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Health literacy 
A new concept for general practice?

Health literacy (HL) is more than just the ability to read, 
write, and understand numbers in the health setting. Health 
literacy is the cognitive ability to understand and interpret the 
meaning of health information in written, spoken or digital 
form. It impacts on whether people are able to embrace or 
disregard actions relating to health, and make sound health 
decisions in the context of every day life.
	
A person with adequate reading ability may often have poor HL 
and this can interfere with the understanding of, and participation 
in, health related activities such as cancer screening (Table 1).3 
According to the recent Australian Literacy and Life Skills survey, up 
to 9 million Australians have inadequate HL.1

	 In practical terms, HL involves knowing about bodily functions 
and signs of dysfunction; knowing how to find, interpret and 
understand information, and how and where to seek further 
information when required. It impacts on the ability of the 
individual to communicate with relevant health professionals, 
discern what constitutes good quality advice, and translate this 
help into action.2

Why is health literacy important?
People with adequate HL have better health status than 
those with limited HL skills.3 People with limited HL have less 
knowledge about the importance of preventive health measures,4 
are less able to participate in chronic disease self management,5 
and often do not understand medication instructions and may 
take medications incorrectly.6 Limited HL has been shown to  
be associated with poor health in a range of settings and 
conditions, and is particularly prevalent among the elderly, 
people of non-English speaking backgrounds, those with limited 
education, those from low socioeconomic groups, and those with 
chronic disease.1,7,8 
	 Recognising low HL in general practice is important as there is 
evidence to suggest that tailoring communication to those with poor 
HL can improve outcomes in chronic diseases.9,10 

Background
Health literacy is the ability to understand and interpret the meaning 
of health information in written, spoken or digital form and how this 
motivates people to embrace or disregard actions relating to health.

Objective
This article aims to describe the concept of health literacy, its 
importance and its applications in the general practice setting.

Discussion
Australia trails behind other western countries in practical 
applications of health literacy. Health literacy underpins the efficiency 
of consultations, health promotion efforts, and self management 
programs. Recognition of the health literacy status of individuals 
allows use of appropriate communication tools. This can save time 
and effort and improve patient satisfaction and health outcomes. 

Table 1. Common medical language related to screening that 
patients with limited health literacy may not understand1

• Blood in the stool		  • Rectum
• Bowel			   • Screening (versus diagnosis)
• Colon			   • Tumour
• Lesion			   • Prognosis 
• Growth			   • Biopsy
• Polyp			   • Metastasis
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Promoting health competency

Health competency (HC) is the application of HL to meet the complex 
demands of modern health. It encompasses skills and attitudes that 
help individuals take responsibility and control over their health, seek 
out health information and navigate complex systems. Health literacy 
and HC are crucial in promoting ‘wellness’ and in optimally managing 
chronic disease. 
	 One of the assumptions of the chronic disease self management 
model is that the reorganisation of health care will lead to more 
productive interactions between informed, involved patients and 
prepared, proactive health care teams; in turn leading to better 
outcomes. Yet policies promoting more choice for consumers may 
run the risk of creating a two tiered system in terms of access, where 
health literate individuals are able to exercise greater choice while 
vulnerable groups, such as the elderly, disabled, less educated, or 
socially excluded, ‘fall through the net’.
	 The health care system has a responsibility to proactively enable 
more accessible interactions and environments that promote health 
and wellbeing.2 Health literacy is primarily the responsibility of 
health systems, and those working in them, as they determine 
the parameters of the health interaction, including the physical 
setting, available time, communication style, content and mode(s)  
of information provided, attitudes to the provision of information  
and definitions of concepts such as ‘sound health decision making’ 
and ‘compliance’.

International efforts on health literacy

Dedicated national programs now exist in many countries including 
Canada,11 the United Kingdom,12 Ireland13 and the European 
Community.14 Despite the large number of people with limited HL, 
Australia lags behind the USA and other western nations. There has 
been some important work done in Australia on mental health literacy. 
However, this has been related to specific conditions and has not 
addressed broader health issues.15 Fledgling community organisations 
have formed to address this problem, but systematic effort aimed at 
assessing and improving HL has not been undertaken.

Health literacy in general practice
Self management practices and self management skills vary by 
patient and carer levels of HL. Attempts by clinicians and health 
systems to educate patients are often unsuccessful, which may be 
due to the failure of correctly tailoring communication to patients. 
It has been shown that much of the health education information 

available to patients – both oral and written – is too complex for the 
average person to understand,16 particularly for elderly patients.17

	 Major investments in disease prevention and chronic disease self 
management depend on the level of HL of individuals, communities 
and health services. These investments are at risk without a clear 
understanding of HL and its effect on behaviour.

Identifying patients with limited health literacy

The first step in improving HL is to accurately measure HL in primary 
care. However, a major stumbling block is that clinicians are unable 
to correctly identify those with limited HL.18 Health literacy cannot 
be predicted from education level alone, therefore some form of 
assessment will be required. In one Australian study of a relatively 
socially advantaged group, use of educational level alone as a 
measure of literacy would have misclassified more than 10% as 
health literate/illiterate.19

	 Screening tools for assessing HL include the Test of Functional 
Health Literacy in Adults (TOFHLA),20 which is the instrument most 
often used in health care research but it is impractical for routine use 
in clinics. Rapid screening tools, such as the Rapid Estimate of Adult 
Literacy in Medicine (REALM)21 and the Newest Vital Sign (NVS)22 
are more practical in the primary care setting. The NVS consists of 
a nutrition label that is accompanied by six questions that probe the 
participant’s ability to read and apply information from the label. In 
comparison with the TOFHLA, the NVS has a very high sensitivity 
for detecting limited HL.23 The NVS has the advantage of being 
very quick to administer (~3 minutes), and is acceptable to patients, 
with more than 98% of patients agreeing to undergo assessment 
during a routine primary care visit.24 The NVS is available at www.
clearhealthcommunication.org/physicians-providers/newest-vital-
sign.html at no cost.
	 Measuring HL in every patient is impractical. It has been 
suggested however, that clinicians should perform HL assessments on 
a sample – perhaps 50 consecutive patients – to learn the prevalence 
of limited HL in their practice.25 This could be performed as part of 
a continuing medical education activity and would arguably have as 
much value as a clinical audit. It could be easily be administered by 
other practice staff after minimal training. 
	 It is likely that as individual clinicians become aware of the 
frequency with which they see patients with low HL, they will 
begin to adjust communication styles to meet the needs of patients 
and carers, producing better health outcomes and more satisfying 
encounters for both patients and doctors. Involving the entire clinical 
team is ideal, beginning at the front desk, with everyone involved 
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able to restate directions and explanations and provide patient follow 
up as appropriate.
	 Use of specific communication techniques can improve health 
outcomes among patients with low HL.26 For example, using ‘teach 
back’ to verify understanding has been shown to improve diabetic 
control.10 Express use of other techniques such as ‘ask me 3’, or 
motivational interviewing27 and goal setting are reported to be 
effective at improving communication. Certain commonsense 
approaches can be also be effective, including: use of plain language 
free of medical jargon, sitting face-to-face with the patient, use of 
simple diagrams or pictograms to illustrate explanations, and use 
of educational materials geared to low health literacy individuals. 
Repeating directions and recommendations, just to be sure they are 
being heard, and frankly asking patients whether they understand 
their treatment plan, purpose of any medications, and the dosing of 
those drugs, are other approaches that can be used.

Conclusion 
Health literacy has important applications in the general practice 
setting. It underpins the efficiency of consultations, health promotion 
efforts, and self management programs. Recognition of the HL status 
of individuals allows use of appropriate communication tools. Over 
time, realigning general practice to allow the time and structures 
to tailor communication appropriately will save time and effort, and 
improve patient satisfaction and health outcomes. 
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