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WHAT IS HEALTH LITERACY?

‘The cognitive and social skills which determine the motivation and ability of 

individuals to gain access to, understand and use information in ways which promote 

and maintain good health….it means more than being able to read pamphlets….By 
improving people’s access to health information and their capacity to use it 
effectively, health literacy is critical to empowerment.’     

(WHO Nutbeam 1998)

Health literacy is content and context specific  

Even where a person has advanced literacy skills, their ability   

to obtain, understand and apply health information in a 

specific health context may be poor.



MULTI LEVEL MODEL OF HEALTH LITERACY

Functional HL 

Critical 
HL

Communicative/ 
interactive HL

Nutbeam (2000, 2008)

Advanced cognitive 

and social skills

Ability to analyse and 

act on information

Reading, writing, 

numeracy, oral skills



Health Literacy

Individual 
health 

literacy skills 
and 

capacities

Demand 
from the 

health 
environment
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Low health literacy is common (ABS 2006)

Individual HL

59% 
‘inadequate’ 

HL
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Most recent 

‘performance-based’ 
assessment of health 

literacy in Australia



HL 
environment 

60-95% of 
health info 

too complex  
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Health literacy environment is too demanding 

for most consumers
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PROBLEM!





WHY DOES HEALTH LITERACY MATTER?

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

▪ Higher rates of chronic illness (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

▪ Poorer self management skills

▪ Greater medication errors 

▪ Lower levels of knowledge about disease

▪ Lower ratings of satisfaction with doctor-patient communication 
(AHRQ DeWalt et al 2004; Berkman et al 2011)



Health literacy costs billions…..

• Accounts for 3-5% of ALL healthcare costs – in UK GBP2.8–5 billion per 

year (2013-14).

• Australia: increased out of pocket costs $143-$7798 per person/ year.

• Cost to health and quality of life is huge
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Health literacy and communicating about COVID-19

• Concern early on that much of the prominent (state and national) public 

communication about COVID-19 was not designed for diverse and hard-to-reach 

groups (McCaffery et al 2020)



Health literacy and communicating 
about COVID-19
• Much information was online, static web-based 

content and written at a level too complex for even 

average readers (Mishra et al 2020;  Federal Dept 

Health website >grade 11)

• Health literacy skills of the community were not 

considered.

• Translated government communication resources 

that were available (e.g. multilingual posters) may 

have been underutilized

• This has resulted in people finding other (non-

government) resources to fill their gaps in 

understanding including from their home country



April 2020: SHeLL COVID Team launched 
Knowledge, Attitudes and Behaviours 
COVID-19 Online Survey

SHLL COVID Team: Carissa Bonner, Julie Ayre, Erin Cvejic, Rachael Dodd, Brooke 

Nickel, Kristen Pickles, Tessa Copp, Carys Batchup, Sam Cornell, Thomas Dakin, 

Kirsten McCaffery.



Survey of COVID-19 knowledge, attitudes and behaviours in Australia

• Baseline survey recruited via online panel and social media resulted in 4,326 
Australian adults. 

• We have run further monthly waves of the survey to follow the subset recruited 
by social media with >1000 responses each survey. 

• Note: survey created rapidly, no funding hence has limitations – notably sample 
is not nationally representative and our measure of CALD is limited to primary 
language other than English (LOTE)

Baseline n=4326

*Longitudinal SM 

n=2006*

Wave 2 

n=1882

Wave 3 

n=1369

Wave 4 

n=1316

April 17-22

May June July 24th



Survey results of COVID-19 knowledge, attitudes and behaviours in 
Australia (baseline n=4,326)
People
People with lower health literacy and who spoke a language other than English at home had:

• poorer understanding of COVID-19 symptoms

• were less able to identify behaviours to prevent infection

• experienced more difficulty finding information about COVID-19.

Variable Knowledge and information
Symptoms

(%)

Prevention

(%)

Finding information

1-10

Understanding government 

messaging 1-10

Age group    18 to 25 58.0$ 66.4$ 4.4 (2.4)$ 4.8 (2.7)$

26 to 40 62.8 72.2 4.2 (2.5) 4.9 (2.8)

41 to 55 64.2 76.5 3.7 (2.5) 4.4 (2.8)

56 to 90 56.4 67.9 3.2 (2.3) 3.6 (2.6)

Gender              Male 53.1$ 60.9$ 3.8 (2.5) 4.2 (2.8)#

Female 64.9 76.9 3.9 (2.4) 4.5 (2.8)

Health literacy

Inadequate 49.4$ 58.8$ 4.6 (2.4)$ 5.0 (2.7)$

Adequate 61.8 72.4 3.7 (2.4) 4.3 (2.8)

Language at home

English 60.4 72.0$ 3.8 (2.5) 4.5 (2.8)$

Other 58.4 50.7 4.1 (2.5) 3.7 (2.6)

^P<0.05; #P<0.01; $P<0.001



Survey results of COVID-19 knowledge, attitudes and behaviours in 
Australia
People 

People with lower health literacy and who spoke a language other than English at home:

• were less likely to rate social distancing as important 

• more likely to endorse misinformation/conspiracy beliefs about COVID-19 and 
vaccination. 

Behaviours COVID-19/ Vaccination Misinformation beliefs
Social distancing

1-7

Vaccine 

effectiveness 

made-up (%)

COVID-19 threat 

greatly 

exaggerated (%)

Herd immunity 

beneficial and is 

covered up (%)

Gov restrictions 

stronger than 

needed (%)

Age group         18 to 25 6.4 (0.8)$ 19.4 21.2$ 22.4$ 13.2$

26 to 40 6.4 (0.8) 18.0 17.1 16.0 17.0

41 to 55 6.5 (0.7) 16.0 11.0 12.8 12.9

56 to 90 6.5 (0.7) 15.8 7.0 9.7 11.3

Gender                    Male 6.3 (0.8)$ 19.7# 19.1$ 18.0$ 18.0$

Female 6.5 (0.7) 15.8 10.4 13.1 10.9

Health literacy

Inadequate 6.1 (1.0)$ 26.0$ 21.5$ 21.1$ 19.1$

Adequate 6.5 (0.7) 16.0 12.7 14.1 12.9

Language at home

English 6.5 (0.7)$ 16.3$ 13.1$ 14.6^ 13.3#

Other 6.3 (0.9) 32.1 24.8 19.7 19.3

^P<0.05; #P<0.01; $P<0.001



Support for misinformation beliefs over 3 months (Wave 1, 2, 3)

• Stronger agreement with misinformation associated with younger age, male gender, 
lower education, lower health literacy and LOTE (all p<0.01). 

• Misinformation beliefs were associated with lower digital health literacy, lower perceived 
threat of COVID-19, lower confidence in government, and lower trust in scientific 
institutions (all (p<0.001) 

Baseline (wave 1) 

n=4326

*Longitundinal SM 

n=2006*

Wave 2 

n=1882

Wave 3 

n=1369

Wave 4 

n=1316

April 17-22
May June July 24th



Summary of results of 
COVID-19 survey in Australia

• Important disparities in knowledge, attitudes 
and behavioural responses by health literacy, 
LOTE and other risk groups (young people)

• Endorsement of misinformation beliefs 
consistently reported over 3 months associated 
with health literacy,  LOTE (also education, male 
gender, younger age)

• Corresponds with public health communication 
gaps about COVID-19



Summary of results of 
COVID-19 survey

• Has potential to undermine efforts to reduce 
viral transmission 

• May lead to social inequalities in health 
outcomes in Australia. 

• But limitations: not nationally representative 
sample; LOTE sample small

• Now working with WSLHD  multicultural health to 

extend the survey using translators and interpreters  -

so more accessible to people who have difficulty reading 

and writing in English.
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What can we do about health literacy?



Use evidence-based interventions that work



Improved 
Health 

Literacy

Written health 
information

Prescription 
Drug labels

Verbal 

communication

Risk 

communication

Shared Decision 
Making

Engage with 
education 

sector



• Use of plain language improves understanding (Syst

Rev: Sheridan et al 2011, 2013) Eg. CDC 
https://www.cdc.gov/healthliteracy/pdf/Simply_Put.pdf

Improving written health information

• Avoid jargon words – see https://www.cdc.gov/healthcommunication/everydaywords/

• Avoid words with 4 or more syllables

• Write text at grade 5 reading level (age 11 year old)

• Use simple font (e.g. Arial or sans serif), avoid CAPS

• Use lots of white space 

https://www.cdc.gov/healthliteracy/pdf/Simply_Put.pdf
https://www.cdc.gov/healthcommunication/everydaywords/


• Break up text and have strong contrast between text 

and background

• 3-5 main points maximum

• Put essential information first

• If people find text easy to read they are more willing to 

comply with behavioural advice

• More likely to judge information favourably

Improving written health information



Improving written health information

• Pay attention to images

• Must be culturally appropriate

• Need to be interpretable without text 



Improving communication of numeric health 
information (systematic review: Sheridan et al 2011, 2013)

Factors that improve understanding for adults with low literacy

Presenting numeric information in tables or pictographs not text

Presenting numeric information in a logical order for evaluation (ie higher 

number is better)

Presenting numerical information with a consistent denominator

Using natural frequencies (1 out of 100) or simple % to help understand risks

and benefits (no decimal places and round to base 10 if possible)

Adding video to verbal narratives to improve the salience

30



Prescription drug labels: make content actionable
Instructions must be clear and precise



Prescription drug labels: making content actionable
Instructions must be clear and precise

take 1 at 6am and 1 
at 6pm every day

OR

take 1 with 
breakfast and 1 

with dinner 

take twice daily 

OR

take every 12 
hours 

✓YES x NO

E.g. If instructions are precise and explicit drug label errors 

reduced from 50% to 11% lower literacy population (Davies et al 

2008)



Verbal communication: Use Teach Back

Teach-back

▪Health Care Provider asks patient to explain 
in own words what they need to know or 
do, in a caring way.

▪ Improves understanding of steps to follow 
and trust (Morony et al 2018)

33

Patients remember/ understand <50% of what clinicians 

say (Ley, 1998; Kessels, 2003)



RISK COMMUNICATION: use format that 
improve understanding (Trevena et al 2013)
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experience side effects or 5%....

NOT 20% less women will 

experience side 

effects



Shared Decision Making

In >100 RCTs SDM improves pt

outcomes:

▪ Knowledge, risk perceptions, uncertainty

▪ Participation in DM; ‘positive’ Dr-patient communication

▪ Impact may be greatest in lower literacy/ socially 

disadvantaged patients

Stacy D et al Cochrane Review PtDAs (2017); Durand et al PLOS one (2014)



Engage with the education sector

▪ Adult and community based education e.g. TAFE Health 

Literacy Program (McCaffery et al 2019; Muscat et al 

2019); Skilled for Health (UK).

▪ Schools



What 
improvements 

could we make if we 
followed health 
literacy advice?



Some examples



Now face an added challenge



Thank you

Professor Kirsten McCaffery 

Sydney Health Literacy Lab

School of Public Health, 

University of Sydney

kirsten.mccaffery@sydney.edu.au

@kirstenMcCaffer

mailto:kirsten.mccaffery@sydney.edu.au




Functional literacy – the evidence
Literacy and health literacy must be considered when engaging patients

Trouble 

understanding 

bus timetable

Cannot 

understand 

weather map or 

summarise text

Trouble interpreting pie chart, or 

extracting information from 

pamphlet.

Minimum level for coping




