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Scales used for clinicians and patients in the study included: 1) Patient Education Materials Assessment Tool (PEMAT), 2) Perceived Accuracy, 3) Completeness, 4) Usefulness scale for patient information material (USE), 5) The Patient Participation Questionnaire (PPQ)

[1] Patient Education Materials Assessment Tool (PEMAT) 

The following items are to evaluate whether the provided document is appropriate for patients to understand. Please read each question and check (✔) the corresponding box. 

	Item #
	Item
	Response Options

	
	
	Agree
	Disgaree
	N/A

	1
	The material makes its purpose completely evident.
	
	
	

	2
	The material does not include information or content that distracts from its purpose.
	
	
	

	3
	The material uses common, everyday language. 
	
	
	

	4
	Medical terms are used only to familiarize audience with the terms. When used, medical terms are defined.
	
	
	

	5
	The material uses the active voice.
	
	
	

	6
	Numbers appearing in the material are clear and
easy to understand. 
(If no numbers in the document, please check N/A) 
	
	
	

	7
	The material breaks or “chunks” information into
short sections.
	
	
	

	8
	The material’s sections have informative headers.
	
	
	

	9
	The material presents information in a logical sequence.
	
	
	

	10
	The material provides a summary. 
	
	
	

	11
	The material uses visual cues (e.g., arrows,boxes, bullets, bold, larger font, highlighting) to draw attention to key points.
	
	
	

	12
	The material uses visual aids whenever they could make content more easily understood (e.g., illustration of healthy portion size).
	
	
	

	13
	The material’s visual aids reinforce rather than distract from the content.
(If no visual aids in the document, please check N/A )
	
	
	

	14
	The material’s visual aids have clear titles or
captions.
(If no visual aids in the document, please check the N/A response.)
	
	
	

	15
	The material uses illustrations and photographs
that are clear and uncluttered.
(If no visual aids in the document, please check N/A) 
	
	
	

	16
	The material uses simple tables with short and
clear row and column headings.
(If no tables in the document please, please check N/A) 
	
	
	






[2] Perceived Accuracy 

 Please evaluate the perceived  accuracy of the document compared to the medical note. If you think the information is entirely accurate, assign it 6 points; if you believe none of it is accurate, assign it 1 point.

	Content
	Score

	How accurate do you think the explanatory document is?
	


(Reference: 1 = None of the information is accurate. 2 = Most of the information is inaccurate. 3 = An equal mix of accurate and inaccurate information. 4 = Slightly more accurate information than inaccurate. 5 = Most of the information is accurate. 6 = All information is accurate.)

Please highlight any inaccurate sections in the document and provide a brief explanation in the space below.

	





[3] Completeness 

The following items assess whether the document includes essential information. Please review each section (initial visit, follow-up, and discharge documents) to determine whether the listed content is included, and  check (✔) the corresponding box. 
1) Initial Visit Document
	Item
	Included
	Not Included

	Patient information: Name, ID number
	
	

	Date of visit
	
	

	Expression of empathy and support for the patient’s symptoms
	
	

	Symptoms reported by the patient and physical examination findings
	
	

	Presumptive diagnosis
	
	

	Instructions for further tests and follow-up
	
	


Please list any missing information in the space below. 
	




2) Follow-up document 

	Item
	Included
	Not Included

	Patient information: Name, ID number
	
	

	Details shared by the patient during consultation
	
	

	Test names and results
	
	

	Post-test progress and plan
	
	


Please list any missing information in the space below. 
	





3) Discharge document

	Item
	Included
	Not Included

	Patient information: Name, ID number
	
	

	Date of visit
	
	

	Findings from history-taking and physical examination
	
	

	Presumptive diagnosis
	
	

	Emergency department progress (test results, symptom changes, etc.)
	
	

	Discharge education for the patient
	
	

	Guidance on situations requiring re-visit to the emergency department
	
	


Please list any missing information in the space below. 
	




[4] Usefulness scale for patient information material (USE)

The following items are to assess how useful the document provided was for patients. Based on your simulated consultation experience, please rate the usefulness of the explanatory document for each item on a scale of 0 to 10. Assign a score of 10 if you strongly agree, and 0 if you strongly disagree.

	No.
	Item
	Score

	1
	The explanatory document contains the information I needed.
	

	2
	The explanatory document helped me to understand the disease/illness.
	

	3
	The explanatory document helped me to understand the treatment options.
	

	4
	The explanatory document reduced my worries about my disease/illness.
	

	5
	The explanatory document has given me courage.
	

	6
	The explanatory document has given me the hope that I will feel better again.
	

	7
	The explanatory document helps me to participate in decisions made about my treatment.
	

	8
	The explanatory document showed me how I can contribute to the success of the treatment.
	

	9
	The explanatory document encouraged me to become more active in order to improve my condition.
	




[5] The Patient Participation Questionnaire (PPQ)

The following items are to assess your participation in the consultation process. Please check (✔) the appropriate response for each item.

	Items 
	The answer I am most in agreement with

	Involvement
	To a great extent
	To some extent
	To a lesser extent
	Not at all

	Item 1. To what extent have you had the opportunity to be involved in decisions about your health care? 
	
	
	
	

	Item 2. To what extent have you allowed the staff to make decisions for you about your health care?
	
	
	
	

	Item 3. To what extent have you worked together with the staff on issues related to your health care?
	
	
	
	

	Item 4.  To what extent have your preferences and needs been met by the nurses, so you were able to continue your daily routines?
	
	
	
	

	
	The answer I am most in agreement with

	Information
	To a great extent
	To some extent
	To a lesser extent
	Not at all

	Item 5. To what extent has the staff provided you with individual information (rather than providing standardized information)?
	
	
	
	

	Item 6. To what extent have you been kept informed about your health care during hospitalization? 
	
	
	
	

	Item 7. To what extent has the information provided by the staff helped you to understand your own health conditions and treatment? 
	
	
	
	

	Item 8. To what extent was the information you received understandable? 
	
	
	
	

	
	The answer I am most in agreement with

	Communication
	To a great extent
	To some extent
	To a lesser extent
	Not at all

	Item 9. To what extent have you had the opportunity to discuss your health care with the staff? 
	
	
	
	

	Item 10. To what extent has the staff shown interest in your understanding and experiences of your body and health condition? 
	
	
	
	

	Item 11. To what extent have you experienced that the information you gave about yourself was passed on to other staff members? 
	
	
	
	

	Item 12. To what extent has the staff made time for ‘small talk’ or conversation that was not related to your illness?
	
	
	
	

	
	The answer I am most in agreement with

	Relationship to the staff
	To a great extent
	To some extent
	To a lesser extent
	Not at all

	Item 12.  To what extent have you had trust in the staff’s professional expertise?
	
	
	
	

	Item 13. To what extent have you been treated as an individual by the staff (with individual opinions and needs)? 
	
	
	
	

	Item 14. To what extent has the staff showed a genuine interest in you?
	
	
	
	

	Item 15. To what extent have you had the opportunity to share your thoughts and concerns with the staff?
	
	
	
	

	Item 16. To what extent have you experienced that your relationship with the staff was based on mutual respect?
	
	
	
	

	
	The answer I am most in agreement with

	Overall assessment of involvement in own health care
	Yes, sufficiently
	No, sufficiently

	Item 17. Overall, have you felt involved in your own health care?
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Demographic information of clinicians and patients. 

Demographic information of patients 
	Clinicians
	Age
	Major 
	Work period (year) 

	1
	30
	Dermatology
	5

	2
	28
	Cardiothoracic surgery
	5

	3
	29
	General physician 
	2

	4
	29
	Emergency medicine
	5

	5
	31
	Emergency medicine
	5

	6
	29
	Pediatrics 
	5

	7
	28
	Emergency medicine
	5

	8
	28
	Emergency medicine
	5

	9
	30
	Emergency medicine
	5

	10
	32
	Otolaryngology
	5



Demographic information of clinicians 
	Patients
	Age
	Reason for Recent ED Visit
	Number of ED Visits

	1
	25
	Fractured arm while playing sports
	1

	2
	26
	Stomach cramps
	1

	3
	28
	Infectious mononucleosis
	2

	4
	27
	Severe dehydration due to enteritis on a weekend afternoon
	3

	5
	27
	EBV infection
	15

	6
	24
	Chest pain and shortness of breath
	2

	7
	24
	Hamstring injury while playing soccer
	2

	8
	24
	Abdominal pain
	3

	9
	21
	Bruising from a fall during hiking
	2

	10
	24
	Severe ear pain and swelling lasting over two weeks, causing dizziness and discomfort
	1

	11
	25
	Severe abdominal pain
	10

	12
	23
	Enteritis
	4

	13
	21
	Increased intraocular pressure, left-sided numbness (left hand, left arm, left lips, left tongue), nausea, headache, vision and speech impairment
	3

	14
	23
	High fever over 39 C (mumps-related meningitis)
	1

	15
	25
	Nasal bone fracture
	3

	16
	46
	Acute low back pain
	20

	17
	43
	Injury from a bicycle fall
	5

	18
	44
	Shingles
	5

	19
	33
	Severe abdominal pain (appendicitis)
	5

	20
	35
	Scalp laceration on the back of the head after drinking and returning home
	5
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Initial visit PFCN 
	[Initial Visit Clinical Note]

S> Abdominal pain (onset: 6HA) 
RLQ, stabbing pain. 
Indigestion/nausea/vomiting (+) Fever (-) 
Other systemic sx (-) 
O> Hyperactive bowel sound (+) 
Rebound tenderness (+) 
A> r/o acute appendicitis r/o AGE 
P> Lab X-ray CT
	[Initial visit PFCN]
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	[Follow-up Clinical Note]

S> 
O> Lab: Elevated WBC and CRP. Otherwise unremarkable. X-ray and CT scan: No significant findings.
A> r/o AGE > r/o acute appendicitis 
P> IV fluid IV antibiotics
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[bookmark: _ttu6w78yw2bz] Discharge PFCN 
	[Discharge Clinical Note]

S> Improving after IV antibiotics and IV fluids for r/o AGE. 
P> Discharge with 5-day course of oral antibiotics 
Return to ER/clinic if symptoms worsen or new symptoms develop

	[Discharge PFCN]
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Hello, Mr. John Doe. I sincerely offer words of comfort regarding your current di
scomfort, and our medical team will do our best to alleviate your symptoms. Curre
ntly, many patients are waiting in the emergency department, so treatment and exa
minations may take time. We apologize for any inconvenience and appreciate your u
nderstanding. I would like to explain your emergency department progress.

## Current symptoms and medical condition
You have presented with x+abdominal pain#*. These symptoms can be related to vari
ous abdominal conditions, requiring continuous observation and diagnosis.

## Expected diagnosis

We suspect you may have acute gastroenteritis (AGE) or acute appendicitis. AGE ty
pically involves #+abdominal pain#*x and *+diarrhea+*, while acute appendicitis is
characterized by #**right lower quadrant painsx.

## Test results

Your test results are as follows:

* *+Blood Testx+: Elevated white blood cell (WBC) count and C-reactive protein (C
RP) levels, indicating possible inflammation. Please note these results may chang
€.

* xkX-ray and CT Scank+*: No significant findings.

## Treatments provided

You are currently receiving *#*IV fluids** and #**IV antibiotics#x. The fluids prev
ent dehydration and maintain body balance, while antibiotics prevent or treat inf
ection. Treatment results are still ongoing.

## Treatment plan and next steps in the emergency department

You will continue to receive appropriate treatment under observation, barring any
additional symptom changes. Discharge may be possible once your condition stabili
zes, though this decision may change based on examination results and your condit
ion.

Please feel free to ask any additional questions through the chat room.
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You were treated in the emergency department for suspected #*+acute gastroenteriti
s (AGE)*#*. Your condition has improved with treatment.

## Expected diagnosis

++AGE+* is an inflammatory condition of the digestive system, typically caused by
viral or bacterial infections. Symptoms include abdominal pain and diarrhea, whic
h usually improve with proper treatment and rest.

## Treatment Provided
* #+IV antibiotics and fluidsx#: Administered to improve dehydration and reduce i
nfection.

## Discharge Instructions
Take prescribed #*antibiotics#* for 5 days. Get adequate rest and maintain hydrat
ion. Consume easily digestible, soft foods.

## Cases when you should return to the emergency department after discharge
* Fever develops or abdominal pain worsens

* Persistent diarrhea or signs of dehydration

* New symptoms appear

Please use the chat room for any additional questions. We wish you a speedy recov
ery.
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— Instructions for ensuring accuracy

t Instructions to improve readability

— Instructions to enhance patient-friendliness

[Instructions]
You are a kind and friendly assistant helping to create medical explanations for patients. Please carefully review the
following [Common Rules] and [Specific Rules].

[Common Rules]
When generating a message for the patient, you MUST consider the following:

0) NEVER include any information that is not provided in the medical records.

1) Use everyday words and phrases that the patient can easily understand. DO NOT include Sino-Korean or English
words.

3) At the beginning of the explanation, always provide a greetings message that:

- friendly empathizes with and comforts the patient's discomfort.

- shows we, the doctors and the nurses, are going to try our best to alleviate the patient's chief complaint, condition
and discomfort.

- ends with "Currently, there are many patients waiting in the Emergency Department, which may cause delays in
treatments and tests. We apologize for any inconvenience and appreciate your understanding."

6) Explain the physical examination results to the patient. Only describe positive findings using easy-to-understand
terms, and briefly explain the examination procedures.

7) Explain the diagnosis to help the patient understand. Include:
1. Symptoms of the condition
2. Causes
3. Course of the disease
using simple terms.

8) End the message by informing the patient that they can ask any additional questions in the chat room.

[Specific Rules for Initial Document]
After the greeting, write “I would like to inform you about your condition upon arrival at the Emergency Department
and the upcoming medical care process.”

In section 4, use the following subheadings:

- Current symptoms and medical condition

- Test results

- Expected diagnosis

- Treatment plan and next steps in the Emergency Department

Explain the future plan. Provide a brief explanation of each test, including:
1. Test method
2. Duration of the test
3. Considerations during the test
4. Description of the test and why it was performed, using patient-friendly language.

Provide information about the upcoming treatment process in the emergency department.
Inform the patient that their suspected diagnosis and treatment may change based on future test results.
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[Specific Rules for Follow-up Document]
After the greeting, write "l would like to explain your emergency department treament progress."

In section 4, use the following subheadings:

- Current symptoms and medical condition

- Expected diagnosis

- Test results

- Treatments provided

- Treatment plan and next steps in the emergency department
- Patient inquiries

Please ensure that the following information is included when explaining the patient's test results (e.g., lab, imaging)
by each test:

1. Test method

2. The reason for conducting the test

3. The test results

4. A disclaimer that the test results may be subject to change in the future

Provide information about the treatment (e.qg., fluid loading, IV injection, maneuver) process in the emergency
department. Include:

1. Treatment procedure name

2. Process of the treatment

3. Results of the treatment

Provide information about the upcoming treatment process in the emergency department.
Inform the patient that their suspected diagnosis and treatment may change based on future test results.
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[Specific Rules for Discharge Document]
After the greeting, write "I would like to explain your current condition and discharge instructions.".

In section 4, use the following subheadings:
- Current symptoms and medical condition
- Expected diagnosis
- Test results
- Treatments provided
- Discharge instructions
- Cases when you should return to the emergency department after discharge
- Patient inquiries

Provide information about the treatment (e.qg., fluid loading, IV injection, maneuver) process in the emergency
department. Include:

1. Treatment procedure name

2. Process of the treatment

3. Results of the treatment

Explain the patient's discharge instructions.

Provide information about when the patient has to come back to the emergency department.
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Hello, Mr. John Doe. You must be worried about your abdominal pain, but our medic
al team will do our best to alleviate your discomfort. Currently, many patients a
re waiting in the emergency room, so treatment and examinations may take some tim
e. We apologize for any inconvenience and appreciate your understanding. I would

like to inform you about your condition upon arrival at the emergency room and th
e future course of treatment.

## Current symptoms and medical condition

Your x+abdominal pain#* started about 6 hours ago. You have sharp pain in the rig
ht lower abdomen, accompanied by #+indigestion, nausea, and vomiting+#x, but there
is no fever and no other #xsystemic symptoms:s.

## Examination Results

Physical examination shows *+active bowel movementsk+ and *+rebound tenderness:
(pain increases when pressure is released). These are important clues in understa
nding the cause of pain.

## Expected diagnosis

Based on your symptoms and examination results, we are considering *+acute append
icitis** and #*+acute gastroenteritisx*. Acute appendicitis typically presents wit
h severe right lower abdominal pain, nausea, and vomiting, and may require IV flu
ids or surgery. Acute gastroenteritis is usually caused by viral or bacterial inf
ections and typically recovers with symptomatic treatment.

## Treatment plan and next steps in the Emergency Department

We will conduct several tests to better understand your condition:

1. #+Blood Testx*: To check inflammation markers and infection status. Takes abou
t 5 minutes, with no special precautions needed.

2. #xX=-ray#+*: To examine internal organs through abdominal X-ray. Takes about 10

minutes, requiring you to maintain position during imaging.

3. #xCT Scankx*: For clearer images through abdominal CT, helping with accurate di
agnosis. Takes 15-20 minutes, may require fasting beforehand.

Your diagnosis and treatment plan may change based on test results. Please feel f
ree to ask questions during the examination and treatment process.

If you have any additional concerns, please feel free to ask in the chat room.




