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ABSTRACT

Objective: Informal patient education is a common practice used by nurses in the healthcare setting. Informal methods use
quick delivery instruction, and often promote self-directed learning and focus on specific tasks, based on the needs of the patient.
While there are effective models for more structured patient education programs, they are not typically applicable to informal
instructional situations, such as at a patient’s bedside, or upon discharge. The purpose of this paper is to: a) define how informal
patient education manifests itself in healthcare settings, b) identify, through a review of literature, potential issues arising from
informal patient education practices, and c) suggest ways nurses can further support and enhance informal patient education to
help overcome these issues.
Methods: This review of literature explores research and findings relevant to informal patient education in healthcare settings,
including an examination of potential issues related to this often spontaneous, less-structured approach. Also, this review reveals
findings that inform practitioners and researchers in this field with further ways to improve informal patient education practices.
Results: While informal patient education holds a valuable place in healthcare settings, it also presents issues related to areas
such as quality control, assessment, and curriculum. Without addressing these issues, research shows that healthcare providers,
including nurses, risk a myriad of negative outcomes affecting both the patient and the organization. An analysis of the literature
informed recommendations of strategies to support and enhance informal patient education, guided by four areas: desire to learn,
learning by doing, feedback, and reflection. Discussion: While patient education is frequently informal, it can be supported and
enhanced to help overcome challenges brought about by this type of delivery. The discussion provides specific ways nurses can
help enhance informal instruction in practice.
Conclusions: Informal patient education remains prevalent in patient care, but it has drawbacks. By incorporating new strategies
in practice, nurses can work towards enhancing and improving instances of informal instruction to make it more effective and
productive.
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1. INTRODUCTION

Patient education frequently occurs in an informal manner; it
is often self-directed, self-managed, and focused on specific

tasks in response to particular needs.[1] Patient education
sits at the intersection of healthcare and educational systems,
making it necessary to continue to develop quality meth-
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ods that optimize the skills of practitioners and patients.[2]

Research shows that the delivery of effective patient educa-
tion has a significant impact on both the patient (e.g. better
adherence to post-care instructions and quality of self-care
at home) and the healthcare organization (e.g. lower re-
admittance rates).[3–6] The Affordable Care Act, in particular,
holds healthcare providers more accountable for patient edu-
cation outcomes, including achievement of treatment goals,
reduced readmissions, and lowered costs.[7] As healthcare
workers are faced with delivering patient education on a
regular basis, they are often constrained by various issues
that negatively impact the exchange. According to Koh et
al.[8] patient education is often delivered within a cycle of
acute or crisis care that is informal, incidental, and highly
fragmented. While there are effective models for patient
education, they are often not feasible in more informal in-
structional situations, such as at a patient’s bedside, or upon
discharge.

Numerous factors impact the outcomes of patient education,
in general, including the quality and mode of instruction.
Also, informal patient instruction tends to be episodic and
constrained by time pressures, with little attention to out-
comes due to a lack of control over the learning process.[9]

These factors combined can have an adverse impact, result-
ing in problems such as improper use of medical equipment
at home, general lack of understanding of one’s condition,
and minimal adherence to discharge instructions.[10–12]

The purpose of this article is two-fold. First, it explores cur-
rent issues with informal patient education which prevent
patients from reaching desired outcomes. Second, this arti-
cle analyzes research findings that point to ways that nurses
can support and enhance informal learning to make it more
effective and productive. Using best practices for informal
learning as a guide,[13] ways to improve upon these types of
educational exchanges are revealed and discussed.

2. METHODS

In this literature review, our goal is to identify: a) current
issues with informal patient education practices and b) a
clearer definition of how informal patient education occurs
in practice. The search strategy focused on peer-reviewed
research articles published after 2010. Other works, includ-
ing books and conference proceedings were considered to
provide a deeper understanding of the topics being examined.

The review was conducted using the Walden University Li-
brary. Specific database searches were conducted using
CINAHL and Medline. We focused our search on literature
relevant to patient education and informal learning, specifi-
cally seeking out works that merged these two areas. Specific

terms used in the search included: informal learning, patient
education, adult education, adult learning, patient care, health
literacy, discharge planning, discharge instructions, and care
coordination.

3. DEFINITION
As Lai, Khaddage, and Knezek[14] note, the ways researchers
have defined the term informal learning are varied, depend-
ing on the setting; it has been described as non-assessment
driven, spontaneous, and self-directed. As we explore infor-
mal learning in the context of patient education, it is impor-
tant to have a clear definition of how it manifests itself in this
environment.

As Papen[1] describes, patient education is typically self-
directed, self-managed, and focused on specific tasks in re-
sponse to particular needs. Patient instruction also tends to
be more time sensitive and episodic in nature as well.[9] This
type of learning can be described as informal; it is intentional,
but not highly structured, and can include self-directed learn-
ing, coaching, and mentoring.[15] Because of its unplanned
nature, informal learning has the potential to take place any-
where at any time; therefore, it is not limited to the hospital
or physician’s office setting. Often, it takes place at the pa-
tient’s home through web-based resources, such as online
peer support groups;[16] educational websites;[17, 18] conver-
sations with the care team and other patients;[19] and other
venues. These types of resources are important to learning,
particularly during a health crisis when information is needed
quickly.[20]

4. RESULTS
Learning is impacted by numerous factors including how the
information is delivered and the level of involvement of the
patient.[7] Informal learning opportunities certainly have a
place in patient education; they are a convenient way to de-
liver critical information to patients in a timely, cost-effective
manner. This informal approach also appeals to patients who
need information quickly, or who prefer to seek out informa-
tion on their own in a less-structured environment. Informal
patient education is most likely going to remain an important
part of the patient care cycle, so it is essential to find ways
to enhance and improve current practices. To do this, we
examine several areas that further describe current issues that
impact the quality informal learning.

4.1 Quality measures and assessment
An important practice for any type of educational delivery
is the use of quality measures and assessment. Research
has shown that quality measures have a positive, direct link
to cost-savings, such as reduction of Medicare reimburse-
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ment.[21] In patient education, in general, quality measures
have been established at the national level and are core indi-
cators to assure compliance with evidence based practices.
The key to effective quality measures and assessment is a
multi-pronged approach that may include: assessing patient
learning needs, identifying social determinants of health, un-
derstanding patient learning preferences, and considering
health literacy, while also providing guidelines for discharge
instructions and an education plan.[22] Post-instruction check
for understanding is also critical to ensure the information
that was delivered to the patient was understood. As a follow-
up measure, patients might be asked to rate how well they
understood their medication instructions following discharge,
instructions following discharge. Tools such as the Patient
Education Materials Assessment Tool (PEMAT), for exam-
ple, help nurses evaluate factors such as the understandability
and actionability (i.e. how well does the patient understand
what they need to do) of instructional guides.[23]

The nature of patient education makes this multi-faceted ap-
proach to quality measurement and assessment limiting –
even more so in informal scenarios. Research has shown that
a lack of time and/or validated assessment tools that can be
easily administered in a clinical setting result in very little in
the way of actual assessment of patient learning.[24] Assess-
ment of informal education in a clinical setting often focuses
on behavior change and outcomes, yielding fragmented in-
formation that does not provide a clear picture of whether
or not learning objectives were achieved.[25, 26] Along these
lines, healtcare workers, including nurses, often rely on more
casual assessment, such as observing the types of questions
the patient is asking, and the patient’s ability to repeat, in
their own words, what they have learned.[27] Research shows,
despite quality measures, gaps remain between patients’ per-
ceptions of instruction, and the actual information provided
by the nurse due to factors such as readability issues.[28] For
example, patients with low literacy skills may have language
barriers, in addition to low literacy skills (including math
literacy), and lower baseline knowledge of health,[29] mak-
ing it difficult to assess learning, particularly in one casual
discussion or survey.

4.2 Absence of structured curriculum
Nurses rely heavily on an informal exchange or resources
in lieu of structured curriculum, creating a learning environ-
ment inconsiderate of any defined agenda. For example, a
patient may be given a pamphlet directing them to a web-
site or patient care portal for more information about their
condition or for follow-up care instructions. While this in-
formal approach is often due to time sensitivity, it may also
be a result of a lack of formalized training in effective teach-

ing practices of the healthcare workers, including nurses,
who are responsible for educating patients.[13] Conversely,
more well-known approaches to patient education, such as
Teach to Goal (TTG)[29] and the American Heart Associa-
tion guidelines for cardiopulmonary resuscitation,[30] rely on
more comprehensive curriculum and instructional expertise
for them to be effective. Along these lines, for example,
the Health Literacy Universal Precautions Toolkit provides
a framework for providing patient education using a more
patient- centric format, including eliminating the use of jar-
gon, providing small bits, emphasizing what the patient needs
to know and do.[27] These frameworks are counterintuitive to
how informal education manifests itself in healthcare, which
often happens in the patient’s home, during casual exchanges,
and other venues.

Informal patient education is often incorporated in tandem
with more formalized programs and generally relies on a
checklist of topics, talking points, and techniques such as
teach-back.[27] This may include hand-written or pre-printed
instructions, focused on plain language with clear and con-
cise messaging. TTG,[29] a curriculum designed for heart
failure patients with low literacy skills, focuses on developing
self-management skills resulting in reduced readmission and
death. TTG, as opposed to single session interventions, such
as discharge instructions at the time of discharge, starts out
by teaching foundational knowledge and skills, and works
towards building content over time. Cardiopulmonary resus-
citation training for non-medical personnel has many similar-
ities compared to TTG, including being objective and skill
based, emphasizing simplicity with a structured approach
this is practiced until mastery is achieved.[30] Digital tools
and technology are being used in patient education to track
biometric data, such as physical activity, blood pressure and
weight, provide education, and social support.[31]

5. RECOMMENDATIONS
Tannebaum, Beard, McNall, and Salas[13] indicate four com-
ponents critical to informal learning which include intent,
experience or action, feedback, and reflection. For learning
to occur, it is necessary for an individual to be “conscious of
the need to learn”.[3](p307) Also, an individual must learn
by doing as part of the informal learning process. Marsick
and Watkins[32] describe this as incidental learning, a subcat-
egory of informal learning, where individuals learn through
trial-and-error, for example. Learning by doing allows for
reflection on mistakes,[32] and further improvement or re-
finement of processes. The authors present strategies for
supporting and enhancing informal patient education, guided
by four areas: desire to learn, learning by doing, feedback,
and reflection.[13]
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5.1 Desire to learn
Nurses can assess the learning needs of their patients based
on cultural, social determinants (including health literacy)
and the types of patients by diagnoses. The effectiveness of
patient education in a healthcare setting is often determined
by the motivation, self-directedness, and level of engage-
ment of the patient.[34] Educational methods, therefore, must
also have a motivating and engaging component, and accom-
modate patients who prefer self-directed learning. To work
towards this, informal instruction can be designed based on
assessment of patient needs, which can then, in turn, be used
to develop engagement strategies. With this approach, be-
haviors, achievement of treatment goals, clinical outcomes,
and perception of care can be measures of success.

Motivational interviewing[35] is one strategy to help build in-
tent, or desire to learn, in patients. Motivational interviewing
is not a new technique; healthcare professionals typically use
it in tandem with informal and quick delivery techniques in
patient education, such as reflective listening with the goal
supporting readiness for change.[36] This strategy, however,
must meet the needs of all patients - not just the motivated
and self-directed. A key component, therefore, of building
intent with informal learning is to focus on the relevance of
the information.

Another strategy used to build intent is to focus on cogni-
tive behavioral change strategies, such as goal setting, self-
monitoring, and relapse prevention.[37] Baker et al.[29] used
a cognitive approach to explain the behavior, background in-
formation necessary to understand the behavior, and promote
an attitude change. This was achieved by defining a limited
set of the most important learning goals, providing content
in small bits of information, and linking the content to a skill
or behavioral goal.[29]

5.2 Learning by doing
Health education and intervention programs provided in a
group setting, such as cardiac and pulmonary rehabilitation,
diabetes self-management, and weight loss provide a venue
for informal education. Informal conversations with health-
care professionals and other patients in these forums give
patients an opportunity to draw upon the experiences and
model the behavior of others.[37] A key to drawing on the
experiences and actions of others with informal learning is
by making the interactions as personalized as possible. To
do this, adult learners draw upon their own experiences.[38]

Modeling behaviors and simulation of skills can provide a
framework for the patient as they encounter their own per-
sonal experiences.[30]

Activity and skill based programs, such as cardiac rehabilita-

tion, diabetes self-management, and lifestyle programs can
be provided in a group and social setting to promote behavior
change by allowing patients to learn by doing and model the
behavior of other patients.[39] Modeling is used to demon-
strate specific skills and behaviors, such as food preparation,
exercise, and monitoring of blood pressure and glucose.[37]

Modeling also can be used by health educators to simulate
and standardize specific instructional methods.[40]

5.3 Feedback and reflection
Feedback is a critical part of learning; in more formal patient
education scenarios, patients look to nurses for specific in-
formation related to their progress or learning. One study
focused on assessment and feedback in the stroke rehabili-
tation process revealed barriers to feedback including confi-
dentiality concerns, inconsistency in information, and lack
of staff availability to engage in the feedback process.[33]

Lack of feedback in informal learning situations results in
a false assumption that the learner (i.e. patient) has an ac-
curate understanding.[3] In informal learning, there is often
minimal feedback (if any at all), placing the responsibility to
the patient to reflect. Without reflection, there is less absorp-
tion or understanding of the information.[13] To build a new
framework for supporting and informal patient education, we
explore the areas described above in more depth.

It is often challenging for nurses to elicit or receive viable
patient feedback in informal education situations. Teach-
back can support quick-delivery, informal patient education
scenarios by having the patient repeat back the information
that is presented to them.[27] Technology, such as wearable
devices, can also provide feedback to the patient on areas
such as level of physical activity, blood pressure, sleep, and
glucose levels. In addition to providing feedback, web based
care coordination systems promote two-way communication
between the patient and their healthcare team.[31] Informal
methods are used to supplement formal educational sessions
in the healthcare setting by providing small ‘chunks’ of infor-
mation over multiple encounters.[29] An example of this is a
nurse or caregiver engaging the patient in a brief encounter
about a specific topic, such as their medications. Conducting
multiple brief, and informal sessions in the healthcare setting,
and extending the other educators, care givers, and patients
may be more effective by allowing the react to the feedback
from the patient.[29] A key component of using feedback in
informal education is to make the information interactive.

Reflection is most often accomplished in the healthcare set-
ting by allowing patient to share their experiences with other
patients. This element is often overlooked, or avoided com-
pletely due to privacy concerns. Social and emotional sup-
port, however, is a key element of patient learning, especially
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in cancer, multiple sclerosis, and ALS.[41] Peer-to-peer men-
toring through face-to-face interaction and digital tools can
enhance the information provided by the healthcare profes-
sional and are being used in hypertension, diabetes, and
AIDS awareness.[42] Patient centered programs such as Pa-
tients Like Me are emerging as platforms for communication
and education.[43] These platforms are being used to pro-
vide patients with an active role in their own health, and
allow patients to share their data, and insights, with other
patients and researchers. Social support platforms provide
an opportunity to informal learning. Rather than reading a
brochure or watching a video, the patient can participate in
active discussions with experts and other patients. Integrat-
ing social support into a healthcare environment, however,
can be challenging for healthcare professionals, who must
balance privacy issues, time commitment, and the need to
filter out information that is not credible. A key component
of using reflection in informal learning is to focus on the
social support system of the patient.

6. CONCLUSION
Informal, quick delivery instruction is common way for
nurses to educate patients, emerging because of its conve-
nience as a way to deliver critical information to patients in a
timely, cost-effective manner. It also appeals to patients who
are more self-directed and like to explore information on
their own time, at their own pace. There are ways, however,
key deficiencies in informal approaches can be identified as
ways to make the patient experience more effective. We have
learned that while patient education is frequently informal,
incidental, and quick, it does not need to be unstructured.
Nurses and other healthcare professionals should design their
educational methods to be aligned with the learning needs of
the patients. This might include getting an earlier start to the
educational experience to allow for more encounters. Also,
patient educators should standardize, practice, and simulate
their teaching methods, just like they do with other skills and
actions.

Informal methods are well suited for nurses providing patient
education in a healthcare setting. Nurses must balance opera-
tional and time pressures with the need to provide the patients
with needed information. While the healthcare setting is not
conducive to formal educational approaches, informal ap-
proaches can more easily be provided as the opportunity
for instruction presents itself. Examples of informal meth-
ods conducted in the healthcare setting include discharge
instruction from the acute setting; brief, serial conversations
with the patient and family members while performing other
patient care duties; conversations with the patient during pro-
grams, such as cardiac rehabilitation or physical therapy; and
ongoing interactions with patients in both live and virtual
formats.

With increasing pressure on nurses and other healthcare
providers to be accountable for the long-term outcomes of
patients there is an increasing need to provide effective pa-
tient education. Formal educational approaches are difficult
to provide in the healthcare setting. Informal methods, how-
ever, can be performed by healthcare providers within their
scope of work. A lack of quality and assessment measures
and a lack of a structured curriculum present challenges to
information methods. Best practices for informal methods
are those that facilitate a desire to learn, provide hands-on
instruction, and allow for feedback.

While informal patient education strategies are valuable in
healthcare settings, it is important to recognize their limits.
Nurses and other patient care workers should find ways to
support informal patient learning to bridge gaps left by lack
of curriculum, assessment, or quality improvement measures.
By engaging patients in strategies related to motivation, activ-
ities, feedback, and other areas, nurses can begin to enhance
instances of informal learning in the patient care cycle.
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