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Adapting Health Communication to Individuals’
Health Literacy

Traditionally, research on health literacy concentrates on the knowledge and
skills individuals should possess to enable health-conscious behavior. However,
health literacy is a function of both the knowledge and skills of those requiring
health information and services and the demands and complexity of information
and services provided to them. This article investigates the dual nature of health
literacy which needs to be considered by health communication. It focuses on the
attempts that have been made to reduce the growing demands and complexity
of information and services individuals encounter today. Such attempts can be
found, for example, in promoting plain language for written health information
and the emphasis on improving communication skills of healthcare providers.
Both attempts are a promising way to adapt health communication to individu-
als’ health literacy and thereby foster health-conscious behavior. At the same
time, they are challenged by a range of individual as well as structural limitations
involved in the production of written health information and of doctor-patient
communication, which need to be overcome.
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1. Introduction

“Adapting” health communication entails the fitting of content as well
as the communication style of health issues to a specific use or situation
(The American Heritage® Dictionary of the English Language 2003).
More common terms to describe this technique are “tailoring” and “tar-
geting.” While tailoring implies the adaptation of health communication
to the requirements of a single person, targeting means an adaptation
to the requirements of a specified population with shared characteristics
(Kreuter & Skinner 2000). Both tailoring and targeting have proven to
be successful techniques in promoting health behavior change (Noar et
al. 2007; Forthofer & Bryant 2000). They are manifested in the adapta-
tion of communication about health issues to different stages of behav-
ior change (Rollnick et al. 1993), to cultural specificities (Kreuter et al.
2003), or to individuals’ health literacy, to name just a few.

Adapting health communication to individuals’ health literacy is the
focus of this conceptual paper. I discuss the necessity of adapting health
communication to individuals with low literacy. Furthermore, I present
strategies on how to improve the comprehension of health information
and the usability of healthcare services. Both have become increasingly
complex nowadays as a result of the technological progress and a progres-
sively consumer-oriented healthcare system. At the same time, I stress
limitations associated with the adaptation of health communication,
which must be overcome.

2. Health Literacy

Over the last years, much research has been devoted to defining health
literacy and developing appropriate measures of the concept. Although
the discussion of what constitutes health literacy is ongoing, researchers
always agreed that it is a quality of the individual who receives health
information and uses healthcare services. Ratzan & Parker (2000: ix), for
example, define health literacy as the “[...] degree to which individuals
have the capacity to obtain, process, and understand basic health infor-
mation and services needed to make appropriate health decisions.” Their
definition has been adopted by the U.S. Institute of Medicine (2004) and
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the U.S. Department of Health and Human Services (2000). Another
frequently cited definition of health literacy is Nutbeam’s (2000) three-
tiered concept in which he distinguishes between functional health lit-
eracy as basic reading and writing skills enabling a person to understand
and use health information, interactive health literacy as more advanced
cognitive and social skills enabling a person to interact with healthcare
providers, and critical health literacy as more advanced skills enabling a
person to critically analyze health information and thus to exert greater
control over one’s life. Some authors consider health knowledge to be a
part of health literacy (Baker 2006). Schulz & Nakamoto (2005), for
example, distinguish between declarative and procedural knowledge.
Declarative knowledge, on one hand, comprises factual knowledge related
to health issues such as knowledge about the symptoms of a disease and
possible treatment options. Procedural knowledge, on the other hand,
reflects the “know-how” of applying factual knowledge and using health
information.

Because health literacy is regarded as a central determinant of health
(Paasche-Orlow & Wolf 2007; Ishikawa & Yano 2008; Nutbeam 2008;
Lee et al. 2004; Wagner et al. 2009), policy makers, researchers, and
healthcare professionals repeatedly insist on improving individuals’ health
literacy through health education (e.g., U.S. Department of Health and
Human Services 2010). According to the World Health Organization
(1998: 4) health education represents “[...] consciously constructed
opportunities for learning involving some form of communication to
improve health literacy, including improving knowledge, and developing
life skills which are conducive to individual and community health.” As
such, health literacy is not limited to patient education in the medical
setting. It is also the education of laypeople about how to obtain and
understand health information and engage in health promoting behavior
in everyday life, as part of their curriculum (see, e.g., the School, Health
and Education Programs of the American Public Health Association,
www.apha.org) for example.

Although health education is necessary to increase individuals’ health
literacy, it is not the only method. Parker & Ratzan (2010: 28) point out
that “health literacy occurs when the skills and ability of those requir-
ing health information and services are aligned with the demand and
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complexity of information and services.” Consequently, a health literate
public can only be achieved through a combination of health education
and a reduction of the growing demands and complexity of the healthcare
system that are present today.

To illustrate the growing demands and complexity of health informa-
tion and the healthcare system, two examples are given:

Since the rise of the Internet as a medium for the general public in the
1990s, a greater body of information about health issues has become avail-
able to everyone (Cline & Haynes 2001). The Internet has vast potential:
It offers answers to nearly all health question at any time, it provides
access to peer and emotional support, and it can help to promote self-care
and healthy behaviors (Eng et al. 1998). But gatekeepers like healthcare
providers, who filter correct from incorrect or necessary from unnecessary
information, are often not involved in the production of online content.
Thus, the Internet demands sufficient knowledge and skills in navigat-
ing and evaluating websites and their content in order to make use of its
potential. Health literacy allows one to effectively use health informa-
tion on the Internet and contributes to the diminishing of misuse. But
due to the dual nature of health literacy, which is a function of both the
knowledge and skills of those requiring health information and services
and the demands and complexity of information and services provided
to them, this can only be achieved through health education and user-
friendly websites.

Another example of growing demands on laypeople can be seen in the
shifting role of patients towards that of consumers who wish to engage
in shared decision-making about health (Frosch & Kaplan 1999; Coulter
1999; Charles, Gafni & Whelan 1999) and who must consider the costs
of healthcare services (Herzlinger 2004; Schulz 2008). The consumer-
orientation in healthcare is noticeable, for example, in direct-to-consumer
advertising, which is legal in the United States and in New Zealand.
It is the advertising of prescription drugs to the general public via the
mass media and Internet with the aim of mobilizing laypeople to consult
healthcare providers and request the advertised drugs. The pros and cons
of direct-to-consumer advertising have been heavily discussed (Donohue
20006), especially with regard to the limited critical literacy of laypeople
who may not realize the promotional aspect of the ads (Wolfe 2002) and
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misinterpret their content (Hoek 2008). Negative consequences are the
denigration of the doctor-patient relationship and the augmentation of
healthcare costs when doctors prescribe the advertised drugs instead of
equivalent generics. Health education is one way to avoid these negative
consequences. Additionally, guidelines and regulations like the Federal
Food, Drug, and Cosmetic Act released by the U.S. Food and Drug
Administration exist to protect consumers by making sure that informa-
tion presented in direct-to-consumer advertising is balanced and correct.

3. Adapting Health Communication

Both the rise of the Internet as a source of health information as well as
recent developments toward a consumer-driven healthcare system high-
light the growing demands and complexity of health information and
services laypeople, especially those with limited literacy, face today. Thus,
several suggestions have been made to reduce — or better adapt — the
demands and complexity of health information and services to individu-
als’ health literacy (Paasche-Orlow et al. 2006). Two areas where adapt-
ing health communication has been considered a major issue are written
health information and doctor-patient communication. While the first is
an example of mediated communication, the latter represents direct com-
munication. Both will be discussed in more detail.

3.1. Written Health Information

Written health information includes any type of text, chart, map, table,
graph, or number which may be included in package inserts, patient rights
and informed-consent documents, booklets, pamphlets, and instructional
as well as patient education materials. A review of medical and public
health literature by Rudd et al. (1999) revealed that much of the health
information provided is not understood by most laypeople, because too
often the literacy demands of the material exceed the literacy abilities of
the reader. According to the findings of the Health Activities Literacy
Scale (HALS) (Rudd, Kirsch, & Yamamoto 2004), the average overall
functional literacy score of the U.S. population is just below the average
proficiencies of adults who graduated from high school. At the same time,
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health information is written at levels of complexity that go beyond the
skills of average high school graduates (Rudd et al. 2007; Green 2007).

The mismatch between individuals’ functional health literacy and
the complexity of health information has called for an adaptation of the
latter, which can be achieved by the use of plain language. Plain language
is defined as communication laypeople can understand the first time they
read it (http://www.plainlanguage.gov). More precisely, it is “the writing
and setting out of essential information in a way that gives a co-opera-
tive, motivated person a good chance of understanding it at first reading,
and in the same sense that the writer meant it to be understood” (Cutts
2009: xi). Plain language requires the provider of written information
to first identify the audience and then adapt to their needs and abilities.
The adaptation considers the organization of information, language, sen-
tence length and structure, tone, and layout/design (Shohet & Renaud
20006). Plain language has received considerable attention in the past 20
years not only in the context of health but also in other contexts like law,
business and journalism. Support for plain language, especially in the
healthcare context, is evident in the United States, Canada, and Europe
(Stableford & Mettger 2007). Many countries are members of the Plain
Language Association International (http://www.plainlanguagenet-
work.org), which offers guidelines on how to write in plain language.
In addition, the biennial international PLAIN conference is a platform
to exchange research or training experiences regarding plain language in
different domains.

Adapting written health information to individuals’ health literacy
has also been discussed in conjunction with the risks and benefits of the
Internet as an increasingly popular source of health information (Cline &
Haynes 2001). According to the Pew Internet Project survey (Fox 2008),
one in four Internet users in the United States searches online for health
information. The Internet provides an opportunity to obtain more in-
depth information, and it allows to adapt information to lower literacy
levels by including pictures or video and audio materials. However, the
search for health information via search engines can already be an obstacle
for individuals with low literacy (Crane Cutilli 2010; Lynch 1997; Birru
et al. 2004). Furthermore, the Internet requires sufficient critical literacy
in order to evaluate the accuracy of online content and deal with con-
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flicting information (Berland et al. 2001). To improve the accessibility,
quality, and readability of online content, the American Medical Associa-
tion published guidelines for medical and health information sites on the
Internet (Winker et al. 2000). Together with plain language guidelines
they offer a fruitful solution for reducing the demands of written health
information from traditional as well as new sources.

Despite awareness of the need for improvement concerning the read-
ability of written health information and the existence of plain language
guidelines, Gal & Prigat (2005) point out that written patient informa-
tion continues to be produced at a reading level above the level of func-
tional literacy of patients. After conducting qualitative interviews with
people involved in the production of patient information leaflets, they
argue that too often the writing style of information leaflets is determined
by the necessity to address more than one audience (e.g., patients and
health professionals), the necessity to satisfy a range of goals (e.g., trans-
mission of health information, marketing, and administrative goals), and
insufficient knowledge about the literacy levels of patients as well as a lack
of adequate pilot-testing. Thus, adapting written health information is an
ongoing challenge that requires changes beyond raising awareness and
establishing guidelines.

3.2. Doctor-Patient Communication

Another area where health communication tends to demand a higher lit-
eracy level than the one of most individuals is the encounter between
doctor and patient. Patients are often challenged by the medical jargon
used by their doctors (Ong et al. 1995; Willaims et al. 2002). At first
sight, comprehension problems during the medical encounter seem less
meaningful: Since the visit at the doctor is mainly characterized by oral
synchronous communication, insufficient reading and writing skills are
not an issue. Any comprehension problem can be addressed and resolved
immediately. However, health literacy is more than reading and writing
skills in the health domain. It includes oral comprehension and commu-
nication skills, too (see, e.g., Nutbeam’s interactive health literacy). When
patients lack these skills in the medical encounter, they are less likely
to describe their symptoms accurately, to ask the doctor questions, to
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remember doctor’s instructions, or to engage in shared decision-making
(Davis et al. 2002; Schillinger et al. 2004; Kim et al. 2001). These short-
term consequences may result in negative long-term effects such as inef-
ficient or even harmful treatment, non-adherence, increasing costs, and
poor health outcomes (Bartlett et al. 1984; Stewart et al. 1999).

For these reasons, considerable work has been done to establish guide-
lines for improving the communication between patients and their
healthcare providers (e.g., Travaline et al. 2005; Frymoyer & Frymoyer
2002; Mauksch et al. 2008). It is recommended to first assess the literacy
skills of patients, which can be done with the help of literacy tests like the
Rapid Estimate of Adult Literacy in Medicine (REALM) test (Davis et
al. 1991) or the Test of Functional Health Literacy in Adults (TOFHLA)
(Parker et al. 1995). Alternatively, screening questions based on patients’
self-report (e.g., Chew et al. 2004; Wallace et al. 2006; Ishikawa et al.
2008) can be used to reduce the likelihood of patients feeling ashamed
or embarrassed when directly tested for health literacy abilities (Parikh
et al. 1996). When confronted with low literacy patients, doctors should
use plain language and avoid technical details, limit the advice to the
key information, and provide visual or verbal images while explaining,.
To assure that patients understood their instructions, doctors can use a
“teach back” or “show me” approach, where patients are asked to explain
in their own words or demonstrate what they have been told (Doak et al.
1998; Williams et al. 2002).

Healthcare providers can learn communication skills that are required
when dealing with low literacy patients. The literature offers books on
learning about communication skills in the medical setting and guide-
lines for developing a health literacy workshop (e.g., Kripalani & Weiss
2006; Maguire & Pitceathly 2002). Today there is a vast range of courses
dedicated to communication skills in the medical encounter either as part
of the curriculum of medical students or as stand-alone versions to allow
for on-the-job training. Yet most physicians receive limited training in
communication skills (Levinson et al. 2010). Reasons believed to be time
restrictions, the workload of healthcare providers or a simple lack of inter-
est. Thus, further effort is necessary in order to raise awareness of the
importance of appropriate communication with low literacy patients and
to facilitate training in communication skills.
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4. Conclusion

This paper considers health literacy to be a function of both the knowl-
edge and skills of those requiring health information and services and the
demands and complexity of information and services provided to them.
With the rise of the Internet and an increasingly consumer-oriented
healthcare system, individuals have the chance and often the obligation
to get involved in decisions about their health. At the same time, they
are confronted with health information and services that are more and
more complex and difficult to understand. This has called for an adapta-
tion of health communication to individuals’ health literacy. Regarding
written health information, for example, plain language guidelines have
been developed to improve the readability of patient information leaf-
lets or informed consent. Furthermore, the American Medical Associa-
tion published guidelines for medical and health information sites on the
Internet to improve the accessibility, quality, and readability of online
content. In the area of doctor-patient communication, emphasis has been
placed on enhancement of the communication skills of healthcare pro-
viders. Through the adaptation of their communication styles to the lit-
eracy levels of their patients, doctors and other healthcare providers can
positively influence the relationship with patients, the comprehension of
medical advice, and the adherence to medical regimens. However, the
adaptation of written health information and doctors’ communication
styles in the medical encounter are challenged by a range of individual
as well as structural limitations (e.g., lack of interest, competing goals, or
time pressures). These limitations must be overcome in order to facilitate
the use of health information and services that are available today.
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