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ABSTRACT

Background: Health literacy skills are often assessed in relation to written health materials; however, many
important communications are in other formats, especially verbal communication with health care provid-
ers. Objective: This qualitative study sought to examine adult learners’ experiences of developing verbal
health literacy skills within an Australian adult basic education program, and to explore verbal communica-
tion and shared decision-making as a constituent domain of health literacy. Methods: We conducted a semi-
structured qualitative interview study between September and November 2014 with adult learners who
had participated in a single-semester health literacy program that included an integrated shared decision-
making component. We analyzed interviews using the Framework method; a matrix-based approach
to thematic analysis. A hybrid process of inductive and deductive coding was used to interpret raw data.
Key Results: Interviewees were 22 students from six health literacy classes and ranged in age from 18 to 74
years (mean, 48.3). The majority were women (n = 15) and born outside Australia (n = 13). Health literacy was
generally limited according to the Newest Vital Sign screening tool (n = 17). The health literacy program ap-
peared to serve two key functions. First, it stimulated awareness that patients have the right to participate in
decision-making concerning their treatment and care. Second, it facilitated verbal skill development across
the domains of functional (e.g.,, communicating symptoms), communicative (e.g., asking questions to ex-
tract information about treatment options), and critical (e.g., integrating new knowledge with preferences)
health literacy. Conclusions: Our findings support the conceptualization of health literacy as a modifiable
health asset that is subject to change and improvement as a result of deliberate intervention. Results rein-
force verbal health literacy as an important component of health literacy, and draw attention to the hierar-
chy of verbal skills needed for consumers to become more actively involved in decisions about their health.
We present a revised model of health literacy based on our findings. [Health Literacy Research and Practice.
2017;1(4):e257-e268.]

Plain Language Summary: We developed a health literacy program for adults with lower literacy to help learners
develop skills to talk to health care providers and share health decisions. The program was taught in Australian
adult education settings. The article explores the range of health literacy skills needed for communication and
decision-making in this study, and presents a model in which verbal skills are an important part of health literacy.

Globally, there have been calls for a “coordinated and literacy initiatives that take a risk/deficit approach, either
collaborative approach to . . . systematically address health intentionally or inadvertently. That is, they have focused on
literacy” (Australian Commission on Safety and Quality in people and communities who lack skills and have applied
Healthcare, 2014; Serensen et al., 2012). In response, many  top-down modifications to compensate for this, most of-
health care systems and organizations have adopted health ~ ten by developing and implementing plain-language writ-
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ten materials (Black, Balatti, & Falk, 2013). Although there
is unquestionable value in modifying environmental deter-
minants to decrease the literacy demands of our health care
system, improving health literacy in a population requires a
response that is more concerned with capacity building and
social change (Nutbeam, 2000; Pleasant & Kuruvilla, 2008).
In this framework, health literacy is seen as a personal as-
set that offers consumers greater autonomy and control over
health care decisions. Health literacy, like general literacy, is
therefore not a static construct. Rather, it is a modifiable de-
terminant of health, subject to change as people build health
knowledge, develop health-related skills and practices, take
health actions, and make informed decisions (Edwards,
Wood, Davies, & Edwards, 2012).

To describe and differentiate between levels of health lit-
eracy, Nutbeam (2000) proposes a three-level hierarchy of
health literacy skill development: (1) functional health liter-
acy refers to the basic skills for obtaining health information.
(2) Communicative skills are those that can be used to par-
ticipate actively in everyday situations, extract health infor-
mation and derive meaning from different forms of health
communication, and apply this to changing circumstances.
(3) Critical health literacy refers to the cognitive and social
skills needed to assess the applicability of health information
to personal situations or its reliability. Some consider critical
health literacy to be especially relevant for a person’s ability
to exert control over situations (Chinn, 2011).

Health literacy skills are often considered with re-
spect to engaging with written health materials (Nielsen-
Bohlman, Panzer, & Kindig, 2004), with print literacy
dominating the discussion of health literacy to date
(see, for example, Alsomali, Vines, Stein, & Becker, 2017;
Foster, Idossa, Mau, & Murphy, 2016; Williams, Muir,
& Rosdahl, 2016). However, skills are also required to
obtain, understand, and use health information pre-
sented in other formats (e.g., verbal communication).
In fact, speaking and listening skills have long been rec-
ognized as an important component of general literacy,
and have been incorporated into national curricula such
as the Australian Literacy Curriculum (Australian Cur-
riculum, Assessment and Reporting Authority, 2010).
Recognizing that health literacy extends beyond read-
ing and writing to include verbal skills and competencies,
Harrington and Valerio (2014) developed the “Verbal Ex-
change Health Literacy” model. This model positions “lis-
tening” and “speaking” skills as distinct health literacy skills
for the verbal exchange between the patient and health pro-
fessional. Jordan, Buchbinder, and Osborne (2010) similarly
identify “verbal communication” as 1 of 7 key health literacy
abilities. Although this work has begun to draw attention to
the different health literacy skills needed to extract and un-
derstand information in a number of health contexts, exist-
ing models do not encompass the full range of capacities re-
quired to make informed decisions in the verbal exchange
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(e.g., advanced skills to contextualize and critically evaluate
verbal health information [Dawkins-Moultin, McDonald,
& McKyer, 2016; Smith, Nutbeam, and McCaffery, 2013;
Rubinelli, Schulz, & Nakamoto, 2009]). To this end, work
is needed to explore the concept of health literacy from a
verbal communication perspective, further defining the pa-
rameters and constituent skills.

When verbal communication skills are conceptualized as
a constituent domain of health literacy, it becomes evident
that health literacy and shared decision-making are “over-
lapping constructs” (McAllister, 2016). Shared decision-
making is an approach to medical decision-making that
involves both the patient and health care professional(s)
(Charles, Gafni, & Whelan, 1997). As the middle ground
between a paternalistic approach and an informed choice
approach, shared decision-making necessarily involves the
exchange of information between professionals and pa-
tients, including a discussion of the best scientific evidence
as well as the patient’s concerns, goals, values, preferences,
and circumstances (Kon, Davidson, Morrison, Danis, &
White, 2016; Moumjid, Gafni, Bremond, & Carrere, 2007).
Decisions are made collaboratively when evidence is inte-
grated with patient factors (e.g., values and preferences) to
seek agreement on a course of action (Hoffmann et al., 2014;
Charles et al., 1997). An asset approach to health literacy
recognizes efforts to improve functional, communicative,
and critical health literacy, and shared decision-making can
be integrated to support involvement in health care.

One practical approach to build the health literacy ca-
pacity of consumers is through established adult education
programs (Rowlands & Nutbeam, 2013). Adult education
is rooted in a historical context concerned with capacity
building, empowerment, and social change (Martinez de
Morentin de Goni, 2006). According to critical pedagogy
theory, the role of education is to raise critical conscious-
ness and develop strategies to overcome obstacles to good
health (Freire, 1974; Wallerstein & Bernstein, 1988). The
feasibility of health-education partnerships has been exam-
ined elsewhere and shown to facilitate meaningful support
in health-related learning for those most in need. (Chen,
Goodson, & Acosta, 2015; Chervin, Clift, Woods, Krause,
& Lee, 2012; Santos, Handley, Omark, & Schillinger, 2014;
Soto Mas, Ji, Fuentes, & Tinajero, 2015; Tavistock Institute
and Shared Intelligence, 2008). Reported improvements in
verbal communication include scheduling appointments,
describing symptoms, and following medical directions
(Chen et al., 2015; Chervin et al., 2012; Tavistock Institute
and Shared Intelligence, 2008). However, thus far, adult ed-
ucation health literacy initiatives have narrowly focused on
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functional verbal health literacy development, with less fo-
cus on communicative and critical health literacy for shared
decision-making. Given that more advanced health literacy
skills are intended to be transferable across health care con-
ditions and contexts and can provide people with greater
autonomy, it is important to explore how best to support the
development of these skills within adult education.

Drawing on an asset-based model of health literacy,
we developed a health literacy program including an inte-
grated shared decision-making component for adults with
lower literacy. The program was evaluated as a cluster-
randomized controlled trial involving 308 adult learners
across New South Wales, Australia (McCaffery et al., 2016).
Within this trial we conducted a nested qualitative study to
illuminate the subjective learner experience of engaging in
shared decision-making training. The results of this qualita-
tive study are reported here.

METHODS
Setting

The program was delivered in government-funded adult
basic education settings across New South Wales, Australia.
Australia has a universal public health system provided by
the Commonwealth Government.

Participants and Recruitment

We recruited adult learners who had participated in a
single-semester health literacy program during 2014. The
program included completion of approximately 18 weeks of
health literacy classes as part of an existing adult basic edu-
cation program (McCaffery et al., 2016). Approximately 2
months after the end of the course, six health literacy class-
es were purposively selected to capture the experiences of
participants from both English- and non-English-speaking
backgrounds, as well as metropolitan and regional areas.
Teachers identified potential participants from their cohort
(n=22) and invited them to participate in a 30-minute inter-
view about their experiences of participating in the course.
Informed consent was obtained from each participant in
writing at the beginning of the semester and again verbally
at the start of the interview. Ethical approval for the study
was granted by the University of Sydney Human Research
Ethics Committee and the Institutes of TAFE (Technical and
Further Education) New South Wales.

Health Literacy Intervention

The health literacy program had 31 topics, of which
10 were core units, including shared decision-making
(Table 1). The integrated shared decision-making compo-
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TABLE 1

Health Literacy Topics Included in the 2014 Program

Being Healthy (Teaching Manual 1)

Staying Healthy (Teaching Manual 2)

Taking temperature®

Getting involved

Checking medicine labels®

Food groups

Prescriptions

Food labels®

Dosage and timing

Nutritional information?

Health workers

Food temperature safety

Telling your doctor what is wrong?

Food date safety

Talking to your doctor®

What is a serving??

Answering your doctor’s questions?

Budgeting

Immunization and health screening

Understanding a diet

Asking questions®

Drinking enough fluids

Shared decision-making?®

Heart rate and pulse

Completing medical forms

Being active

Emergency services

Watch first aid demonstrations

Advice from pharmacist

Follow written instructions

Saving lives

Talking on the telephone?

Follow emergency instructions

Revision/goal setting

trolled trial,” by K. McCaffery et al., 2016, BMC Public Health, 16, p. 454.
*Core unit.

Note. The program consisted of two teaching manuals: “Being Healthy,” which covered health skills, and “Staying Healthy,” which focused on maintaining a healthy lifestyle. Adapted
from “Evaluation of an Australian health literacy training program for socially disadvantaged adults attending basic education classes: study protocol for a cluster randomised con-

nent was designed to be completed in 6 hours and cover
(1) shared decision-making concepts and terminology,
(2) health risks and benefits including numeric and
graphical risk information, (3) the role of values and
preferences in decision-making, and (4) tools to facili-
tate shared decision-making (Muscat et al., 2015). Spe-
cifically, the “AskShareKnow” question set was taught
to participants as a tool to facilitate the exchange of
personally-contextualized information about test and
treatment options, and their benefits and harms dur-
ing future health care consultations (Table 2). The Ask-
ShareKnow questions have been found to increase the
amount and quality of information about treatment op-
tions provided by health care professionals (Shepherd
et al., 2011) and shown to be feasible and acceptable
among patients in women’s health clinics in Australia
(Shepherd et al,, 2015). In a qualitative interview study
exploring the relative difficulty of decision-making
support tools among adults with lower literacy, the
AskShareKnow question set was found to be easier for
participants than alternative question sets, and clarifi-
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cation of the questions’ meaning using a structured re-
sponse was reasonably effective (Muscat et al., 2016).

Interviews

Trained researchers (D.M.M., S.M.) conducted semi-
structured interviews with participants individually ei-
ther by telephone or in person at their adult education
institution between September and November 2014.
Interviewers used a topic guide covering participants’
experience of learning about shared decision-making,
and recall and use of program content. The guide was
applied flexibly in that researchers were able to adapt it
(e.g., add or remove questions as needed) so that par-
ticipants’ experiences shaped the specific content and
direction of the interviews.

Data Analysis

We analyzed interviews using the Framework meth-
od, which is a matrix-based approach to thematic anal-
ysis (Ritchie, Spencer, & O’Connor, 2003). A hybrid
process of inductive and deductive coding was used to
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interpret raw data (Muir-Cochrane & Fereday, 2006)
(Figure 1).

RESULTS

Interviewees were 22 students from six health literacy
classes and ranged from age 18 to 74 years (mean, 48.3). The
majority were women (n = 15), born outside Australia (n =
13), spoke a language other than English (LOTE) at home
(n = 13), and reported that they needed help with English
(n = 15). Health literacy was generally “limited” according
to the Newest Vital Sign (n = 17) screening tool and the
Single Item Literacy Screener (n = 16). Almost one-half of
the interviewed participants (n = 10) reported depression
or anxiety, and a majority (n = 13) were caring for parents
and/or children.

We identified three themes from the data: (1) participating
in health care decision-making: a new right and responsibility;
(2) facilitating functional, communicative, and critical skill de-
velopment; and (3) the limits of language. Participant quotes are
followed by an identification number, gender, age, and language
spoken at home (English [Eng] or LOTE). Students with the
same letter at the end of their ID were enrolled in the same class.

Participating in Health Care Decision-Making: A New
Right and Responsibility

A large proportion of participants expressed that prior to
the course they did not realize they had a right to be actively
involved in health care consultations and decision-making
concerning their treatment and care. Participation in the
shared decision-making program facilitated awareness that
patients have the right to do so, offering new opportunities
for them to contribute during consultations. “But now we
understand that we have an option where we can talk to the
doctor” (HL L14 D; E, 65, Eng)

After the program, a number of adult learners concep-
tualized participation in health care decision-making as a
responsibility of the patient, enacted to ensure they receive
information and the correct treatment. This sense of owner-
ship over decision-making offered participants an increased
sense of control. “And I make sure I ask the questions. And I
make sure I get the right answers. And, so I make sure I get
treated right” (HL L5 B; F, 25, LOTE)

Participants’ new appreciation of the right to participate
in decision-making was mirrored by self-reports of increased
assertiveness and self-efficacy for health consultations. Par-
ticipants reported that before the course they had felt “ner-

» «

vous,” “scared,” “stupid,” and “shy” during their interactions
with health professionals, and that those feelings acted as ex-

plicit communication barriers. However, these feelings were
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TABLE 2

The “AskShareKnow” Question Set

Question 1:What are my options?

Question 2:What are the benefits and harms of those options?

Question 3:How likely are each of those benefits and harms to
happen to me?

Adapted from “Three questions that patients can ask to improve the quality of informa-

tion physicians giveabout treatment options: A cross-over trial,” by H. L. Shepherd et
al., 2011, Patient Education and Counseling, 84, pp. 379-385.

not expressed as an intrinsic aspect of low literacy, but rath-
er as a context-specific capability supported and promoted
through participation in the health literacy program.
Before I was very nervous . . . And my words wouldn’t
come out properly...But now I feel I can do this . . . Before
I used to be scared and say, oh, no, she (healthcare provider)
doesn’t want to know that, or I don’t need to know that, but
they do need to know that. (HL L10 B; F, 39 Eng)

Facilitating Functional, Communicative, and Critical Skill
Development

One participant did not recall the shared decision-making
component of the health literacy program and did not dis-
cuss the health care interactions experienced since program
completion. As such, the participant’s transcript did not con-
tain any references to health literacy skills for verbal commu-
nication and shared decision-making.

However, most participants within the sample spoke
about developing new skills for the verbal exchange. These
skills mapped to Nutbeam’s (2000) three-tiered model, rep-
resenting functional, communicative, and critical skills for
communication and decision-making.

Functional skills. For five of the participating learners, the
focus was on building and refining functional oral (speak-
ing) and aural (listening) health literacy skills to facilitate the
exchange of basic health information. For example, for the
participant in the following text, learning to report symp-
toms in a way in which the health care professional would
understand was a necessary skill developed through program
participation. “And she (healthcare provider) says yes, she
can understand my symptoms when I explain them to her”
(HL L10 B; F, 39 Eng)

Functional question-asking skills learned through-
out the program were also used as a clarification tool dur-
ing consultations to ask health professionals to adjust their
communication style and explain incomprehensible terms.

“And, er... yeah, we can ask more questions for doctors....
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Raw interview data

J

Independent reading and re-reading of interview material by two researchers

— Two researchers familiarised themselves with interview material through a “careful
reading and re-reading of the data” (Rice & Ezzy, 1999)

y

Independent, inductive coding

— Two researchers independently coded a sample of transcripts using inductive, open
coding.

J

Codes compared with feedback from all authors

/\

Independent, deductive coding

Authors identified that codes for data
pertaining to skill development

Independent, inductive coding

For all other data not pertaining to
skill-development authors agreed on

aligned with Nutbeam’s functional,
communicative and critical skill
categories

a set of inductive codes to apply to
subsequent transcripts

— Inductive analysis of the raw data
progressed toward the deductive
identification of health literacy
categories (Muir-Cochrane & Fereday,
2006)

Refined framework

— Refined framework (including inductive and deductive themes) applied by indexing
subsequent transcripts using the categories.

v

Charting

— A spreadsheet was used to generate a matrix and the data was ‘charted’ into the
matrix.

Figure 1.Data analysis process using the Framework method including both inductive and deductive coding.
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I ask again, whats this mean? Can you explain for me?”
(HL L19 E; F, 54, LOTE)

Participants reported that the functional skills enabled
them to better follow providers™ instructions (e.g., fill a
prescription). For these participants, there was often no
accompanying discussion about the prescribed medica-
tion (e.g., benefits and harms). Rather, the emphasis was
on skills they had gained to enact the decision the provider
had made.

Communicative skills. Although a minority of in-
terviews indicated that some participants developed
and refined only functional skills, the majority exhibited
some communicative-level health literacy skill develop-
ment. Question-asking in this context was used to extract
health information (e.g., information about options, ben-
efits, and harms). “With doing that course if you if I get
something I, I question him about it and say, you know,
there’s a right thing for it, is there any downsides? You
know?” (HL L11 C; M, 60, Eng)

The program appeared to support participants to extract
information in the verbal exchange in two distinct ways.
Some participants recalled the three AskShareKnow ques-
tions verbatim and reported using the questions in their
exact (or “surface” [Lloyd & Reyna, 2009]) form to facili-
tate information exchange within the consultation. “I can
talk, er... talk with, with my doctor... example, er... what are
my options? what are the possible benefits and harms, er...
of those options?” (HL L21 F; M, 74, LOTE)

Other participants explicitly stated that they did not
recall the AskShareKnow questions or reported that they
had not used the questions in their exact form in subse-
quent health care consultations. However, it was evident
that they had understood the sentiment of AskShareKnow
in that they reported asking questions that captured the
meaning of the original questions, simply using alterna-
tive terms. For these participants, the course appeared to
facilitate a representation of concepts embodied within the
AskShareKnow questions (Lloyd & Reyna, 2009). “We can
talk to the doctor and say, well, I would like to have a bit
more information, could you tell me what my choices are?”
(HL L14 D; E, 65, Eng)

Four participants reported that the course provided
them with opportunities to facilitate the exchange of in-
formation within family members’ consultations. For ex-
ample, one participant reported using the AskShareKnow
questions within a consultation he had attended with his
wife. Others reported sharing tips, skills, and specific ques-
tions for eliciting information with family and friends for
them to use independently. “I give ideas about this one to
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my friend. And I say to her, you have to do this one,
you have to ask the doctor what’s, what effect [sic] you,
yeah” (HL L8 B; F, 48, LOTE)

Critical skills. Although many participants within the
sample reported developing communicative-level skills
for the verbal exchange, fewer exhibited critical health
literacy skills. Those who did were not only able to elic-
it information from health care professionals, but also
critically reflect on the information and advice received.
These participants were able to integrate new knowledge
with personal preferences to make an informed, shared
decision. In the examples below, two participants who
had a similar medical condition both exhibited critical
health literacy skills for decision-making. Both partici-
pants spoke about incorporating their preferences into
the decision-making process to make a decision, albeit a
different decision from one another.

. . . the benefits I have with getting my eyes fixed is, is
a really, really good... good... and the harm of not getting
them fixed is, was then... er, the middle of next year I could
end up losing my eyesight . . . And [I] says, ok, go ahead
with it.” (HL L14 D; F, 65, Eng)

I go to see doctor and I ask the doctor, my eyes, er...
needed to, er, operation... the doctor say maybe after one or
two years you needed to op, op, operation...I ask, maybe can
more long, more long time? I don’t want to operation to my
eyes... the doctor, the doctor say that, er, you can wait and
watch. (HL L21 F; M, 74, LOTE)

Reflections on skill-development. Across all levels
of health literacy skill-development, participants were
enthusiastic about developing new skills for the verbal
exchange. Most reported feeling positive about having
greater control and ability to influence clinical dialogue
and extract information for enhanced understanding. “I
think it’s a good idea because . . . you can walk out of
there without an understanding and then if you talk to
your doctor, well you're going to walk out feeling a lot
better” (HL L13 D; F, 35, Eng).

However, one participant felt that skills for shared
decision-making were only necessary for “big” health
decisions rather than commonly managed problems,
including “just (a) cold” For another student from the
class, although they reported seeing value in asking
questions to get more information, they still preferred
that the health care professional made the final deci-
sion about treatment or care. “But at the end of the day
they sort of know what’s what . . . how are you going
to be able to tell what’s right for you and what’s not?”
(HL L11 G; M, 60, Eng)

e263



PATIENT CHARACTERISTICS
Demographics (Race-Ethnicity, Age, Occupation,
Education)

Attributes (Cognitive ability, Speaking, Hearing,
Memory, Reasoning)

Health System Experience

Culture

Distress (Emotional, Physical)

Information resources (Friends, family, internet,
education)

Psychological (Self-efficacy, Beliefs)

Health Literacy

Verbal exchange health )
/ literacy .

4 "
L/ Level 1: Skills

Critical health literacy

. C -
health literacy health literacy Critical skills to reflect

I

Basic oral/aural Advanced skills to on information (e.g.,

RELATIONSHIP CHARACTERISTICS
History and type of interactions

integrate knowledge
with preferences to
make an informed

extract information
(e.g., about options;
benefits and harms)

skills (e.g.,
question-asking
for clarification)

PATIENT
PSYCHOLOGICAL
Reading Knowledge/Understanding
Writing o Motivation
l Numeracy Outcome Expectations

Beliefs/Attitudes

Health Outcomes

\
Satisfaction with relationship ': decision) ‘|‘
Role expectations ! 1 7y
: . g
\ H |
t ] i : ; : !
1 |
PROVIDER/SYSTEM ‘\‘ Level 2: Health decision E 1 E /
CHARACTERISTICS s behaviors | Loy :
T v v
Level of patient-centred care . - neremsed knowlodae PV — ' | PATIENT RESOURCES SYSTEM
Language/communication skills \\ " and understanding of " healtheare decision- Social Support INFLUENCES
Interpersonal skills AN how to engage with making Income Access
Health issue context \ providers S Location/Transportation Quality of Care
Complexity of system \\ - Insurance status
Patient face-time AN e
Psychological (Self-efficacy, Outcome expectations) R ’/',

> Navigation /T

Figure 2. Adapted Verbal Exchange Health Literacy model. Adapted from “A conceptual model of verbal exchange health literacy,” by K. F.
Harrington and M. A.Valerio, 2014, Patient Education and Counseling, 94, pp.403-410.

The Limits of Language

The majority of participants from non-English speaking
backgrounds shared enthusiasm about asking questions and
participating more actively in health care decision-making.
However, as summarized by the participant in the follow-
ing text, although conceptually the idea of shared decision-
making was not problematic, enacting this in an English-
language consultation remained a challenge.

. .. its not about the topic. It’s from the language problem...
when we, er, talk to the doctor and sometimes we have same lan-
guage and we can share it...we can sharing idea, um, what’s the
problem for us, or, er ... how can we, er . . . fix, fix these problems
... And then it’s much easier. Otherwise if we talking about Eng-
lish, that’s a . . . trouble. (HL L1 A; F, 44, LOTE)

Although the language of the AskShareKnow questions
was considered to be “quite hard,” many participants could
recall the questions throughout the interview, indicating that
the course had facilitated relevant vocabulary acquisition.
There was also a more general acknowledgment that learn-
ers’ English language skills had been improved by course par-
ticipation. One participant reinforced the importance of the
adult education teacher in facilitating such language develop-
ment and related learning. “...like the teacher explain what,
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er, what is this word’s meaning, and what is this question to
cover what kind of thing, then after explaining, every people
can understand.” (HL L13 D; E, 35, Eng)

A continued challenge to participation in consultations
and decision-making was understanding the unscripted re-
sponses of health care professionals. “The doctor say some
word I can’t understand exactly” (HL L19 E; E, 54, LOTE)

DISCUSSION

This qualitative study examined the experience of devel-
oping health literacy skills within an adult basic education
program and explored verbal communication and shared
decision-making as a component of health literacy. We found
our program served two key functions. First, it stimulated
awareness that patients have the right to contribute to health
care consultations and participate in decision-making con-
cerning their treatment and care. Second, it facilitated ver-
bal skill development across the domains of functional (e.g.,
communicating symptoms), communicative (e.g., asking
questions to extract information about treatment options),
and critical (e.g., integrating new knowledge with prefer-
ences) health literacy. Although participants were positive
about gaining skills for participation in the “verbal exchange,”
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those from non-English-speaking backgrounds reported that
language was an ongoing barrier to meaningful engagement in
English-language consultations.

Emerging insights from this qualitative study have led to
a refined understanding of verbal health literacy skills and
competencies, and the relationship between health literacy
and shared decision-making. A proposed model synthesiz-
ing findings from this study with previous work in health
literacy is presented in Figure 2. The adapted model builds
on the Verbal Exchange Health Literacy model (Harrington
& Valerio, 2014), integrating five key modifications based on
our findings (Table 3.).

In addition to skill development, our findings reinforce
the importance of “role expectations” (see Relationships
Characteristics box in Figure 2) as a component of the Ver-
bal Exchange Health Literacy model, albeit positioning it as
a malleable variable that can be influenced by training. A
person’s confidence to engage in decisions may be unrelated
to their cognitive skills if they are unaware of their right to
participate or if they perceive asking questions to be unac-
ceptable (Joseph-Williams, Elwyn, & Edwards, 2014). This is
consistent with a range of social-cognitive theories that posit
behavior (e.g., asking questions or participating in consul-
tations) is not only influenced by a person’s skills and self-
efficacy, but also by attitudes toward the behavior and so-
cial influences (De Vries, Dijkstra, & Kuhlman, 1988). Our
program influenced participants’ attitudes toward question-
asking by positioning it as a consumer right and presenting
decision-making as a joint venture between patients and
providers. It also included activities in which participants
reflected on and discussed the potential contributions of
both patients and providers in the verbal exchange. Specific
cognitive skills were then taught to enable participation. Our
findings suggest that it is important to embed skill develop-
ment within a larger program emphasizing patients’ right to
participate and addressing role expectations and attitudes to-
ward the behavior to facilitate empowerment.

There are strengths and limitations of this study. The ex-
ploratory nature of this qualitative study enabled us to ex-
plore the development of health literacy skills for the verbal
exchange, which cannot be captured by quantitative assess-
ments. Although we did not include participants from all
adult education sites involved in the randomized trial, purpo-
sive sampling enabled us to capture the experiences of partici-
pants from both English-speaking and non-English-speaking
backgrounds, as well as those from metropolitan and
regional areas. Similarly, although a mixed methods
data-collection strategy (including face-to-face and phone
interviews) extended access to participants from varied geo-

€266

graphical locations (Opdenakker, 2006), inherent biases as-
sociated with phone interviews (e.g., absence of information
about facial and body expression, challenges establishing
rapport) may have biased the results (Roberts, 2007). Over-
all, findings were consistent with those from interviews with
adult educators that were conducted across a larger number
of sites (Muscat et al., 2017).

The shared decision-making component of the program
was embedded within a larger health literacy course. In our
analyses of interviews, we looked for any content relating
to the verbal exchange that may have been taught within
the shared decision-making unit or in the wider program.
It would be interesting to evaluate the impact of shared
decision-making training that is not delivered as part of a
larger program. Finally, although participants reported in-
creased skills for extracting information (and many provided
examples of having done so), consultation recordings would
have helped to quantify any improvement in the amount and
content of information patients obtained during consulta-
tions after training (Kinnersley et al., 2008) and could also
provide useful insights into the application of these skills in
exchanges in which patients perceive a power differential.

CONCLUSION

Lower health literacy has often been viewed as an indi-
vidual risk factor associated with lower preferences for, and
participation in, shared decision-making. However, rather
than focusing on absolute differences in literacy as an indi-
vidual attribute that can be identified as present or absent,
we looked at how health literacy skills can be developed for
the verbal exchange, which is an integral feature of the health
care experience. Our qualitative study has suggested that tai-
lored training in health literacy skills can progressively devel-
op skills to communicate, extract information, and integrate
new knowledge with personal preferences. These insights
have refined the Verbal Exchange Health Literacy model to
better reflect the overlapping constructs of health literacy
and shared decision-making for greater alignment between
the two research fields.
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