Panel 1: Health Literacy, Literacy, and Health
Outcomes

Topics covered in Panel 1:

¢ National Assessment of Adult Literacy health literacy results
e Health literacy in everyday life

e Literacy in the clinical care setting

e The association between health literacy and health outcomes

e Improving health outcomes for patients with low health literacy

The National Assessment of Adult Literacy: Health Literacy
Results

Russ Whitehurst, Ph.D.,
Director, Institute of Education Sciences,
U.S. Department of Education

Dr. Whitehurst, Director of the Institute of Education Services at the U.S. Department of
Education, opened the panel with an overview of health literacy data from the National
Assessment of Adult Literacy (NAAL).

About the National Assessment of Adult Literacy (NAAL)

The NAAL is a nationally representative assessment of English literacy among American
adults. The survey sample included over 19,000 adults ages 16 and older in homes and
over 1,000 inmates in state and Federal prisons across the country. In 2003, for the first
time, the NAAL included a health literacy component which assessed respondents’ skills
for locating and understanding health-related information and services.

The Health Literacy Scale

The NAAL assessment measures health literacy on a scale of 0 to 500, using four literacy
levels:

1. Proficient—Able to perform complex activities such as searching a document to
define a medical term or other information.

2. Intermediate—Capable of conducting moderately challenging tasks such as
finding the age range for a particular vaccine from a childhood vaccination chart.




3. Basic—Able to complete simple tasks such as giving two reasons why a person
should be tested for a specific disease, based on information in a clearly written
pamphlet.

4. Below Basic—Demonstrates the lowest levels of performance such as identifying
what is permissible to drink before a medical test, based on a set of short
instructions.

There is also a fifth category, Nonliterate in English, which includes adults at the bottom
of the Below Basic level and those adults who could not take the test because they did not
speak English or Spanish.

The NAAL health literacy tasks encompassed three domains of information:
e Clinical—such as filling out a patient form.

e Prevention—such as following guidelines for age-appropriate preventive health
services.

e Navigation of the health care system—such as understanding what a health
insurance plan will pay for.

To perform the health literacy tasks, individuals need to:
e Be familiar with everyday health-related words.
e Have experience with the type of written material (such as a drug label).
e Have knowledge of how the health care system works.

The health literacy scale did not measure the ability to obtain information from nonprint
sources, such as interactions with a health care provider. It also did not measure
knowledge of health issues or assess understanding of medical terms.

“Those who are most in need of health literacy are the ones with the poorest reported health.”

Russ Whitehurst, Ph.D.

Results of the 2003 NAAL

Based on the survey findings, Dr. Whitehurst provided the following interpretation of the
NAAL data:

e The majority of adults (53 percent) had Intermediate health literacy.

e An additional 12 percent had Proficient health literacy.
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e Among the remaining adults, 22 percent (corresponding to 47 million adults) had
Basic health literacy and 14 percent (30 million adults) had Below Basic health
literacy (see Table 1).

e 5 percent (11 million adults) were found to be Nonliterate in English. This
includes 7 million adults at the bottom of the Below Basic level who did poorly on
the easiest test questions and an additional 4 million adults who could not
participate in the study at all because of language barriers.

Table 1: Percentage and Number of Adults in Each Level: Health Literacy Component
2003 National Assessment of Adult Literacy

Percentage of adults in each | Number of corresponding
Health literacy level health literacy level adults in millions
Below Basic 14 30
Basic 22 47
Intermediate 53 114
Proficient 12 25

NOTE: Detail may not sum to totals because of rounding. n = 19,000 adults. Adults are defined as people 16 years
of age and older living in households or prisons. Adults who could not be interviewed because of language spoken or
cognitive disabilities (3 percent in 2003) are excluded from this figure. From: Kutner, Greenberg, Jin, & Paulsen,
2006.

Adults who spoke only English before starting school had higher health literacy scores
than did adults who spoke another language alone or other languages plus English.
Adults who spoke only Spanish before starting school had the lowest mean health literacy
score. Demographic data show how adults with Below Basic health literacy are different
from the adult population as a whole. For example, 51 percent of adults with Below
Basic health literacy did not graduate from high school, as opposed to 15 percent of the
total population.

About 76 percent of adults who reported that their overall health was excellent had
Intermediate or Proficient health literacy. In contrast, 69 percent of adults who reported
their health was poor had Basic or Below Basic health literacy. Dr. Whitehurst concluded
that the data indicate that those who are most in need of health literacy are the ones with
the poorest reported health. More detailed information about the NAAL health literacy
report, as well as other reports on the study, is available at www.nces.ed.gov/naal.

Functional Health Literacy: Health Information in Everyday Life

Rima Rudd, Sc.D., M.S.P.H., Sc.D.,
Senior Lecturer on Society, Human Development, and Health,
Harvard School of Public Health

Dr. Rima Rudd, Senior Lecturer on Society, Human Development, and Health at the
Harvard School of Public Health, provided a brief history of the growing interest in
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health literacy over the past several decades and gave an overview of the literature on the
topic to date.

There are now more than 1,000 peer reviewed articles on health literacy. Early studies in
education and adult literacy set the stage for future research with evidence that literacy
influences one’s ability to access information, use print materials, and participate in
society. According to Dr. Rudd, leadership in the early days of the health literacy
movement came from medicine, with a strong focus on patient-provider communication.

A New Focus: Functional Health Literacy

Patient-provider encounters are less frequent than other health-related situations that
occur at home, at work, and in the community. Individuals must make daily choices
about what they eat, how they exercise, whether to put on sunscreen, or how to take over-
the-counter medications. For this reason, Dr. Rudd’s research has focused on functional
health literacy—the ability to read, understand, and act on health information in everyday
life. She and her colleagues established a project to clearly define functional health
literacy and to derive a set of provisional estimates of the distribution of health literacy in
the United States. Their report, Literacy and Health in America, is an analysis of health
literacy skills based on health-related materials and tasks from national and international
surveys of adult literacy conducted before 2003 (Rudd, Kirsch, & Yamamoto, 2004).

“We need to look at both the demand side (the health care system) and the skill side (individual
capacities) in order to make improvements in health literacy.”

Rima Rudd, M.S.P.H., Sc.D.

Dr. Rudd and colleagues found that as many as one-half of adults lack the skills needed
to accomplish health-related tasks such as following directions on medicine labels,
reading nutrition labels, describing symptoms, or using a map to locate health facilities.
They also found that general literacy skills and health-related literacy skills are related;
those with more general literacy skills will also be more likely to have stronger health
literacy skills (Rudd, et al., 2004).

Improving Health Literacy: A Two-Sided Approach

Dr. Rudd emphasized a two-sided approach to improvement in health literacy.
Researchers and others concerned with health literacy must examine both:

e The demand side—what the health care system requires
e The skill side—individual capacities to respond to system demands.
Toward this end, Dr. Rudd has begun to deconstruct health activities by delineating the

specific tasks associated with each health activity and assessing the skills needed to
complete the tasks. For example, in order to enhance and maintain their health,
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individuals are expected to read nutrition labels and purchase healthy food, prepare a dish
from a recipe, understand charts and graphs such as the Body Mass Index, and/or plan an
exercise routine. For many people, there is a mismatch between the demands of the
activity and their skill level.

In response, Dr. Rudd and her colleagues have developed an in-depth training protocol
for adult educators to help them increase health literacy skills among their students. The
resulting three Health Literacy Study Circle guidebooks have been peer-reviewed and
piloted (Rudd, Soricone, & Santos, 2006a, 2006b, 2007). They have been implemented
in the State of Louisiana, New York State, New York City, and Boston.

Advice to Researchers and Practitioners

Dr. Rudd concluded by emphasizing the need for researchers to develop testable
hypotheses related to the link between literacy skills and health, thereby clarifying the
pathways from health literacy to health outcomes. Findings can then inform practice,
which, in turn, must include rigorous evaluation studies. As a result, the health sector can
eliminate literacy-related barriers to health promotion and access to care.

At the same time, health researchers and practitioners must work closely with colleagues
in education to clearly define the needed skills associated with access to healthcare
services, management of chronic disease, and participation in disease prevention
activities and early screening. Adult education professionals must then work to develop
these skills among members of the general public to improve health literacy.

Literacy, Chronic Disease Care, and Public Healthcare Systems:
A Focus on Communication

Dean Schillinger, M.D.,
Director of the Center for Vulnerable Populations,
University of California, San Francisco

Dr. Dean Schillinger, Director of the Center for Vulnerable Populations at the University
of California, San Francisco (UCSF), summarized the research that has been underway
over the last six years at the UCSF/San Francisco General Hospital. The research
includes studies evaluating the effects of limited literacy on communication, decision-
making, self-care, and health outcomes such as access to care, self-rated health, and
morbidity. Major findings from these studies provide good evidence that the
“communication characteristics” of the health care system (described below) contribute
to suboptimal care, particularly for those with limited literacy.

Limited Literacy and Health Outcomes: An Association

In one community-based prospective study of elderly English-speaking adults, limited
literacy was associated with:
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e Less self-rated access to care (i.e., whether patients had a regular doctor or regular
place of care, had obtained a flu shot in the last 12 months, or had supplemental
insurance that covered medications);

e Lower self-rated health (classified as excellent, very good, good, fair, poor);
e Higher rates of some chronic diseases; and
e Higher adjusted mortality (Sudore, Yaffe, et al., 2006).

In a separate study of public hospital patients with diabetes, limited literacy was
associated with higher rates of health complications (Schillinger, et al., 2002).

Dr. Schillinger presented four hypotheses to explain these associations:
1. Confounding: In this hypothesis, limited literacy is a marker for a number of

2. sociodemographic and behavioral factors or experiences that directly or indirectly
lead to morbidity and mortality.

3. Reverse Causation: Limited literacy is a consequence (not a cause) of high
disease burden or poor disease control, and this is associated with a worse health
trajectory.

4. Mediation: Limited literacy affects health through a number of behavioral and
exposure-related factors at the individual and community-level that directly or
indirectly lead to morbidity and mortality.

5. Effect Modification at the System Level: The predominant hypothesis
Dr. Schillinger addressed in his intervention research is that limited literacy leads
to poor quality of care, which results in illness and premature death. According to
Dr. Schillinger, the health care system places inappropriate demands on the
patients and population groups with the greatest needs. This hypothesis suggests
altering the context of care is a possible remedy.

Communication Characteristics of the Health Care System

There is good evidence that the communication characteristics of the healthcare system
contribute to suboptimal health care, particularly for people with limited literacy.

Fang et al., 2006;
Schillinger et al., 2004, 2006;
Sudore, et al., in press

Studies have shown that limited literacy affects both written and verbal communication.
Ineffective communication can impair shared decision-making and impede understanding
of technical information and explanations of self-care (Sudore, Landefeld, et al., 2006).
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Dr. Schillinger cited several examples from studies involving heart disease, diabetes, and
end-of-life care that demonstrate these findings (Fang, Machtinger, Wang, & Schillinger,
2006; Schillinger, Bindman, Stewart, Wang, & Piette, 2004; Sudore, et al., in press). For
example, diabetes patients with limited literacy were more likely to report that their
doctor used words they did not understand (Schillinger, et al., 2004). In addition, limited
literacy impairs medication communication, jeopardizing patient safety (Schillinger,
Machtinger, Wang, Rodriguez, & Bindman, 2006).

These studies from UCSF/San Francisco General Hospital suggest a number of
characteristics of the U.S. health care system that exacerbate the communication
difficulties experienced by patients with limited literacy:

e Lack of time and incentives

e Over-reliance on “activated patients”

e Reliance on single modes of communication (written or verbal)

e Provider/population mismatch across language and culture

e Unprepared health professional workforce with respect to communication

e Underdeveloped technology platforms to support communication
Improving the Reach and Effectiveness of Health Care

In response to these findings, Dr. Schillinger and his colleagues recently completed a
three-arm randomized trial (the IDEALL Project) that compared automated telephone
diabetes management to nurse follow-up, monthly group medical visits, and usual care
among public hospital patients with diabetes (Schillinger, Hammer, & Wang, in press).
The study was designed to challenge the "inverse care law" which states that the
availability of good medical care tends to vary inversely with need among the population
served.

Preliminary analyses show that the extent of engagement was five times higher for those
patients participating in the automated telephone diabetes management program than for
those participating in the group medical visits. Moreover, the greatest reach of the
automated telephone diabetes management program was among patients with limited
literacy and limited English proficiency. More detailed analyses will be forthcoming in
the near future.

Limited Literacy and Health Outcomes: A Complex Issue

In conclusion, Dr. Schillinger noted that the mechanisms by which limited literacy affects
health are complicated and likely multiple. Although it is apparent that improving
literacy levels of the population can achieve important public health objectives, there is
strong evidence that the communication characteristics of the health care system, such as
lack of time, reliance on single modes of communication, and provider/population
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mismatch across language and culture, contribute to suboptimal health care, particularly
for those with limited literacy. There is limited but growing research to suggest that
restructuring the health care system can improve the reach and effectiveness of health
care, improving quality, promoting safety, and possibly saving lives (Davis et al., 2006;
Kripalani et al., 2006; Paasche-Orlow, Schillinger, Green, & Wagner, 2006; Sentell &
Halpin 2006; Sudore, Landefeld, et al., 2006; Weiss, Francis, Senf, Heist, & Hargraves,
2006). It is likely that such restructuring would have greater benefit for those with
limited literacy.

The Associations Between Health Literacy and Health
Outcomes: Self-Reported Health, Hospitalization, and Mortality

David W. Baker, M.D.,
Chief of the Division of General Internal Medicine,
Northwestern University Feinberg School of Medicine

Dr. David Baker, Chief of the Division of General Internal Medicine at Northwestern
University’s Feinberg School of Medicine, discussed his research, which demonstrates a
strong, independent connection between health literacy and health outcomes. These
outcomes include emergency department use, hospitalization, self-reported physical
health, and mortality. Dr. Baker seeks to demonstrate a causal association, though by
which means in particular (knowledge, self-management skills, use of preventive care,
medication errors, access, or cognitive function) is not clear.

Health Literacy and Health Outcomes: A Strong Association

One of Dr. Baker’s earliest studies examined the relationship between health literacy*
and self-reported health among patients presenting to the emergency department at one of
two urban public hospitals. Patients rated their overall health as excellent, very good,
good, fair, or poor. Those with inadequate health literacy skills were more than twice as
likely to self-report poor health (Baker, Parker, Williams, Clark, & Nurss, 1997). After 2
years of follow-up, those with inadequate literacy had a 52 percent (95% confidence
interval 1.11 to 2.06) higher adjusted risk of hospital admission compared to those with
adequate health literacy (Baker, Parker, Williams, & Clark, 1998).

Multiple studies show there is a strong, independent connection between health literacy and
health outcomes, including emergency department use, hospitalization, self-reported physical
health, and mortality.

Baker et al., 1997, 1998;
Wolf et al., 2005 2006

"To measure the reading fluency of participants in their studies, Dr. Baker and colleagues used the Test of
Functional Health Literacy in Adults (TOFHLA) or the short-TOFHLA. The TOFHLA classifies people as
having adequate, marginal, or inadequate literacy.
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Another study, the Literacy and Health of Medicare Managed Care Enrollees, followed
2,923 new Medicare managed care enrollees to evaluate the association between health
literacy and functional health status (Wolf, Gazmararian, & Baker, 2005). Outcome
measures included scores on the physical and mental health functioning subscales of the
Medical Outcomes Study 36-Item Short Form Health Survey (SF-36), difficulties with
instrumental activities of daily living and activities of daily living, and limitations
because of physical health and pain.

The study found that individuals with inadequate health literacy reported significantly
lower mean physical function (67.7 vs 78.0, P<.001) and mental health (76.2 vs 84.0,
P<.001) scores on the SF-36 compared to those with adequate and marginal health
literacy. Individuals with inadequate health literacy were more likely to report
difficulties with instrumental activities of daily living and activities of daily living,
limitations in activities because of physical health, and pain that interferes wit normal
work activities (Wolf et al., 2005).

A recent study of health literacy and mortality among the elderly revealed that the risk of
death was 50 percent higher for those with inadequate literacy compared to those with
adequate literacy (Baker, et al., 2007). This was true for cardiovascular death but not
cancer death. Dr. Baker concluded that inadequate health literacy, as measured by
reading fluency, independently predicts all-cause mortality and cardiovascular death
among elderly persons. Interestingly, in contrast to health literacy, years of school
completed were not associated with higher mortality (Baker et al., 2007). According to
Dr. Baker, reading fluency is a more powerful variable than education for examining the
association between socioeconomic status and health.

The Roles of Reading Fluency and Cognitive Abilities in Health Outcomes

Dr. Baker and his colleagues have begun investigating the independent associations
between reading fluency, cognitive abilities, and mortality. They have proposed two
specific domains—memory and the ability to follow commands—that may affect health
communication and patients’ ability to adhere to recommended treatment plans. Using
the Mini Mental State Exam, Dr. Baker is investigating whether individuals with
inadequate health literacy are less likely to be able to recall three items and to follow a
three-step command than individuals with adequate health literacy (Baker, 2006).
Individuals’ performance on the items used to measure these domains is unlikely to be
biased by educational experience or literacy. Ongoing analysis has shown that
performance on measures of cognitive function predict mortality (Baker, 2006).
According to Dr. Baker, cognitive function may explain a significant portion of the
increased risk of mortality among patients with limited health literacy.

It remains unclear whether individuals with inadequate literacy have worse outcomes
than individuals with adequate health literacy because of their poor reading fluency, their
poor background knowledge of health-related issues, or their lower cognitive abilities.
Further work using more detailed measures of reading fluency and cognitive function is
needed to understand these relationships and to identify which individual capacities most
strongly influence patients’ ability to acquire and use new knowledge and gain new skills.
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Interventions to Improve Health Outcomes for Patients with Low
Literacy

Michael Pignone, M.D., M.P.H.,
Associate Professor of Medicine,
University of North Carolina—Chapel Hill School of Medicine

Dr. Michael Pignone, Associate Professor of Medicine at the University of North
Carolina—Chapel Hill School of Medicine, provided an overview of existing literature
on intervention studies to improve health outcomes for patients with low literacy. To
date, such interventions can be categorized into three main types:

1. Interventions that make written health information easier to understand;

2. Interventions that attempt to change or re-organize the care system to mitigate the
effects of low literacy; and

3. Interventions that attempt to directly improve patient literacy.
Intervention Studies: A Review of the Literature

Dr. Pignone and colleagues conducted a systematic review of the literature between 1980
and 2003 to assess the relationship between literacy and health outcomes, as well as
interventions to improve outcomes for individuals with low literacy (Berkman, et al.,
2004). Of the 20 studies included in the review, only 5 stratified their results by literacy
level. Stratification by literacy level is key to understanding and closing the disparity gap
between high and low level literacy. Most of the studies measured knowledge as their
main outcome. Based on the results of the evidence review, Dr. Pignone and colleagues
concluded that future research is required to better understand the factors that mediate the
relationship between literacy and health outcomes.

Accommodating Patients with Low Literacy

Subsequent intervention trials have been published since the systematic literature review
in 2003 (Berkman, et al., 2004). One intervention study by Dr. Pignone, Dr. Darren
DeWalt, and colleagues involved a 12-month randomized trial to test the efficacy of a
heart failure self-management program designed to accommodate patients with low
literacy (DeWalt, et al., 2006).

The intervention included an education session and booklet written below the 6™ grade
reading level, a digital bathroom scale, and scheduled follow-up calls. Special attention
was paid to barriers to care. Results showed improved knowledge, self-efficacy, and self-
care behavior for those in the intervention group as compared with the control group.
Self-efficacy, defined as an individual’s judgment of his/her ability to succeed in
reaching a specific goal, was measured with an 8 item scale developed for the behaviors
needed in this trial. The intervention reduced incidence of hospital admission or death.
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Patients with low literacy showed even greater improvements than those with higher
literacy.

Providing Literacy Education

In a separate intervention study cited by Dr. Pignone, the authors investigated literacy
education as an adjunct treatment for depression. In addition to receiving standard
treatment for depression, patients in the intervention group were also referred for literacy
training at an adult education program. Learning was facilitated through computer-
assisted instruction, traditional text-based instruction, and/or self-paced study modules.
The literacy program also offered employment-skill training.

Results of the small, randomized study of 70 patients suggested that literacy education
can beneficially supplement the effects of depression treatment in primary care settings
(Weiss, et al., 2006). It is unknown whether these results can be replicated for other
health outcomes.

Suggestions for Future Intervention Studies

In conclusion, Dr. Pignone noted that relatively few studies have examined interventions
to mitigate the effects of low literacy on health outcomes. Future studies should include
participants with a wide range of literacy levels and stratify results by literacy level.
Pignone also suggested that in addition to outcome measures like knowledge, future
studies should identify the behaviors required for effective self-care and measure the
ability of patients to learn those tasks. For example, rather than asking only asthma
knowledge questions, researchers could analyze the effect of interventions on the ability
to correctly use inhalers. Finally, more studies are needed that examine the effect on
health outcomes by improving the reading skills of persons with low literacy.

Discussion: Panel 1
Panel 1 elicited a wide variety of comments from audience members and panelists.
Self-Efficacy versus Knowledge Building in Improving Health Literacy

One researcher in the audience asked whether there were scientific studies investigating
causal influence interventions (i.e., teaching people more generally about how the body
works and the nature of disease so that they may act more appropriately when faced with
symptoms). Panelists noted that much of the work to date concerns self-efficacy building
rather than knowledge building. Dr. Baker expressed concern that causal models can
sometimes create excessive cognitive demand, noting that it may be useful to begin with
a simple causal model, then build on that knowledge. He emphasized the importance of
efforts to determine how we can effectively create learning situations that promote the
long-term retention of information.

Participants discussed the role of knowledge versus skills in improving health literacy.
Dr. Rudd noted that what is taught in kindergarten through 12" grade (K-12) varies so
widely that few assumptions can be made about the knowledge base of children and
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adults with regard to understanding the human body and its systems. A representative
from the American School Health Association responded that national health education
standards for K-12 emphasize skills, such as how to access health information and the
ability to set goals and make decisions, rather than content or knowledge. There appears,
however, to be a large disparity in the content taught and no clear definition of what
content people should have in order to say that they are health literate. Dr. Pignone
agreed with the need to improve health and science instruction, but he expressed concern
about the tendency to overemphasize pathology and physiology. He commented that at a
basic level, people need non-health-specific skills related to empowerment and self-
efficacy, such as how to ask questions during a medical appointment.

The Relationship Between Literacy and Health Literacy

Panelists and audience members had varying views on the relationship between literacy
and health literacy. Dr. Rudd noted that the IOM Committee on Health Literacy had
concluded that there is a significant overlap between the two concepts, but that there are
strong content-specific demands in the area of health literacy that distinguish it from
general literacy. The skills may be the same, but the applications differ.

“Although there is significant overlap between literacy and health literacy, there are strong
content-specific demands in the area of health literacy that distinguish it from general literacy.”

Rima Rudd, M.S.P.H., Sc.D.

Dr. Whitehurst added that the correlation between literacy scores and health literacy
scores in the NAAL is quite high.

Dr. Baker agreed that there were commonalities, but argued that there was a need for
greater precision in discussing general literacy. He noted that background conceptual
knowledge may be key to understanding the distinction between literacy and health
literacy. Dr. Pignone cautioned participants against calling the measures described at the
workshop health literacy measures, when in fact they are literacy measures that use health
terms. He stated that a measure of health literacy as a broad construct has yet to be
developed.

Improving the Communication Skills of Health Care Providers

A representative from the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) raised the issue of changing the communication practices of
healthcare providers, noting that good communication practices need to be introduced in
provider education and training. An audience member from the American Medical
Association (AMA) echoed these concerns and announced that the AMA would be
launching an initiative linking health communication and patient safety. Dr. Schillinger
pointed out that nursing, medical, and pharmacy students are very receptive to learning
these skills, but noted that skills training needs to continue into the residency
phase/clinical context. The positive effects of communication skills training can be
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displaced by the demands of residency. He commented that medical student associations
can often drive curricular change, making them excellent points of intervention.

Dr. Pignone noted that system changes such as team-based care, information technology
infrastructure, and reimbursement practices can also improve patient-provider
communication. Dr. Rudd added that, while it is important to look at communication
between health professionals and patients, we must also work with writers of health
education materials to ensure that they rely on formative research. She noted that we do
not approve new drugs without formative research, so we should not produce written
materials without comparable research.

Methodological Issues in Health Literacy Research

An audience member remarked that much of the study of health literacy has been
quantitative in nature and asked how much ethnographic research, particularly research
models that involve people with low literacy in the design of materials, has been
conducted. Dr. Baker pointed out that qualitative studies as early as 1991 have included
interviews and focus groups designed to record the opinions, questions, and experiences
of persons with low literacy. Dr. Schillinger described a study in which clinicians and
patients were videotaped in order to assess shared decision-making (Saba et al., 2006).
Results did not show a strong correlation between the effective communication behavior
of the provider and the positive experience of the patient. The researchers concluded that
relationship dynamics such as trust between provider and patient mediate the patient’s
perception of shared decision-making. Efforts to enhance patient-physician
communication, especially among disadvantaged populations, must include
improvements in effective communication behavior and affective relationship dynamics
(Saba et al., 2006).

An adult education advocate in the audience asked how much research has been done on
oral literacy, commenting that we are largely an oral society. Dr. Rudd replied that there
is not much in the literature to date, but a number of studies on the topic are underway.
She noted that the NAAL collected information on oral skills such as fluency and
pronunciation, but that information had not been analyzed at the time of the workshop.
There is a good deal of literature on oral communication in the communication field, and
more knowledge-sharing on this topic would be useful.

Interpreting the NAAL Health Literacy Data

A representative from the Indian Health Service asked if the NAAL accurately reflects
the health literacy of minority populations. Dr. Whitehurst replied that the NAAL was a
very large national study, with a sufficient sample size to accurately report on population
differences. He added that because the assessment was in English, there would be some
differences in literacy skills when nativity is analyzed.

The moderator commented that prior to the 2003 NAAL data, most people cited the 1992
National Adult Literacy Survey figure used in the IOM report that 90 million Americans
would have trouble understanding health information. He asked whether the NAAL data
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give us a more concrete number. Dr. Whitehurst replied that they did not categorize the
data in that way. According to the NAAL, there are approximately 30-34 million adults
in the lowest levels of health literacy (30 million adults in Below Basic and an additional
4 million adults who could not participate in the survey due to language barriers); it is
reasonable to presume that they will have trouble understanding and using health
information (Kutner, et al., 2006). An audience member from AHRQ pointed out that the
30-34 million figure does not include those from institutionalized populations (other than
prisons) and homeless people. Therefore, she suggested that the figure was likely
artificially low.

22



	Executive Summary
	Limited Health Literacy:  A Public Health Problem
	Workshop Highlights
	Panel 1:  Health Literacy, Literacy, and Health Outcomes
	Panel 2:  Meeting the Health Literacy Needs of Special Populations
	Panel 3:  Toward an Informed and Engaged Public

	Conclusions

	Introduction
	Workshop Proceedings
	Welcome
	Charge and Goals
	Definition of Health Literacy
	Limited Health Literacy:  A Public Health Problem
	A Public Health Approach to Health Literacy Improvement
	Goals for the Workshop

	Moderator Opening Remarks

	Panel 1:  Health Literacy, Literacy, and Health Outcomes
	The National Assessment of Adult Literacy:  Health Literacy Results
	About the National Assessment of Adult Literacy (NAAL)
	The Health Literacy Scale
	Results of the 2003 NAAL

	Functional Health Literacy:  Health Information in Everyday Life
	A New Focus:  Functional Health Literacy
	Improving Health Literacy:  A Two-Sided Approach
	Advice to Researchers and Practitioners

	Literacy, Chronic Disease Care, and Public Healthcare Systems:  A Focus on Communication
	Limited Literacy and Health Outcomes:  An Association
	Communication Characteristics of the Health Care System
	Improving the Reach and Effectiveness of Health Care
	Limited Literacy and Health Outcomes:  A Complex Issue

	The Associations Between Health Literacy and Health Outcomes:  Self-Reported Health, Hospitalization, and Mortality
	Health Literacy and Health Outcomes:  A Strong Association
	The Roles of Reading Fluency and Cognitive Abilities in Health Outcomes

	Interventions to Improve Health Outcomes for Patients with Low Literacy
	Intervention Studies:  A Review of the Literature
	Accommodating Patients with Low Literacy
	Providing Literacy Education
	Suggestions for Future Intervention Studies

	Discussion:  Panel 1
	Self-Efficacy versus Knowledge Building in Improving Health Literacy
	The Relationship Between Literacy and Health Literacy
	Improving the Communication Skills of Health Care Providers
	Methodological Issues in Health Literacy Research
	Interpreting the NAAL Health Literacy Data


	Panel 2:  Meeting the Health Literacy Needs of Special Populations
	Lost in Translation:  Language Barriers, Literacy, Communication, and Quality in Health Care
	Mismatch in Language between Provider and Patients:  A Barrier to Health Care
	The Dangers of Using Ad Hoc Interpreters
	Increasing Language Access in Health Care:  Recommendations for Action

	A Call to Action:  The Role of Health Literacy in Reducing Health Disparities
	The Persistence of Health Disparities
	The Patient Navigation Program
	Recommendations for the Field

	Meeting the Health Literacy Needs of Older Adults
	Old Age and Cognitive Decline
	The Illusion of Truth
	Recommendations for Action

	Meeting the Health Literacy Needs of Young Children
	Illusions of Understanding
	Cause-Effect Explanations
	Evaluating the Quality of Health Information

	Discussion:  Panel 2
	The Relationship between Culture, Language, and Health Literacy
	Trust and the Patient-Provider Relationship
	Persons with Limited Literacy as a Special Population
	Defining the Problem:  Limited Health Literacy or Poor Quality Health Care?


	Panel 3:  Toward an Informed and Engaged Public
	Both Health Literacy and Patient Activation Contribute to Consumers’ Ability to Manage Their Health
	Patient Activation Measure
	Health Literacy and Activation Both Contribute to Health Outcomes
	Measuring Activation:  Recommendations for the Field

	Advancing Health Literacy:  A Framework for Understanding and Action
	Moving Beyond the “Deficit Model”
	A Multi-Dimensional Model of Health Literacy
	Meeting the Health Literacy Needs of the Population

	Toward an Informed Public:  A Communication Perspective
	Closing the Knowledge Gap
	Role of the Source of Information in Communication
	Creating Effective Health Messages
	Channels of Communication
	Understanding the Target Audience

	Translating Health Literacy Research into Large Scale Public Action
	A Translational Research Model
	User Collaboration in Health Communication
	Case Study:  MyPyramid.gov
	Health Literacy Standards and Participatory Methods to Improve Communication
	Case Study:  First 5 Kit for New Parents
	Need for a National Plan to Improve Health Literacy

	Discussion:  Panel 3
	Limited Health Literacy:  Not Just an Individual Problem
	An Ecological Perspective
	Health Information on the Internet
	Positive Versus Negative Health Messages


	Discussion:  Creating a Vision for the Future
	Health Literacy Standards
	Areas for Future Research
	Working with School Systems to Address Health Literacy

	Closing and Action Steps
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




