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Learning objectives for this training workshop 
By the end of the workshop participants will: 

• understand more about the history and background to health literacy in New Zealand 

• understand their role in building health literacy 

• understand the Three Step Model to building health literacy 

• understand how the Three Step Model can be combined with the care planning process 

• have identified how this combined approach impacts on the care planning model that 

participants currently use 

• have used their care planning model to map at least one long-term condition 

• have identified actions to improve their care planning model. 

 

History of health literacy 
Health literacy has come from the US where it has been an important part of health 

research and public policy for nearly 40 years. Most of our understanding of health 

literacy in New Zealand has been based on US research. 

Health literacy has gone through three main stages in the USA: 

 

Now there is a greater understanding of the role that the health system, including health care 

providers, plays in health literacy. Research has shown that the actions of health 

professionals can be limited by barriers within the health system. So, any discussion on 

health literacy and interventions to develop people’s health literacy needs to look at ways the 

health system can support health professionals and people to develop health literacy. 
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Health literacy statistics in New Zealand 
New Zealand was one of a number of western countries (Australia, United States of America, 

Canada, Italy and others) which took part in the 2006 Adult Literacy and Life Skills (ALLS) 

Survey. The questions in the survey were about health promotion, health protection, disease 

prevention, health care maintenance and system navigation. 

 

Results from the 2006 ALLS Survey showed 

that more than 56% of adult New Zealanders 

(more than 1.6 million people) are not able to 

obtain and understand basic health 

information and services to make informed 

and appropriate health decisions. People 

have low health literacy because information 

in health situations is often unfamiliar and 

complex.  

▪ Māori and Pacific have lower health 

literacy than non-Māori. 

▪ Older people and younger people also 

have low health literacy as do people who 

are unemployed, don’t have English as 

their first language or live in rural areas. 

▪ The largest population in New Zealand 

with low health literacy is Pākehā.  

Every person in New Zealand (including 

health professionals) will have at least one 

episode of low health literacy in their lifetime 

when they or a family member is diagnosed 

with a new condition or disability. In the initial 

stages, people’s knowledge is low but 

gradually they acquire new knowledge and 

skills about the condition or disability and so 

their health literacy improves. 
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A framework for health literacy 
This framework reflects how each part of the health system can contribute to building health literacy so that all New Zealanders 

can make informed decisions about managing their health, or the health of those they care for. 
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Demands placed on people with asthma  
This list was developed as part of the He Māramatanga Huangō: Asthma Health Literacy for 

Māori Children in New Zealand research (Jones et al, 2015). This list shows the complexity 

of demands placed on people and whānau with asthma. 

This list does not include any of the generic health-related knowledge demands e.g. how to 

call an ambulance, find your way to a hospital appointment or read health information/ 

pamphlets. 
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Complexity for people with long-term 
conditions (LTCs) 
Bloom’s Taxonomy was developed in 1956 by educational psychologist, Benjamin Bloom. 

The taxonomy was revised in 2001 and focuses on the steps to acquiring knowledge and 

then using this knowledge (Anderson et al, 2001). 

Using prescribing an asthma inhaler for the first time as an example: the person would have 

to remember everything we told them about using this inhaler with a spacer device and then 

try and understand this information. 

The person would then have to apply the inhaler and spacer as directed and analyse when 

to use it in relation to asthma symptoms. 

The person would need to be able to evaluate and make judgements as to whether the 

inhaler is effective in improving asthma symptoms and finally put all this information together 

in new ways to create new information e.g. how to use the inhaler prior to exercise so as to 

prevent symptoms developing. 
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Scaffolding 
When builders construct a new building they put scaffolding up so they can work safely as 

they build each storey. When a patient or their child is diagnosed with a new health condition 

or disability they may have very little prior knowledge of the condition or disability. The 

patient needs to quickly learn a lot of new information so they can manage their or their 

child’s new condition or disability.  

When a patient needs to learn a lot of new information, you need to plan how you are going 

to ‘scaffold’ that new information: 

 

Plan to give all the new information in chunks that build on each other and make sense. Help 

the patient gain all the knowledge they need to take action around their new condition. 

Teachable moments 
Teachable moments are based on the adult learning principles that adults learn best 

when they are: 

▪ motivated 

▪ learning something relevant 

▪ responsible for their own learning. 

A teachable moment is when someone asks you a question or makes a comment about their 

condition e.g. “First person to have breast cancer in the family”. You need to recognise 

teachable moments, acknowledge them (“That’s a good question” or “It’s interesting you 

raised that”) and then respond to the patient by giving the information they want. 
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Spoken language 
Spoken language is the basis of how we communicate information and ideas, develop our 

thinking and build understanding. But giving information by speaking to someone is not 

enough. The patient listening to the information must understand the information for the 

communication to be effective. 

This is not as easy as it sounds. We know that all health professionals intend to 

communicate clearly with patients and whānau. So even though you might intend to 

communicate one thing (importance of using both reliever and preventer inhalers) what the 

other person hears and thinks you said is what they end up believing you said (You think I 

am a bad mother because I said my daughter wasn't using both relievers all the time.)  

Once a person believes something then their beliefs become facts to them. (You think I am a 

bad mother because my daughter wasn't using both relievers all the time. Why should I listen 

to you? You don’t know how hard it is doing two jobs and trying to look after my daughter’s 

asthma.) 

The person speaking is responsible for making sure that they have been clear and the 

listener understands. Checking you have been clear involves asking the listener questions, 

getting them to demonstrate what to do based on the information you gave, or asking them to 

explain what they are going to do. 

This is the basis of Step 3 (Check you have been clear). 
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Super tool 1 underpinning the Three Step 
Model: Asking questions, not making 
assumptions 
Assumptions are really helpful in our daily lives. We assume the sun will come up in the 

morning, that the alarm will wake us up and that the bus or train will turn up on time. 

However, assumptions are not at all helpful in health care settings. If you make an 

assumption you may make an incorrect assumption which may mean you give the wrong 

information to someone. It could also mean you assume that person knows a lot about their 

condition and another person knows less based on people's occupations or what they are 

wearing.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

To make sure you don't make assumptions you need to ask more questions, especially open 

questions. 

  

 

Before you 

assume, there’s 

this thing called 

asking. 
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The New Zealand Medical Journal: 5th November 2010, Volume 123 Number 1325 

Letter to the Editor  

My doctor has encouraged me to write to you because this is a case of all the medical 

profession assuming that a patient automatically understands what is meant by a non-

medical phrase, and he has pleaded guilty too. 

In June 2009 I had a radical prostatectomy and, afterwards, was told to do the pelvic floor 

exercises to reform and strengthen the muscles that control the bladder. However, even 

though I read all the literature provided and listened to the hospital specialists and nurses, 

never was it explained that the exercises did not have to be done while sitting on the floor, 

but were actually a group of muscles at the base of the abdomen called “the pelvic floor”. 

Only when I received a pamphlet from ACC in September 2010 was it explained clearly! 

Consequently I only did them intermittently because it was too painful when getting down to 

the floor. In June this year, because the incontinence had not stopped I had a loop inserted. 

To sit at all for some weeks was painful so the exercises again were only done intermittently. 

Later I was given a rubber-ring cushion that women apparently use when they have just had 

babies, because they have similar problems as I have recently had. 

Although now retired I am considered reasonably intelligent (two post-graduate degrees) but 

am single, and do not know about these things that seem to be common knowledge to 

women and the medical/nursing profession. 

As prostate cancer is so common, and the government is combating it vigorously, it may help 

some other bachelor if the nurses ensure that he knows what is meant by the terms used. I 

have got used to the amusement this has occasioned amongst my retired nursing friends, so 

would ask you to publish this as it may help others in a similar position to myself. 

David H B Speary 
Auckland 

(Speary, 2010) 

What assumptions were made here? 

 

 

What questions could health professionals have asked that would have helped the patient? 
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Super tool 2 underpinning the Three Step 
Model: Listening 
If you are going to ask more questions, this means you are going to have to do more 

listening. A lot of health information is given verbally, generally face-to-face and sometimes 

over the phone. 

Listening is more difficult than reading because: 

▪ listening happens in real time 

▪ the person listening is not in control of how quickly the other person is speaking 

▪ often the person listening has no written material to refer back to. 

Everyone has a purpose for speaking and as a result every listener has a reason for 

listening. Understanding happens when both the person speaking and the person listening 

have the same purpose e.g. to provide information about how to manage COPD (speaker) 

and to get information about how to manage COPD (listener). 

Make sure you don’t speak too quickly, especially if people don’t have English as their first 

language. 

You need to check that you have been clear and that the person listening to you understands 

what you are saying - Step 3 of the Three Step Model. If not, you need to go back to Step 2 

of the Model, change what you are saying and how you are saying it, and give the 

information and instructions again in a way that links to what the person said at Step 3. 
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There are two types of listening: 

▪ listening to reply 

▪ listening to understand. 

As a health professional, you need to listen to understand. 

 

 

 

 

 

 

 

 

 

 

 

 

Listening to reply Listening to understand 

 
 
 
 
 
 
 
 
 
 
 

 

 

 

  

 

Most people do not 

listen with the intent to 

understand; they listen 

with the intent to reply. 

Stephen R Covey (1932-2012) 

Rehearsing your answer 

Paying attention and 

checking 

understanding 
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Listening to understand 

We are not always good listeners. It is very easy to get distracted while someone is talking to 

you. Listening to understand is a skill that you can learn and practise. There are five main 

stages of listening to understand. 

Stage one – pay attention 

▪ Focus on the person. 

▪ Do not think about how you will reply (that is listening to reply not listening to 

understand). 

▪ Use ‘open’ body language. 

If you have trouble staying focused on the person, make notes.  

Stage two – show the person you are listening 

You can do this by nodding and saying things like “yes” or “okay” and writing notes of what 

they have said e.g. a list of their questions.  

Stage three - paraphrasing 

Paraphrasing means saying back what we think the person has said to check you have 

received their message. 

▪ “Are you saying that …” 

▪ “I just want to check that I heard that right, you …” 

▪ “So your doctor said this and then …” 

▪ “I think you are saying …” 

Emotional messages and paraphrasing 

Often when you are listening to understand you pick up an emotional message. This means 

that you can see or hear that the person has strong feelings about something. You will pick 

this up through body language, tone of voice and from the person’s words.  

Sometimes, it is helpful if you identify these feelings when you are paraphrasing. This shows 

the person that you are listening. 

▪ “You sound like you are under a lot of pressure, is that right?” 

▪ “It sounds like this is making you stressed.” 

Stage four – let the person finish speaking 

Sometimes people have not finished saying everything they want to say before we start 

talking again. Make sure the person has finished and don’t interrupt the person while they 

are speaking. 

Take a short pause after the person has stopped talking. This is called ‘wait time’. The 

person may have stopped just to get their thoughts or emotions together and might want to 

continue talking. 
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Stage five – asking questions to clarify 

Once you have listened to the person you sometimes want to know more. This means you 

need to ask questions to get more information. To check that you have heard the answers to 

the questions correctly, use paraphrasing. 

▪ “I just want to check that these are all the things that are worrying you.” 

▪ “So, from what you have told me you want to change your medicine.” 

▪ “So I think you are saying that the rehab programme is not right for you.” 
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The Three Step Model 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Step 2: You are already doing some of 

this 

Build new information onto what people 

already know. 

At the end of Step 2 ask “Most people have 

lots of questions. What are your questions?” 

Step 3: This is the hardest step and needs lots 

of practice 

“I want to check I’ve been clear. What are you going 

to do when you get home?” 

“I want to check I’ve been clear. What are you going 

to say to your partner?” 

Step 1: This is the most important 

step and easiest to do 

“Tell me what you know/think/believe/ 

do …” 

Set an agenda, “So how have you 

been since you were 

here last?” 
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Step 1: Ask (find out what people know, think, 
do and believe) 
This is the most important part of the model. Everyone who comes into your health setting 

has existing knowledge and beliefs, even if they are incorrect. 

Step 1 helps: 

▪ you uncover what patients already know, think, do and believe 

▪ you plan how much information you will give patients and in what order in Step 2 

▪ patients recall what they already know so they can make connections to the new 

information you give them. 

When you are talking to patients, listen to what the patient tells you and acknowledge what 

they know. 

Also listen to the words the patient is using. For example, if they say they have “runny poos” 

this shows they either don't know or are not confident to use the word diarrhoea. So, use the 

words they used "You said you have runny poos” and later you can say “Have you ever 

heard the word diarrhoea? Yes it's a hard word to say and harder to spell. Well it means just 

what you said - runny poos." 

Sometimes patients will have incorrect knowledge or beliefs about their health condition. To 

add new correct information you are going to have to deal with that incorrect knowledge in a 

way that recognises the patient may have held these beliefs for a long time and that there 

are very valid reasons for those beliefs. If you just add new information without addressing 

the incorrect beliefs the patient may reject the new information because it doesn’t fit with 

what they already know. 

So, if someone says to you: 

“I get gout because I eat too much seafood.” 

You could say: 

“A lot of people think when they eat seafood they get a gout attack. We have a lot more 

information now that gout is about how your kidneys get rid of uric acid and this is often 

affected by our genes. Some people have genes which mean their body produces too much 

uric acid and some people have genes which mean their kidneys don't get rid of enough uric 

acid."    

Setting an agenda  

During Step 1 it is useful to ask the patient the things they want to discuss. For example 

"Today I would like to find out how you are feeling and then talk about your test results. What 

would you like to talk about? Ok I will write that down. What else is worrying you? Okay I 

have written that down - anything else?"   

Keep asking questions until the patient says they don't have anything else to talk about. Then 

show the patient the list and say “Today we can cover two or three of these. Which ones do 

you want to talk about first?"   
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Basis for Step 1 - prior knowledge  

Everyone has prior knowledge about their health. This is the basis for Step 1. Sometimes 

patients know a lot and what they know is correct. Other times patients don’t know very much 

or what they know isn’t quite correct.  

 

 

 

 

 

 

 

 

Everyone has been in the situation where someone has told you something you already 

know. Sometimes you feel frustrated or you get distracted because you think “I know this 

already”. 

We have also been in the situation where someone has told us something and it makes no 

sense in relation to what we already know, so we reject the new information.  

If you find out what patients know, you can then add new information to their prior 

knowledge. This might mean you don’t have to say very much at all in Step 2, and patients 

feel good when they have their prior knowledge validated. 

If patients have incorrect beliefs then these can be addressed in Step 2. 

Finding out what patients know is the most important step. If you don’t find out what patients 

know at the beginning, but just give them new information, they could easily reject that new 

information if it doesn’t make sense with what they already know. They might be able to 

repeat the information back to you (Step 3) but will still not act on it because the information 

hasn’t been linked to what the patient already knows. 

  

New information  

Fruit juice has too 

much sugar in it   

Prior knowledge 

Eating fruit is 

healthy   
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Ask these questions at the beginning in a conversational, 

friendly tone. The tone you use is important because suddenly 

asking someone to tell you everything they know about 

something can seem threatening and may put some patients 

off. 

Try putting the words ‘Tell me’ in front of any questions you ask 

e.g. “Tell me what you know about what could happen next.” 

This signals to the patient that you are not expecting a very 

short answer. 

“Tell me what you know about your kidney disease.” 

Or you could prompt the patient by saying “Did anyone say 

anything about having to go on dialysis?” 

This helps the patient remember something in their short-term 

or long-term memory. 

“Have you ever used or heard about this medicine before?” 

“What did they say about your cough?” 

 

Tips for 

finding out 

what people 

know 
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Step 2: Build (people’s health literacy to meet 
their needs) 
There are a number of strategies you can use in this step.  

The strategies you use will depend on what information you want to give, what will work best 

for the patient, the time you and the patient have, the resources you have and what the 

patient wants to know. 

Remember, link all new information back to what the patient knows (Step 1). Use the 

words the patient used and build on these words. 

“So you said when you eat seafood you get gout. This is because eating seafood makes a lot 

of uric acid in your body. If you have too much uric acid in your body your kidneys can't get 

rid of it and so the uric acid turns into very painful crystals in your joints.”  

Co-construction of knowledge 

Building new skills and knowledge involves the co-construction of knowledge between you 

and the other person. 

New information is linked to what the person already knows (Step 1) and is based on what 

the person wants to know. 

Health professionals do not empower patients. Patients empower themselves. Patients 

create their own solutions when patients are ready. Sometimes they take a long time before 

they are ready.  

Health professionals give information, ask questions to find out what is important to the 

patient and help meet the needs that the patient identifies. 

 

 

 

  



Supporting self-management: Combining health literacy and care planning   

Not to be reproduced without written permission  P a g e  | 20 

Strategy 1: Give information in logical steps 

 

 

 

 

 

 

You think in a very logical way. It is part of your training. However, most patients don’t think 

in logical ways. 

Use this strategy for a sequence of steps. Each piece of information builds upon the previous 

piece so the person finds it easier to make sense of the new information. For example: 

“You know your aspirin can upset your stomach. So take your aspirin in the morning when 

you eat your breakfast and then wait an hour before you take your indigestion medicine. You 

need to wait an hour because your indigestion medicine works better when your stomach 

doesn't have a lot of food in it." 

 

 

 

 

 Try this: 

One - wash your hands and 

fingertips. Rinse and dry thoroughly. 

Two - unscrew your lancing device. 

Do not use a lancing device that has 

been used by other people.   

Three - use a new sterile lancet. 

Use the lancet only once. 

Four - push the lancet firmly into the 

lancing device. 

And so on.  

 

Tips for 

giving 

information in 

logical steps 
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Strategy 2: Give information in chunks to help the patient 
understand 

Patients can only take in so much information before their short-term memory is overloaded. 

So, be careful not to overwhelm the patient with too much information. If you think the patient 

needs more information at a later stage, agree with them how you will do this – a follow-up 

phone call, another appointment, text message, email, a website link 

and so on. 

Example: 

A patient comes to see you in the clinic after having been told 

they need to go onto dialysis within the next three months. 

The patient is really upset. No one else in their family has 

kidney disease or is on dialysis. The patient is talking about 

stopping taking their medicines. 

At this stage, important messages include: 

▪ Acknowledging the patient’s feelings. 

▪ Explaining that they will be going to see a nurse who will explain about the different 

options. 

In the meantime, find out all the questions the patient wants answered, answer the ones you 

can and reassure them that the nurse will answer their questions. Check that you have been 

clear about the importance of the patient continuing their medication. 

The main purpose of the discussion is to reassure the patient that there are alternatives and 

they make the decisions about what treatment they will have, and to help them anticipate the 

next steps in the process. 

  

 

 

  

 

• Make sure you link new information to what patients 

already know. 

• Try and limit the information you are giving to 3–5 pieces 

of information. 

• If the information is complex, check you have been clear 

after each chunk (Step 3) before going onto the next 

chunk. Or you could offer to record the instructions on the 

patient’s mobile. 

• Use visuals and diagrams to reinforce new information. 

• Make sure you don’t speak too quickly, especially if 

patients don’t have English as their first language. 

Tips for 

giving 

information in 

manageable 

chunks 
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Strategy 3: Ask questions 

Questions are critical to finding out specific information and general information about the 

person you are talking with. 

Closed questions are used to get specific information. 

For example: 

“On a scale of 1-10, how bad is your pain?” 

This question is seeking a specific answer.  

Open questions encourage the patient to open up and share more 

background information and context. 

For example: 

▪ “Tell me what you know about your spacer.” 

▪ “Tell me why you think your GP asked you to come to this clinic.” 

 

 

  

Who? 

How? 

When? 

What? 

 

• Think about the purpose of your question – to get 

specific information or find out more about the 

patient and what works for them. 

• Make sure you wait long enough for the patient to 

think about an answer to your question, particularly if 

they don’t have English as their first language. 

• Encourage patients to ask you questions e.g. “Often 

people have lots of questions – what questions do 

you have?” rather than “Do you have any 

questions?” 

 

Tips for 

asking 

questions 
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Strategy 4: Explain technical words 

Research shows that adults need 40 exposures to a new word before they recognise and 

understand that word as part of their vocabulary (Nagy & Herman, 1987). 

So you can’t just explain a word, phrase or concept to a patient once and expect them to 

understand the new word when you use it with them the next time. And if the new word is 

hard to say, understand and write, such as bronchiectasis, it will take much longer for 

patients to learn those types of words. 

Patients will not be able to talk about what is happening unless they learn the appropriate 

terms. So you need to help patients understand technical terms. 

Examples include: 

▪ parts of the body affected  

▪ common medical terms and what they mean 

▪ common acronyms e.g. CVD. 

 

 

 

 

 

  

 

• Monitor the language you use – don’t use technical 

terms unless you know the patient knows them. 

• Try and use plain English words and explain key 

medical words, particularly if patient needs to know 

those words. 

• Repeat new vocabulary. Patients don’t learn new 

words just by hearing them once. 

• Write down new words or underline or highlight them in 

written material. Write down how you say them. 

• Ask questions such as “Did anyone explain what the 

word haemodialysis means?” 

• Label visuals and diagrams with the new words. 

• Link the words you use to the words they use – if they 

say high blood pressure use that term, not 

hypertension. Later, if you think it is relevant, you can 

explain that high blood pressure means the same thing 

as hypertension. 

You say 

‘beater 

blocker’ 

Tips for 

explaining 

technical 

terms 
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Strategy 5: Use visuals 

The saying ‘a picture is worth a thousand words’ is very relevant in health situations. 

Research on graphics and visuals shows that the brain recalls visual information better than 

written or spoken information. 

Pictures and diagrams help patients understand sequences and difficult and unfamiliar 

concepts (including how their body works). Pictures and diagrams also have greater 

emotional impact than words only.  

 

 

 

 

   

• Select visuals that concentrate on the main 

message 

• Where possible, use colour pictures and 

diagrams. 

• Label diagrams with new technical words. 

• If a diagram has lots of complex writing, 

cover this up and replace it with simple text 

focusing on key concepts and new words you 

have introduced. 

• Keep a folder or tablet with copies of good 

visuals, graphics, diagrams and pictures so 

that you can access them quickly to use with 

patients. 

• If necessary, draw a diagram or a sequence 

– 1, 2, 3, and so on or record on the patient’s 

mobile. 

 

Tips for 

using 

visuals 



Supporting self-management: Combining health literacy and care planning   

Not to be reproduced without written permission  P a g e  | 25 

Strategy 6: Use written materials 

Patients are often given a lot of written information to read ‘when they get home’. Discussing 

the materials with the patient beforehand means they are more likely to read the information. 

 

 

 

 

  

 

• Think about the specific needs of the patient when you 

select resources. Written materials you like may not be 

appropriate. Even patients who are good readers don’t want 

to read highly complex material. 

• Choose written information that isn’t too complex and 

technical. 

• Explain to the patient why they need to read this material 

(their purpose for reading) e.g. “This pamphlet has got 

useful information about the serious side effects of this 

medicine." 

• Help the patient to understand why the material was written 

in the first place (the writer’s purpose) e.g. “This was written 

by the Heart Foundation for people like you who are at risk 

of heart disease.” 

• Help the patient to understand how the material works e.g. 

“First there is information about your condition, then 

information about medicines here. These headings will help 

you find the right information.” 

• Help the patient locate the key information for their stage 

e.g. “There is a lot of information in this pamphlet – it’s best 

if you focus on this part about using your inhaler – you can 

read the rest later.” 

• Highlighting, underlining, circling or numbering key 

information will make the material more meaningful to the 

patient. 

Tips for using 

written 

materials 

effectively 
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Strategy 7: Help people anticipate the next steps 

Explaining the next steps helps patients navigate the system better, ask and answer 

questions, understand how long it could take for their situation to improve and be better 

prepared for any changes they could experience. 

Example: 

“Your GP will get a letter recording all what we have talked about today. Talk to your GP if 

you have any questions." 

 

 

  

• Tell patients what to expect when taking a 

new medicine e.g. side effects. 

• Tell patients when they need to contact you 

again e.g. no improvement. 

• Tell patients how long before things should 

get better and what to do if things don’t get 

better. 

• Tell patients if they may need to be referred 

for extra help, for example, a podiatrist e.g. 

“If your feet don’t improve I will refer you to 

a podiatrist who can help you. You will get 

a letter with an appointment time.” 

Tips for 

helping 

people 

anticipate the 

next steps 
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Strategy 8: Medicine checks 

You may already be doing medicine checks in your health setting. Make sure you use the 

patient’s actual medicines as this helps link spoken information to the actual medicine. 

You may also be using a medicine card which lists all the medicines the patient is currently 

taking, when to take them, what they are for and any special instructions. Again, always use 

these cards with the patient’s actual medicines. 

Medicine checks are an opportunity to use closed questions such as “What is this medicine 

called and why do you take it?”, “When do you take it?”, “Are there any foods you have to 

avoid?”, “Have you had any side effects from this medicine?” 

They are also an opportunity to use more open questions such as “Tell me about any 

problems you have managing your medicines.” 

  

  

 

• Find out what the patient already knows about 

their medicines e.g. “Tell me which medicine you 

know the most about” or “Tell me which medicine 

you know the least about.” 

• Ask the patient which medicine they want to start 

with – it might be the one they know the most 

about or the one they know the least about. 

If you are using medicine cards make sure they are 

written using ordinary clear language, not “To reduce 

acid secretion in the stomach” or “Take care with 

activities requiring alertness.” 

Tips for 

medicine 

reviews 
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Strategy 9: Reinforce and emphasise 
Use this in two ways: 

1. Reinforce what the patient already knows. This helps the patient 

realise they already know something and motivates them to take on 

new information. For example:  

“It’s great you understand that you are likely to get gout attacks 

because your family has a history of getting gout.”  

2. Reinforce information when you want to emphasise a particular piece of 

information. Patients need to be reminded of key points a number of times before these 

become part of their working memories. If you use Step 3 (check you have been clear) and 

find that you weren’t clear and the patient does not recall information given previously, think 

about what you said that wasn’t clear. Was there a problem with the language you used or 

did you give too much information the first time? Or perhaps the patient was distracted.  

If you weren’t clear the first time, simply repeating what you said won’t work. Instead find 

another way of rephrasing or restating the information, maybe using visual reminders to help 

the patient. For example: 

“How about I write it down as 1... 2... 3.” 

“Would it help if I wrote it down for you?” 

“I think this diagram/picture will help explain what is going on in your body." 

  

 

 

• Take responsibility for not being clear e.g. “Sorry I haven’t 

been clear – what do you think would help you to 

remember this information?” 

• Use prompts if the patient has only missed out a small 

piece of information e.g. “Do you remember what we said 

about weighing yourself to check if you are retaining fluid?”  

• Use pictures and diagrams when patients haven’t 

understood spoken information or instructions. 

• Link it back to what the patient knows e.g. "You told me 

you sometimes feel you are retaining fluid because your 

shoes get too tight. We want to find out about it before that 

happens so ...." 

Tips for 

reinforcing 

and 

emphasising 
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Other things you can do at Step 2 

Ask permission 

"Is it okay if we talk about the fact that you haven’t had a smear for the last 10 years?" And if 

it isn't say "That's okay, I will make a note of it here and will ask you again next time I see 

you in case you have changed your mind.” 

Always explain why 

Patients need to know why they have to do something. Knowing why means patients are 

more likely to do the action because they understand its importance. 

Welcome and consider different points of view  

You have a point of view and the patients you work with will have different points of view. As 

they are the ones who will be taking the medicine and following the instructions you need to 

actively consider their points of view.  

"I can understand your point of view that you don't want to have to go to the GP, the lab and 

then to the pharmacy. That must be very frustrating for you." 

Understand people make their own decisions about changing 

behaviour 

Sometimes you might get frustrated because the patient you are working with does not want 

to do something that is clinically correct for them. Remember that they are the only person 

who can make that decision, and acknowledge that.   

 "I understand that at this time you don't want to start this medicine. I will make a note of it 

here and will ask you again next time I see you in case you have changed your mind." 

Acknowledge where people are at 

“I understand at this stage you want to keep trying to manage your gout attacks through diet. 

I will make a note and next time we see you we will check in case you have changed your 

mind. And if something happens before that, come in and we will have a talk about it." 

Believe people can create their own solutions 

Patients pick up whether you believe in them or not. 

"I am confident that you know the different treatment options and, when the time is right, you 

will start making some changes. And if I am aware that there have been any changes I will 

be in touch with you." 

Don't judge  

Respect the views and rights of the patient and family you are dealing with.  

"I understand in your culture you would prefer to use natural medicine. I will ring you in a few 

days and see how you are getting on. If you are not feeling better we can talk about the 

medicines again." 
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Step 3: Check (you were clear) 
This is often the step that gets overlooked because you run out of time. Or else you use 

questions such as “Do you have any questions?”, “Does that make sense?” or “Do you 

understand?” as a way of checking people have understood. Asking closed questions is not 

effective to find out if you have been clear. Patients are most likely to say they don’t have any 

questions and they do understand, even when they don’t. 

The responsibility for effective communication is on you as the person giving the information. 

So, Step 3 isn’t a test of how well the patient has understood you. Instead, Step 3 is about 

how clearly and effectively you communicated. 

Checking you have been clear is getting feedback from the patient you have been talking to 

about how clear your communication was. 

If you do not check you have been clear, the only indication that the patient did not 

understand may be a medicine error or failure to follow up. Relying on spoken, non-spoken 

and non-verbal cues such as the patient saying “yes” or nodding is not accurate. 

If the patient can’t explain or demonstrate what they need to do then you have to start again 

by: 

▪ checking what the patient does understand 

▪ re-explaining the missing information again in a different way 

▪ checking you were clear again. 

In the USA, checking understanding is called ‘Teach-back’ or ‘Teach to goal’ because you 

are asking the person to ‘teach-back’ to you what you have just discussed with them.  
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• Ask the patient to repeat, in their own words, what they now know or 

need to do. For example: 

“I want to check I have been clear, so can you tell me what you have to 
do and I will listen to make sure I explained it properly.” 

“Just to be sure I haven’t missed something, can you tell me what I have 
told you about how to take this medicine?" 

• Make sure it is obvious to the patient that you are taking responsibility for 

the clarity of the conversation. 

• Some health professionals find Step 3 difficult to use at first so try using 

it at the beginning or the end of the day. 

• Practise with a colleague. 

• Once you have used Step 3, think about what you did well and what you 

could improve next time. 

• Develop a ‘script’ that works for you. 

• Talk to colleagues about things they are finding useful. 

For videos of a cardiologist (good example) and a rheumatologist (not such 

a good example) using Check (they call it Teach-back in the videos) see: 

http://www.nchealthliteracy.org/teachingaids.html 

 

Tips for 

checking you 

have been 

clear 
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Self-management and self-management 
support 
The following pages 32 to 38 have been taken from the Ministry of Health's document Self-

management Support for People with Long-term Conditions retrieved from 

http://www.health.govt.nz/publication/self-management-support-people-long-term-conditions  

(retrieved 7 June 2017). 

Self-management 

‘Self-management’ refers to any way in which a person with an LTC manages their condition 

by themselves. Learning and practising self-management is an ongoing process; it is not 

achieved in a single step. Self-management is a continuum of learning experiences and 

opportunities, where a person with an LTC and their family and whānau work in collaboration 

with carers and health professionals. 

Self-management is about enabling people with LTCs to ‘make informed choices, to adapt 

new perspectives and generic skills that can be applied to new problems as they arise, to 

practice new health behaviours, and to maintain or regain emotional stability’ (Lorig, 1993). 

The seven Principles of Self-Management are an important part of the Flinders Program™ 

(Flinders Human Behaviour and Health Research Unit, 2007). They identify a ‘good’ self-

manager as someone who: 

▪ knows about their condition 

▪ follows a treatment plan (care plan) agreed with their health professionals 

▪ actively shares in decision-making with health professionals 

▪ monitors and manages signs and symptoms of their condition 

▪ manages the impact of the condition on their physical, emotional and social life 

▪ adopts lifestyles that promote health 

▪ has access to support services and has the confidence and ability to use them. 

Self-management support 

Supporting self-management involves educating people about their condition and care, and 

motivating them to care for themselves better. Self-management support can be viewed in 

two ways: as a portfolio of techniques and tools that help patients choose healthy 

behaviours; and as a fundamental transformation of the patient–caregiver relationship into a 

collaborative partnership (Health Foundation, 2011). Through self-management support and 

good-quality clinical care, people get the full range of support they need to manage the 

physical, emotional and social impact of their LTCs at different ages and stages of their lives 

(Health Foundation, 2015). 

  

http://www.health.govt.nz/publication/self-management-support-people-long-term-conditions


Supporting self-management: Combining health literacy and care planning   

Not to be reproduced without written permission  P a g e  | 33 

Principles of self-management support 

Twelve evidence-based practices and processes that improve self-management support in 

primary care are: 

▪ brief targeted assessment 

▪ evidence-based information to guide shared decision-making 

▪ use of a non-judgemental approach 

▪ collaborative approach to setting priorities and goals 

▪ collaborative problem solving 

▪ self-management support by diverse providers 

▪ self-management interventions in diverse formats 

▪ patient self-efficacy 

▪ active follow-up 

▪ guideline-based case management for selected patients 

▪ links to evidence-based community programmes 

▪ multifaceted interventions (Battersby et al, 2010). 

Self-management education 

‘Self-management education’ (SME) is a systematic intervention that teaches a person to 

actively participate in self-monitoring (of physiological processes) and/or decision-making 

(managing) relating to their condition/s. It recognises that, if an individual is to continue to 

self-manage their condition/s over the long term, they must be able to collaborate with their 

health care providers and use problem-solving skills. 

SME provides people with LTCs with the knowledge, skills and motivation they need to make 

decisions. It also increases their capacity and confidence to apply these skills in daily life. 

Providers of SME must tailor the content and skill-training components of SME to the 

individual patient. Factors to consider are the types of LTC and recommended therapy, the 

patient’s ability, potential barriers to self-management, the patient’s motivation for learning 

and change, the patient’s culture, the patient’s literacy level, and available resources. 

Stages of self-management support and education 

Both self-management support and SME can be provided for individuals and their family and 

whānau or in a group setting. 

The Long Term Conditions Alliance (now Health and Social Care Alliance Scotland) has 

identified several key stages where people need support (Long Term Conditions Alliance, 

2008). Table 1 summarises these stages, along with the issues for and impact of self-

management. 
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Table 1: Key stages for support 

Key stage Issues for self-management Impact of self-management 

Diagnosis By this point, symptoms may already have 
seriously affected people’s life and ability to 
manage. 

People feel challenged about their place in the 
world and the reality of their situation. 

Helps people come to terms with their 
diagnosis. 

Is a key way of helping people to reconnect 
with themselves and others. 

Helps people make better decisions about 
treatment options. 

Living for today People need information and skills to maintain 
optimum wellbeing. 

People are at serious risk of social exclusion. 

Supports people to navigate an often difficult 
journey. 

Challenges social exclusion by helping build 
bridges back to society and social roles. 

Progression People experience a cycle of illness and 
wellbeing as their conditions fluctuate. 

Symptoms become increasingly severe. 

People struggle to get additional support during 
flare-ups. 

They may lose some capacity. 

Helps to avoid flare-ups or minimise their 
extent. 

Enables people to recognise early warning 
signs and react effectively. 

Tackles psychological impact of flare-ups or 
progression. 

Supports changing needs. 

Transitions People move between services, sometimes to 
different levels/types of support. 

They are dealing with multiple needs/ conditions 
and therefore a range of services. 

It is often a stressful time, which can have serious 
impact, including on person’s conditions. 

Supports people to manage transition 
processes. 

Maintains focus on people’s needs so that 
services are organised around these. 

Provides people with control at a time when 
this can be undermined. 

End of life This difficult time involves complex challenges. 

Death may be premature. 

People may have to cope with symptoms of the 
condition along with the challenges of end of life. 

Supports people to meet a range of 
challenges and maintain control. 

Addresses broader needs e.g. emotional, 
family and lifestyle. 

 

Use of technology solutions 

Web-based and mhealth solutions are available to provide self- management education and 

self-management support. For example, mobile technology can be used to provide 

information and motivation for self-management (Whittaker et al, 2013). Patients may also 

see patient portals as a tool to support self-management (Letford et al, 2014). 

Expected outcomes of self-management programmes 

Self-management programmes should help people with LTCs to live longer, healthier, more 

independent lives. Other expected outcomes are that: 

▪ people with LTCs work in partnership with their health care providers 

▪ people with LTCs share information with their health care providers and make informed 

decisions about their care 

▪ health care providers support people with LTCs to navigate information, services and 

resources. 
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Components of self-management support 

As well as providing advice to individuals about managing their LTCs, programmes 

supporting patient self-management emphasise goal setting and problem-solving skills. Such 

programmes reinforce the individual’s central role in managing their condition, with a key 

focus on health care providers responding to people’s questions and needs. 

The four essential components in self-management support programmes are: 

▪ health literacy 

▪ cultural relevance 

▪ behaviour change 

▪ the role of the health professional in supporting self-management. 

Each of these components is discussed below. 

Health literacy 

Health literacy, from the patient’s perspective, is the cornerstone in enabling people to make 

informed choices and take care of their own health. A person with good health literacy can 

get, process and understand basic health information and services, and can therefore make 

appropriate health decisions (Ministry of Health, 2010). More specifically, with good health 

literacy, they can: 

▪ understand and interpret health information provided in written, spoken and digital form 

▪ understand instructions written on prescribed medicine containers and consent forms 

▪ understand a health professional’s verbal advice and explanations 

▪ navigate complex health systems 

▪ communicate with health professionals, including by describing symptoms accurately and 

asking relevant questions 

▪ find relevant information needed to make choices and decisions. 

Health professionals have a pivotal role in improving health literacy. They must tailor their 

style of communication to individuals with LTCs (and their family and whānau). If they are 

culturally competent and strive to understand people’s health beliefs and preferences, health 

professionals will improve the quality of their health interactions and consequently the health 

literacy of their patients. 

However, people with LTCs and individual health professionals cannot address health 

literacy on their own. Health care providers such as district health boards and primary health 

organisations play a critical role in supporting health professionals and people with LTCs and 

their families and whānau to develop health literacy. 

  



Supporting self-management: Combining health literacy and care planning   

Not to be reproduced without written permission  P a g e  | 36 

Cultural relevance 

Any self-management programme, particularly if it is a group programme, must be culturally 

appropriate. People with LTCs should have access to self-management support that is 

relevant to the ethnicity they identify with. 

For Māori, a programme underpinned by kaupapa Māori approaches enriches the 

environment for effective learning. It focuses on: 

▪ tinorangatiratanga – self determination 

▪ taonga tuku iho – cultural aspirations 

▪ ako Māori – culturally preferred ways of learning 

▪ whānau – the extended family members and their influence and support 

▪ kaupapa – the collective philosophy of the members of the group (Smith & Reid, 2000, pp 

9–11). 

The Ministry of Health has a free online foundation course in cultural competence for all 

people working in the health sector (http://learnonline.health.nz/course/category.php?id=84). 

Behaviour change 

Along with health literacy education, people need programmes to support them to change 

their health behaviour. In self-management programmes, the five essential elements to 

changing health behaviour are: 

▪ active involvement in problem solving, goal setting and written action plans (especially for 

conditions where the risk of deterioration is high) 

▪ lifestyle changes, including eating a healthier diet, being physically active and stopping 

smoking 

▪ informed decision-making 

▪ medication management 

▪ stress management and positive mental health. 

Health professionals should recognise and address the potential barriers to changing health 

behaviour, which will be different for each individual. 

Some people with LTCs need broader support to deal with challenges related to the wider 

determinants of their health, such as social and economic conditions. Health navigators, 

kaiawhina or other support workers can provide support such as social support. 

The role of health professionals in supporting self-management 

For effective self-management, health professionals must ask themselves the following 

question at every meeting with a person with an LTC: What can we do (as health care 

providers and a health system) to support, enable and facilitate this person and their family 

and whānau to manage more effectively, safely and appropriately at home? 

In a self-management approach, health professionals need to change their behaviour 

(Mudge et al, 2015), as well as the person and their family and whānau. They must take a 

collaborative approach to care planning based on mutual respect and trust. 

http://learnonline.health.nz/course/category.php?id=84


Supporting self-management: Combining health literacy and care planning   

Not to be reproduced without written permission  P a g e  | 37 

A health professional can contribute to and support behaviour change by: 

▪ providing information that helps people with LTCs to make informed decisions and set 

goals for themselves 

▪ encouraging people to participate actively in their self-management by acknowledging 

that they are experts in their own lives 

▪ supporting people with LTCs to attend supported self-management groups, where they 

are available 

▪ advocating for the creation of self-management support groups, where they are currently 

not available 

▪ ensuring that self-management is culturally appropriate 

▪ following up with people after they have participated in self-management education 

programmes, to optimise and support their learning 

▪ following up initial self-management education with regular updates and opportunistic 

learning as needed 

▪ providing optimal health care 

▪ referring people to appropriate support agencies as needed. 

Primary health care providers – in particular, general practice teams – play a key role in 

giving people with LTCs access to self-management support. However, to provide effective 

self-management support, nurses and general practitioners need to be part of a wider 

multidisciplinary team. A multidisciplinary team can include general practitioners or primary 

health care nurses, Māori providers, Pacific providers, community pharmacists, community 

mental health workers, allied health professionals and medical specialists. 

As part of a multidisciplinary team, a general practice team needs to encourage people to 

attend self-management support programmes and groups, and follow up and connect with 

community providers as needed. Clinicians also can gain the support they need to share 

control with patients. 

People with LTCs will have different levels of engagement with a multidisciplinary team, 

depending on their own individual needs. 

Care planning 

Personalised care planning is a tool that enables people with LTCs to self-manage. It 

encourages them to choose their treatment goals and to work with clinicians to identify their 

specific needs for treatment and support. Together the patient and clinician make decisions, 

set goals and undertake action planning, with the aim of working out priorities agreeing 

realistic objectives, solving problems and identifying sources of support. With effective care 

planning, some aspects of the patient’s physical and psychological health and their ability to 

manage their condition can improve (Cochrane et al, 2015). 

Figure 1 below describes the care planning approach developed and tested at Alliance 

Health Plus in 2013 (Flanagan et al, 2014). Another tool available is the Common Core 

Principles to Support Self Care – a self-care training manual and a questionnaire that can be 

used to help an individual take responsibility for their own health and wellbeing (Skills for 

Care 2015). 
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Figure 1: Alliance Health Plus Self-Management Practice Model 2013 

 

 

ABCs of care planning for optimising care 

This table sets out six steps in the care planning process. 

Assess Balance and 

agree 

Co-create Develop Early warning 

signs 

Follow-up 

Assess risk Balance patient 

and clinical 

perspectives 

Agree priorities 

Create a care plan 

and share with 

wider multi-

disciplinary team 

Develop self-

management 

skills 

Ensure patient 

understands their 

red flags and has 

a written action 

plan for earlier 

response 

Planned and 

proactive 

follow-up 

Assess 

medication 

concordance 

Optimise 

medical 

management 

Collaborative goal 

setting (patient’s 

choice) and action 

planning 

Build support 

network 

Blue card for 

COPD patients 

Chest pain plan, 

pain plan, etc 

Frequent phone 

calls / visits in 

initial phase 

(approximately 

1-2 weekly) 

Assess self-

management 

capacity 

Based on 

shared decision 

making and 

agenda setting 

IT platform to 

enable 24/7 

access to care 

plan (by HPs and 

patient) 

PHQ 2 screen 

for depression 

and anxiety 

Rescue meds at 

home – antibiotics 

± steroids for 

COPD etc 

ACP 

conversations as 

appropriate 

Assess for 

unhelpful 

health beliefs 

Wherever 

possible, 

simplify 

medication 

regimes (what 

and when meds 

taken) 

Same page care 

Updated in real 

time so up-to-date 

and enable more 

timely decisions 

Use Step 3: 

Check you 

have been 

clear 

Also known as an 

acute plan 

Frequency 

reduces as skill 

and confidence 

increase and 

barriers 

addressed 

(Bycroft & Flanagan, 2014). 

Pre-visit planning before each appointment with your patient is critical to the success of care 

planning.  
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How does what you have learnt about health 
literacy change your organisation’s care 
planning model? 
 

Notes 
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Action plan 
 

What Who By when 
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