHREC)
Building 3e Room 111

Research Office

Monash University VIC 3800
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Appendix 4 — Explanatory statement (Curtin University)

Curtin University

% Curtin University
RESEARCH INSTITUTE

Information Sheet: Pharmacy owner/manager and pharmacy staff members
Project Title: A controlled trial of a health literacy education program in
community pharmacies

This information sheet is for you to keep.

| am writing to you regarding a research project being conducted collaboratively by
the Schools of Pharmacy at Curtin University, Monash University, and University of
Sydney, on developing and providing health literacy education resources to
pharmacist and pharmacy assistants in community pharmacies in Australia. The
project has been funded by the Pharmacy Guild of Australia via the 5" Community
Pharmacy Agreement

Why did we choose your pharmacy?

The research project aims to develop and implement health literacy educational
resources for pharmacists and pharmacy assistants. The participants for this project
are pharmacists, pharmacy assistants and consumers.

The developed health literacy educational resources require evaluation within the
pharmacy setting prior to wider use, and you've been selected to participate in this
evaluation. The project will also involve four mystery shopper visits to assess the
changes in behaviour and communication methods of pharmacists and pharmacy
staff in a real-life simulation.

The pharmacies invited to take part in this project have been chosen at random. The
details of the pharmacies have been obtained from publicly available directories. The
pharmacy staff member(s) (pharmacy assistant and/or pharmacist) receiving the
mystery shopper visit(s) will also be random, and the identity of that staff member is
not of interest to the study.

The aim/purpose of the research

This project aims to assess the effectiveness of a health literacy training package to
improve how pharmacy staff detects cases of limited health literacy amongst their
clients, and how these challenges are managed.
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This information will help us refine the educational resources before they are offered
more widely.

Possible benefits

Pharmacy staff may develop improved skills in dealing with consumers of varying
levels of health literacy. This may indirectly improve consumers’ understanding of
medications and health advice, although this will not be measured in this project.

What does the research involve?

Participation in this project involves training, either online or face-to-face with the
research team. The trained staff will be taught how to then train the rest of their staff
using the provided resources. Those undertaking training will be asked to complete a
survey of knowledge and perceptions around health literacy, and features of their
pharmacy that help consumers with health information.

A research officer will observe and audiotape (if both staff and consumer agree) a
limited number of in-store consultations before and after the health literacy training.
Demographic and basic health information will be collected from consumers who
agree to be involved in the study, and these consumers will also be interviewed after
the consultation in private to assess their understanding of the information supplied,
as well as their perceptions of the consultation.

Pharmacists will also be asked permission to receive four mystery shopper visits to
the pharmacy, twice before training, and twice again after the in-house training. No
additional involvement is required by the pharmacy or pharmacy staff, and there are
no right or wrong scores for how the mystery shopper is dealt with; we are only
interested in whether the training appears to have been effective. The staff will be
notified following each mystery shopper visit.

How much time will the research take?

The initial training session will take around 4-5 hours. The in-house training of other
pharmacy staff will take around 3-4 hours, and is designed to take place in smaller
segments over several weeks. The complete training has been accredited for
Continuing Professional Development points. The research officer will be in the
pharmacy for approximately 3-4 hours.

Inconvenience/discomfort
There are no foreseeable risks other than the inconvenience of your time required.

This project has been approved by the Curtin University Human Research Ethics
Committee (Approval Number: XXXX). The Committee is comprised of members of
the public, academics, lawyers, doctors and pastoral carers. Its main role is to
protect participants. The Human Research Ethics Committee (Secretary) may be
contacted should participants wish to make a complaint on ethical grounds. If

322|Page



needed, verification of approval can be obtained either by writing to the Curtin
University Human Research Ethics Committee, c/- Office of Research and
Development, Curtin University of Technology, GPO Box U1987, Perth, 6845 or by

Can | withdraw from the research?

Participation in this research project is voluntary, and you and your staff are under no
obligation to participate. If you decide to take part and later change your mind, you
are free to withdraw from the project. Please notify the researchers immediately if
you wish to withdraw from this research project.

Confidentiality

All the information collected from individual participants during the course of this
project will be kept confidential. In any publication and/or presentation, information
will be provided in such a way that you cannot be identified. Details of the pharmacy
staff members who speak to the mystery shoppers will not be recorded and these
participants will remain anonymous.

Storage of data
Storage of the data collected will adhere to the University regulations and kept on
University premises in a locked cupboard/filing cabinet for 5 years.

Use of data for other purposes
It is not intended that this data be used for any other purpose for which it is primarily
obtained.

Results

If you would like to be informed of the aggregate research finding, please contact
myself or my supervisors (see below). The findings will be accessible after all data is
collected.

Dr Elsamaul (Sam) Elhebir Associate Professor Lynne

Senior Research Officer | School of Emmerton

Pharmacy Director of Research Training | School
Faculty of Health Science | Curtin of Pharmacy

University Faculty of Health Science | Curtin
I | University
| .

I

Professor Jeff Hughes Dr Kreshnik Hoti

Head | School of Pharmacy Lecturer | School of Pharmacy

Faculty of Health Science | Curtin Faculty of Health Science | Curtin
University University
I I

Professor Moyez Jiwa
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Chair Health Innovation — Chronic
Disease

Curtin Health Innovation Research
Institute (CHIRI)
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Appendix 4 — Explanatory statement (The University of Sydney)

Dr Betty Chaar

*E*E .3 S

* Faculty of Pharmacy

University of Sydney
NSW 2006

Australia
]
|
|

A CONTROLLED TRIAL OF A HEALTH LITERACY EDUCATION PROGRAM IN COMMUNITY
PHARMACIES

Participant Information Statement

(1) What is the study about?

Health literacy refers to the ability of individuals to obtain, understand, and apply
health care information in written, spoken or digital format, and subsequently make
appropriate health-related decisions.! Without adequate health literacy, consumers
may not understand what a health care professional has told them about their
condition, be able to follow written and verbal instructions, be capable of reading
labels on medication packaging, or be able to understand and apply health
information presented in posters or brochures.? Low health literacy is widespread in
the community, with up to 60% of Australians potentially lacking the skills needed to

manage their health or to navigate the health care system.?

Knowledge of how health literacy affects the community, and having the knowledge
and skills to address some of those effects will put community pharmacy staff in a
strong position to address some of the health effects of low health literacy. In the
pharmacy setting, poor Health Literacy can be an impediment to consumers’ abilities
to clearly articulate the problem for which they are seeking a solution, to appreciate
the potential seriousness of the problem that they have, and accept advice for

referral to their doctor or another health care professional. However, the health
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literacy of the pharmacy staff member engaged in the interaction with the person
also has the potential to influence the outcome of the encounter, and the staff
member may not be able to identify the need or persuade the person to see their
doctor.

The research project aims to assess the effectiveness of a health literacy
educational resource to improve pharmacy staff knowledge of health literacy, and
educate staff on appropriate communication measures to adopt when interacting

with consumers, known as universal precautions in health literacy.

The developed health literacy educational resources require evaluation within the
pharmacy setting prior to wider distribution, and thus you’ve been asked to
participate in this evaluation. The project will also involve the use of mystery
shoppers to assess the changes in behaviour and communication methods of

pharmacists and pharmacy staff in a real-life simulation.

The pharmacies that have been chosen to take part in this project have been chosen
at random. The details of the pharmacies have been obtained from publically
available directories. The pharmacy staff member (pharmacy assistant and/or
pharmacist) who will be approached by the mystery shopper will also be random and

the identity of that pharmacy staff member will remain anonymous.

(2)  Who is carrying out the study?

The study is being conducted by a research team comprised of: Dr Betty Chaar
(University of Sydney), Mr Gregory Duncan (Monash University), Mr Glen Swinburne
(Monash University), Associate Professor Lynne Emmerton (Curtin University), and

Research Assistant Miss Kim Bellamy (University of Sydney).

3) What does the study involve?

Participation in this project involves an initial training, either online or face-to-face
with a researcher, where a pharmacist nominated by the pharmacy will attend the
session and will receive training on health literacy and how to deliver the education
program to pharmacy staff in-house. The trained pharmacist will then organise
training sessions with pharmacy staff to deliver the training using the provided
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resources. Those undertaking training will be asked to complete a survey of

knowledge and perceptions around health literacy.

Pharmacists and pharmacy staff members will be observed during consultations with
consumers both before and after receiving the health literacy training. Demographic
and health information will be collected from consumers who agree to be involved in
the study, and will also be interviewed after the consultation in private to assess their
understanding of the information supplied, as well as their perceptions of the

consultation.

Pharmacists will also be asked to give permission to have mystery shopper visits to
the pharmacy premises on four occasions, twice before training, and twice again
after the in-house training. The mystery shoppers will have been trained in the case
vignette that they will be required to role play. No additional involvement is required
by the pharmacy or pharmacy staff. The pharmacy staff members (pharmacy
assistants/pharmacists) who will serve the mystery shopper will be blinded to the
mystery shopper visit and will just be required to perform the normal tasks as
specified in their job description. The pharmacy will not know when the mystery
shopper will be visiting and the pharmacy staff members will not know if the patient

they are serving is a mystery shopper.

(4) How much time will the study take?

The time allocated to explain this project to you is approximately 30 minutes. The
initial training session for the pharmacist will take around 4-5 hours. The in-house
training of other pharmacy staff will take around 3-4 hours, and can be delivered in
smaller segments over a period of time. The time allocated for the pharmacy staff
members and mystery shopper visits is 5-10 minutes, however theoretically no
additional time will be required by the staff members as they will be performing their

work as they normally would.
(5) Can | withdraw from the study?

Participation in this research project is voluntary and you are under no obligation to

participate. If you decide to take part and later change your mind, you are free to
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withdraw from the project. Please notify the researchers immediately if you wish to

withdraw from this research project.

(6) Will anyone else know the results?

All aspects of the study, including results, will be strictly confidential and only the
researchers will have access to information on participants. The data collected will
be stored in a secure cabinet in the Faculty of Pharmacy for 5 years.

A report of the study may be submitted for publication, but individual participants will

not be identifiable in such a report.

(7)  Will the study benefit me?

While no direct benefit currently exists from this study, it will aid in the development
of a health literacy educational package in the future that will help pharmacists and
pharmacy staff members develop improved communication skills allowing for more
effective and appropriate interactions with consumers of varying levels of health
literacy. It may improve consumer understanding of medications and advice provided

by pharmacy staff.

(8) Can I tell other people about the study?
Yes, you can tell other people about the study.

(9)  What if | require further information?
When you have read this information, Kim Bellamy will discuss it with you further and

answer any questions you may have. If you would like to know more at any stage,

please feel free to contact Dr Betty Chaa/jj I Grecoory Duncaniiiil
I - G'en SwinburncH Kim Bellamy

(10) Will I be able to find out the results of the study?
If you would like to be informed of the aggregate research finding, please contact a
member of the research team. The findings will be accessible after all the data is

collected.

(11) What if | have a complaint or concerns?

Any person with concerns or complaints about the conduct of a research study can
contact the Deputy Manager, Human Ethics Administration, University of Sydney
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Appendix 4 — Consent form (Monash University)

P4 MONASH University

o

‘6’ Pharmacy and Pharmaceutical Sciences

A controlled trial of a health literacy education program in community pharmacies
Pharmacy owner/manager consent form

NOTE: This consent form will remain with the Monash University researcher for their
records

| agree for the Monash University research project specified above to be conducted
in <specify pharmacy>. | have had the project explained to me, and | have read the
Explanatory Statement, which | keep for my records. | understand that agreeing to

take part means that | am willing to:

Agree to participate in either face-to-face training or online training on the health
literacy program

[] Yes [] No

Agree to facilitate health literacy in-house training sessions to pharmacy staff using
the educational resources provided

[] Yes [] No

Agree to be videotaped during consultations with consumers at two designated time
points during the study

[] Yes [] No
Agree to two mystery shopper visits prior to receiving health literacy training
[] Yes [] No

Agree to two mystery shopper visits after providing in-house training to pharmacy
staff

[] Yes [] No

Agree to not inform other pharmacy staff members of the four mystery shopper visits
during the eight month data collection period

[ ] Yes [ ] No

and
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| understand that participation of the pharmacy is voluntary, and that | can choose
not to participate in part or all of the project, and that | can withdraw at any stage of
the project

and

| understand that any data that the researcher extracts from the video data collection
or pharmacy mystery shopper visits to use in reports or published findings will not,
under any circumstances, contain names or identifying characteristics.

and

| understand that any information | provide is confidential, and that no information
that could lead to the identification of any individual will be disclosed in any reports
on the project, or to any other party

and

| understand that data from the collection periods and the mystery shopper visits will
be kept in a secure storage and accessible only to the research team. | also
understand that the data will be destroyed after a 5 year period unless | consent to it

being used in future research.

Participant’s name:

Signature: Date:
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Appendix 4 — Consent form (Curtin University)

TR %] Curtin Unvrsy |
Curtin University
RESEARCH INSTITUTE

A controlled trial of a health literacy education program in community
pharmacies
Pharmacy owner/manager consent form

NOTE: This consent form will remain with Curtin University researcher for his/her
records

| agree for Curtin University research project specified above to be conducted in
<specify pharmacy>. | have had the project explained to me, and | have read the
Information Sheet, which | keep for my records. | understand that agreeing to take
part means that | am willing to:

Agree to participate in either face-to-face training or online training on the health
literacy program

[] Yes [] No

Agree to facilitate health literacy in-house training sessions to pharmacy staff using
the educational resources provided

[] Yes [] No

Agree to be audiotaped during consultations with consumers at two designated time
points during the study (if the consumer also agrees)

[] Yes[ ] No (you can still participate)
Agree to two mystery shopper visits prior to receiving health literacy training
[] Yes [] No

Agree to two mystery shopper visits after providing in-house training to pharmacy
staff

[ ] Yes [ ] No

Agree to not inform other pharmacy staff members of the four mystery shopper visits
during the eight month data collection period
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[] Yes [ ] No

and

| understand that participation of the pharmacy is voluntary, and that | can choose
not to participate in part or all of the project, and that | can withdraw at any stage of
the project

and

| understand that any data that the researcher extracts from the data collection or
pharmacy mystery shopper visits to use in reports or published findings will not,
under any circumstances, contain names or identifying characteristics.

and

| understand that any information | provide is confidential, and that no information
that could lead to the identification of any individual will be disclosed in any reports
on the project, or to any other party

and

| understand that data from the collection periods and the mystery shopper visits will
be kept in a secure storage and accessible only to the research team. | also
understand that the data will be destroyed after 5 years unless | consent to it being

used in future research.

Participant’s name:

Signature: Date:
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Appendix 4 — Consent form (The University of Sydney)

% THE UNIVERSITY OF

SYDNEY

Dr Betty Chaar Faculty of Pharmacy
Lecturer in Pharmacy Practice Room S303-Building A15
ABN 15 211 513 464 University of Sydney NSW 2006

AUSTRALIA

Miss Kim Bellamy Faculty of Pharmacy
Room S303-Building A15

University of Sydney NSW 2006

AUSTRALIA

PARTICIPANT (PHARMACIST MANAGER/TRAINER) CONSENT FORM

Ly e e [PRINT NAME], give consent to my
participation in the research project

1. TITLE: A Controlled Trial of a Health Literacy Education Program in
Community Pharmacies

| understand that agreeing to take part means that I:

Agree to participate in either face-to-face training or online training on the health
literacy program

[] Yes [] No

Agree to facilitate health literacy in-house training sessions to pharmacy staff using
the educational resources provided

[] Yes [] No

Agree to two mystery shopper visits prior to receiving health literacy training

[ ] Yes [ ] No
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Agree to two mystery shopper visits after providing in-house training to pharmacy

staff

[] Yes

[] No

Agree to not inform other pharmacy staff members of the four mystery shopper visits
during the eight month data collection period

[] Yes

[] No

In giving my consent | acknowledge that:

The procedures required for the project and the time involved have
been explained to me, and any questions | have about the project have
been answered to my satisfaction.

| have read the Participant Information Statement and have been given
the opportunity to discuss the information and my involvement in the project
with the researcher/s.

| understand that this study is completely voluntary — I am not under any
obligation to consent and | can withdraw from the study at any time without
affecting my relationship with the researcher(s) or the University of Sydney
now or in the future.

| understand that my involvement is strictly confidential and no
information about me will be used in any way that reveals my identity.

| understand that data from the surveys will be kept in a secure storage
and accessible only to the research team. | also understand that the data

will be destroyed after a 5 year period unless | consent to it being used in
future research.
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| would like to receiving feedback Yes O No O

If you answered ‘Yes’ to ‘Receiving Feedback’. Please provide your details
below

Feedback Option:
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Appendix 4 — Consent form (Monash University)

W MONASH University

, ¥ Pharmacy and Pharmaceutical Sciences

A controlled trial of a health literacy education program in community pharmacies
Employee pharmacists/pharmacy assistants

NOTE: This consent form will remain with the Monash University researcher for their
records

| agree for the Monash University research project specified above to be conducted
in <specify pharmacy>. | have had the project explained to me, and | have read the
Explanatory Statement, which | keep for my records. | understand that agreeing to

take part means that | am willing to:

Agree to participate in either face-to-face training or online training on the
health literacy program if nominated
[] Yes [] No

Agree to provide health literacy in-house training sessions to pharmacy staff
using the educational resources provided if nominated

[] Yes [] No

Agree to be videotaped during consultations with consumers at two
designated time points during the study

[] Yes [] No
Agree to two mystery shopper visits prior to receiving health literacy training
[] Yes [] No

Agree to two mystery shopper visits after providing in-house training to

pharmacy staff
[] Yes [] No

and
| understand that my participation is voluntary, and that | can choose not to

participate in part or all of the project, and that | can withdraw at any stage of the
project
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and

| understand that any data that the researcher extracts from the video data collection
or pharmacy mystery shopper visits to use in reports or published findings will not,
under any circumstances, contain names or identifying characteristics.

and

| understand that any information | provide is confidential, and that no information
that could lead to the identification of any individual will be disclosed in any reports
on the project, or to any other party

and
| understand that data from the collection periods and the mystery shopper visits will
be kept in a secure storage and accessible only to the research team. | also

understand that the data will be destroyed after a 5 year period unless | consent to it
being used in future research.

Participant’s name:

Signature: Date:
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Appendix 4 — Consent form (Curtin University)

= L tin Universi ] Curin Unversiy |
== | Curtin University
. RESEARCH INSTITUTE

A controlled trial of a health literacy education program in community
pharmacies
Employee pharmacists/pharmacy assistants

NOTE: This consent form will remain with Curtin University researcher for his/her
records

| agree for Curtin University research project specified above to be conducted in
<specify pharmacy>. | have had the project explained to me, and | have read the
Information Sheet, which | keep for my records. | understand that agreeing to take
part means that | am willing to:

Agree to participate in either face-to-face training or online training on the health
literacy program if nominated

[] Yes [] No

Agree to provide health literacy in-house training sessions to pharmacy staff using
the educational resources provided if nominated

[] Yes [] No

Agree to be audiotaped during consultations with consumers at two designated time
points during the study (if the consumer also agrees)
[] Yes [ ] No (you can still
participate)

Agree to two mystery shopper visits prior to receiving health literacy training

[] Yes [] No

Agree to two mystery shopper visits after providing in-house training to pharmacy
staff

[ ] Yes [ ] No

and
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| understand that my participation is voluntary, and that | can choose not to
participate in part or all of the project, and that | can withdraw at any stage of the
project

and

| understand that any data that the researcher extracts from the video data collection
or pharmacy mystery shopper visits to use in reports or published findings will not,
under any circumstances, contain names or identifying characteristics.

and

| understand that any information | provide is confidential, and that no information
that could lead to the identification of any individual will be disclosed in any reports
on the project, or to any other party

and

| understand that data from the collection periods and the mystery shopper visits will
be kept in a secure storage and accessible only to the research team. | also
understand that the data will be destroyed after 5 years unless | consent to it being
used in future research.

Participant’s name:

Signature: Date:

344 |Page



345|Page



Appendix 4 — Consent form (The University of Sydney)

/ .t THE UNIVERSITY OF

SYDNEY

Dr Betty Chaar Faculty of Pharmacy
Lecturer in Pharmacy Practice Room N508-Building A15
ABN 15 211 513 464 University of Sydney NSW 2006

AUSTRALIA

Miss Kim Bellamy Faculty of Pharmacy
Room N508-Building A15

University of Sydney NSW 2006

AUSTRALIA

PARTICIPANT CONSENT FORM

Ly e e [PRINT NAME], give consent to my
participation in the research project

1. TITLE: A Controlled Trial of a Health Literacy Education Program in
Community Pharmacies

| understand that agreeing to take part means that | am willing to:

Agree to participate in either face-to-face training or online training on the health
literacy program if nominated

[] Yes [] No

Agree to provide health literacy in-house training sessions to pharmacy staff using
the educational resources provided if nominated

[] Yes [] No

Agree to be videotaped during consultations with consumers at two designated time
points during the study

[] Yes [] No
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Agree to two mystery shopper visits prior to receiving health literacy training

[] Yes [] No

Agree to two mystery shopper visits after providing in-house training to pharmacy
staff

[] Yes [] No

In giving my consent | acknowledge that:

1. The procedures required for the project and the time involved have
been explained to me, and any questions | have about the project have
been answered to my satisfaction.

2. | have read the Participant Information Statement and have been given
the opportunity to discuss the information and my involvement in the project
with the researcher/s.

3. | understand that this study is completely voluntary — I am not under any
obligation to consent and | can withdraw from the study at any time without
affecting my relationship with the researcher(s) or the University of Sydney
now or in the future.

4, | understand that my involvement is strictly confidential and no
information about me will be used in any way that reveals my identity.

7. | understand that data from the surveys will be kept in a secure storage
and accessible only to the research team. | also understand that the data

will be destroyed after a 5 year period unless | consent to it being used in
future research.

D =
| would like to receiving feedback Yes O No O

If you answered ‘Yes’ to ‘Receiving Feedback’. Please provide your details below
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Feedback Option:
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Appendix 5 — Ethics approval (Monash University)

%z MONASH University

Monash University Human Research Ethics Committee (MUHREC)
Research Office

Human Ethics Certificate of Approval

Date: 17 December 2012
Project Mumber: 2012001810

Project Title: A health literacy survey of attitudes of pharmacy staff and the pharmacy
environment

Chief Inwvestigator:  Assoc Prof Kay Stewart

Approved: From: 17 December 2012 To: 17 December 2017

Terms of approval

1. The Chief investigator is responsibée for ensuring that permission letters are obtamed. if relevant, and a copy

forwarded to MUHREC before any data collection can occur at the specified organisation. Failure to provide

permission letters to MUHREC before data collection commences is in breach of the National Statement on

Ethical Conduct in Human Research and the Australian Code for the Responsible Conduct of Research.

Approval is only valid whilst you hodd a position at Monash University.

It is the responsibility of the Chief Inwestigator to ensure that all mwesbgators are aware of the terms of approval

and to ensure the project is conducted as approved by MUHREC.

4. You should notfy MUHREC mmediately of any senous or unexpected adwerse effects on parbicipants or
uriforesesn events affecting the ethical acceptability of the project.

5. The Explanatory Statement must be on Monash University letterhead and the Monash University complaints clause
marst contain your project number.

. Amendments to the approved project (including changes in personnel): Requires the submission of a

Request for Amendment form o MUHREC and must not begin without written approval from MUHREC.

Substantial vanations may reguire a new application.

Future cormespondence: Please quote the project number and project tile above in any further comespondence.

3. Annual reports: Continued approval of this progect is dependent on the submission of an Annual Report. This &
determined by the date of your letter of approval.

9.  Final report: A Final Report should be prowided at the conclusion of the project. MUHREC should be notified if the
project is discontinued before the expected date of completion.

10. Monitering: Projects may be subject to an audit or any other form of monitoring by MUHREC at any time.

11. Retention and storage of data: The Chief Investigator is responsible for the storage and retention of onginal data
pertaining to a project for a minimum penod of five years.

Ll k3

—l

Professor Ben Canny
Chair, MUHREC

cz Mr Gregory Duncan, Mr Kevin McoMamara, Mr Glen Swinbume
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Appendix 5 — Ethics approval (Curtin University)

% Curtin Universi

Facutty of Health Sciences

ty

Memorandum

To | Lynne Emmerton

From | Alison Smith, RED Coardinator, Schoal of Pharmacy School of Pharmac

Subject | Protocol Approval PH-03-13

Date | 21 lanuary 2013

Copy

Thank you for your “Form C Application for Approval of Research with Low Risk (Ethical Reguirements)”
for the project titled "4 heafth fteracy survey of ottitudes of phormacy staff ond the pharmocy
environment", On behalf of the Human Research Ethics Committee | am authorised to inform you that
the project is approved.

Approval of this project |s for a period of twelve months 21/01/20132 to 21/01,/2014.
The zpproval number for your project is PH-03-13. Please guote this sumber in opy future

carrespondence, If at any time during the twelve months changes/amendments occur, or if a serious or
unexpected adverse event occurs, please advise me immediately.

Sincerely,

Resesarch & Development Support Coordinator
School of Pharmacy

This study has been apgroved by the Curtin University Human Research Ethics Committes PH-03-13 if needed, verification of
opproval con be obtoined either by writing to the Curtin Unfversity Human Research Ethics Comenittes, o~ Office of Research
ord Divedapetdnl, Curtin University, GPO Box UI987, Perth, 5845 or by telephoming 9266 2724 or frec@curtin edu.ou
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Appendix 5 — Ethics approval (The University of Sydney)

From: Hurman Ethics

Tox .
Subject: HREL application outcome

Date: Monday, 15 Aprl 2013 5:16:06 P

Dear Dr Chaar

Project Title; Health Literacy in Pharmacy: the HelP Project Stage 1: A Health Literacy Survey of
Attitudes of Pharmacy Staff and the Pharmacy Environment

Project No: 2013/247

Thank you for advising the University of Sydney Human Ressarch Ethics Committee (HREC) about
your study.

Under the National Statement on Ethical Conduct in Human Ressarch (2007), institutions have the
responsibility to ensure that ethical reviews are not unnecessarily duplicated.

According to the University of Sydney Procedures recognition of approval from extemal ethics
committees is required where one or both of the following apply:

(@) Research involves a University of Sydney student as a researcher;
(b) Reouitment of participants and collection of data oocur on a University of Sydney campus

(excludes clinical campuses which are located within a NSW Health fadility).

Your project doss not reguire review by the University of Sydney Human Research Ethics Commithtes
(HRECZ). The HREC acknowledges your right to proceed under the authority of Monash University
Human Research Ethics Committee.

Plzase do not hesitate to contact Research Integrity (Human Ethics) should yvou require further
information or darification.

Regards,

Human Ethics Administration
The University of Sydney
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Appendix 6

Phase 2 (Chapter 4) supplementary materials

e Letters of invitation

e Permission letters

e Explanatory statements

e Consent forms

e Pharmacy trainer questionnaire: Perceptions and Activities survey —
Employee (Pre-train-the-trainer)

e In-pharmacy participant questionnaire: Perceptions and Activities survey —
Employee (Pre-in-house training)
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Appendix 6 — Letter of invitation (Monash University)

7z MONASH University

November 2012
Document title: Letter of Invitation
Attention: Pharmacy owner or pharmacy manager

Re: A health literacy survey of attitudes of pharmacy staff and the pharmacy
environment.

Dear Pharmacy owner/manager

| am a researcher undertaking a PhD at Monash University. My supervisors are Dr
Safeera Hussainy, Associate Professor Kay Stewart, Mr Kevin McNamara and Mr
Gregory Duncan. | am writing to you regarding a research project being conducted
by the Centre for Medicine Use and Safety, Faculty of Pharmacy and
Pharmaceutical Sciences, Monash University, on developing and providing health
literacy education resources to pharmacist and pharmacy assistants in community
pharmacies in Australia.

This project is being funded by the Department of Health and Ageing, through the
Fifth Community Pharmacy Agreement. It aims to develop and evaluate a health
literacy educational resource to implement in Australian community pharmacies to
provide education on health literacy, in particular utilising appropriate communication
techniques to interact with consumers with low health literacy. It will also form part of
the research towards my attainment of the degree of Doctor of Philosophy (PhD).

Before this implementation can begin, the attitudes and motivational factors of
pharmacists and pharmacy staff that influence the adoption of health literacy training
if it were available must be determined. This will allow us to ensure the developed
training package will take into account these particular factors to promote its
adoption into practice. This will be conducted by providing two surveys relating to
health literacy training. Secondly, a survey of the pharmacy will be conducted by the
pharmacist regularly and usually in-charge using the provided survey to determine
the ‘health literacy friendliness’ of community pharmacies in Australia.

Attached to this letter is an explanatory statement that provides further details about
participating in this project. The researchers would also like to have the opportunity
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to further explain this project in greater detail by requesting a face-to-face meeting or
telephone meeting at a time convenient to you. Please contact me on the details
provided below to accept or decline this invitation.

Should you have any questions about the project in the meantime, please feel free to
contact me. Additionally, my academic supervisors, Dr Safeera Hussainy and
Gregory Duncan, will also be available to answer any questions you may have.

| look forward to hearing from you soon.

Sincerely,
Glen Swinburne

Mr. Glen Swinburne Dr Safeera Hussainy Mr. Gregory Duncan
Pharmacist, PhD Lecturer, Senior Research Fellow
Candidate Academic Supervisor Eastern Health Clinical
Department of Pharmacy Department of Pharmacy School
Practice, Centre for Practice, Centre for Faculty of Medicine,
Medicine Use and Safety Medicine Use and Safety Nursing and Health
Monash University Monash University Services
IS B Vonash University
. I |
N | I
[ . |
I I
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Appendix 6 — Letter of invitation (Curtin University)
] CurinUniersiy

&= | Curtin University

January 2013

CURTIN HEALTH INNOVATION
RESEARCH INSTITUTE

Document title: Letter of Invitation
Attention: Pharmacy owner or pharmacy manager

Re: A health literacy survey of attitudes of pharmacy staff and the pharmacy
environment

Dear Pharmacy owner/manager

| am writing to you regarding a research project being conducted collaboratively by
the Schools of Pharmacy at Curtin University, Monash University, and University of
Sydney, on developing and providing health literacy education resources to
pharmacist and pharmacy assistants in community pharmacies in Australia.

This project is being funded by the Department of Health and Ageing, through the
Fifth Community Pharmacy Agreement. It aims to develop and evaluate a health
literacy educational resource to implement in Australian community pharmacies to
provide education on health literacy, in particular utilising appropriate communication
techniques to interact with consumers with low health literacy.

Before this implementation can begin, the attitudes and motivational factors of
pharmacists and pharmacy staff that influence the adoption of health literacy training
if it were available must be determined. This will allow us to ensure the developed
training package will take into account these particular factors to promote its
adoption into practice. This will be conducted by providing two surveys relating to
health literacy training, one which will be completed by the pharmacist regularly and
usually in charge, and one by all other pharmacy staff members, including
pharmacists. Secondly, a survey of the pharmacy will be conducted by the
pharmacist regularly and usually in-charge using the provided survey to determine
the ‘health literacy friendliness’ of community pharmacies in Australia.

Attached to this letter is an explanatory statement that provides further details about
participating in this project. The researchers would also like to have the opportunity
to further explain this project in greater detail by requesting a face-to-face meeting or
telephone meeting at a time convenient to you. Please contact me on the details
provided below to accept or decline this invitation.
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Should you have any questions about the project in the meantime, please feel free to
contact me. This project has been approved by the Curtin University Human
Research Ethics Committee (Approval Number: PH-03-13). The Committee is
comprised of members of the public, academics, lawyers, doctors and pastoral
carers. Its main role is to protect participants. The Human Research Ethics
Committee (Secretary) may be contacted should participants wish to make a
complaint on ethical grounds. If needed, verification of approval can be obtained
either by writing to the Curtin University Human Research Ethics Committee, c/-
Office of Research and Development, Curtin University of Technology, GPO Box

U1987, Perth, 6845 or by telephonin o

| look forward to hearing from you soon.
Sincerely,

Dr Elsamaul Elhebir Associate Professor Lynne

Senior Research Officer | School of Emmerton

Pharmacy Director of Research Training | School

Faculty of Health Science | Curtin of Pharmacy

University Faculty of Health Science | Curtin
University

|

. |
|
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Appendix 6 — Letter of invitation (The University of Sydney)

.o

e HIE *
e

THE UNIVERSITY OF Dr Betty Chaar

SYDNEY

Faculty of Pharmacy

University of Sydney

Letter of Invitation to Pharmacy owner/manager

A HEALTH LITERACY SURVEY OF ATTITUDES OF PHARMACY STAFF
AND THE PHARMACY ENVIRONMENT

Researchers: Dr Betty Chaar, Mr Gregory Duncan, Mr Glen Swinburne, and
Research Assistant Miss Kim Bellamy

Dear Pharmacy owner/manager:

We are a research team at the Faculty of Pharmacy, University of Sydney, and have
acquired your contact details from the Yellow Pages. We are writing to you regarding
a research project being conducted collaboratively by the Schools of Pharmacy at
Sydney University, Curtin University, and Monash University, on developing and
providing health literacy education resources to pharmacists and pharmacy
assistants in community pharmacies in Australia.

This project is being funded by the Department of Health and Ageing, through the
Fifth Community Pharmacy Agreement. It aims to develop and evaluate a health
literacy educational resource to implement in Australian community pharmacies to
provide education on health literacy, in particular utilising appropriate communication
techniques to interact with consumers with low health literacy.

Before this implementation can begin, the attitudes and motivational factors of
pharmacists and pharmacy staff that influence the adoption of health literacy training
if it were available must be determined. This will allow us to ensure the developed
training package will take into account these particular factors to promote its
adoption into practice. This will be conducted by providing two surveys relating to
health literacy training, one which will be completed by the pharmacist in charge, and
one by all other pharmacy staff members, including pharmacists. Secondly, a survey
of the pharmacy will be conducted by the pharmacist in-charge using the provided
survey to determine the ‘health literacy friendliness’ of community pharmacies in
Australia.
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The Research Assistant Kim Bellamy will contact you shortly by telephone to find out
if you are interested in partaking in this study. The researchers would also like to
have the opportunity to further explain this project in greater detail by requesting a
face-to-face meeting or telephone meeting at a time convenient to you.

Should you have any questions about the project in the meantime, please feel free to

contact Kim Bellamy or N A itionally, Dr

Betty Chaar and Gregory Duncan will also be available to answer any questions you
may have.

Yours sincerely,

Kim Bellamy

Research Assistant

Kim Bellamy Mr. Gregory Duncan Mr. Glen Swinburne
Room S303 - Building A15 Eastern Health Clinical School Department of Pharmacy Practice,
Centre for Medicine Use and
Faculty of Pharmacy Faculty of Medicine, Nursing and Health Safety
Services

Monash University Victoria
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Appendix 6 — Permission letter (Monash University)

PR MONASH University

6’ Pharmacy and Pharmaceutical Sciences

Permission Letter for project: A health literacy survey of attitudes of pharmacy
staff and the pharmacy environment

Date:

Glen Swinburne

Pharmacist and PhD Candidate

Department of Pharmacy Practice

Centre for Medicine Use and Safety

Faculty of Pharmacy and Pharmaceutical Sciences,
Monash University (Parkville Campus)

381 Royal Parade

Parkville VIC 3052

Dear Glen Swinburne

Thank you for your request to recruit participants from <insert name of pharmacy>
for the above-named research.

| have read and understood the letter of invitation regarding the research <insert

project number> and hereby give permission for this research to be conducted in
the pharmacy premises.
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<Please include any stipulations / clauses the pharmacy may have about
recruitment of human participants>.

Yours Sincerely,

<insert signature of pharmacy owner/manager>

<insert name of the above signatory>
<insert above signatory’s position>
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Appendix 6 — Permission letter (Curtin University)

e ] urin Unversiy |
Curtin University
RESEARCH INSTITUTE

Permission Letter for project: A health literacy survey of attitudes of pharmacy
staff and the pharmacy environment

Date:
Dr Elsamaul Elhebir Associate Professor Lynne Emmerton
Senior Research Officer | School of Director of Research Training | School of
Pharmacy Pharmacy
Faculty of Health Science | Curtin University Faculty of Health Science | Curtin University
I ]
| |

Dear Elsamaul

Thank you for your request to recruit participants from <insert name of pharmacy>
for the above-named research.

| have read and understood the letter of invitation regarding the research <insert
project number> and hereby give permission for this research to be conducted in

the pharmacy premises.
<Please include any stipulations / clauses the pharmacy may have about
recruitment of human participants>.

Yours Sincerely,

<insert signature of pharmacy owner/manager>

<insert name of the above signatory>
<insert above signatory’s position>
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Appendix 6 — Permission letter (The University of Sydney)

“ at THE UNIVERSITY OF

SYDNEY

Permission Letter for project: A health literacy survey of attitudes of pharmacy
staff and the pharmacy environment

Date:
Dr Betty Chaar Kim Bellamy
Faculty of Pharmacy Faculty of Pharmacy
Room N508-Building A15 Room N508-Building A15
University of Sydney NSW 2006 University of Sydney NSW 2006
I I
.

Dear Kim

Thank you for your request to recruit participants from <insert name of pharmacy>
for the above-named research.

| have read and understood the letter of invitation and participant information
statement regarding the research <insert project number> and hereby give
permission for this research to be conducted in the pharmacy premises.

<Please include any stipulations / clauses the pharmacy may have about
recruitment of human participants>.

Yours Sincerely,

<insert signature of pharmacy owner/manager>

<insert name of the above signatory>
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<insert above signatory’s position>
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Appendix 6 — Explanatory statement (Monash Univeristy)

Explanatory Statement: Pharmacy owners/manager

Project Title: A health literacy survey of attitudes of pharmacy staff and the
pharmacy environment.

This information sheet is for you to keep.

My name is Glen Swinburne B.Pharm (Hons) and | am conducting a research
project with Dr. Safeera Hussainy, Associate Professor Kay Stewart and Mr
Kevin McNamara at the Centre for Medicine Use and Safety, Department of
Pharmacy Practice, Faculty of Pharmacy and Pharmaceutical Sciences, Monash
University, and Mr Gregory Duncan at the Faculty of Medicine, Nursing and Health
Sciences, Monash University. | am conducting this research project towards a Doctor
of Philosophy at Monash University. This means that | will be writing a thesis which
is the equivalent of a 300 page book. A report of the project may also be submitted
for publication in a journal or be presented at a conference. The study is funded by
the Department of Health and Ageing, and managed by the Pharmacy Guild of
Australia through the Fifth Community Pharmacy Agreement.

Why did you choose this particular person/group as participants?

The research project aims to determine how attitudes influence the desire and
perceived ability to undertake health literacy training if it were to be made available,
and to assess the health literacy of the pharmacy environment and how it may
influence service delivery.

Health literacy is defined by the World Health Organization as ‘the cognitive and
social skills which determine the motivation and ability of individuals to gain access
to, understand and use information in ways which promote and maintain good
health.’

The pharmacies that have been chosen to take part in this project have been chosen
at random. The details of the pharmacies have been obtained from publically
available directories.

The aim/purpose of the research

The aim of this study is to determine the attitudinal and motivational factors that may
influence the adoption of health literacy training for pharmacists and pharmacy staff

members if it were to be made available. It also aims to assess the health literacy of
the pharmacy environment to determine its degree of ‘health literacy friendliness’.

This information will aid in the development of appropriate health literacy educational
materials for community pharmacists and pharmacy staff in the future.
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Possible benefits

While no direct benefit currently exists from this study, it will aid in the development
of a health literacy educational package in the future that will help pharmacists and
pharmacy staff members develop improved communication skills allowing for more
effective and appropriate interactions with consumers of varying levels of health
literacy. It may improve consumer understanding of medications and advice provided
by pharmacy staff.

What does the research involve?

The research involves pharmacists and pharmacy staff members completing up to
two surveys relating to their attitudes, desire and perceived ability in relation to the
possibility of undertaking health literacy training in the future. A third survey will be
completed by the pharmacist regularly and usually in-charge, and will involve an
assessment of the pharmacy environment in relation to its ‘health literacy
friendliness’.

How much time will the research take?
The time allocated to explain this project to you is 30 minutes. Completion of the
surveys should not take more than an hour.

Inconvenience/discomfort
There are no foreseeable risks other than the inconvenience of your time required.

If you become upset or distressed as a result of your participation in the project, the
researcher is able to arrange for counselling or other appropriate support. Any
counselling or support will be provided by staff who are not members of the research
team and include Lifeline Australia who can be contacted on 13 11 14.

If you have any questions or you would like to talk to someone about the research
project you are free to contact me or my supervisors on the contact details listed
below.

Can | withdraw from the research?

Participation in this research project is voluntary and you are under no
obligation to participate. If you decide to take part and later change your mind,
you are free to withdraw from the project. Please notify the researchers
immediately if you wish to withdraw from this research project.

Confidentiality

All the information collected from individual participants during the course of this
project will be kept confidential. In any publication and/or presentation information
will be provided in such a way that you cannot be identified.
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Storage of data

Storage of the data collected will adhere to the University regulations and kept on
University premises in a locked cupboard/filing cabinet for 5 years.

Use of data for other purposes

It is not intended that this data be used for any other purpose for which it is primarily

obtained.

Results

If you would like to be informed of the aggregate research finding, please contact
myself or my supervisors (see below). The findings will be accessible after all data is

collected.

If you would like to contact the
researchers about any aspect of this

study, please contact the Supervisor:

If you have a complaint concerning the
manner in which this research <insert
your MUHREC project number
here> is being conducted, please
contact:

Glen Swinburne B.Pharm (Hons)
Centre for Medicine Use and Safety
Monash University

381 Royal Pde

Parkville, VIC 3052

Australia

Associate Prof. Kay Stewart
Centre for Medicine Use and Safety
Monash University

381 Royal Pde

Parkville, VIC 3052

Australia

Dr Safeera Hussainy
Centre for Medicine Use and Safety

Executive Officer

Monash University Human
Research Ethics Committee
(MUHREC)

Building 3e Room 111
Research Office

Monash University VIC 3800
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Monash University
381 Royal Pde
Parkville, VIC 3052
Australia

Mr Gregory Duncan

Eastern Health Clinical School

Faculty of Medicine, Nursing and Health
Services

Monash University

5 Arnold St

Box Hill VIC 3128

Mr Kevin Mc Namara

Centre for Medicine Use and Safety
Monash University

381 Royal Pde

Parkville, VIC 3052

Australia
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Appendix 6 — Explanatory statement (Curtin University)

== | Curtin University

% Curtin University

CURTIN HEALTH INNOVATION
RESEARCH INSTITUTE

Explanatory Statement: Pharmacy owners/manager

Project Title: A health literacy survey of attitudes of pharmacy staff and the
pharmacy environment

This information sheet is for you to keep.

This study is funded by the Department of Health and Ageing, and managed by the
Pharmacy Guild of Australia through the Fifth Community Pharmacy Agreement.
Why did we choose you as a participant?

The research project aims to determine how attitudes influence the desire and
perceived ability to undertake health literacy training if it were to be made available,
and to assess the health literacy of the pharmacy environment and how it may
influence service delivery.

Health literacy is defined by the World Health Organization as ‘the cognitive and
social skills which determine the motivation and ability of individuals to gain access
to, understand and use information in ways which promote and maintain good
health.’

The pharmacies that have been chosen to take part in this project have been chosen
at random. The details of the pharmacies have been obtained from publically
available directories.

The aim/purpose of the research

The aim of this study is to determine the attitudinal and motivational factors that may
influence the adoption of health literacy training for pharmacists and pharmacy staff

members if it were to be made available. It also aims to assess the health literacy of
the pharmacy environment to determine its degree of ‘health literacy friendliness’.

This information will aid in the development of appropriate health literacy educational
materials for community pharmacists and pharmacy staff in the future.

Possible benefits
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While no direct benefit currently exists from this study, it will aid in the development
of a health literacy educational package in the future that will help pharmacists and
pharmacy staff members develop improved communication skills allowing for more
effective and appropriate interactions with consumers of varying levels of health
literacy. It may improve consumer understanding of medications and advice provided
by pharmacy staff.

What does the research involve?

The research involves pharmacists and pharmacy staff members completing up to
two surveys relating to their attitudes, desire and perceived ability in relation to the
possibility of undertaking health literacy training in the future. A third survey will be
completed by the pharmacist regularly and usually in-charge, and will involve an
assessment of the pharmacy environment in relation to its ‘health literacy
friendliness’.

How much time will the survey take?
The time allocated to explain this project to you is 30 minutes. Completion of the
surveys should not take more than 20 minutes per survey.

Inconvenience/discomfort
There are no foreseeable risks other than the inconvenience of your time required.

This project has been approved by the Curtin University Human Research Ethics
Committee (Approval Number: XXXX). The Committee is comprised of members of
the public, academics, lawyers, doctors and pastoral carers. Its main role is to
protect participants. The Human Research Ethics Committee (Secretary) may be
contacted should participants wish to make a complaint on ethical grounds. If
needed, verification of approval can be obtained either by writing to the Curtin
University Human Research Ethics Committee, c/- Office of Research and
Development, Curtin University of Technology, GPO Box U1987, Perth, 6845 or by

Can you withdraw from the research?

Participation in this research project is voluntary and you are under no obligation to
participate. If you decide to take part and later change your mind, you are free to
withdraw from the project. Please notify the researchers immediately if you wish to
withdraw from this research project.

Confidentiality

All the information collected from individual participants during the course of this
project will be kept confidential. In any publication and/or presentation information
will be provided in such a way that you cannot be identified. Findings of this study
could be presented in scientific conferences, peer reviewed journals, and a thesis.
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Published results will be coded and grouped and only researchers will have access
to the data.

Storage of data
Storage of the data collected will adhere to the University regulations and kept on
University premises in a locked cupboard/filing cabinet for 5 years.

Use of data for other purposes
It is not intended that this data be used for any other purpose for which it is primarily
obtained.

Results
If you would like to be informed of the aggregate research finding, please contact us
(see below). The findings will be accessible after all data is collected.

Dr Elsamaul Elhebir Associate Professor Lynne
Senior Research Officer | School of Emmerton
Pharmacy Director of Research Training | School
Faculty of Health Science | Curtin of Pharmacy
University Faculty of Health Science | Curtin
I | University
| .
Professor Jeff Hughes Dr Kreshnik Hoti
Head | School of Pharmacy Lecturer | School of Pharmacy
Faculty of Health Science | Curtin Faculty of Health Science | Curtin
University University
I $
Professor Moyez Jiwa
Chair Health Innovation — Chronic
Disease
Curtin Health Innovation Research
Institute (CHIRI)
|
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Appendix 6 — Explanatory statement (The University of Sydney)

THE UNIVERSITY OF Dr Betty Chaar

SYDNEY Room N508-Bldg A15

Faculty of Pharmacy

=

e
==
e

University of Sydney

NIQ\A/ 2NNAR

A HEALTH LITERACY SURVEY OF ATTITUDES OF PHARMACY STAFF AND THE PHARMACY
ENVIRONMENT

Participant Information Statement
(1) What is the study about?

Health literacy refers to the ability of individuals to obtain, understand, and apply
health care information in written, spoken or digital format, and subsequently make
appropriate health-related decisions.! Without adequate health literacy, consumers
may not understand what a health care professional has told them about their
condition, be able to follow written and verbal instructions, be capable of reading
labels on medication packaging, or be able to understand and apply health
information presented in posters or brochures.? Low health literacy is widespread in
the community, with up to 60% of Australians potentially lacking the skills needed to

manage their health or to navigate the health care system.?

Knowledge of how health literacy affects the community, and having the knowledge
and skills to address some of those effects will put community pharmacy staff in a
strong position to address some of the health effects of low health literacy. In the
pharmacy setting, poor Health Literacy can be an impediment to consumers’ abilities
to clearly articulate the problem for which they are seeking a solution, to appreciate
the potential seriousness of the problem that they have, and accept advice for
referral to their doctor or another health care professional. However, the health
literacy of the pharmacy staff member engaged in the interaction with the person
also has the potential to influence the outcome of the encounter, and the staff
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member may not be able to identify the need or persuade the person to see their

doctor.

This research project is part of an overall project aimed at improving how
pharmacists and pharmacy staff counsel patients in order to accommodate the
potential for low levels of health literacy.This arm of the project aims to determine the
factors that influence the adoption of health literacy training for pharmacists and
pharmacy staff members if it were to be made available. It also aims to assess the

pharmacy environment to determine its degree of ‘health literacy friendliness’.
(2)  Who is carrying out the study?

The study is being conducted by a research team comprised of: Dr Betty Chaar
(University of Sydney), Mr Gregory Duncan (Monash University), Mr Glen Swinburne
(Monash University), Associate Professor Lynne Emmerton (Curtin University) and

Research Assistant Miss Kim Bellamy (University of Sydney).
(3) What does the study involve?

The research involves pharmacists and pharmacy staff members completing up to
two surveys relating to their attitudes, desire and perceived ability in relation to the
possibility of undertaking health literacy training in the future. A third survey will be
completed by the pharmacist in-charge, which is an assessment of the pharmacy

environment in relation to its ‘health literacy friendliness’.
4) How much time will the study take?

The time allocated to explain this project to you is 30 minutes. Completion of the

surveys should not take more than 20 minutes per survey.
(5) Can | withdraw from the study?

Participation in this study is completely voluntary. You are not under any obligation to
consent and if you do consent you can withdraw at any time without affecting your

relationship with the University of Sydney.

(6) Will anyone else know the results?
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All aspects of the study, including results, will be strictly confidential and only the
researchers will have access to information on participants. A report of the study
may be submitted for publication, but individual participants will not be identifiable in
such a report.

(7)  Will the study benefit me?

While no direct benefit currently exists from this study, it will aid in the development
of a health literacy educational package in the future that will help pharmacists and
pharmacy staff members develop improved communication skills allowing for more
effective and appropriate interactions with consumers of varying levels of health
literacy. It may improve consumer understanding of medications and advice provided

by pharmacy staff.

(8) Can I tell other people about the study?
Yes, you can tell other people about the study.
(9)  What if I require further information?

When you have read this information, the Research Assistant Kim Bellamy will
discuss it with you

further and answer any questions you may have. If you would like to know more at
any stage, please feel free to contact Dr Betty Chaa | I Greoory

Duncar S Glen Swinburne IS o Kim Bellamy I
I

(10) Will I be able to find out the results of the study?

If you would like to be informed of the aggregate research finding, please contact a
member of the research team. The findings will be accessible after all the data is
collected.

(11) What if | have a complaint or concerns?

Any person with concerns or complaints about the conduct of a research study can
contact the Deputy Manager, Human Ethics Administration, University of Sydney
on
I
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Appendix 6 — Consent form (Monash University)

P4 MONASH University

o

‘6’ Pharmacy and Pharmaceutical Sciences

A health literacy survey of attitudes of pharmacy staff and the pharmacy
environment.

Employee pharmacist/pharmacy staff member consent form

NOTE: This consent form will remain with the Monash University researcher for their
records

| agree for the Monash University research project specified above to be conducted
in <specify pharmacy>. | have had the project explained to me, and | have read the
Explanatory Statement, which | keep for my records. | understand that agreeing to

take part means that | am willing to:

Agree to participate in a survey of my attitudes relating to the possibility of
undertaking health literacy training.
[] Yes []

No
| understand that participation of the pharmacy is voluntary, and that | can choose
not to participate in part or all of the project, and that | can withdraw at any stage of
the project
and
| understand that any data that the researcher extracts surveys to use in reports or
published findings will not, under any circumstances, contain names or identifying
characteristics.
and
| understand that any information | provide is confidential, and that no information
that could lead to the identification of any individual will be disclosed in any reports

on the project, or to any other party

and
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| understand that data from the surveys will be kept in a secure storage and
accessible only to the research team. | also understand that the data will be
destroyed after a 5 year period unless | consent to it being used in future research.

Participant’s name:

Signature: Date:
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Appendix 6 — Consent form (Monash University)

P4 MONASH University

o

‘6’ Pharmacy and Pharmaceutical Sciences

A health literacy survey of attitudes of pharmacy staff and the pharmacy
environment.
Pharmacist regularly and usually in-charge consent form

NOTE: This consent form will remain with the Monash University researcher for their
records

| agree for the Monash University research project specified above to be conducted
in <specify pharmacy>. | have had the project explained to me, and | have read the
Explanatory Statement, which | keep for my records. | understand that agreeing to

take part means that | am willing to:

Agree to participate in a survey of my attitudes relating to the possibility of
undertaking health literacy training.

[] Yes [] No

Agree to participate in a survey of the pharmacy environment to assess its ‘health
literacy friendliness’.

[] Yes [] No
| understand that participation of the pharmacy is voluntary, and that | can choose
not to participate in part or all of the project, and that | can withdraw at any stage of
the project
and
| understand that any data that the researcher extracts surveys to use in reports or
published findings will not, under any circumstances, contain names or identifying
characteristics.
and
| understand that any information | provide is confidential, and that no information

that could lead to the identification of any individual will be disclosed in any reports
on the project, or to any other party
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and
| understand that data from the surveys will be kept in a secure storage and
accessible only to the research team. | also understand that the data will be

destroyed after a 5 year period unless | consent to it being used in future research.

Participant’s name:

Signature: Date:
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Appendix 6 — Consent form (Curtin University)

== | Curtin University

% Curtin University

CURTIN HEALTH INNOVATION
RESEARCH INSTITUTE

A health literacy survey of attitudes of pharmacy staff and the pharmacy
environment.
Employee pharmacist/pharmacy staff member consent form

NOTE: This consent form will remain with Curtin University researcher for their records

| agree for Curtin University research project specified above to be conducted in
<specify pharmacy>. | have had the project explained to me, and | have read the
Explanatory Statement, which | keep for my records. | understand that agreeing to
take part means that | am willing to agree to participate in a survey of my attitudes
relating to the possibility of undertaking health literacy training.

[] Yes []
No

| understand my participation is voluntary, and that | can choose not to participate in
part or all of the project, and that | can withdraw at any stage of the project

and

| understand that any data that the researcher extracts from the surveys to use in
reports or published findings will not, under any circumstances, contain names or
identifying characteristics.

and

| understand that any information | provide is confidential, and that no information
that could lead to the identification of any individual will be disclosed in any reports

on the project, or to any other party

and
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| understand that data from the surveys will be kept in a secure storage and
accessible only to the research team. | also understand that the data will be
destroyed after a 5 year period unless | consent to it being used in future research.

Participant’s name:

Signature: Date:
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Appendix 6 — Consent form (Curtin University)

e | Curtin Unversiy
Curtin University
RESEARCH INSTITUTE

A health literacy survey of attitudes of pharmacy staff and the pharmacy
environment.
Pharmacist regularly and usually in-charge consent form

NOTE: This consent form will remain with Curtin University researcher for their records
| agree for Curtin University research project specified above to be conducted in
<specify pharmacy>. | have had the project explained to me, and | have read the

Explanatory Statement, which | keep for my records. | understand that agreeing to
take part means that | am willing to:

Agree to participate in a survey of my attitudes relating to the possibility of
undertaking health literacy training.
[] Yes [] No

Agree to participate in a survey of the pharmacy environment to assess its ‘health
literacy friendliness’.

[] Yes [] No

| understand that participation is voluntary, and that | can choose not to participate in
part or all of the project, and that | can withdraw at any stage of the project

and

| understand that any data that the researcher extracts from the surveys to use in
reports or published findings will not, under any circumstances, contain names or
identifying characteristics.

and

| understand that any information | provide is confidential, and that no information
that could lead to the identification of any individual will be disclosed in any reports

on the project, or to any other party

and
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| understand that data from the surveys will be kept in a secure storage and
accessible only to the research team. | also understand that the data will be
destroyed after a 5 year period unless | consent to it being used in future research.

Participant’s name:

Signature: Date:
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Appendix 6 — Consent form (The University of Sydney)

.f THE UNIVERSITY OF

SYDNEY

Dr Betty Chaar Faculty of Pharmacy
Lecturer in Pharmacy Practice Room N508-Building A15
ABN 15 211 513 464 University of Sydney NSW 2006

AUSTRALIA

Miss Kim Bellamy Faculty of Pharmacy
Room N508-Building A15

University of Sydney NSW 2006

AUSTRALIA

PARTICIPANT CONSENT FORM

Ly e e [PRINT NAME], give consent to my
participation in the research project

2. TITLE: A health Literacy Survey of Attitudes of Pharmacy Staff and the
Pharmacy Environment

| understand that agreeing to take part means that | am willing to:

Agree to participate in a survey of my attitudes relating to the possibility of
undertaking health literacy training.

[] Yes [] No

Agree to participate in a survey of the pharmacy environment to assess its ‘health
literacy friendliness’.

[ ] Yes [ ] No

In giving my consent | acknowledge that:
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The procedures required for the project and the time involved have
been explained to me, and any questions | have about the project have
been answered to my satisfaction.

| have read the Participant Information Statement and have been given
the opportunity to discuss the information and my involvement in the project
with the researcher/s.

| understand that this study is completely voluntary — I am not under any
obligation to consent and | can withdraw from the study at any time without
affecting my relationship with the researcher(s) or the University of Sydney
now or in the future.

| understand that my involvement is strictly confidential and no
information about me will be used in any way that reveals my identity.

| understand that data from the surveys will be kept in a secure storage
and accessible only to the research team. | also understand that the data

will be destroyed after a 5 year period unless | consent to it being used in
future research.
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Appendix 6 — Pharmacy trainer questionnaire

% MONASH Universty E SYDNEY Curtin University

A anc Hoath Sconces

Health Literacy in Pharmacy Study
Perceptions and Activities survey — Employee [Pre-train-the-trainer)

The aim of this survey is to identify the attitudes and motivations of pharmacists with regard to the possibility
of implementing and running a health Iteracy training program in their pharmacy in the future.

Health literacy is defined as the degree to which people are able to access, understand, appraise and
communicate information to engage with the demands of different health contexts in order to promote and
maintain good health across the life-course.”

The term ‘pharmacy staff’ refers to all pharmacists, phamacy interns, dispensary technicians and assistants.
The term ‘counselling’ refers to the provision of information in relation to medications, including prescription,

non-prescription and complimentary, as well as general health advice, by pharmacy staff.

Investigato |
1. In which state is your pharmacy located? nvestigstor wse only
Code:
Victoria D New South Wales D Western Australia D
2a. You are: A registered pharmacist I:l Pharmacy intern I:l Pharmacy assistant I:l

If you are a pharmocist, please complete 2b and 2c. If not, continue to Question 3.

2b. Are you the pharmacist in charge?

'|’E5|:| MDD

2c. Are you an owner of the pharmacy?

'|’E5|:| MDD

3. On average, how many pharmacists are on duty at one time in the pharmacy?

4. What is your age?

18-2% I:‘ 26-35 I:l 36-45 I:l 46-60 I:I 60> I:l

5. Sex: Male D Female D

1. Eanj M, MISCW. Heslth literscy and health promotion. 7th Glotel Conference on Hesith Promaotion; Nainobd, Kznya: Work] Hesith Onzanisation; 2009, p. 146,
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Statement 1 1 7
SFrung Iy Not sure ] Strongly
disagree agree

6. | feel | am adequately prepared
to address my consumers' health
literacy needs.

[

[]

[

7. Most pharmacy staff would
require additional training to fully
meet the health literacy needs of
their consumers.

5. | believe that implementing a
health [ieracy training program
for pharmacy staff in my pharmacy
is important.

10. | expect my pharmacy to
achieve a high standard of service
delvery in this pharmacy relating
to health literacy.

11. Many of the consumers in my
pharmacy have low levels of
health lteracy.

12. Those consumers in my
pharmacy with low levels of health
literacy are likely to experience
worse health outcomes than other
COMNSUMETS.

13. By providing appropriate
counselling, pharmacy staff can
help consumers to avoid many
problems associated with low
levels of health literacy.

14. A consumer should never be
considered to have adequate
health [eracy without clear
evidence.

15. | have the right to assume that
a consumer understands my
advice, unless he/she indicates
otherwise.

16. It is the consumer's
responsibility to ask questions if
he/she is uncertain about any
advice provided in my pharmacy.

17. Suggestions provided for
implementing health literacy
training in the pharmacy are likely
to be very helpful.
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Statement

1
Strongly
disagree

. |
Not sure

T
Strongly
Agree

20. Most of the people working in
my pharmacy will encourage my
efforts to apply health literacy
principles to my consumer
counselling.

[

[

[

21. My consumers have strong
expectations of me to counsel ina
wiay that addresses their health
literacy needs.

22. Pharmacy management will e
very keen to see health literacy
principles applied consistently by
all employees.

23 The employees in my
pharmacy will be very keen to see
that health literacy principles are
applied consistenthy to all
consumer counselling.

24 If | work towards achieving a
high standard of zervice delivery in
the pharmacy relating to health
literacy, my managers and
colleagues would be impressed.

25. It would be easy for me to
apply the counselling principles
cutlined i a health literacy
training program for all consumers
wihen providing health
informaticn.

26. The concepts described in
health literacy training are logical
and reasonable.

27. 1 am confident that | could use
effective communication
technigues for all consumers when
providing health information.

28. | am confident | have the skills
to run a health literacy training
program for my staff.

25 The ability for me to run the
health literacy training session for
the pharmacy staff is beyond my
control.
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Statement

1
Strongly
disagree

4
Mot sure

& 7
Strongly
agree

30. Whether | can run the health
literacy training session for the

pharmacy staff is not entirely up to
me.

[

]

[ ]

31. Whether or not | can achieve
a high level of service delivery
relating to health literacy in this
pharmacy is beyond my control.

32. Whether or not a high level of
service delivery relating to health
literacy in this pharmacy can be

achieved is not entirely up to me.

33. | have a clear vision of how to
implement health literacy
counselling into all counselling in
the pharmacy

34. Implementing health literacy
counselling in the pharmacy seems
like a complicated process

35. | anticipate that my pharmacy
would provide sufficient practical
support for the implementation of
a health Iiteracy program

36. Im the past, my phamacy has
provided reasonable support to
implement professional programs.

37. | intend to understand the
concepts and skills required to
implement health literacy
counselling.

38. | intend to apply the principles
of healthy literacy counselling to
hiowe | communicate with all of my
CONSUMErs.

359. | have already successfully
incorporated and sustained
changes to the way | counsel
Consumers in everyday practice.

0. | will implement health literacy
training sessions for pharmacy
staff in my pharmacy.

41. | will work to achieve a high
standard of service delivery in the
pharmacy relating to health
literacy.

]

[

[

[

Please seal the completed survey in the provided envelope.

Thank you for your participation.
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Appendix 6 — In-pharmacy questionnaire

;E.MDN{-\SH Jniversty SYDNEY Curtin University

¥ [
MO Modcire, Nursing ac Heath Sconces

Health Literacy in Pharmacy Study
Perceptions and Activities Survey — Employee (Pre-in-house training)

The aim of this survey is to identify the attitudes and motivations of pharmacy staff with regard to the
possibility of receiving health literacy training in the future.

Health literacy is defined as the degree to which people are able to access, understand, appraise and
communicate information to engage with the demands of different health contexts in order to promote and

maintain good health across the life-course.”

The term ‘pharmacy staff’ refers to all pharmacists, pharmacy interns, dispensary technicians and assistants.
The term ‘counselling’ refers to the provision of information in relation to medications, including prescription,

non-prescription and complimentary, as well as general health advice, by pharmacy staff.

Investigator use only
1. In which state is your pharmacy located? Code:
Victoria I:l MNew South Wales I:‘ Western Australia I:I
2a. You are: A registered pharmacist I:‘ Pharmacy intern I:l Pharmacy assistant I:‘

If you gre a pharmacist, plegse complete 2b and 2c. If not, continue to Question 3.

2. Are you the pharmacist in charge?

'fesD NDI:‘

2c. Are you an owner of the pharmacy?

'fesD MDD

3. On average, how many pharmacists are on duty 2t one time in the phamacy?

4. What is your age?

18-2%5 D 26-35 I:l 36-45 I:l 46-60 I:I 60 I:‘

5. Sex: Male D Female D

1. Kanj M, Mitic W. Heaith literscy and heakth promotion. 7ith Glotel Confersnos on Health Fromotion; MNainobi, Kemya: World Heskth Organisstion; 2009, p. 146,
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Statement 1 a 7
5t

.mngly 2 3 Not sure L b Strongly
disagree BEree

6. | feel | am adequately
prepared to address my

patients’ health literacy ] [] ] [] [] ] 1]

needs.

7. Most pharmacy staff would
require additional training to

fully meet the health literacy :l D :l |: D :l |:

needs of their patients.

8. Most other pharmacy staff
would require additional
training to fully meet the |:| |:| |:| |:| |:| |:| D
health literacy needs of their
patients.

3. Many of the consumers in

my pharmacy have low levels :l |:| :| |: |:| :l |:

of health literacy.

10, Those CONSUMErs in my
pharmacy with low levels of
health literacy are likely to

experience worse health I:l |:| I:l D |:| I:l I:I

outcomes than other
CONSUMETS.

11. By providing appropriate
counselling, pharmacy staff
can help consumers to avoid

many problems associated :l I:' :l |: I:l :l |:

witth low levels of health
literacy.

12, A consumer should never
be considered to have

adequate health Iteracy I:l D I:l D D I:l D

without clear evidence.

13. | have the right to assume
that a consumer understands

my advice, unless hefshe :l I:' :l |: D :l |:

indicates otherwise.

14, Itis the patient’s
responsibility to ask questions

if hefshe is uncertain about ] [] ] [] [] ] ]

any advice provided in my
pharmiacy.
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Staternent 1 a 7
5t 1 2 3

.n:ung ¥ Not sure L B Strongly
disagree agree

15. It is essential to counsel all
CONSUMErs in @ manner that
assumes they have limited D |:| D D |:| I:l D
health literacy, unless proven
otherwise.

If you are the manager, skip
this guestion.

16. Following completion of
the training, my managers will
expect me to counsel :l I:l :l |: D :l |:
CONSUMErs in & way that
addresses their health literacy
needs.

17. Most of the people
wiorking in my pharmacy will

encourage my efforts to apply |:| |:| |:| |:| |:| I:l I:l

health literacy principles to
my consumer counselling.

12. My consumers have
strong expectations of me to

counsel in a way that :l |:| :l I: |:| :l I:

addresses their health literacy
needs.

1%. Pharmacy management
will be very keen to see health

literacy principles applied I:l I:l I:l I:I D I:l D

consistently by all employees.

20. The employees in my
pharmacy will be wvery keen to
see that health literacy
principles are applied :l I:l :l |: I:l :l |:
consistently to all consumer
counselling.

21. If | work towards
achieving a high standard of
service delivery in the
pharmacy relating to health I:l D I:l D D D D
literacy, my managers and
colleagues would be
impressed.

22 | am confident that | could
use effective communication
techniques for all consumers :l I:l :l I: I:l :l I:
wehen providing health
information.

23, Whether or not | can
achieve a high level of service
delvery relating to health

literacy in this pharmacy is I:l I:l I:l I:I I:l I:l I:I

beyond my control.
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Statement 1 2 3 4 5 b 7
Strongly Mot sure Strongly
disagree agree

24 Whether or not 2 high
lewel of service delivery
relating to health literacy in

this pharmacy can be I:‘ D I:l D D I:l D

achiewved is not entirely up to
me.

25, | have a clear vision of
hiow to implement health

literacy counselling into all :l D :l |: D :l |:

counselling in the pharmacy.

2&. Implementing health
literacy counselling in the

pharmacy seems like a D D I:l D D I:l D

cormplicated process.

27. | anticipate that my

pharmacy would provide
sufficient practical support for :| |:| :| |: |:| :| |:
the implementation of a
health literacy program.

28. In the past, my pharmacy
has provided reasonable

support to implement D D I:l D D I:l D

professional programs.

25 lintend to understand the
concepts and skills required to

implement health literacy :l D :l |: D :l |:

counselling.

30. | intend to apply the
principles of healthy literacy

counselling to how | ] [] ] ] [] [l [1]

communicate with all of my
patients.

31. | expect my pharmacy to
achieve a high standard of
service delivery in this :l D :l |: D :l |:
pharmacy relating to health
literacy.

32. | have already successfully
incorporated and sustained

changes to the way | counsel| I:‘ D I:l D D I:l D

patients in everyday practice.

31. | will work to achieve a
high standard of service

delivery in the pharmacy :l D :l |: D :l |:

relating to health literacy.

Please seal the completed survey in the provided envelope.
Thank you for your participation.
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Appendix 7

Phase 3 (Chapter 5) supplementary materials:

e Explanatory statements

e Consent forms

e Consumer data collection tool

e Simulated patient case vignettes

e Simulated patient data collection tool
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Appendix 7 — Explanatory statement (Monash University)

Explanatory Statement: Consumers
Project Title: A controlled trial of a health literacy education
program in community pharmacies

This information sheet is for you to keep.

My name is Glen Swinburne B.Pharm (Hons) and | am conducting a research
project with Dr Safeera Hussainy, Associate Professor Kay Stewart and Mr
Kevin McNamara at the Centre for Medicine Use and Safety, Department of
Pharmacy Practice, Faculty of Pharmacy and Pharmaceutical Sciences, Monash
University, and Mr Gregory Duncan at the Faculty of Medicine, Nursing and Health
Sciences, Monash University. | am conducting this research project towards a Doctor
of Philosophy at Monash University. This means that | will be writing a thesis which
is the equivalent of a 300 page book. A report of the project may also be submitted
for publication in a journal or be presented at a conference. The project is funded
under the Fifth Community Pharmacy Agreement, managed by the Pharmacy Guild
of Australia.

Why did you choose this particular person/group as participants?

The research project aims to develop and implement health literacy educational
resources for pharmacists and pharmacy assistants, which hopes to improve the
communication between the pharmacist and pharmacy assistant with the consumer.
The participants for this project are pharmacists, pharmacy assistants and
consumers.

Health literacy can be defined as one’s ability to access, read, understand and use
health information, either written or verbal, in a way that improves health.

The developed health literacy educational resources require evaluation within the
pharmacy setting prior to wider distribution, and thus you’ve been selected to

participate in this evaluation.

The consumers selected as a part of this study have been selected at random upon
entering the pharmacies involved in the study.

Consumers are eligible to partake in the study if they are 18 years or over.
Consumers who are receiving opioid substitution therapy or the emergency
contraception pill, or do not speak at an adequate English level, will be excluded

from this study.

The aim/purpose of the research
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The aim of the study is to assess the effectiveness of a health literacy educational
resource to improve pharmacy staff knowledge of health literacy, and educate staff
on appropriate communication measures to adopt when interacting with consumers,
called universal precautions in health literacy.

This information will lead to refinement of the educational resources to maximise
their usability and appropriateness for wider distribution in the future.

Possible benefits

Pharmacy staff may develop improved communication skills allowing for more
effective and appropriate consultations with consumers of varying levels of health
literacy. It may improve consumer understanding of medications and advice provided
by pharmacy staff.

What does the research involve?

The study will involve collecting data about yourself, including your age, gender,
reasons for visiting the pharmacy today, and other health conditions that you may
have. During the consultation with the pharmacist or pharmacy assistant, the
pharmacist will be videotaped to record the types of communication techniques they
used when explaining the information to you. After the consultation, you will be
interviewed again to provide feedback about the interaction with the pharmacist or
pharmacy staff member, and how comfortable you feel managing the new
medication or health condition once you leave the pharmacy.

How much time will the research take?
The research is not believed to take longer than 20 minutes, which includes the time
associated with the consultation with the pharmacist or pharmacy staff member.

Inconvenience/discomfort
There are no foreseeable risks other than the inconvenience of your time required.

If you become upset or distressed as a result of your participation in the project, the
researcher is able to arrange for counselling or other appropriate support. Any
counselling or support will be provided by staff who are not members of the research
team and include Lifeline Australia who can be contacted on 13 11 14.

If you have any questions or you would like to talk to someone about the research
project you are free to contact me or my supervisors on the contact details listed
below.

Can | withdraw from the research?

Participation in this research project is voluntary and you are under no obligation to
participate. If you decide to take part and later change your mind, you are free to
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withdraw from the project. Please notify the researchers immediately if you wish to

withdraw from this research project.

Confidentiality

All the information collected from individual participants during the course of this
project will be kept confidential. In any publication and/or presentation information
will be provided in such a way that you cannot be identified. Details of the pharmacy
staff members who speak to the mystery shoppers will not be recorded and these

participants will remain anonymous.

Storage of data

Storage of the data collected will adhere to the University regulations and kept on
University premises in a locked cupboard/filing cabinet for 5 years.

Use of data for other purposes

It is not intended that this data be used for any other purpose for which it is primarily

obtained.

Results

If you would like to be informed of the aggregate research finding, please contact
myself or my supervisors (see below). The findings will be accessible after all data is

collected.

If you would like to contact the
researchers about any aspect of this

study, please contact the Supervisor:

If you have a complaint concerning the
manner in which this research <insert
your MUHREC project number
here> is being conducted, please
contact:

Glen Swinburne B.Pharm (Hons)
Centre for Medicine Use and Safety
Monash University

381 Royal Pde

Parkville, VIC 3052

Australia

I
|
Dr Safeera Hussainy
Centre for Medicine Use and Safety

Executive Officer

Monash University Human Research
Ethics Committee (MUHREC)
Building 3e Room 111

Research Office

Monash University VIC 3800
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Monash University
381 Royal Pde
Parkville, VIC 3052
Australia

Mr Gregory Duncan

Eastern Health Clinical School

Faculty of Medicine, Nursing and Health
Services

Monash University

5 Arnold St

Box Hill VIC 3128
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Appendix 7 — Explanatory statement (Curtin University)

% Crtin Univers: ] Curin Unversiy |
== | Curtin University
. RESEARCH INSTITUTE

Information Sheet: Consumers

Project Title: A controlled trial of a health literacy education
program in community pharmacies

This information sheet is for you to keep.

This information is about a research project being run by the Schools of Pharmacy at
Curtin University, Monash University, and University of Sydney. The project is about
developing a training package for pharmacy staff on how to better deal with the
health information needs of people like yourself. Some people like more health
information, others only want a small amount of simple information, and some need
certain things explained differently to make sure they get the best out of their
medicines. We are training pharmacy staff to better adjust their health language and
the instructions they give, to meet different people’s health information needs.

Why did we choose you as a participant?

The people involved in this project are pharmacists and pharmacy assistants, who
receive our training, and people like yourself, who deal with the pharmacy staff in
your everyday lives. The staff in this pharmacy are participating in our training, and
we want to involve people like yourself to check whether the staff are using what
they’'ve learned.

You are eligible to be involved if you are 18 years old or over. You won’t be needed
for this project if you came into the pharmacy for a dose of Methadone (or similar), or
for the emergency contraception pill, or if you don’t understand English very well.

Possible benefits

We hope that pharmacy staff who finish our training will be better at talking with
people like yourself about health issues and medicines, and will be better at picking
up when you might be confused about something they or another health professional
have said or written. In the long run, our project intends to make pharmacy staff
better communicators, and in turn, make health information easier for everyone to
understand.

What does the research involve?

The study will involve collecting data about yourself, including your age, sex, reasons
for visiting the pharmacy today, and other health conditions that you may have.
During your talk with the pharmacist or pharmacy assistant, and only if you agree,

410



we would like to tape your discussion with the staff member. This is only to later
listen to how the staff member is talking and responding to you. The observer would
also like to talk with you in private after you have finished, to ask how you felt about
talking with the staff member.

How much time will the research take?
The research should take up to 20 minutes, which includes your time with the staff
member.

Inconvenience/discomfort
We don’t need anything from you other than your time on this one occasion, and
won’t be making you do anything embarrassing or hurtful.

This project has been approved by the Curtin University Human Research Ethics
Committee (Approval Number: XXXX). The Committee is comprised of members of
the public, academics, lawyers, doctors and pastoral carers. Its main role is to
protect participants. The Human Research Ethics Committee (Secretary) may be
contacted should participants wish to make a complaint on ethical grounds. If
needed, verification of approval can be obtained either by writing to the Curtin
University Human Research Ethics Committee, c/- Office of Research and
Development, Curtin University of Technology, GPO Box U1987, Perth, 6845 or by

telephoning |

Can | withdraw from the research?

You can say no to this request if you want to. If you decide to take part and later
change your mind, you are free to pull out. This won’t affect the way that the
pharmacy staff deal with you in the future.

Confidentiality

All the information collected from all people involved in this project will be kept
confidential. Nobody will be named or identified in any reports that we write from this
project.

Storage of data
Our universities require us to store the project information for 5 years, but it will be in
a locked cupboard, and then destroyed after this time.

Use of data for other purposes
We won’t be using any information that you give us for any other purpose. There will
be no follow-up contact after today.

Results
If you would like to learn about what we find from our project, we are happy to share

a copy at the end; please let us know.
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Dr Elsamaul (Sam) Elhebir
Senior Research Officer | School of Pharmacy
Faculty of Health Science | Curtin University

Associate Professor Lynne Emmerton
Director of Research Training | School of
Pharmacy

Faculty of Health Science | Curtin University

Professor Jeff Hughes
Head | School of Pharmacy
Faculty of Health Science | Curtin University

Dr Kreshnik Hoti
Lecturer | School of Pharmacy
Faculty of Health Science | Curtin University

Professor Moyez Jiwa

Chair Health Innovation — Chronic Disease
Curtin Health Innovation Research Institute
(CHIRI)
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Appendix 7 — Explanatory statement (The University of Sydney)

THE UNIVERSITY OF
Py SYDNEY

A CONTROLLED TRIAL OF A HEALTH LITERACY EDUCATION PROGRAM IN COMMUNITY
PHARMACIES

Participant Information Statement
(1) What is the study about?

Health literacy refers to the ability of individuals to obtain, understand, and apply
health care information in written, spoken or digital format, and subsequently make
appropriate health-related decisions.! Knowledge of how health literacy affects the
community, and having the knowledge and skills to address some of those effects
will put community pharmacy staff in a strong position to address some of the health
effects of low health literacy. In the pharmacy setting, poor Health Literacy can be an
impediment to consumers’ abilities to clearly articulate the problem for which they
are seeking a solution, to appreciate the potential seriousness of the problem that
they have, and accept advice for referral to their doctor or another health care
professional. However, the health literacy of the pharmacy staff member engaged in
the interaction with the person also has the potential to influence the outcome of the
encounter, and the staff member may not be able to identify the need or persuade

the person to see their doctor.

The research project aims to assess the effectiveness of a health literacy
educational resource to improve pharmacy staff knowledge of health literacy, and
educate staff on appropriate communication measures to adopt when interacting
with consumers, called universal precautions in health literacy. The developed health
literacy educational resources require evaluation within the pharmacy setting prior to

wider distribution, and thus you’ve been selected to participate in this evaluation.

The consumers selected as a part of this study have been selected at random upon

entering the pharmacies involved in the study. Consumers are eligible to partake in
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the study if they are 18 years or over. Consumers who are receiving opioid
substitution therapy or the emergency contraception pill, or do not speak at an

adequate English level, will be excluded from this study.
(2) Who is carrying out the study?

The study is being conducted by a research team comprised of: Dr Betty Chaar
(University of Sydney), Mr Gregory Duncan (Monash University), Mr Glen Swinburne
(Monash University), Associate Professor Lynne Emmerton (Curtin University), and

Research Assistant Miss Kim Bellamy (University of Sydney).
(3) What does the study involve?

The study will involve collecting data about yourself, including your age, gender,
reasons for visiting the pharmacy today, and other health conditions that you may
have. During the consultation with the pharmacist or pharmacy assistant, the
pharmacist will be videotaped to record the types of communication techniques they
used when explaining the information to you. After the consultation, you will be
interviewed again to provide feedback about the interaction with the pharmacist or
pharmacy staff member, and how comfortable you feel managing the new
medication or health condition once you leave the pharmacy.

4) How much time will the study take?

The research is not believed to take longer than 20 minutes, which includes the time
associated with the consultation with the pharmacist or pharmacy staff member.

(5) Can | withdraw from the study?

Participation in this research project is voluntary and you are under no obligation to
participate. If you decide to take part and later change your mind, you are free to
withdraw from the project. Please notify the researchers immediately if you wish to

withdraw from this research project.
(6) Will anyone else know the results?

All the information collected from individual participants during the course of this
project will be kept confidential. In any publication and/or presentation information

will be provided in such a way that you cannot be identified. Details of the pharmacy
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staff members who speak to the mystery shoppers will not be recorded and these

participants will remain anonymous.
(7)  Will the study benefit me?

Pharmacy staff may develop improved communication skills allowing for more
effective and appropriate consultations with consumers of varying levels of health
literacy. It may improve consumer understanding of medications and advice provided

by pharmacy staff.

(8) Can I tell other people about the study?
Yes, you can tell other people about the study.
(9)  What if | require further information?

When you have read this information, the Research Assistant Kim Bellamy will
discuss it with you further and answer any questions you may have. If you would like
to know more at any stage, please feel free to contact Dr Betty Chaar ( +61 2
90367101), Gregory Duncan (+61 412040320), Glen Swinburne (+61 9903 9025) or
Kim Bellamy (+61 451610529).

(10) What if | have a complaint or concerns?

Any person with concerns or complaints about the conduct of a research study can
contact the Deputy Manager, Human Ethics Administration, University of Sydney
on |
I

References

1) Adams R, Appleton SL, Hill CL, Dodd M, Findlay C, Wilson DH. Risks
associated with low functional health literacy in an Australian population.
Medical Journal of Australia 2009; 17: 257 - 9.
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Appendix 7 — Consent form (Monash University)

P4 MONASH University

‘6’ Pharmacy and Pharmaceutical Sciences

A controlled trial of a health literacy education program in community pharmacies
Consumer consent form

NOTE: This consent form will remain with the Monash University researcher for their
records

| agree for the Monash University research project specified above to be conducted
in <specify pharmacy>. | have had the project explained to me, and | have read the
Explanatory Statement, which | keep for my records. | understand that agreeing to

take part means that | am willing to:

Agree to supply personal and health information before the consultation with the
pharmacist or pharmacy assistant

[] Yes [] No

Agree to be videotaped during consultations with the pharmacist or pharmacy
assistant

[] Yes [] No
Agree to be interviewed at the conclusion of the consultation by a research assistant

to gain feedback regarding the consultation with the pharmacist or pharmacy
assistant

[] Yes [] No
and

| understand that participation is voluntary, and that | can choose not to participate in
part or all of the project, and that | can withdraw at any stage of the project

and
| understand that any data that the researcher extracts from the video data collection
or interviews to use in reports or published findings will not, under any

circumstances, contain names or identifying characteristics.

and
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| understand that any information | provide is confidential, and that no information
that could lead to the identification of any individual will be disclosed in any reports
on the project, or to any other party

and
| understand that data from the videotaping and interviews will be kept in a secure
storage and accessible only to the research team. | also understand that the data will

be destroyed after a 5 year period unless | consent to it being used in future
research.

Participant’s name:

Signature: Date:
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Appendix 7 — Consent form (Curtin University)

| CLriin Unioore: 1 curtnumuery |
== urtin University
! RESEARCH INSTITUTE

A controlled trial of a health literacy education program in community
pharmacies
Consumer consent form

NOTE: This consent form will remain with Curtin University researcher for his/her
records.

| agree for Curtin University research project specified above to be conducted in
<specify pharmacy>. | have had the project explained to me, and | have read the
Information Sheet, which | keep for my records. | understand that agreeing to take
part means that | am willing to:

Agree to supply personal and health information before the consultation with the
pharmacist or pharmacy assistant (only what | am comfortable with)

[] Yes [] No

Agree to be audiotaped during my talk with the pharmacist or pharmacy assistant
] Yes [ ] No (you may still
participate)

Agree to be interviewed afterwards by the researcher about how | felt talking with the
pharmacist or pharmacy assistant

[] Yes [] No
and

| understand that participation is voluntary, and that | can choose not to participate in
part or all of the project, and that | can withdraw at any stage of the project

and

| understand that my name, or any other identifying details, will not appear in any
reports from this project

and
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| understand that my tape-recorded talk and my comments to the researcher will be
kept in a locked cupboard at Curtin University, and accessible only to the research
team. | also understand that this information will be destroyed after 5 years unless |
agree to it being used in future research.

Participant’s name:

Signature: Date:
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Appendix 7 — Consent form (The University of Sydney)

THE UNIVERSITY OF

SYDNEY

Dr Betty Chaar Faculty of Pharmacy
Lecturer in Pharmacy Practice Room N508-Building A15
ABN 15 211 513 464 University of Sydney NSW 2006

AUSTRALIA

Miss Kim Bellamy Faculty of Pharmacy
Room N508-Building A15

University of Sydney NSW 2006

AUSTRALIA

PARTICIPANT CONSENT FORM

Ly et e [PRINT NAME], give consent to my
participation in the research project

1. TITLE: A Controlled Trial of a Health Literacy Education Program in
Community Pharmacies

| understand that agreeing to take part means that | am willing to:

Agree to supply personal and health information before the consultation with the
pharmacist or pharmacy assistant

[] Yes [] No

Agree to be videotaped during consultations with the pharmacist or pharmacy
assistant

[] Yes [] No
Agree to be interviewed at the conclusion of the consultation by a research assistant

to gain feedback regarding the consultation with the pharmacist or pharmacy
assistant
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[] Yes

[] No

In giving my consent | acknowledge that:

1. The procedures required for the project and the time involved have
been explained to me, and any questions | have about the project have
been answered to my satisfaction.

2. | have read the Participant Information Statement and have been given
the opportunity to discuss the information and my involvement in the project
with the researcher/s.

3. | understand that this study is completely voluntary — | am not under any
obligation to consent and | can withdraw from the study at any time without
affecting my relationship with the researcher(s) or the University of Sydney
now or in the future.

4, | understand that my involvement is strictly confidential and no
information about me will be used in any way that reveals my identity.

7. | understand that data from the surveys will be kept in a secure storage
and accessible only to the research team. | also understand that the data
will be destroyed after a 5 year period unless | consent to it being used in
future research.

S Lo =T SO

Name

D F= L PRSPPI

| would like to receiving feedback Yes O No O

If you answered ‘Yes’ to ‘Receiving Feedback’. Please provide your details
below

Feedback Option:
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Appendix 7 — Consumer data collection form

MONASH Universi THE UNIVERSITY OF - PR
8 Medicine, Nursing and Health &[t-y;n;c; SYDNEY Curtin Univer sty

Investigator use only

HEALTH LITERACY IN PHARMACY PROJECT code:
CONSUMER DATA COLLECTION FORM (PRE-CONSULTATION)

DEMOGRAPHICS

Geander Male Female ]
Ape 1s-30 [0 31-50 [ s0-64 ] 65-74 [ 73+
State interaction is oocurring within Victoria [ wa [ NEW. [

. . . Not completed high Ccompleted high Higher level of education (2.g.
R schoel [ school [ university/technical schaol) []
What language do you speak most often at homea? |

LEVEL OF MEDICATION MAMNAGEMENT ASSISTANCE REQUIRED

Did you come in to the pharmacy today for yourself or for someone else? Myself I someone else [

if for yourself, do you need assistance with managing your medicines or health? ves [] no [ ma [

If you answered yes to the previous guestion, was this assistance on advice by your
¥ ] MA
doctor or other health professional ? =0 o U u

HEARING AND VISION

Do you (or the person who manages these medicines) wear glassas to read or have any other vision
problems? ves No[]

Do you (or the person who manages these medicines) use a hearing aid or have any other hearing
problems? ves L Mol

HEALTH STATUS

Plaase tell us what health conditions you currenthy have (even if it i minor or not being treatad) and roughly how lang you have
had them for. List balow.

WHAT I5 YOUR REASOM FOR VISITING THE PHARMACY TODAY? [Tick all that apply)
Mew prescription [ |repeat prescription O

Primary care O |seneral health advice O
Other (please specify):

OTHER COMPAENTS
Plzase provide any other comments that you feel are important regarding the consumer:
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Curtin UniversitL
Prarmacy and Phamaceutical Sciences STDNEY -Urkin Urmversity

CONSUMER DATA COLLECTION FORM (POST-CONSULTATION)
PFlease tick “Yes™ for every item that has been asked by the pharmacy staff member. For every item that was not asked please
tick “No”. For questions that require a written response please write the answers in the spaces that have been provided.

MONASH UT'IWErSit‘b,J THE UMIVERSITY OF

PHARMACY INFORMATION

Pharmacy name:

Duration of consultation: Start time: End time: Time taken to be attended to:

Did the pharmacy staff member approach you or did you ask for assistance? O wes [1 Mo

O

- .
Who spoke to you about your medicine(s) or healtth query today? Pharmacist |Assistant

Please answer Yes or Mo to the following statements about the service provided by the person who helped you:

PROCESS STRATEGIES
They used clinical terms/complex words in the counselling session O ves [ N
Thay clarified the meaning of all clinical terms/complex words, if they were used. O ves [ Ne
They spoke in a way that was very clear (e.g. was there an issue with the way the pharmacist or staff
member pronounced words?) L) ves [ Mo
They always spoke at an appropriate pace O ves O He
They always spoke at a volume level that | could hear properly O ves [1 Ho
They repeated all essential information delivered in the counsalling session O vwes 1 Mo
CONTENT STRATEGIES USED BY THE PHARMACIST OR STAFF MEMEBER
How many peints of information about the medicine did the pharmacy staff member provide? [Answer below)
Oo ! O a2 0= O as O s IDBurmnre
Did you fully understand everything the pharmacist or pharmacy staff member said? | O ves | O mo
Please answer Yes or Mo to indicate: ENGAGEMENT STRATEGIES
‘You were given the opportunity to ask guestions O ves O He
Did the pharmacist or staff member ask l:hE quesl:.iuln “what guestions d-l:l o hiwe‘:.‘“ or similar? O ves O o
[Note to data collector — if not exoctly this, check if it waas an open guestion; othenwize answer ‘No’)
Wera you asked to explain the information back (e.z. teach —back) 0 ves O He
‘Were you asked to demonstrate device use, if appropriate? O Yes O Mo
Wera any visual aids used, such as infermation shaets or diagrams, to help with counsaling? 0 ves O Mo
Wera you given printed,/handwritten information [please specify below) ask to see if any uncertainty 0 ves O Mo
An official product information sheet ["CRI7) O |information leaflet |
other printed information 0O |psa self-care card O
Was the purpose of the written materials explained? [ ves [0 Mo
Was the content of the written materials explained? O ves O Mo
‘wiera the materials you were given easy to read? 0 wes [ Mo

1 feel fully capable with managing my medicines or health with the information | was supplied with today

[ strongly disagree | [] Disagree | O Meutral [ O agree | O strongly agree

OTHER COMMENTS

PFlease provide any other comments that you feel are important regarding the consumer consultation
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Appendix 7 — Simulated patient case vignettes

1. Heartburn
a. Patient characteristics: simple, use plain language, don’t ask questions.
b. “I have been having some burning in my chest, and a yucky taste at the
back of my throat”
“Any other symptoms?” No.
“‘Have you used anything?” No
“Any foods that bring it on? Causes?” Not sure. Never thought about
that.
“Worse at night?” Yes
“Had it before?” Yes, a few times. Happens on and off.
“‘How long has it been going on for? Duration?” Had it last night.
“Do you have any radiating pain in chest/arms?” No
“‘Any heart problems?” No
“Any other medications?” No
“Allergies?” No
“Pregnant/BF?” No

Assume the pharmacy staff member will take them to the gastro area.
If not, MS can ask them to show them what they have available. Can
point Mylanta and say that they have seen that at home, | think
someone at home uses it. If asked “Do you know how to use it?” say
I've never used it before.

If asked “Do you have any questions?” say No.
If asked “What questions do you have?” can ask “Why is it called heart
burn? Is it to do with my heart?”

2. Asthma
a. Patient Characteristics: : simple, use plain language, has ventolin
inhaler (unboxed)

“I had difficulty breathing this morning while running. This happened before
and got this puffer from my GP, but | haven’t used it and | am not sure
what to do”

“‘When did you get the puffer/see the Dr?” 6 months ago

“‘How long did you have shortness of breath?” A few hours

‘Do you have asthma? My doctor mentioned it, but | am not sure”

“Is it only during exercise?” Yes

“‘Any allergies?” No

Pregnant/BF? No

“Do you know how to use it?” No, the doctor didn’t explain it

“Any other conditions?” No
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“Do you use any medication/preventer?” No

If asked “Do you have any questions?” say No.
If asked “What questions do you have?” can ask “Should | avoid exercise?

3. Allergy
a. Patient characteristics: simple, plain language, don’t ask questions.

“My partner has red, itchy eyes, runny nose and sneezing”

“Is anything coming out of the eyes?” Yes, just tears.

“Any other symptoms/cough/sore throat/fever?” No

“‘Had it before?” Yes, maybe a year ago.

“Does anything bring it on?” | don’t know.

“‘Have they tried anything for it before?” Yes, Phenergen, but it made
them quite tired so maybe not that.

“Any other medicines?” No.

Pregnant/BF? No

Take in a used strip of Zyrtec and Codral, and say they had this in their
medicine box that they used for a runny nose a few months ago,

wondering if any of these could be useful for their partner.

If asked “Do you have any questions?” say No.
If asked “What questions do you have?” can ask “Can | catch it?”
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Appendix 7 — Simulated patient data collection form

‘ﬁﬂ?’ Fharmacy and Prarmaceutical Scences

78 MONASH University SN dl | Curtin University

Inwestigator wse only
Code:

MYSTERY SHOPPER DATA COLLECTION FORM
Please tick “Yes” for every item that has been asked by the pharmacy staff member. For every item that was not been asked
please tick “Mo”. For questions that require a written response please write the answers in the spaces that have been provided.

PHARMACY INFORMATION
Pharmacy mams:;
Dwration of consultation: Start time: End time: Time taken to be attended to:
Did the pharmacy staff member approach you? O Wes [1 MNo
Did you speak to a pharmacy assistant? O Yes [1 Nao
Did you speak to the pharmacist? O Yes [1 No
SCEMNARID:
PROCESS STRATEGIES
Utilised clinical terms/complex words in the counselling session O tves ] Mo
Clarified the meaning of clinical termsfcomplex words, if they were used. O . Yes I:|- Mo
Heard what the pharmacist or pharmacy staff member said O ves 1 Mo
Spoke at an appropriate pace O fYes 0 Mo
Spoke at a volume level that | could hear properly O ves 1 Mo
Repeated any information delivered in the counselling session O ves 1 Mo
COMNTEMNT STRATEGIES
Prowvided the fiollowing information:
Brand name of the medicine O Kommon side effects O | Contraindications O
Cosage O [Dosage form O | Drug name of the medicine O
Duration of therapy O linteractions with drugs or food O | Number of repeats (if appropriate] |
Proper storage O [Purpose of the medicine O | Route of administration O
Self-monitoring advice O Bevere side effects O | special directions O
What to do if missed dose O
EMGAGMENT STRATEGIES
Provided the opportunity to ask questions O Yes O Mo
Litilised the phrase “What guestions do you have?” O ves O . Mo
Asked you to explain the information back to them [e.g. teach-back) O Yes O Mo
Asked you to demonstrate device use, if appropriate. O Yes O No
Used visual aids to complement counselling O Yes O Mo
Supplied printed,/handwritten information O Yes O Mo
CMI O |Information leaflet O
Cther printed information O [P5ASelf-care card O
Explained the purpase of the written materials O Yes O HNo
Explained the content of the written materials O Yes O Mo
Provided materials that were legibla? O Yes O Mo
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OTHER COMMENTS

Please provide any other comments that you feel are important regarding the mystery shopper — pharmacist/pharmacy staff
member consuftation and visit induding where the consultation was done.

432



433



Appendix 8

Ethics approval for Phase 4 (Chapter 6)
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Appendix 8 — Ethics approval (Monash University)

% MONASH University

Monash University Human Research Ethics Committee (MUHREC)
Research Office

Human Ethics Certificate of Approval

This is to certify that the project below was considered by the Monash University Human Research Ethics Committee.
The Committee was satisfied that the proposal meets the requirements of the Nationol Statement on Ethical Conduct
in Human Research and has granted approval.

Project Number:  CF13/3475 - 2013001778

Project Title: The Usability of a Health Literacy Education Package - Views of Pharmacists And
Pharmacy Assistants

Chief Investigator: Dr 3afeera Hussainy

Approved: From: 21 Movember 2013 To: 21 November 2013

Terms of approwal - Foilure to comply with the terms below is in breach of your approwval and the Australion Code for the
Responsible Conduct of Research.

1

2.
3.

11.

The Chief investigator is responsible for ensuring that permission letters are obtained, if relevant, before any data collection
cam ocour at the specified organisation.

approval is only valid whilst you hold a position at Monash University.

It is the responsibility of the Chief Investigator to ensure that all investigators are aware of the terms of approval and to
ensure the project is conducted as approved by MUHREC.

vou should notify MUHREC immediately of any serious or unexpected adverse effects on participants or unforeseen events
affecting the ethical acceptability of the project.

The Explanatory Statement must be on Monash University letterhead and the Monash University complaints clause must
include your project number.

amendments to the approved project (including changes in personnel]: Require the submission of a Request for
amendment form to MUHREC and must not begin without written approval from MUHREC. Substantial variations may
require a new application.

Future correspondence: Please quote the project number and project title above in any further correspondence.

Annual reports: Continued approval of this project is dependent on the submission of an Annual Report. This is determined
by the date of your letter of approwval.

Final report: & Final Report should be provided at the conclusion of the project. MUHREC should be notified if the project is
discontinued before the expected date of completion.

Monitoring: Projects may be subject to an audit or any other form of monitoring by MUHREC at any time.

Retention and storage of data: The Chief Investigator is responsible for the storage and retention of original data pertaining
to a project for a minimum period of five years.

Professor Nip Thomson
Chair, MUHREC

cc: Mr Gregory Duncan, Dr Kevin McMNamara, Assoc Prof Kay Stewart, Mr Glen Swinburne
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Appendix 8 — Ethics approval (Curtin University)

% Curtin University

Memorandum Facufty of Healtn Sclences

To | Lynne Emmerton School of Pharmacy

From

Subject | Protocol Approval PH-26-13

Date | 147 Ianuary 2014

Copy | Elsamaul Elhebir, seff Hughes, Moyez Jiwa, Kreshnik Hoti

Thank you for your “Form C Application for Approval of Research with Low Risk |Ethical Requirements)™
for the project titled “The wsability of o heoith literocy educotion package - views of phormacists and
pharmocy assistonts”. On behalf of the Human Research Ethics Committee, | am authorised to inform
you that the project is approved.

Approval of this project is for a period of £ years 14012014 to 14/01/2018.

Your approval has the following conditions:
(i} Annual progress reports on the project must be submitted to the Ethics Office.

(i} It is your responsibility, as the researcher, to meet the conditions outlined and to
retain the necessary records demonstrating that these have been completed.

(iii} It is the investigator's responsibility to complete Risk Assessments as appropriate to
the research activities, prior to commencement of this research. The Curtin University

Risk Aszessment form is available hers.

The approval number for your project is PH-26-13. Please quote this number in any future
correspondence. If at any time during the approval term changes/amendments occur, or if 3 serious or
unexpected adverse event ocours, please advise me immediatehy.

Sincerehy,

-
Research & Development Support Coordinator
School of Pharmacy

Please Note: The following standamd statement must be included in the information sheet to participants:

This study hos been approved under Curtin University s process for lower-risk Studves (Approval Numbar PH-26-13). This process
complias with the National Stotement on Ethical Condwet in Human Research [Choptar 5.1 7 and Chapers 5.1.18-5.1.21).

For furthar informotion on this study contoct the rescanchars namad obove or the Curtin University Human Research Etfics
Committea. o/~ Office of Research and Deveiopmant, Curtin Univarsity, GPO Box V1987, Parth 5845 or by telaphoning 9265 9723

or by emailing frec@ curtin.edu. ow.
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Appendix 9

Phase 4 (Chapter 6) supplementary materials:

e Explanatory statements
e Consent forms
e HelLP focus group question guide
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Appendix 9 — Explanatory statement (Monash University)

7 MONASH University

EXPLANATORY STATEMENT

Pharmacy staff members (Pharmacists and pharmacy assistants)

Project: The usability of a health literacy education package — views of pharmacists
and pharmacy assistants.

Dr. Safeera Hussainy Mr. Glen Swinburne

Centre for Medicine Use and Safety | NN

| I
-

Dear <Title/name>,

My name is Glen Swinburne B.Pharm (Hons) GCPharmPrac and | am conducting a
research project with Dr. Safeera Hussainy, Mr Gregory Duncan, Dr. Kevin Mc
Namara and Associate Professor Kay Stewart at the Centre for Medicine Use and
Safety, Faculty of Pharmacy and Pharmaceutical Sciences, Monash University. | am
conducting this research project towards a Doctor of Philosophy at Monash
University. This means that | will be writing a thesis which is the equivalent of a 300
page book. A report of the project may also be submitted for publication in a journal
or be presented at a conference. The study is funded by the Department of Health
and Ageing, and managed by the Pharmacy Guild of Australia through the Fifth

Community Pharmacy Agreement.

What does the research involve?

The aim of this study is to elicit your views on the design, effectiveness and usability
of the health literacy educational program that you have been using since August

2013.

440



We are inviting you to participate in a group discussion, which is known as a focus
group, so that the researchers can refine the health literacy educational program
prior to wider dissemination to other pharmacists and pharmacy assistants.

Participation in this study involves a group discussion (a focus group) with other
<pharmacists> OR <pharmacy assistants>. Ten < pharmacists> OR <pharmacy
assistants> will be invited for discussion, which will last approximately two hours.
The group discussion will take place at a place and time convenient for all the
participants. | will be moderating the group discussion. Another member of the
research team will also be present to take some written notes of the discussion. All
participants will be asked to sign a confidentiality statement prior to the
commencement of the group discussion to ensure all material discussed amongst
group remains private. The discussion will be audio-recorded to make sure that we
do not miss any valuable information provided by the participants. If you prefer for
you input not to be recorded, the recording will be ceased while you speak, and
recommenced when you have finished. You will be identified only by a unique code
in the transcript; any personal information that could reveal the identity of individual
participants will be removed from the transcript.

Why were you chosen for this research?

You have been chosen for the study due to your prior participation in the health
literacy educational program implementation and training in your pharmacy.

Participants must be aged 18 years or over to take part in this study.

Possible benefits from this study

While no direct benefit currently exists from this study, it will aid in the refinement a
health literacy educational package that will help pharmacists and pharmacy staff
members develop improved communication skills allowing for more effective and
appropriate interactions with consumers of varying levels of health literacy. It may
improve consumer understanding of medications and advice provided by pharmacy
staff.

Consenting to participate in the project and withdrawing from the research
Participating in this study is voluntary, it is up to you to decide whether to take part or
not. If you choose not to take part, this will not affect your relationship with Monash
University, the researchers or other stakeholders. However, your taking part will be
very useful for us. Even if you consent to participate, you may withdraw at any time
prior to the group discussion. Once the group discussion has been conducted, any
information provided by you during the discussion will be utilised in a way that will
make you unidentifiable, in the study results.
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Possible inconvenience or discomfort

There are no foreseeable risks other than the inconvenience of your time required to
attend the group discussion or potential discomfort while answering questions during
the group discussion. The moderator during the group discussion will not ask you
any personal or sensitive questions. You will also be given a copy of the questions
that will be asked in the group discussion prior to attending. If you have any
concerns about the questions you can contact the researchers on the details
provided below prior to the group discussion. If you become upset or distressed
during or after the group discussion, please notify the moderator or the researchers
immediately and they will be able to arrange for counselling or other appropriate
support. Any counselling or support will be provided by staff who are not members of
the research team and include Lifeline Australia who can be contacted on 13 11 14.

Confidentiality

All the information collected from individual participants throughout the course of this
study will be kept confidential. To ensure your participation remains anonymous and
confidential, we will ask all participants in the group discussion to sign a
confidentiality declaration form.

Storage of data

Storage of the information will adhere to the Monash University’s regulations.
Audiotapes and transcripts will be kept in the University premises in a locked cabinet
for 5 years and electronic data or files will be stored in a password protected
computer.

Results
If you would like to be informed of the study findings or would like to obtain a copy of

the study report, please contact Glen Swinburne N
I T he findings will be accessible after all data is

collected.
Complaints

Should you have any concerns or complaints about the conduct of the project,
you are welcome to contact the
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Executive Officer, Monash University Human Research
Ethics (MUHREC):

Executive Officer

Monash University Human Research Ethics Committee
(MUHREC)

Room 111, Building 3e

Research Office

Monash University VIC 3800

If you would like to contact the researchers about any aspect of this study,
please contact one of the investigators below:
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Dr. Safeera Hussainy B.Pharm (Hons) PhD GCHE
(Chief investigator)

Lecturer, Academic supervisor

Centre for Medicine Use and Safety,

Monash University

Glen Swinburne B.Pharm(Hons) GCPharmPrac
(Student researcher)

PhD candidate

Centre for Medicine Use and Safety,

Monash University.
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Appendix 9 — Explanatory statement (Curtin University)

: : . % Curtin University
C u rt] n U n] U e rS] tg CURTIN HEALTH INNOVATION
RESEARCH INSTITUTE

EXPLANATORY STATEMENT

Pharmacy staff members (Pharmacists and pharmacy assistants)

Project: The usability of a health literacy education package — views of pharmacists
and pharmacy assistants.

Dr Elsamaul (Sam) Elhebir Associate Professor Lynne Emmerton
Senior Research Officer | School of Director of Research Training | School
Pharmacy of Pharmacy

Faculty of Health Science | Curtin Faculty of Health Science | Curtin
University University
I
| |

Dear <Title/name>,

| am writing to you regarding a research project being conducted collaboratively by
the Schools of Pharmacy at Curtin University, Monash University, and The University
of Sydney. Since your pharmacy has patrticipated in the research project and
received our health literacy training, we would like to invite you to participate in our
focus groups.

What does the research involve?

The aim of this study is to elicit your views on the design, effectiveness and usability
of the health literacy educational program that you have been using since August
2013.

We are inviting you to participate in a group discussion, which is known as a focus
group, so that the researchers can refine the health literacy educational program
prior to wider dissemination to other pharmacists and pharmacy assistants.

Participation in this study involves a group discussion (a focus group) with other
pharmacists and pharmacy assistants, with up to 10 participants per group. Each
focus group will last up to two hours. The group discussion will take place at a place
and time convenient for all participants. | will be moderating the group discussion.
Another member of the research team will also be present to take some written
notes of the discussion. All participants will be asked to sign a confidentiality
statement prior to the commencement of the group discussion to ensure all material
discussed amongst group remains private. The discussion will be audio-recorded to
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make sure that we do not miss any valuable information provided by the participants.
If you prefer for your input not to be recorded, the recording will be ceased while you
speak, and recommenced when you have finished. You will be identified only by a
unigue code in the transcript; any personal information that could reveal the identity
of individual participants will be removed from the transcript.

Why were you chosen for this research?

You have been chosen for the study due to your prior participation in the health
literacy educational program implementation and training in your pharmacy.

Participants must be aged 18 years or over to take part in this study.
Possible benefits from this study

While no direct benefit currently exists from this study, it will aid in the refinement of
the health literacy educational package to help pharmacists and pharmacy staff
members develop improved communication skills, allowing for more effective and
appropriate interactions with consumers of varying levels of health literacy. It may
improve consumer understanding of medications and advice provided by pharmacy
staff.

Consenting to participate in the project and withdrawing from the research
Participating in this study is voluntary; it is up to you to decide whether to take part or
not. If you choose not to take part, this will not affect your relationship with any of the
researchers or other stakeholders. However, your taking part will be very useful for
us. Even if you consent to participate, you may withdraw at any time prior to the
group discussion. Once the group discussion has been conducted, any information
provided by you during the discussion will be utilised in a way that will make you
unidentifiable in the study results.

Possible inconvenience or discomfort

There are no foreseeable risks other than the inconvenience of your time required to
attend the group discussion or potential discomfort while answering questions during
the group discussion. The moderator during the group discussion will not ask you
any personal or sensitive questions. You will also be given a copy of the questions
that will be asked in the group discussion prior to attending. If you have any
concerns about the questions you can contact the researchers on the details
provided below prior to the group discussion. Should you have any questions about
the project in the meantime, please feel free to contact me.

Confidentiality

All the information collected from individual participants throughout the course of this
study will be kept confidential. To ensure your participation remains anonymous and
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confidential, we will ask all participants in the group discussion to sign a
confidentiality declaration form.

Storage of data

Storage of the data collected will adhere to the University regulations and kept on
University premises in a locked cupboard/filing cabinet for 5 years.

Results

If you would like to be informed of the aggregate research finding, please contact me
(see below). The findings will be accessible after all data are collected.

If you would like to contact the researchers about any aspect of this study, please
contact one of the investigators below:

Dr Elsamaul (Sam) Elhebir Associate Professor Lynne Emmerton
Senior Research Officer | School of Director of Research Training | School
Pharmacy of Pharmacy

Faculty of Health Science | Curtin Faculty of Health Science | Curtin
University University
I |
I 00

Professor Jeff Hughes Dr Kreshnik Hoti

Head | School of Pharmacy Lecturer | School of Pharmacy
Faculty of Health Science | Curtin Faculty of Health Science | Curtin
University University

Professor Moyez Jiwa

Chair Health Innovation — Chronic
Disease

Curtin Health Innovation Research
Institute (CHIRI)

This project has been approved by the Curtin University Human Research Ethics
Committee (Approval Number: PH-26-13). The Committee is comprised of members
of the public, academics, lawyers, doctors and pastoral carers. Its main role is to
protect participants. The Human Research Ethics Committee (Secretary) may be
contacted should participants wish to make a complaint on ethical grounds. If
needed, verification of approval can be obtained either by writing to the Curtin
University Human Research Ethics Committee, c/- Office of Research and
Development, Curtin University of Technology, GPO Box U1987, Perth, 6845 or by

telephoning I
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Thank you,

Dr Sam Elhebir
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Appendix 9 — Consent form (Monash University)

= MONASH University

CONSENT FORM

Pharmacy staff members (Pharmacists and pharmacy assistants)

Project: The usability of a health literacy education package — views of pharmacists
and pharmacy assistants.

Chief Investigator: Safeera Hussainy

| have been asked to take part in the Monash University research project
specified above. | have read and understood the Explanatory Statement and |
hereby consent to participate in this project.

| consent to the following: Yes

| agree to be involved in a focus group (group discussion) of up to 10 [ ]
people

| agree to allow the interview to be audio-taped ]

| agree for any information provided by me in this research projectto [ ]
be utilised in a way that keeps me anonymous

1. lunderstand that my participation is voluntary, that | can choose not to
participate in part or all of the project, and that | can withdraw at any
stage of the project prior to the commencement of the group discussion
without being penalised or disadvantaged in any way.

2. lunderstand that | will be offer the opportunity to view a transcript of
data concerning me for my approval before it is included in the write up
of the research.

3. lunderstand that | may ask at any time/prior to giving final consent and

commencement of the group discussion (focus group session) for my
data to be withdrawn from the project.
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4. |l understand that no information | have provided that could lead to the
identification of any other individual will be disclosed in any reports on
the project, or to any other party.

5. lunderstand that data from the group interview (focus group) will be
kept in secure storage and accessible to the research team. | also
understand that the data will be destroyed after a five year period unless
| consent to it being used in future research.

Name of
Participant
Participant
Signature Date

Please return the consent form in the reply paid envelope to:
Glen Swinburne

Department of Pharmacy Practice

Monash University

381 Royal Parade

Parkville VIC 3052

o

Thank you for your participation
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Appendix 9 — Consent form (Curtin University)

% Curtin University

CURTIN HEALTH INNOVATION
RESEARCH INSTITUTE

Curtin University

CONSENT FORM

Pharmacy staff members (Pharmacists and pharmacy assistants)

Project: The usability of a health literacy education package — views of pharmacists
and pharmacy assistants.

| have been asked to take part in Curtin University research project specified
above. | have read and understood the Explanatory Statement and | hereby

| consent to the following: Yes No
| agree to be involved in afocus group (group discussion) of up to 10 [ ] ]
people

| agree to allow the interview to be audio-taped L] L]
| agree for any information provided by me in this research projectto [ ] ]

be utilised in a way that keeps me anonymous

consent to participate in this project.

1. lunderstand that my participation is voluntary, that | can choose not to
participate in part or all of the project, and that | can withdraw at any
stage of the project prior to the commencement of the group discussion
without being penalised or disadvantaged in any way.

2. lunderstand that I will be offered the opportunity to view a transcript of
data concerning me for my approval before it is included in the write up
of the research.

3. lunderstand that | may ask at any time/prior to giving final consent and
commencement of the group discussion (focus group session) for my
data to be withdrawn from the project.

4. lunderstand that no information | have provided that could lead to the

identification of any other individual will be disclosed in any reports on
the project, or to any other party.
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5. lunderstand that data from the group interview (focus group) will be
kept in secure storage and accessible to the research team. | also
understand that the data will be destroyed after a five year period unless
| consent to it being used in future research.

Name of Participant

Participant Signature
Date

Please return the consent form to:
Dr Elsamaul (Sam) Elhebir, Senior Research Officer | School of Pharmacy,

Faculty of Health Science | Curtin University. | I
e

Thank you for your participation
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Appendix 9 — HeLP focus group question guide

HeLP focus group questions
Trainer group questions (GROUPS 1 AND 3)

1. I'm interested in your experiences with giving the health literacy training, including
the training package. Can you tell me what you thought of it?
e Prompts
o Type of training — was it convenient?
Was it user friendly?
Was it practical?
What did you think of the length of the training package?
How did you find the detail in the package?
Was it clear in your mind how the training would improve practice?
Did the training build on your previous knowledge?
Did you enjoy doing the health literacy training? What was it that you
liked? What was it that you disliked?
2. Did the training format make learning easy? Was the content interesting and
appropriate?

O O 0O O O O O

o Layout, sequence, activities provided.
3. In terms of delivering the training in your pharmacy, what sort of things made it
more difficult or easy?

e Prompts

o Time taken to deliver the training

o Skill level and perceived ability to influence implementation (self-
efficacy)
Dedication (attitudes)
Person driving it
Peer pressure among staff or managers (subjective norms)
Consumer need (subjective norms)

o Rewards
e What would make it better or more effective?

4. How did your staff respond to the training from your perspective?

o O O O

¢ Did it change the way other staff may look to you for support or advice in
regards to communication with consumers, or health literacy?
e Was this type of training (train-the-trainer) effective over other methods you've
previously used?
5. Did you feel the training prepared you adequately to change the way you
interacted with clients once you finished it?

e Was the training relevant to your everyday practice?
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e Did it extend what you already know and practice in this area?
6. What were your experiences in trying to use what you’ve learned in practice in
terms of counselling individual patients?

e Prompts
o If you assumed that a person had limited health literacy until proven
otherwise.
o Inlooking/listening for clues of person’s health literacy ability
o If you attempted to ask “What questions do you have for me?” or
similar phrasing.
7. What changes have you found in how patients respond when you counsel in the
manner recommended?

e Prompts
o Different aspects of universal precautions
o Tell me about how you counselled clients as a result of training.
o What other changes have happened in your pharmacy overall as a
result of the training?
= Environment
= Management approaches (training, staff performance reviews,
policy etc.)
= Other staff changing practice, plus their reactions to changes.
o If changes occurred, how did clients react to these? Did they give any
feedback or say anything about this new way of explaining things to
them about their medicines?

8. If you have made changes to the way you deal with clients, how long do you think
your changes to practice will be sustained? What were the steps you have taken to
make sure the changes would be implemented and sustained in your practice?

e Prompts
o Have you developed new habits? (e.g. reminder systems)
o Did you feel unnatural or uncomfortable? If so, how long did that last?
o Have environmental changes in the pharmacy become ‘permanent’?
9. Would you like to do more training like this? Does the style of delivery (by staff in-
house) suit your practice?

Training participant group questions (GROUPS 2, 4 AND 5)
USABILITY OF THE TRAINING PACKAGE
1. I’'m interested in your experiences with receiving the health literacy training. Can

you tell me what you thought of it?
e Prompts
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Type of training — was it convenient?

Was it user friendly?

Was it practical?

What did you think of the length of the training package?

How did you find the detail?

Was it clear in your mind how this would improve practice?

Did the training build on your previous knowledge?

Did you enjoy doing the health literacy training? What was it that you
liked? What was it that you disliked?

2. Did the format make learning easy? Was the content interesting and appropriate?

0 O O 0O 0O 0o 0 O

e Did you find it challenging?

e Layout, sequence, activities provided.
3. In terms of delivering the training in your pharmacy, what sort of thing made it
more difficult or easy?

e Prompts
o Time taken to deliver the training
Skill level (self-efficacy)
Dedication (attitudes)
Person driving it
Peer pressure among staff or managers (subjective norms)
Consumer need (subjective norms)
o Rewards
e What would make it better or more effective?
4. Did you feel the training prepared you adequately to change the way you
interacted with clients once you finished it?

0 O O O O

e Was the training relevant to everyday practice?

e Did it extend what you already know and practice in this area?
5. What were your experiences in trying to use what you’d learned in practice in
terms of counseling individual patients?

e Prompts
o If you assumed that a person had limited health literacy until proven
otherwise.
o Inlooking/listening for clues of person’s health literacy ability
o If you attempted to as “What questions do you have for me?” or similar
phrasing.
6. What changes have you found in how patients respond when you counsel in the
manner recommended?

e Prompts
o Different aspects of universal precautions
o Tell me about how you counselled clients as a result of training.
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o What other changes have happened in your pharmacy overall as a
result of the training?
=  Environment
= Management approaches (training, staff performance reviews,
policy etc.)
= Other staff changing practice, plus their reactions to changes.
o If changes occurred, how did clients react to these? Did they give any
feedback or say anything about this new way of explaining things to
them about their medicines?
7. If you have made changes to the way you deal with clients, how long do you think
your changes to practice will be sustained? What were the steps you have taken to
make sure this would be implemented and sustained in your practice?

e Prompts
o Have you developed new habits? (e.g. reminder systems)
o Did you feel unnatural or uncomfortable? If so, how long did that last?
o Have environmental changes in the pharmacy become ‘permanent’?
8. Would you like to do more training like this? Does the style of delivery (by staff in-
house) suit your practice?
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