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Physicians consider, often implicitly,
the patient’s level of understanding of
information being presented to
them. Although challenging, more
explicit assessment may be useful
for physicians and for the extended
health-care team when there are
questions about a patient’s under-
standing.

Over the past two decades, re-
search on health literacy and its
impact on interactions of individuals
with the health-care system have
been ongoing in Canada and interna-
tionally. Although the evidence is
weak and more research is needed,
there are data on the levels of literacy
of Canadians, and information about
how physicians and other health-care
professionals can improve commu-
nication with patients.

The World Health Organization
has been a leader in health literacy
initiatives and in defining health
literacy:

Health literacy represents the cogni-
tive and social skills which determine

the motivation and ability of individ-
uals to gain access to, understand and
use information in ways which pro-
mote and maintain good health.
(World Health Organization,
19981)
Canada initiated many of the

early and ongoing efforts to assess
literacy generally, and health literacy
specifically.a

CanadianData: Literacy

About half of Canadians have literacy
skills that are considered insufficient
to function well in society. People
with this level of skill can read and
understand only material that is sim-
ple, laid out clearly, and in which the
tasks are not complex.

The percentage of the Canadian
population age 16 and older with
insufficient skills in each of four lit-
eracy areas is depicted in the graph
on page 30. The four areas of literacy
— prose, document, numeracy, and
problem-solving — were tested by

the International Adult Literacy and
Skills Survey (IALSS).b

For document, prose and numer-
acy literacy, shown in the three left-
most sets of bars, the levels of
proficiency for Canadians are about
equivalent, with about half of the
population functioning at levels con-
sidered insufficient.2 Problem-solv-
ing proficiency skills, shown in the
right bar, are even worse. This is the
area that Canadians find the most
challenging, with almost three-
quarters (72%) having insufficient
skills to function well.

The poor literacy data have impli-
cations for the patient in the physi-
cian’s office, or with other members
of the health-care team. For some
patients, documents such as patient
education brochures, informed con-
sent forms, notices regarding privacy
protection, and pill bottles are too
complex for them to understand.
Some do not have the basic arith-
metic skills needed to interpret med-
ication labels. Making decisions

What is health literacy and why should it be important to physicians?

Health literacy has profound implications for how people interact

with their physicians and other health-care professionals, how they

interact with the health-care system, and how they manage their illnesses. For

physicians and other health-care professionals, assessing the patient’s level of

literacy is critical throughout the assessment, diagnosis, and treatment stages.
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among treatment options is beyond
the capability of some patients.
Physicians wanting to engage these
patients in a meaningful manner will
be challenged to do so.

Tests to determine levels of health
literacy measure comprehension and
the ability to take action based on
comprehension. However, they do
not measure oral communication
skills such as would be needed when
patients communicate their prob-
lems, or give their health history to a
physician. It is assumed that mea-
sures of comprehension literacy are
indicative of oral communication
skills as well, but that assumption
has not been tested explicitly. Thus,
for the most part, the research does
not address the issue of oral commu-
nication skills.

Patient Health Literacy

What factors predict health literacy?
Foremost is age. People over age 65
score lower, on average, on all tests of
literacy and health literacy. This is the

age group that is most likely to have
chronic or complex conditions which
require them to have frequent and
regular interaction with the health-
care system. Apart from age, the most
important positive factor predicting
health literacy is daily reading habits.
Educational attainment is the next
most important positive factor.

When age groups are analyzed
separately, these three factors hold for
groups of adults both under and over
age 65. For those over age 65, the
daily readers scored up to 52%higher
than the average for their age, inde-
pendent of their educational level.3

Thus, there is great variability in liter-
acy among those over age 65; some
will be quite challenged, whereas
others will be very capable.

Some patients are cognitively
impaired. In Ontario in 2008, about
130,000c patients had a diagnosis of
pre-senile dementia or senile demen-
tia. This is likely an underestimate of
those with cognitive impairment as
this figure represents only those
patients who have been diagnosed.

Foreign-born status has a strong
negative effect on health literacy.4

For people whose first language is
not English, or who do not speak
English, the problem of health liter-
acy is compounded for both the
patient and the physician. Exact data
for the populationwho speak English
poorly or not at all are unavailable.
However, there are data that provide
indicators of the potential scope of
the problem of those who will have
linguistic challenges.

For about 26% of the Ontario
population, their mother tongue is
not English or French.d A related sta-
tistic, the percentage foreign-born,
indicates the variability throughout
the province. In the 2001 census, the
percentage that reported being for-
eign-born in Toronto was 44%; in
contrast, only 7% report being for-
eign-born in Thunder Bay, and in
London, a mid-range of 19% report
being foreign-born.e

Such patients who come to offices
of physicians or other health-care
providers may need interpreters or
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Percentage of Canadianswith Insufficient Literacy Skills,
Aged 16 andOlder, 2003

Document Rate Prose Rate Numeracy Rate Problem Solving Rate
48.6% 47.7% 55.1% 72.2%
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may be communicating through
their child or other family members.
Written information that might assist
other patients who are fluent in
English, but have poor health liter-
acy, may not be available in a lan-
guage that these patients can read.

Implications of Poor Health
Literacy
In interactions with physicians and
other health-care professionals,
patients with poor health literacy will
be challenged to understand printed
information that is given to them or
that accompanies pharmaceuticals,
which may describe treatment op-
tions, side-effects, and necessary
actions. They may be unable to inter-
pret correctly medication labels and
apply correct dosages for children
based on age and weight. They will
be less able than others to follow
instructions andwill be challenged to
provide necessary information about
their own health history on forms in
physician offices.

Someof the research is not designed
well enough to demonstrate a clear
relationship between health literacy
and disease variables or outcomes.
One review of American studies
found that, of 11 studies evaluated,
only two showed a statistically signif-
icant relationship between level of
health literacy and health outcome.
The studies included in the 11 evalu-
ated must have used a validated mea-
sure of health literacy, and performed
statistical analyses on the data.5

The American Agency for Health-
care Research and Quality reviewed
the literature designed to answer
questions regarding the relationship
of health literacy to health-care out-
comes and effective interventions for
individuals with low literacy skills.
Based on reviewof 73 papers thatmet
their criteria, they conclude that low
reading skill and poor health are
related but there are potential con-
founds in the research; consequently,
more rigorous studies are needed to
determine whether poor literacy is
the cause of adverse health outcomes
or simply a marker of low socioeco-

nomic status, poor self-efficacy, low
trust in medical providers, or im-
paired access to care.6

Medication Literacy
Several American studies indicate a
relationship between adherence to
medication regimens and health lit-
eracy. A study of relatively well-edu-
cated patients discharged from
hospital indicated that many were
unaware of basic information about
their newly-prescribed medications.
Fourteen per cent were unaware they
had been given a new medication,
36% were unaware of its purpose,
and 34% did not know when they
should take it. There was no correla-
tion between years of education and
number of questions answered cor-
rectly.7 Other studies showed that
patients with low literacy were less
adherent with their glaucoma med-
ications8 and with antiretroviral ther-
apy for HIV treatment.9, f

Adverse Events
Although not a direct assessment
of health literacy, a Quebec study
found that patients with communi-
cation problems, whether physical,
linguistic, social, or psychiatric, had
a three-fold increase in risk of pre-
ventable adverse events in hospitals.
Information was gathered from
charts of patients admitted to 20
hospitals in Quebec over a one-year
period.10

Understanding Risk
Life-threatening illnesses require
the participation of the patient in
making decisions about treatment
options. Such decisions are difficult,
and occur at a time when the patient
is stressed. The understanding of risk
is particularly important when
patients are faced with making such
decisions.

A Canadian study done with rela-
tively well-educated participants
from southern Ontario is encourag-
ing with regard to the ability of Cana-
dians to understand risk. The study
was designed to test the ability of
older Canadians (age 50 to 90) to
understand Internet-based informa-

tion about cancer risk and preven-
tion, presented in paper form. None
of the participants had been diag-
nosed with any type of cancer. The
average score for risk comprehension
was about 76%.11 The best predic-
tors of scores were age, and tests of
numeracy skill, including ability to
discern differences in the magnitude
of health risks and use percentages
and proportions.

Patient Self-Management of Chronic
Conditions
Although there are no accepted defin-
ing criteria, most patient-centred care
models include the idea that the
patient and the physician share man-
agement of health problems, and that
patients self-manage some aspects of
their condition, particularly chronic
conditions.

To manage chronic conditions,
patients need to understand health
information about their condition
and treatment options, understand
the concept of risk, follow complex
medical regimens, plan and make
lifestyle changes, make informed
decisions, and know when and how
to access care if they need it.

The ability to participate in dis-
ease self-management is particularly
important for the group over age
65, which tends to have the most
chronic conditions, yet this is the
group that has the poorest health lit-
eracy scores. Some of these patients
will be challenged to engage in effec-
tive self-management of their chronic
conditions.

Role of the Physician andOther
Health-Care Professionals
The skills that physicians learn in
their practices to interpret patients’
ability to comprehend information
may not be explicitly taught in med-
ical schools or included in the educa-
tional curricula for other health-care
professionals. For patients, even rela-
tively simple physiological concepts
may be difficult to understand. As
physiology is not taught routinely in
schools, intelligent patients may not
understand basic concepts.

Patient Health Literacy
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The physician’s role is particularly
important in assessing comprehen-
sion and memory of new concepts
for patients with chronic health
conditions, such as diabetes or
comorbidities that require relatively
complex treatment regimens, self-
monitoring of changes to health sta-
tus, visits to multiple specialists, and
an array of pharmaceuticals. There is
some evidence that physicians do not
make these assessments routinely,
even with a population of patients
that is most in need.

An American study of the interac-
tions of diabetic patients with low
health literacy and their physicians
indicated that physicians conveyed
an average of two new concepts per
patient visit, over half involving a
medication change, but that they
assessed comprehension and recall
in only 20% of the visits. Of those
patients asked to restate or interpret
new concepts, patients responded
incorrectly about half the time
(47%).12 This was a relatively small
study, and done in the U.S., but
indicative of the comprehension
problems of patients with low health
literacy.

Improving Communicationwith
Patients
There are some general strategies that
are recommended along with some
quite specific tips about how to
ensure that information is communi-
cated between health-care providers
and patients. Although these strate-
gies are known to improve compre-
hension, they have not generally
been tested specifically in the health-
care arena, nor is their relationship to
health outcomes known.

There are a few resources that pro-
vide online information that is easy
to access. One of the most problem-
atic areas is communicating risk
and, unfortunately, there is not a lot
of help available for physicians in
this area.

Information in this section of this
paper is not intended to create, or to
propose to create, a standard process
for physicians to follow in their prac-

tices. Rather, it is provided simply to
suggest methods that physicians may
consider when communicating with
patients, if they consider literacy to
be an issue.

General Strategies and Tips
One of the strategies recommended
to improve communication with
patients is called the interactive com-
munication loop13 or “teach back”
approach. This is an interactive edu-
cational approach used by successful
teachers to ensure that students
understand the material covered.
However, it can also be used by
physicians or other members of the
health-care team to ensure that
patients understand information.

In the educational situation, the
teacher may ask, “Who can give me
an example of (the current concept
under discussion)?“ In the physician-
patient encounter, the physician may
ask, “Can you tell me, in your words,
the changes you have agreed to make
to (e.g., your medication schedule,
your diet)?” or “Can you tell me what
we’ve just planned for dealing with
(e.g., your diabetes, your high blood
pressure)?” This strategy permits
assessment of the patient’s under-
standing of what has been said, and it
also opens a dialogue. If the patient
does not understand, the physician
or other health-care provider can
clarify the explanation and then re-
assess the patient’s comprehension.
This second assessment is necessary if
the first assessment indicates that the
patient’s comprehension is weak or
incomplete.

In Canada, the Manitoba Institute
for Patient Safety14 also recommends
this “teach back” approach, along
with direction to use plain language
and visual models. They further sug-
gest that physicians answer the fol-
lowing three patient questions, even
when not asked explicitly:
• What is my health problem?
• What do I need to do?
• Why do I need to do this?

The American Joint Commission
recommends some of the same
strategies noted above for the health-
care encounter, that is, use of plain

language, using the “teach back”
technique, limiting information
provided to two or three important
points at a time, using visual aids,
and encouraging patients to ask ques-
tions. With regard to the informed
consent process, they recommend
that forms be written in simple sen-
tences and in the language of the
patient.15

For informed consent, the Ameri-
can National Quality Forum, in its
list of safe practices for better health
care, recommends that the “teach
back” process also be used in this sit-
uation. That is, each patient or surro-
gate should be asked to “teach back,”
in his or her own words, key infor-
mation about the proposed treat-
ments or procedures for which the
patient is being asked to provide
informed consent.16

The problem of medication adher-
ence can be mitigated by improved
communication between physician
and patient. The physician can ack-
nowledge the difficulty of taking
medication regularly, and ask if the
patient ever misses taking medica-
tion, whether the patient is experi-
encing any side-effects, and if he or
she knows why the medication was
prescribed and its benefits.17

Physicians should ensure that
patients, particularly those with low
health literacy, understand when to
seek care. For patients with chronic
conditions, this may require clarify-
ing those symptoms that should
prompt them to see their physician.

Among tactics recommended for
physicians is the creation of patient-
centred environments that use clear
communications in all areas where
patients may interact — from the
appointment desk to the physician’s
office. Staff may need to be trained to
recognize and respond appropriately
to patients with poor literacy.18

The language used can have differ-
ential effects. The physician should
not ask, “Do you understand?” Like
students, patients will typically re-
spond affirmatively even if they do
not understand. Similarly, individu-
als who do not read, or do not read
well, maymask what they consider as

Patient Health Literacy
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inadequacies. For many, there is
shame in admitting that they do not
read well or do not understand.
Another linguistic tip is that instead
of asking, “Do you have any ques-
tions?”, physicians might ask, “What
questions do you have for me?” The
latter form presumes that the patient
will have questions.

It is helpful for patients if physi-
cians use familiar language, an active
voice, and avoid medical jargon.19

For example, the sentence, “These
pills can make you feel sick to your
stomach” is more readily understood
than “Nausea may be caused by this
medication.” Several of the online
resources below provide other exam-
ples of simplified language.

Communicating Risk
As the graph on page 30 indicates,
many patients have poor numeracy
skills. Thus, communicating risk in
quantitative terms is problematic for
many. The type of information best
used is affected by not just the pa-
tient’s health literacy, but also his or
her educational level, recent illness
experiences, and health status. It
requires great flexibility and skill on
the part of the physician, particularly
if the patient needs to make deci-
sions, and it is critical.

In the absence of informed shared
decisions that are responsive to the
needs and values of individual pa-
tients, interventionsmay be provided
to patients who would not choose
them and withheld from those who
would.20

Additional Resources
The Ontario Hospital Association
Patient Safety Support Service pro-
vides a form for patients to complete
as they leave the hospital. It contains
space for information they should
have, such as physicians’ names,
instructions, andmedications.g

The Canadian Patient Safety Insti-
tute has produced two brochures for
patients and their families that are
designed to help patients become
involved in their health care. One
recommends, Ask, Talk, Listen, to
assist patients and families discuss

health care with their physicians. The
other contains tips for patients for
interacting with the health-care sys-
tem.h

The U.S. Centers for Disease
Control (CDC) has an online booklet
with tips for developing easy-to-read
print materials.i

For physicians doing research
requiring consent forms, the Center
for Health Studies in Seattle, Wash-
ington, has a downloadable online
toolkit that describes strategies for
improving readability, offers alterna-
tive suggestions for words commonly
used, and provides template lan-
guage that can be adopted for con-
sent forms.21

The Canadian Public Health Asso-
ciation sells a variety of publications
on literacy, including some intended
to assist with the design of health
forms.j

Summary

Over the past two decades, there has
been increased interest in health liter-
acy and its effect on patients’ interac-
tions with the health-care system.
Although there is not good evidence
that poor health literacy affects health
outcomes, there are indications that
clear communication between physi-
cians and patients can improve
patients’ understanding of their con-
ditions.

Some of the techniques and tips
presented may assist physicians and
other members of the health-care
team to more accurately assess pa-
tients’ comprehension, and to ensure
that patients understand disease
concepts and participate in decisions
about treatment to the extent that
they are able and willing to partici-
pate. This is increasingly important
as the health-care system moves
towards patient-centred care models
and a central role for patients in
chronic diseasemanagement.
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Footnotes
a. The International Adult Literacy

Survey developed measures of
prose, document and quantitative
skills for a 1994 Canadian survey.
The 2003 International Adult
Literacy and Skills Survey changed
the scale and added a problem-
solving domain.

b. Document, prose, and numeracy
literacy responses were on a 5-
point scale, with level 1 being the
lowest score and level 3 represent-
ing theminimum skill necessary to
function fully in society. In the
graph, Levels 1 and 2 were com-
bined as “insufficient;” levels 3, 4,
and 5 (not shown)were combined
as “sufficient.” Problem-solving
was on a 4-point scale, with 1 as
the lowest score and 3 again repre-
senting the minimum level of skill
necessary to function in society.
The graph combines levels 1 and 2
as “insufficient;” levels 3 and 4
(not shown) are considered “suffi-
cient.”

c. OMA Economics Department. In
2008, there were 129,666 patients
with the diagnosis of presenile
dementia or dementia. These are
unique patient counts but not nec-
essarily new patients. The num-
bers have increased annually for
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the previous four years from
106,890 in 2004, representing an
overall increase of 21%.

d. Statistics Canada. Population by
mother tongue, by province and
territory (2006 Census) (New
Brunswick, Quebec, Ontario).
Available from: www40.statcan.
gc.ca/l01/cst01/demo11b-eng.
htm. Accessed 2009 Aug 26.
Numbers converted to percent-
ages by Health Policy.

e. Statistics Canada. Proportion of
foreign-born population by cen-
sus metropolitan area (1991 to
2001Censuses). Available from:
www40.statcan.gc.ca/l01/cst01/de
mo47a-eng.htm?sdi=foreign%
20born%20populat ion%20
ontario. Accessed 2009 Aug 26.

f. In contrast to those findings, a
Boston study of several hundred
HIV-infected subjects with a his-
tory of alcohol problems showed
no relationship between literacy
and adherence to medical proto-
cols or HIV-RNA suppression
(Paasche-Orlow, M, Cheng, D,
Palepu, A, Meli, S, Faber, V, Samet,
J. Health literacy, antiretroviral
adherence, and HIV-RNA suppres-
sion: A longitudinal perspective.
Journal of General Internal Medicine,
2006; 21(8), 835-840. Available
from: www.pubmedcentral.nih.
gov/picrender.fcgi?artid=1831568
&blobtype=pdf. Accessed: 2009,
Jul 20.) However, these patients
were assessed by the Rapid Esti-
mate of Adult Literacy in Medi-
cine (REALM), which is a brief
medical vocabulary test that does
not assess comprehension, where-
as the other HIV-infected patients
were assessed with the Test of
Functional Health Literacy in
Adults (TOFHLA), a test of read-
ing comprehension.

g. Available online at: www.oha.
com/Client/OHA/OHA_LP4W_
LND_WebStation.nsf/resources/
Tips+-+English/$file/English+
Patient+Summary+Form+for+
Printing.pdf.

h. They are available online at: www.
patientsafetyinstitute.ca/English/
toolsResources/patientsAndTheir

Families/Pages/PatientTips.aspx.
i. Available online at: www.cdc.

gov/od/oc/simpput.pdf.
j. Available online at: www.cpha.

ca/en/publications/pubs.aspx.
Accessed 2009 July 15.
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Take advantage of the Pregnancy and Parental Leave Benefit

Program (PPLBP) which allows you to take paid time away from your

practice. Part of the wonder of parenting is experiencing the changes

your child goes through during his or her first few months at home.

Don’t miss out on these precious milestones — apply for the PPLBP.

To find out more information about this program,

including eligibility requirements, please visit

www.oma.org/Membership/Programs/pplbp.asp

or call 416.340.2896.
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