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Overview

1. What is health literacy and why does it mattere

2. Conceptualising health literacy and shared
decision making

3. Findings from recent HL & SDM research?¢ (Marie-
Ann & Kirsten McCaffery)

4. What can we do better (Marie-Ann & Kirsten
McCaffery)
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A story..... Edward

Edward works in publishing. He lives on a
waterfront house in Sydney . Edward got his two
doses of vaccination for COVID as soon as he
could. He was concerned about the risks and
read about it and talked at length to his GP to
make a decision. Feeling confident it was the
right decision to make he went ahead. Prefty
much all his friends and family are vaccinated.

Omicron hit Australia hard in December. There
was a sudden rush for vaccines and boosters.

Edward quickly googled and found the fastest
place he could to get a booster. It was the
Aboriginal Medical Centre in central Sydney (lots
of spare doses). He walked straight in and was
boosted after a 20 minute wait. He also found
out where to get his children immunised as soon
as the kids vaccinations opened — and quickly
booked an appointment.

The University of Sydney Page 4



Shaniis a proud Aboriginal young woman
who lives in Taree (a regional area many
hours drive from Sydney). She livesin
public housing with her parther and 3
young kids. Shani has only had one
vaccine so far — she read a lot of
misinformation on Facebook and through
social media and she is really hesitant. She
didn’t know who to talk to. She finally got
her first dose of vaccine late last year — her
mum was pestering to do it her but her
partner isn’t vaccinated nor are the kids.

Shani now wants to be vaccinated but supplies to Taree are limited, there are
doses available but she is not sure where so she is sfill waiting for her 2nd dose,
her partner and kids are still unvaccinated. She doesn’t know when
vaccination will be available for the kids but she doesn’t know if she wants if
for them anyway. She's seen many scary stories online.

Meanwhile Omicron is spreading fast >50,000 cases per day and increasing

The University of Sydney Page 5



What is Health Literacy?

Health literacy variously defined but at its core....

— Health literacy is the possession of literacy skills (reading,
writing and numeracy) and the abllity to perform the
knowledge-based literacy tasks (acquiring,
understanding and using information) that are required
to make health related decisions in a variety of different
situations®

— Health literacy describes an observable set of skills that
will vary from individual to individual.

— Heath literacy can be considered as a clinical risk, or
personal asset

Health literacy is more formally described by WHO as: the cognitive and social
skills which detfermine the motivation and ability of individuals to gain access to,
understand and use information in ways which promote and maintain health*
(WHO/HPR/HEP/98.1)

See also: Nutbeam D. Health Promotion Glossary (1998) Health Promotion International, 13(4): 349-364.

e University of Sydney Page



MULTI LEVEL MODEL OF HEALTH LITERACY

Nutbeam (2000, 2008)

Ability fo analyse and act on

Confidence Critical information

Autonomy HL
Opportunity

Advanced cognitive and

Communicative social skills

/ interactive HL

Reading, writing,
numeracy, oral skills

Functional HL
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WHAT IS HEALTH LITERACY?: an integrated approach

4 dimensions and 3 domains of health literacy

Access/obtain information Understand information relevant to health  Process/appraise information relevant  JApply/use information relevant to
relevant to health to health health
Health | Ability to access information on ~ Ability to understand medical information and ~ Ability to interpret and evaluate medical ~ JAbility to make informed decisions on
care medical or clinical issues derive meaning information medical issues
Disease | Ability to access information on risk  Ability to understand information on risk Ability to interpret and evaluate Ability to make informed decisions on
prevention | factors for health factors and derive meaning information on risk factors for health risk factars for health
Health | Ability to update oneself on Ability to understand information on Ability to interpret and evaluate Ability to make informed decisions on
promotion | determinants of health in the social | determinants of health in the social and information on health determinants in the  Jhealth determinants in the social and
and physical environment physical environment and derive meaning social and physical environment physical environment

Functional... Communicative.... Critical...

Sorensen, K., et al (2012). Health literacy and public health: A
systematic review and integration of definitions and models. BMC
Public Health, 12(1), 80-80.

The University of Sydney Page 9



1.

Feel
understood and
9. supported by 2.
Ability to healthcare Have
understand health providers sufficient

information well information to
enough to know manage my
what to do health

8. 3.
Ability to Actively
find good health managing

information ' Health " health
Literacy
Questionnaire

What is health
literacy?

7 4.
Ability to navigate Have social
the healthcare ) .. support for
system / - health

6.
Ability to
actively engage
with healthcare
providers

5
Appraise
health
information

Osborne, R. H., Batterham, R. W., Elsworth, G. R., Hawkins, M., & Buchbinder, R. (201 3). The grounded psychometric development and initial
validation of the Health Literacy Questionnaire (HLQ). BMC public health, 13(1), 658.

The University of Sydney Page 10



FURTHER CONCEPTS IN HEALTH LITERACY...

= Distributed health literacy - the way health literacy is
dispersed through a social group (e.g. family or social
network) and used as a collective resource to manage
health (Edwards et al 20195).

= Health Literacy Responsiveness - the way in which
services/organisations/ systems make health information
and resources accessible to people with lower health
literacy (also called organisational health literacy)

= Digital health literacy — or eHealth literacy — the ability o
seek, find, understand, and appraise health information
from electronic sources (Norman and Skinner 2017)

The University of Sydney
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Low health literacy is common worldwide

Rates differ because of differences in measures and thresholds —
using performance based measures:

= 59% of Australians had ‘very poor’ or ‘marginal’ health literacy
(Australian Adult Literacy and Life Skills survey 2008, nationally
rep sample adults aged 15-74 years)

=  UK/US national surveys (Kutner et al 2006; OECD 2005):
= 36-48% ‘limited’ / ‘inadequate’ health literacy.

= 55% South Asians have low health literacy (Rajah et al 2019)

= Meta-analysis of 99 studies “1/3 fo 1/2 Europeans have low
health literacy” [substantial variation depending on measures
used and sample studied, Baccolini et al JGIM 2020]



Low health literacy is common worldwide

Low HL is associated with

= Lower formal education

= Speaking another language at home
= Older age

= Chronic disease

= Other markers of social disadvantage

High proportion of people struggle with the
health literacy requirements of every day lifel

The University of Sydney



Health environment is too demanding for
most lower health literacy consumers

The University of Sydney

Health
environment
60-95% of
health info
too complex



Health environment is foo demanding for
most lower health literacy consumers

Examples

« 95% of chronic
kidney patient
information > grade
6; 70% > grade 8
(Morony et al 2016)

« 95% of Australian
health websites

written > grade 8
(Cheng et al 2015)

The University of Sydney

Health
environment
60-95% of
health info
too complex

Recommendations:
Reading grade for:

- general
population GRADE 8
or below

- low literacy
population GRADE 6

Steps to follow
should be clear and
concrete
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WHY DOES HEALTH LITERACY MATTER?

Low health literacy is associated with poor health independent
of all other known risk factors:

The Univer

Higher rates of chronic iliness (e.g. CVD, diabetes, obesity)
Higher rates of mortality (all cause)
Higher hospitalisation rates and use of emergency services

Lower rates of preventive services such as screening,
vaccination

Poorer self management skills
Greater medication errors
Lower levels of knowledge about disease

Lower ratings of satisfaction with doctor-patient
communication

Less question asking

Higher healthcare costs
(AHRQ DeWalt et al 2004; Berkman et al 2011)

sity of Sydney



Health literacy costs billions.....

« Accounts for 3-5% of ALL healthcare costs —in UK GBP2.8-5
billion per year (2013-14).
« Cost to health and quality of life is huge

The University of Sydney Page 20



SHARED DECISION

easurement using the instrument
Giyn Elwyn « Adrian Edwards = Michel Wensing + Richard Grol




WHAT IS SHARED DECISION MAKING (SDM)?

SDM occurs when (Elwyn et al JGIM 2012):

= Patients are informed of the benefits
and harms of different healthcare
options using evidence

= Encouraged to express their

preferences

= Encouraged to be involved in decision
making to the extent that they desire

=  Aimis fo enable patients to make a
decision consistent with their values
and preferences

=  ‘the pinnacle of patient-centred care’
(Barry M. NEJM 2012)

The University of Sydney — Page 22



SHARED DECISION MAKING:
What it means for patients

= Understanding evidence on options and outcomes

= Knowing you have a choice and have the right to
participate in making a decision

= Ability and confidence to discuss options with HCP and
weigh up benefits and harms

= Express individual values and preferences — discuss with
HCP

= Find and locate patient decision aids and other support
tools

» Have confidence to be involved in
decision making with a HCP

The University of Sydney




SHARED DECISION MAKING:
What it means for patients

= Understanding evidence on options and o
o Literacy and numeracy skills *

’ Q}‘ e right to
\‘o

* Knowing you have a choice and
parficipate in making a decisig

=  Ability and confidence tg P‘\"\ options with HCP and
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The University of Sydney




SDM AND HEALTH LITERACY

Weighing up options to .
make & implement a choice Critical

HL

Ability to analyse and act on
information

Consider vc:lues,. Communicative Advonceq cognmve &
preferences, communicate . . social skills
with HCP / interactive HL
. Reading, writing,
Understand options and Functional HL numeroc%/, oral sI%iII
outcomes

The University of Sydney Page 25



SDM is the pinnacle of health literacy

SDM

The University of Sydney — Page 26



But SDM requires skills many people do not have

The University of Sydney — Page 27



But SDM requires skills many people do not have

If we fail to address health literacy in SDM we risk exacerbating
existing social and health inequalities

Health literate as

information rich with

access/support for SDM Lower health literate as

& choice information poor & little
access/support for SODM &




Overview

1. What is health literacy and why does it matter?

2. Conceptualising health literacy and shared decision
making

3. Findings from recent health literacy & SDM research?

* |PDAS PiDA review

4. What can we do better

The University of Sydney — Page 29



Addressing health literacy in
patient decision aids: an
update from the
International Patient
Decision Aid Standards

Acknowledgements: Dr Danielle Muscat
Sydney Health Literacy Lab, The University of Sydney

Team: Kirsten McCaffery, Marie-Anne Durand, Danielle
Msucat, Jenna Smith, Olivia Mac, Tamara Cadet, Anik
Giguere, Ashley J Housten, Aisha Langford, Sian Smith-

Lickless.
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Background - International Patient Decision Aid Standards

A BN . . o
é‘ ‘k « The International Patient Decision Aid Standards

j/' ‘\”} (IPDAS) Collaboration is a group of researchers, practitioners

b

Newy/
A\~

and stakeholders from around the world that was established
in 2003.

« The purpose is o enhance the quality and effectiveness of patient decision aids
by establishing a shared evidence-informed framework with a set of criteria for

improving their content, development, implementation, and evaluation.

The University of Sydney Page 31



AIMs

— As part of the IPDAS update we aimed to examine the extent to which PtDAs are
designed to meet the needs of lower health literacy/socially disadvantaged

populations.

The

University of Sydney

Page 32



Methods

— Systematic review

— We searched the reference list of the Cochrane reviews of randomised conftrolled
trials (RCTs) of PtDAs (2014, 2017 and upcoming 2021 versions)

— Included RCTs that assessed the impact of PtIDAs on people with lower health
literacy or other socially disadvantaged groups (i.e. 250% participants from socially

disadvantaged groups and/or subgroup analysis in socially disadvantaged

group/s).

The University of Sydney Page 33



Socially disadvantaged groups...

N

Literacy and/or
health literacy

Language

The University of Sydney

=g

Educational
aftainment

D

Geographical
location

=2/

Poverty or lower
socio-economic
status

Numeracy

87, .

D

Ethnicity or race

U

Insurance
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The

Methods

Title and abstract Data extraction
screening (n=213) (n=25)

Full text review
(n=31)

« All studies were assessed for risk of bias (either as part of the Cochrane Reviews

or by our review team) using the revised Cochrane tool.

University of Sydney

Page 35



Methods

* Narrative synthesis

« How decision aids had been tailored (incl. similarities and
differences across studies)

* Meta-analysis

« Subgroup meta-analysis analysis of knowledge (scale 0-100) and
decisional conflict according to whether studies reported on:

« strategies to reduce cognitive demand
» readability

« Built on a companion paper with meta-analysis of all outcomes.

Page 36



Methods

« We searched online repositories and emailed authors to access PtDAS.

 Assessed:

The University of Sydney

Readability (Online-
Utility.org readability
calculator; averaged
SMOG and Gunning-Fog

scores)

Understandability |

Actionability

The Patient Education Materials
Assessment Tool (PEMAT) and
User’s Guide

An Instrument To Assess the Understandability and
Actionability of Print and Audiovisual Education Materials

(Version 1.0)

Page 37



Results

« Only 25 (12%) out of 213 RCTs of PtDAs -specifically addressed the
needs of lower health literacy or other socially disadvantaged

groups.

« Grade Reading Level was reported by
study authors in 8/25 articles (33%).
only 4% of all PtDAs (8/213) which is

recommended in previous IPDAS

guidelines.

TN

e University of Sydney

Page 38



The

Results

« 0 PiDAs were written at 6™ grade level or below.

* 10 met the recommended threshold for understandability

« Only 5§ met the recommended threshold for actionability

Readability Understandability Actionability
(% >70% threshold) | (% >70% threshold)
Print
Boulware et al 2018 9.07 94.1 60.0
Marteau et al 2010 8.98 81.3 66.7
Myers et al 2005 9.99 87.5 66.7
Rising et al 2017 12.66 75.0 /5.0
Smith et al 2010 8.47 93.8 83.3
Taylor et al 2006 11.49 75.0 50.0
Trevena et al 2008 11.54 87.5 60.0
Audio-visual (computerized program or video)
Boulware et al 2018 12.82 83.3 100.0
Jibaja Weiss et al 2011 10.60 92.3 100.0
Miller et al 2018 11.49 84.6 50.0
Reuland et al 2017 11.23 84.6 75.0
Taylor et al 2006 8.25 60.0 33.3

University of Sydney

Page 39



Results

Expert involvement

« 9 studies involved a communication or literacy expert

Consumer involvement

» 16 studies reported involvement of consumers
« Patient partner on the research team (n=2)
* Involvement of patients/consumers in the development of the

PIDA (n=14)

* 12 reported conducting focus groups / interviews with patients

» 13 studies reported conducting pilot, user or usability testing with
target disadvantaged groups

Page 40



Results

Other methods of tailoring™:

» Use of strategies to reduce cognitive burden (n=8), e.g.:

% — &

Plain language Bullet points Visual cues and illustrations

= % [

[ == e

Glossary of key terms Narration Easy navigation

» Edutainment Decision Aid Model (EDAM) (n=3)

*methods not mutually exclusive
The University of Sydney Page 41



Results of meta-analysis

= PtDAs studies that reported strategies to reduce cognitive burden* reported
greater knowledge improvements (pooled MD = 20.96 [95% CI 16.06, 25.85]; 12 =
77%, P <0.0001) compared with studies that did not (pooled MD = 8.65 [95% CI 4.50,
12.81];12=91%, P <0.0001; x 2 =14.11, P = 0.0002, 12 = 92.9%).

Experimental Control Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% Cl I, Random, 95% CI
1.9.1 Strategies to reduce cogntive demand reported
Hoffman 2017 11 167 58 396 277 28 6.4% -2860[39.72,-17.48]
Jibaja-WWeiss 2011 16,53 199 44 2216 2529 39 T.E% =563 [15.51, 4.29] —
Smith 2010 1363 2055 357 1491 1834 173 201% -1.28 [-4.75, 2.19] N
Subtotal (95% CI) 459 240 341% 1117 [-26.25, 3.91] et

Heterogeneity: Tau*=158.23; Chi*=21.25, df= 2 (P < 0.0001); F= 91%
Test for overall effect Z=1.45 P =01%)

1.9.2 Strategies to reduce cogntive demand not reported

Kuppermann 2009 191 BB5 212 208 EBB5 223 253% -1,80 [3.05, -0.55] o
Kuppermann 2014 129 141 357 138 156 353 234% -0.90[-3.09,1.29) -
| srnre 3017 1A AN MA QAR T4 N4 MR 1T W, SATNEAN 74 -1 1R ——
’
« No significant differences for decisional conflict
* No significant differences for either outcome based on *
reporﬂﬂg Of GrOde reC]dihg Ievel F-.:i%urs F'tDAuFawms Czu:usntlv:ul "

*strategies to reduce cognitive burden = plain language, bullet points, visual cues, glossary,
narration, easy navigation, edutainment model




Strengths and Limitations

Limitations
- Unable to access 13 of 24 PtDAS
- Did not include:
- Alfernative formats for decision
support
- Studies with older adults (that did not
report any other measures of

disadvantage)

Strengths

Deliberately inclusive inclusion criteria
New version of the Cochrane Risk of Bias
tool

Screening, risk of bias assessments and
data extraction by two independent

reviewers

Page 43



Conclusions

What we found:

= Diverse range of strategies used to tailor PtDAs to socially-disadvantaged
populations

= Preliminary evidence to suggest knowledge improvements when strategies are used
to reduce cognitive demand

What's needed:

= Transparent reporting of PtDA development processes, particularly re readability
assessments and engagement of target populations

= Greater attention to and reporting of readability in PtDASs (greater consistency in
readability formulas also)

= Greater accessibility of tools developed (only accessed 13/24)
= Patients included as equal partners in PtDA development - co-design

= MORE DECISION AIDS FOR DISADVANTAGED POPULATIONS

The University of Sydney Page 44



Review
Medical Decsion Making

Medival Deciston Makinge
21, Val. 41Ty 845-86%

Addressing Health Literacy in Patient Aetick euse ubdeines:
sagepuh.oom journals-permissions

Decisiﬂn Aidg: An Ulﬂate frnm the DOL: 1011770272892 1001 101

journals sagepubocom home mdm

International Patient Decision Aid Standards $SAGE

Danielle M. Muscat, Jenna Smith>, Olivia Mac(, Tamara Cadet ", Anik Giguére,
Ashley J. Housten(, Aisha T. Langford ", Sian K. Smith ", Marie-Anne Durand,
and Kirsten McCaffery

Backpround. There is increasing recognition of the importance of addressing health literacy in patient decision aid
(PLDA) development. Purpose. An updated review as part of IPDAS 2.0 examined the extent to which PiDAs are
designed to meet the needs of people with low health literacy/socially-disadvantaged populations. Data Sources. Ref-
erence lists of Cochrane reviews of randomized controlled trials (RCTs) of PtDAs (2014, 2017, and upcoming
2021 versions). Study Selection. RCTs that assessed the impact of PtDAs on low health literacy or other socially-
disadvantaged groups (Le., =30% participants from socially-disadvantaged groups and/or subgroup analysis in
socially-disadvantaged group/s). Data Extraction. Two researchers independently extracted data into a standardized
form including PtDA development and evaluation details. We searched online repositories and emailed authors to
access PtDAs to verify grade reading level, understandability, and actionability. Data Synthesis. Twenty-five of 213
RCTs met the inclusion criteria, illustrating that only 12% of studies addressed the needs of low health literacy or
other socially-disadvantaged groups. Grade reading level was calculated in 8 of 25 studies (33%:), which is recom-
mended in previous [PDAS puidelines. We accessed and independently assessed 11 PtDAs. None were written at
sixth-grade level or below. Ten PiDAs met the recommended threshold for understandability, but only 5 met the rec-
ommended threshold for actionability. We also conducted a post hoc subgroup meta-analysis and found that knowl-
edge improvements after receiving a PiIDA were greater in studies that reported using strategies to reduce cognitive
demand in PtDA development compared with studies that did not (x° = 14.11, P = 0.0002, I = 92.9%). Limita-
tions. We were unable to access 13 of 24 PiDAs. Conclusions. Greater attention to health literacy and socially-disad-
vantaged populations is needed in the field of PtDAs to ensure equity in decision support.

The University of Sydney
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Marie-Anne Durand
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WHO ARE WE BEST SERVING IN SDM CURRENTLY?

health literate as

information rich with .
access to choice Lower health literafe as

information poor & little
access to choice

4 \‘ 11\! B0 144
IRR |
L

= Focus attention to help those who are disadvantaged and
underserved

The University of Sydney — Page 47



Health literacy as both a risk and asset

Mealth [LirERacy Y

CMENE SErp. FEEL
Emﬁow%fmn

-~ -

BE
ABLE To
ACCESS
THE RIGHT
INFORMATION

LT |
& .8
i< -'gr'@*”@

= Need to address risk — by developing accessible tools and services that reduce
the cognitive burden of the health care environment - so all can access and
parficipate in SDM

» Also need to take an asset approach and develop generic skills that people can

apply in different healthcare contexts.

= Think about ways to build distributed health literacy for SDM

The University of Sydney Page 48



Examples of asset based approaches to SDM

= Ask Share Know: Question

prompt list for patients to use with k

doctors/ HCPs to elicit evidence- OS the

based Shared Decision Making H o

consultations (Shepherd et al) 3 Queslhons'
What are my options?

quenﬁng PIUS: HL & SDM prOg ram [One option will alwerys be wait and watch)

for new parents (Muscat et al

What are the possible benefits and
HLRP 2020) harms of those optionse

SUCCESS — Chronic Kidney _ How likely are each of those

benefits and harms to happen to

Disease (Muscat et al Health me?
Promot Internl 2021)

WHY ASK?

www.askshareknow.com.au

The University of Sydney Page 49



Teacher Manual 1

Eﬂﬁ@dﬁm

Being Healthy, Staying Healthy

i o il

Successful health literacy interventions:

= Adult and community based
education e.g. Adult Education
Health Literacy Program (McCaffery
et al 2019; Muscat et al 2019); Skilled
for Health (UK).

= Schools: Informed Health Choices
Trial (Nsangi ef al Lancet 2016)

The University of Sydney
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Thank-youl

Professor Kirsten McCaffery
Sydney Health Literacy Lab

The University of Sydney
https://sydneyhealthliteracylab.org.au/

Kirsten.mccaffery@sydney.edu.au

Twitter: @KirstenMccaffer

The University of Sydney
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. i ritten
interventions that health

information
work
Engage
with Prescription
education Drug labels
sector

Improved
Health
Literacy
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SDM patient/ community programs to

build SDM skills

Successful health literacy interventions:

= Adult and community based
education ey Adult Education Health

Literacy Program (McCaffery et al

2019; Muscat et al 2019); Skilled
for Health (UK).

" Schools: Informed Health Choices|

Trial (Nsangi et al Lancet 2016) ;\ i
S M
8 &

The University of Sydney

.

THE LANCET

Reprint
®E % Effect
prir

alth cﬁotces Book:
g to think carefully
treatments
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Adult Education Health Literacy Program

= Developed and evaluated an Australian  recher Manuai 1
Health Literacy Program for delivery in

adult education colleges in NSW (TAFE) EW@H /lg MW

= Based on the UK ‘Skilled for heClIH‘)’ Beting Heslihy; Staving L ity
program

= Embedded health content into an
established language, literacy and
numeracy foundation skills program

The University of Sydney



Mealth LEROCYTy
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People with lower health literacy have poorer health outcomes
(Berkman et al 2011)

e University of Sydney
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Reprint

®@ % Effects of the Informed Health Choices
primary school intervention on the ability
of children in Uganda to assess the reliability
of claims about treatment effects:
a cluster-randomised controlled trial

Allen Nsangi; Daniel Semakula, Andrew D Oxman,
T e Mark Auman Sarah Racenbaiim.

A health science book for primary school children

Informed Heaith Choices

The University of Sydney Page 59



Strengths and limitations

Readability:

— Followed best-practice guidelines (Health Literacy Connections)
— Text preparation (e.g., removing headings, periods that do not indicate end of sentences,
sentence fragments, bullet points not in full text)

— Averaged Gunning Fog index and the SMOG index
— Notable discrepancies between the readability statistics reported in the studies

and those we calculated by our team

— Variations in the preparation of the text

— Readability formula used (e.g., Flesch Kinkaid Grade Level has been reported to produce reading
lower grade levels)

- Method of conducting the analysis (e.g., using an online tool, Microsoft Word function or

calculating manually using the formula)

PEMAT
— Subjective

— PtDAs dual coded by trained assessors

The University of Sydney Page 60



TGIM

REVIEWS

What is the Prevalence of Low Health Literacy in European

Union Member States? A Systematic Review
and Meta-analysis

v, Baccolini. MDD NMMEeHTE

JGIM

AL Rosso, MDT-2, O D Paolo, MDD, O lsonne., MDY,
C. Salemo, MD', G. Migliara, MD', G. P. Prencipe. MD', A. Massimi. RN, PhD’,

Baccolini et al.: Meta-analysis of Low Health Literacy in Europe

Chaseds Tor
=Ty ‘

757

Table 2 Pooled Prevalence Estimates (PEs) and Their 95% Confidence Interval (CI) of Low Health Literacy in European Union Member
States According to Different Assessment Methods

Overall

Self-reported
comprehension items

Reading or numeracy
comprehension items

Word recognition items

N

38

PE (95% CI)

0.42 (0.36-0.48)

N

29

PE (95% CI)

0.42 (0.33-0.53)

Mixed method

N

23

PE (95% CI)

0.27 (0.18-0.38)

N

PE (95% CI)

0.48 (0.41-0.55)

Austria
Belgium
Bulgaria
Croatia
Czech Republic
Denmark
Finland
France
Germany
Greece
Hungary
Ireland
[taly
Lithuania
Poland
Portugal
Spain
Sweden
The Netherlands
UK
Refugees
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041 (0.40-0.42)

0.44 (0.35-0.53)
0.44 (0.32-0.58)
0.36 (0.31-0.42)
0.51 (0.34-0.67)
0.44 (0.38-0.51)
0.54 (0.45-0.63)

0.65 (0.46-0.81)
042 (0.33-0.51)
0.33 (0.30-0.36)

0.50 (0.48-0.52)
0.71 (0.47-0.87)
0.39 (0.36-0.43)
0.14 (0.12-0.15)
0.16 (0.12-0.20)
0.65 (0.62-0.69)
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0.58 (0.48-0.67)
0.44 (0.35-0.54)

0.41 (0.35-0.46)
0.41 (0.21-0.65)
0.38 (0.35-0.41)

0.29 (0.06-0.73)
0.43 (0.34-0.52)
0.21 (0.14-0.30)
0.68 (0.53-0.79)
0.28 (0.17-0.43)

0.19 (0.17-0.22)
0.72 (0.32-0.93)

0.21 (0.08-0.46)
0.33 (0.06-0.80)

0.19 (0.16-0.23)
0.21 (0.09-0.43)

0.56 (0.53-0.59)
0.62 (0.59-0.65)

0.46 (0.43-0.49)
0.45 (0.42-0.48)

0.40 (0.37-0.43)
0.54 (0.51-0.57)

0.45 (0.41-0.48)
0.58 (0.55-0.61)
0.29 (0.26-0.32)

N number of studies



Shared decision making

* Muscat et al 2020 —
presents a modified version Optimal patient care
of Hoffman's 2014 model of
SDM.

- Recognises the role of AR
health literacy as well as —
EBM and PCC in the clinical
encounter.

Evidence-based Health literacy
medicine skills

Patient centered-

» Highlights that patients B
needs these skills or support . G
to achieve them to
engage and participate in
SDM.

Muscat D, Shepherd, Nutbeam, Trevena, McCaffery. Health Literacy and Shared decision
making: exploring the relationship to enable meaningful patient engagement in healthcare.
JGIM 2020
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TGIM

High proportion of people struggle with the health literacy
requirements of every day lifel

JGIM

—

Baccolini et al.: Meta-analysis of Low Health Literacy in Europe

757

Table 2 Pooled Prevalence Estimates (PEs) and Their 95% Confidence Interval (CI) of Low Health Literacy in European Union Member

States According to Different Assessment Methods

Overall Self-reported Reading or numeracy Word recognition items Mixed method
comprehension items comprehension items
N PE (95% CI) N PE (95% CI) N PE (95% CI) N PE (95% CI)
38 042 (0.36-048) 29 0.42 (0.33-0.53) 23 0.27 (0.18-0.38) 9 0.48 (0.41-0.55)
Austria 1 0.56 (0.53-0.59)
EEIlgmm 1 vt 04004 1 0.62 (0.59-0.65)
ulgaria . . .
Croatia 1 0.58 (0.48-0.67)
Czech Republic 1 0.44 (0.35-0.53)
Denmark 2 0.44 (0.32-0.58) 2 0.44 (0.35-0.54)
Finland 1 036 (0.31-042)
France 2 0500
Germany 12 04 Low HL associated with 1 0.46 (0.43-0.49)
Greece 1 0.5 Lower ed CGT.On 1 0.45 (0.42-0.48)
Hungary - \A% U |
Ireland 1 0.6! . 7-0.22) 1 0.40 (0.37-0.43)
Italy 3 04 - Speaking another language at 2093 1 0.54 (0.51-0.57)
Lithuania 1 0.3!
Poland home 1 0.45 (0.41-0.48)
Portugal 1 0.5C _ 8-0.46)
Spain 3 0.7 Older Oge 6—0.80) 1 0.58 (0.55-0.61)
?’E:clis:therlands é 8?: - Chronlc dlseose 6-0.23) 1 0.29 (0.26-0.32)
UK 4 0.16 (0.12-0.20) 5 0.28 (0.17-0.43) 4 0.21 (0.09-043)
Refugees 2 0.65 (0.62-0.69)

N number of studies



FUNCTIONAL, COMMUNICATIVE AND CRITICAL HEALTH

LITERACY

MOC 0781-6157-52
Amoxicillin
for Oral

Suspension, USP

400mg/5mL

When reconstituted, each Sml

{1 teaspoonful) will contain

amaxicillin tihydrate equivalent

to 400mg amoxicillin,

50mL % only
(when reconstituted)

The

A SANDOZ

University of Sydney
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3 0781-6157-52 3

Met contants: Equivilisit 16 4 grimd amcaiclin
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ik vigeously 10wl pirvdtr. Add refaining
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peiEsCribng ininmmation,

Slod diey powdin 8l 20°-25°C [BE°-TT'F) [Se
LISP Corfirolled Foom Tompesturg]

Kioep tighbly clased, Shake well bofore uting,
Al tion proferabls sfier reconsitution
Bt et requived, Digeavd sripention alier
14 days.

EEEP THIS AND ALL DRUGS OUT OF THE
REACH OF CHILDREM,

B | tstactured i Ausiria by Sandoz b

for Sandinz ing., Princaton, MU 08540
12-2014  Product of Spain 46152610
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Functional: being able to read
the label and correctly take the
medication.

Communicative: Being able to
ask guestions of healthcare
providers and use that ,
Information to know for which
condifions this medication will
be effective.

Critical: Being able 1o assess
the reliability of online
information about antibiotics;
understanding why antibiotics
are overprescribed and making
a shared decision about an
alternative.
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