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ABSTRACT

Background: Teach Back is a health communication strategy used to confirm patient understanding in a non-
shaming way. Although Teach Back is widely recommended as a best practice strategy for improving patient
outcomes and organizational health literacy, there is lack of consensus in the literature on the definition of
Teach Back and the best methods for training health care workers (HCWs). Our experience suggests that if
you teach specific, observable skills, these can be identified in practice and potentially measured in research.
Brief description of activity: We created a training program, the 5Ts for Teach Back, based on a standardized
operational definition of Teach Back and five specific, observable components. Participants use a Teach-Back
Observation Tool to identify the 5Ts in practice and during peer evaluation. The program incorporates lecture,
observation, practice, and videos with good and bad examples of Teach Back. Implementation: The training
was offered to HCWs in a large academic health care system. Flexible training options ranged from a single
4-hour training to a more comprehensive program that included clinic-specific scenarios, peer coaching, and
refresher activities over a 6-month period. Results: The 5Ts for Teach Back operationalizes the definition of
Teach Back and provides a model for training HCWs in the use of Teach Back. The 5Ts for Teach Back can be
used to train any HCW. A single training session does not guarantee proficiency in practice. Through coaching
and refresher activities, competence in Teach Back increases. Lessons learned: Teaching entire clinical units
may increase effectiveness, because Teach Back becomes embedded in the unit culture. The Observation Tool
can be used for training, coaching, and evaluation. The standardized method and Observation Tool are poten-
tially useful when evaluating Teach Back during outcomes and patient satisfaction research. [HLRP: Health
Literacy Research and Practice. 2020;4(2):94-103.]

Plain Language Summary: Health care workers may be clearer when giving information to patients if they
use Teach Back. Studies do not show what methods are best for training health care workers how to do Teach
Back.The 5Ts method breaks Teach Back into five skills that help health care workers do it well. The 5Ts can also
confirm use and may be helpful for research.

Teach Back is a health communication strategy used to
confirm patient understanding in a non-shaming way. Teach
Back is among the most important skills health care work-
ers (HCWs) need for effective communication with patients
(Coleman, Hudson, & Pederson, 2017). The goal for this
project was to train HCWs in the use of Teach Back, using a
standardized operational definition, which transforms Teach
Back into a set of skills that are easy to learn, verifiable in
practice, and, potentially, measurable in research.
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The setting for this project is the University of New Mex-
ico Hospitals (UNMH), an academic medical center in the
Southwest, which includes a 550-bed hospital and 29 out-
patient primary care and specialty clinics. Built on Pueblo
land, UNMH has a longstanding relationship with Native
American communities, including a 1952 federal contract
that allowed them to use the land on which the main hospital
stands. All of the training is done by the two full-time em-
ployees of the hospital’s Health Literacy Office. Since the pro-

HLRP: Health Literacy Research and Practice * Vol. 4, No. 2, 2020



gram’s inception, we have trained more than 1,300 HCWs,
including nurses, physicians, nurse practitioners, physician
assistants, appointment schedulers, clerks, medical assistants,
social workers, interpreters, physical therapists, occupation-
al therapists, technicians, hospital leadership, pharmacy
students, and nursing students.

BACKGROUND

In conversations with patients, HCWs tend to focus
more on delivering information than checking for under-
standing. October, Dizon, and Roter (2018) found that
HCWs dominate the conversation and that their speaking
turns are denser, with more statements per turn, whereas
patients have fewer statements per turn. When providers
talk too much, neither provider nor patient can evaluate
accurate reception of the information. HCWs often define
their job as making sure they give the patient all the infor-
mation they need. This may result in a “tendency toward
long monologues, even if they offer the patient a chance to
speak when they are finished” (Roter, 2011, p. 82). The use
of Teach Back ensures that the opportunity for both deliv-
ery and reception occurs.

Definitions of Teach Back vary widely. Many are concep-
tual and do not provide the specificity necessary to identify
the occurrence of Teach Back in practice or research. Teach
Back is generally defined as a procedure during which the
patients describe information they have been taught, using
their own words, to confirm understanding of the informa-
tion. Many authors have expanded the definition to include
additional components considered central to performing
this skill.

Included in many definitions is the concept that Teach
Back is a measure of the HCW’s ability to clearly commu-
nicate information (Institute for Healthcare Advancement,
2012; Kornburger, Gibson, Sadowski, Maletta, & Klingbeil,
2013; Morony et al., 2018). It is not a test of the patient’s
ability (Institute for Healthcare Advancement, 2012).

Teach Back should be performed in a way that mitigates
the possibility that patients feel ashamed for lack of un-
derstanding and encourages patients’ participation in their
care (Kornburger et al., 2013).

Several definitions of Teach Back explicitly indicate that
if the patient is not able to accurately restate the informa-
tion, the HCW should reteach the information (Institute
for Healthcare Advancement, 2012; Bogue & Mohr, 2017;
Griffey et al., 2015; Ha Dinh, Bonner, Clark, Ramsbotham,
& Hines, 2016; Kornburger et al.,, 2013; Morony et al,
2018). After reteaching the information, the HCW should
perform Teach Back again and continue the cycle until pa-
tient understanding is achieved (Ha Dinh et al., 2016; Ko-
rnberger et al., 2013). Kornberger et al. (2013) include two
other components of Teach Back: the use of plain language
and delivering a limited amount of information in an edu-
cation session.

IS TEACH BACK EFFECTIVE?

In a systematic review, Ha Dinh et al. (2016) found that
there was little consistency among studies evaluating the ef-
fectiveness of use of specific communication skills (includ-
ing Teach Back) to improve patient outcomes. Although
not all studies achieved statistical significance in the out-
come measure, overall, the use of Teach Back improved
disease-specific knowledge, adherence, self-efficacy, and
proper use of inhalers (Ha Dinh et al.,, 2016). Teach Back
has been associated with increased recall and understand-
ing of information, reduced hospital readmission, and
decreased length of stay when readmission was necessary
(Bravo et al., 2010; Griffey et al., 2015; Peter et al., 2015).

METHODS FORTRAINING HEALTH CARE
PROFESSIONALS IN TEACH BACK

No evidence exists favoring one method of teaching
communication strategies, including Teach Back, over an-
other (Coleman, 2011). Methods found in the literature for
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training communication skills include didactic teaching,
workshops, small-group activities, peer role play, videos,
standardized patient encounters, observation, modeling,
feedback, service learning, and online trainings (Institute
for Healthcare Advancement, 2012; Coleman, 2011). More
research into training methods is needed (Coleman, 2011;
Toronto & Weatherford, 2015).

A program that employs multiple teaching techniques is
likely to be the most effective (Coleman, 2011). After a Teach-
Back training that included viewing a poster, observing a
video, guided practice, handouts, and follow-up, Kornburger
et al. (2013) found that nurses’ knowledge of Teach Back in-
creased by 33%, measured at 4 weeks after training. In the
same study, self-reported use of Teach Back increased by
more than 40%; however, participants were still only using
Teach Back in 45% of encounters. Mahramus et al. (2014)
used a combination of demonstration and guided practice,
followed by summative feedback, to train 150 registered
nurses on an inpatient cardiac unit in the use of Teach Back
when teaching self-care skills to patients with heart failure.
Ninety-three percent of participants achieved competence in
the use of Teach Back by the end of the training (measured
by direct observation), and 96% reported using Teach Back
in a 3-month follow-up survey (Mahramus et al., 2014). In
a small qualitative study, a 2-hour training that combined
video demonstration, handouts, role play, and peer learning
was effective for Teach-Back training (Morony et al., 2018).
Participants felt that follow-up with the trainers, providing
cues in the workplace, and more peer interaction would have

increased competence.

TOOLS FOR MEASURING TEACH BACK

Few tools to measure the occurrence of Teach Back ex-
ist, and none are validated (Badaczewski et al., 2017).
Badaczewski et al. (2017) proposed the Teach Back Loop
Score, a scale grading the extent to which the educator at-
tempts Teach Back, corrects misunderstanding, and repeats
Teach Back on a 2-point scale. Mahramus et al. (2014)
deemed that participants achieved Teach Back competence
if they educated the patient, used Teach Back, and communi-
cated the purpose of Teach Back to the patient. No tools were
found that measured the specific components of Teach Back.

DESCRIPTION OF THE PROGRAM
The 5Ts for Teach Back

Teach Back is defined as asking patients, in a non-shaming
way, to repeat, in their own words, specifically what they need
to know or do. Based on this definition, the first author (K.A.)
developed the 5Ts for Teach Back (5Ts), a training frame-
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work intended to make the process of Teach Back more
concrete and easier to learn. The 5Ts is a standardized, op-
erational definition of Teach Back containing five specific,
observable steps: Triage, Tools, Take Responsibility, Tell
Me, and Try Again. The Triage, Tools, and Try Again steps
focus on effective information delivery, whereas the Take
Responsibility and Tell Me steps serve to evaluate whether
the patient received the information. We refer to the Take
Responsibility and Tell Me steps as the “Teach Back lead-
in” Using all 5Ts encourages the inclusion of both delivery
and reception (Figure 1).

Triage. During the Triage step, the HCW determines
which 1 to 3 topics are most important and will be the
focus for education and Teach Back. Research has shown
that the more information a clinician delivers, the less
information the patient will remember correctly (Ander-
son, Dodman, Kopelman, & Fleming, 1979; Bravo et al,,
2010). The Triage step is based on the concept of triage
in a crowded emergency department, where HCW's must
choose which patients to treat first based on their levels
of acuteness. Similarly, a HCW who has several pieces
of information to cover must triage the information by
choosing Teach Back topics that are most important for
the patient to remember or understand. This step is the
key to Teach Back efficiency, discouraging the HCW from
providing too much information. The HCW selects topics
for Teach Back based on what are “can’t miss” or frequently
forgotten pieces of information.

When more than one topic is chosen for Teach Back, we
encourage HCWs to use “chunk and check” (Brega et al,,
2015). The HCW gives one topic, or “chunk,” of informa-
tion at a time, each of which is followed by Teach Back.
This process allows the HCW to deliver a larger amount
of information in one teaching session, while making this
amount of information manageable for the patient. By se-
lecting the key points and stopping the delivery to perform
Teach Back, HCWs are ensuring repetition and turn-tak-
ing, checking reception, and encouraging recall.

Tools. A tool is broadly defined as any aid that can as-
sist the clinician with providing a clear explanation. Read-
er-friendly handouts, simple pen-and-paper drawings,
models or diagrams, use of the HCW’s own body (such as
using the fist to represent the heart pumping), or even a
relatable story are possible tools (Brega et al., 2015; Rubin,
2012). Tools should be accessible to patients with disabili-
ties (e.g., braille, large print, read aloud, described) and
professionally translated, if necessary (Brega et al., 2015).

Take responsibility. The Take Responsibility step is
critical for the non-shaming aspect of the Teach-Back
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Delivery

The 5Ts for
Teach-back

Reception

Triage: focus on just one topic for
teach back.

Tools: use a model, a written tool, a
poster, graphics, etc. to help you
explain what you want your patient

to know. 4

Take Responsibility: “l want to make
sure | did a good job explaining....”

N

Tell Me: ask the patient to tell you, in\
their own words, what they will do or
what they understand. Be explicit
about what you want the patientto
say back. &

N

[Try Again: if necessary.

Figure 1.The 5Ts for Teach Back.Teach Back is about delivery and reception.

definition. This step happens once the HCW has delivered
a chunk of information. The HCW may state, “That was a
lot of information and it can be hard to remember all that
at once, so I want to make sure I did a good job explaining
it”?

The ideal Take Responsibility line contains two ele-
ments. The first is an acknowledgment of the quantity or
complexity of the information given. This normalizes mis-
understandings if they do occur, thereby reducing shame
for the patient. The second is a statement implying that
the HCW is the one being tested rather than the patient.
This element also reduces the burden on the patient and
reflects the impact of Teach Back on the HCW’s communi-
cation skill development (Morony et al., 2018).

Tell me. During the Tell Me step, the HCW invites pa-
tients to state, in their own words, what they understood.
The specificity of the Tell Me line impacts its effective-
ness. Suppose an HCW spends 20 minutes explaining a
new diagnosis of diabetes and then states, “Tell me what
you learned about diabetes.” In this case, the patient may
be overwhelmed by the quantity of information she is re-
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quired to say back and therefore may not know where to
start. Furthermore, the HCW will not be able to focus on
the most important elements of the explanation. A more
specific Tell Me line, such as, “How will you use your glu-
cose meter when you go home?” allows the patient and the
HCW to focus on one specific piece of information so they
are both on the same page. An effective Triage step leads
more naturally to specific Tell Me questions.

Try again. If the patient does not understand, the HCW
must explain the information again, modifying the expla-
nation to make it clearer. Depending on the magnitude of
the error, another round of Teach Back may be needed.
The HCW can assume responsibility for the error by re-
turning to a Take Responsibility line, for example, “I'm
sorry. I must not have explained that well enough.” Taking
responsibility again may reduce the shame of an error for
the patient.

Video

An extensive review of available Teach Back videos did
not reveal a video demonstrating each of the 5Ts. We col-
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Not
5Ts for Teach Back Done at
All

Done

well N/A Comments

Done

Triage: Focus the explanation
on limited and specific topic

Use “chunk and check”
(Explain 1-2 thoughts and
then ask a teach back
question, rather than using
teach back at the end.)

Use plain language

Write examples:

Tool: Use tools (pencil and
paper, models, reader-friendly
print materials) to help explain
and support learning

Take responsibility: Take
responsibility for the
communication

Write teach-back
lead-ins:

Tell me: Ask the patient to
explain in their own words what
they were told about...

Try again: Explain and check
again if the patient is unable to
say the info clearly

Overall, how much of the time | Very little

Most of the time

did the patient talk during the
interaction? 1

2 3 4 5

Figure 2.Teach-Back Observation Tool. Sometimes, “chunking and checking,” using a “tool” or “trying again” is not appropriate. This is the reason

for the “N/A” column.

laborated with our Information Technology department to
produce a 15-minute video featuring a patient receiving
discharge instructions from a physician and nurse. In the
first part of the video, the HCWs do not perform Teach
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Back, and the patient demonstrates confusion about what
she was taught. In the second part, the same discharge sce-
nario is repeated, but with the HCW's demonstrating each
of the 5Ts.
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Observation Tool

The observation tool (Figure 2), based on the Always
Use Teach Back! Toolkit model (Institute for Healthcare
Advancement, 2012), lists each of the 5Ts, along with two
additional “delivery” components. The tool is first used to
rate the HCWs in the videos and again during practice
sessions when participants observe their peers.

Pre- and Post-Training Surveys

We distribute an electronic pre-training survey about
1 week before the training date. We send a similar post-
training survey 6 weeks after the training date (Figure 3).

IMPLEMENTATION
General Teach-Back Class

From 2014 to 2015, we developed an initial 4-hour
class using the basic structure previously created by K.A.
We obtained continuing nursing education credit for the
class. Since 2016, we have been offering the training to
HCWs in a large hospital. The class is listed on the hos-
pital’s centralized educational web page, offered regu-
larly, and open to all hospital staff.

The training begins with a brief exercise in remember-
ing a set of pill-taking instructions and a 1-hour didactic
portion that encourages participants to think about why
Teach Back is a useful tool. We talk about the complexity
of the health care system, the overwhelming burden of
detailed biomedical information that patients are given,
and the fact that patients are seldom in an optimal con-
dition for processing and retaining information.

We then introduce the 5Ts in an hour-long segment.
We emphasize discussion of Triage and Take Respon-
sibility. We also stress plain language and chunk-and-
check as key concepts underlying effective delivery.

During the third hour of training, we show the two
videos demonstrating patient education at the time of
hospital discharge. In the first, the HCWs do not use
Teach Back. In the second, the HCWs demonstrate all
5Ts. Using the Teach-Back Observation Tool, partici-
pants identify the 5Ts. The video observations provide
a foundation for the final hour-long practice portion of
the training. In the general training, because participants
come from many different areas in the hospital system,
we encourage participants to develop scenarios from
their own experience. We also offer one or two simple,
general topics. Participants work in groups of three: one
acting as a patient, one acting as an HCW, and one acting
as an observer. Before they start the practice, we encour-
age discussion of how to Triage the information and ask
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participants to write down the Take Responsibility and
Tell Me lines they plan to use. Participants rotate roles,
allowing each person to practice Teach Back as the HCW
and to experience it as the patient and the observer.

Targeted Teach-Back Training

Later in 2016, in response to requests from units for
trainings specific to their areas and appropriate to their
schedules, we developed 1.5- to 2-hour targeted Teach-
Back trainings. We also recognized that there might be
advantages to training all staff from one unit as opposed
to individuals. We hypothesized that this would be more
effective for embedding the use of Teach Back in prac-
tice. HCW's could observe the strategy performed by their
peers, learn from each other, and share their experiences.
This process may serve as a continuation of the training
and reinforce the expectation of its use. When we trained
a specific unit, we worked in advance with unit leadership
to tailor the practice session with scenarios and tools rel-
evant to that unit, as well as to differing roles within the
clinics or units.

Midcourse Adjustments

By 2017, we saw clearly that one training did not en-
sure the use of the strategy in practice. We presented a
proposal to ambulatory (outpatient/clinic) leadership for
an extended version of the 5Ts training. The success of
our proposal resulted from our growing reputation with-
in the institution and our relationships with ambulatory
management. We presented a clear outline and timeline
(Figure 4) of the project and provided pre- and post-
training survey data from the previous year of Teach-Back
training. We proposed adding a 5-month follow-up peri-
od of peer coaching and skills validation, and two refresh-
er activities to the targeted Teach-Back offering. Hospital
leadership mandated the extended training, called Clos-
ing the Gap (CTG) With Teach Back, for all ambulatory
clinics.

CTG consists of a 2-hour training, three meetings with
leadership, and a Teach-Back team responsible for coach-
ing and skills validation. We developed a detailed toolkit,
which provides the framework and tools to guide clinics
through the process. The toolkit contains instructions for
the unit, a coaching guide, and sample refresher activi-
ties. We embedded as much flexibility into the program
as possible, recognizing that much variability exists in the
way clinics arrange their staff and clinic flow.

Before the training, the health literacy (HL) staff shad-
ows staff at the clinic to observe conversations, note op-
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*Mave you ever had training in teach back before?
O Yes
O No

O Not sure

*(If yes) Was your training with the Health Literacy Office?
O Yes
O No

‘Which is the most complete example of teach back?
O Tell me what you understood about your medicines.
O I want to make sure you understood. Can you tell me in your own words how to take your
medicine?
O Can you tell me in your own words how you will take this medicine at home?

O I want to make sure [ was clear. Can you tell me in your own words how to take your

medicine?

you have for me?

O All are equally complete

patients? (1 = not at all convinced, 10 = very convinced)

= fident)

10 = very

Do you currently use teach back?
O Yes
O No

day)?

O That was a lot of information about your medicines and it can be confusing. What questions do

On a scale of 1 to 10, how CONVINCED are you that it is important to use teach back with your

On a scale of 1 to 10, how CONFIDENT are you in your ability to use teach back? (1 = not at all

(If yes) In the last 2 weeks, how many patients did you use teach back with (in an average

**Since your training, has teach back changed the way you deliver routine information?
O Yes
O No

#%(If yes) Tell us an example of routine information you deliver and what you have
changed.

Do you feel that teach back increases your satisfaction with your job?
O Yes
O No
O Not sure

(If yes) Please explain how teach back affects your job satisfaction.

If you have any other comments, please write them here.

Figure 3.Pre- and post-training survey questions.*Only on the pre-training survey; **Only on the post-training survey.

Phase 1: Pre-Training Phase 2: Training

Phase 3: Peer Coaching and Follow-up

PN

— N

Pre-Training Survey
~

6 weeks Post-Training Survey

N

Collect pre and
post patient
satisfaction data

Final Post-Training Survey

| Month 1 | |

| Month 9 |

-

Training

HL staff shadow at
unit or clinic

Coaching
Training

Follow-Up Meeting:
HL staff, unit teach-
back team to plan
coaching phase and
set goals

Kick-Off Meeting:
HL Staff, clinic/unit
directors, RN
supervisors

Refresher Activity

v

Refresher Activity

Sustainability
Meeting:

HL staff, unit teach-
back team review
data and report;

create
sustainability plan

Ongoing peer
coaching

Figure 4. Closing the gap with Teach Back timeline.

portunities for Teach Back, and develop relevant scenar-
ios for practice during training. The shadowing has the
added benefit of introducing the HL staff to the unit and
creating buy-in; staff have said that they feel the training
is about them, not just another generic initiative (clinic
leader, personal communication, January 19, 2018). Af-
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ter shadowing, the initial 2-hour training, which uses the
same methods as the 4-hour class, is offered once or mul-
tiple times to ensure that all the staff were trained. Unit
leadership identifies peer coaches, who receive an addi-
tional 1-hour training. These peer coaches observe HCWs
using Teach Back and provide them with feedback for im-
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provement. Two refresher activities are required during the
course of the 5 months. Refresher activities could include
game-based Teach-Back review sessions at staff meetings
or visual reminders of the 5Ts on bulletin boards. The unit
Teach-Back team decides on and creates the activities, with
help from the HL Office as needed.

To provide an opportunity for continued skill building
beyond the basic class, we developed three advanced Teach-
Back classes. These trainings focus on (1) development and
use of documents as tools for Teach Back, (2) listenability
(Rubin, 2012), and (3) use of Teach Back during the dis-
charge process. The addition of these three classes enables
participants who have taken the first 4-hour training to
keep working on their skills. It also allows units who par-
ticipated in CTG to send newly hired staff for training and
others for refreshers.

RESULTS

We have successfully trained more than 1,300 HCWSs
to use the 5Ts when delivering any type of information to
patients. We find that anyone who gives information to pa-
tients can benefit from a Teach-Back training. The flexibility
of the 5Ts model and our training method allows us to tailor
instruction to many different roles in the health care system.

The Take Responsibility step, although primarily aimed
at creating a non-shaming environment for patients, may
shift how HCWs approach information delivery and patient
education. One nurse described Teach Back as “a differ-
ent paradigm,” citing concepts introduced by the Take Re-
sponsibility step (nurse, personal communication, June 18,
2018). Perhaps it is because of this paradigm shift that Take
Responsibility is the most often forgotten step in training
practice. It is often a new habit to incorporate into practice
and even a culture shift for a highly educated workforce that
is taught to demonstrate confident expertise. One partici-
pant noted:

We are self-centered in the way that we deliver our education
and Teach Back totally changed the way we look at it. It’s our job

to get the information through, and not the patients’ to soak it up.

They [the patients] are not from here [the hospital] so we can't

expect that. I don’t think we mean to expect that of the patients,

but we do. (nurse, personal communication, June 18, 2018)

The Take Responsibility step, therefore, not only less-
ens the patient’s shame of not understanding, but can also
change how health care staff view the education process
itself.

We have anecdotal evidence that training participants do
not correctly retain the operational definition of Teach Back
(including the 5Ts) after a single training. For example, a
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year after he had taken a one-time training, an appoint-
ment scheduler defined the Tell Me step as asking the pa-
tient, “Did you understand what I just mentioned? Is there
anything youd like to go over once more? Does that make
sense?” (appointment scheduler, personal communication,
June 18, 2018). These questions suggest that a 2- to 4-hour
training does not ensure retention of the 5Ts concept.

When discussing barriers to Teach Back, training par-
ticipants often cite a lack of time. However, participants also
seem to recognize that Teach Back saves time when look-
ing at longer-term efficiency. For example, after completing
the CTG program, a clinic leader stated that patients were
more often prepared for their appointments because they had
completed required pre-appointment laboratory assessments
and tests (clinic leader, personal communication, January 19,
2018). Similarly, an appointment center scheduler noted that
Teach Back improved efficiency of his call center because pa-
tients were not calling back with questions that could have
been answered during the initial phone call. In the short
term, however, staff often estimate that using Teach Back
takes more time than patient encounters without Teach Back.
Given time limitations, it is likely that HCWs may only use
Teach Back with those whom they perceive to have trouble
understanding (appointment scheduler, personal communi-
cation, June 18, 2018; Jager & Wynia, 2012). Therefore, Teach
Back, when conceptualized strictly within short-term time
constraints, seems to be less efficient. However, information
included in our trainings about increased efficiency over time
as the skill is practiced, as well as longer-term operational ef-
ficiency (e.g., fewer patient call-backs), can counter worries
about time barriers.

LESSONS LEARNED

Although we have not conducted a scientific research
study, we have learned a great deal while conducting our
Teach-Back trainings. During our classes, the observers in
the practice sessions learn almost as much as the HCWs. Us-
ing the Observation Tool to recognize the 5Ts reinforces the
skills. Follow up with some of our participants has shown
that they do not retain knowledge of the 5Ts after a single
Teach-Back training session. We expect post-training sur-
veys to show that the follow-up component of our CTG with
Teach-Back program will begin to rectify some of these mis-
understandings.

Teach-Back training is becoming firmly entrenched in
our institution. Units that adopted the universal use of Teach
Back early have seen anecdotal successes, motivating other
units to institute Teach Back. Support from all levels of lead-
ership, through active participation in trainings and demon-
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stration of its use, reinforced the value and importance of the
strategy.

As entire units complete the CTG training, we are find-
ing that Teach Back becomes embedded into the unit culture.
Because the 5Ts are standardized and observable, managers
can send new hires and HCWs needing review to our hos-
pital-wide Teach-Back classes. Unit-based peer coaches use
a modified version of the Teach-Back Observation Tool to
evaluate and provide feedback on the effective use of Teach
Back in practice.

We found that flexibility of the program is key to sustain-
ability. Tailoring the program to an individual unit’s staff-
ing and schedule facilitates engagement. Shadowing on the
unit ahead of the training also allows training scenarios to
be tailored to the unit and increases the relevance for staff.
Limiting the number of formal training sessions but support-
ing them with unit-based coaching allows for more frequent
reinforcement of the 5Ts without significantly affecting unit
workload.

Our organizational structure does not allow mandated
Teach-Back training for physicians or other providers, who
rarely participate in the trainings. Because providers deliver
much of the patient education in our outpatient settings, in-
creased provider participation is likely needed before we can
measure whether Teach Back impacts Press Ganey patient
satisfaction metrics for patient education. Anecdotally, pro-
viders feel there is not enough evidence to show the benefits
of Teach Back outweigh the amount of time necessary to do
Teach Back. As further research demonstrates the effective-
ness of Teach Back, we hope that our providers will better
appreciate the value of Teach Back.

While reviewing the literature, we noted that many re-
searchers do not publish their operational definitions of
Teach Back. The 5Ts could be useful in further research to
determine the effect on patient outcomes when a standard-
ized method of Teach-Back training is implemented.

The 5Ts model is a helpful tool when training HCWs in
the use of Teach Back. The 5Ts model breaks Teach Back into
individual observable skills, making it ideal for teaching the
skill in small steps. Because all of the 5Ts steps are observable,
they can be easily identified during training, coaching, and
evaluation. Development of an institution-wide Teach-Back
training program requires time and dedicated staff to com-
plete. Obtaining high-level leadership support is critical to
the success of the program.

As Coleman (2011) noted, there is a lack of data on the
effectiveness of health literacy training methods and curri-
cula. Our next steps would address this gap by validating the
Teach-Back Observation Tool as well as the pre- and post-
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training surveys distributed to participants. Validating these
tools will allow for their effective use in research. We will
pursue mandatory 5Ts training for providers. We hypoth-
esize that training both staff and providers will maximize the
potential for improved patient satisfaction scores, lower read-
mission rates, and better patient outcomes.
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