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Abstract

This research study employed a mixed method se@li@pproach and
investigated the number of Schools of Medicine inithe United States that offer health
literacy as a component of their curriculum anaarse of study within the academic
setting. Data were gathered from medical schooests and personal interviews.
Curriculum content, learning objective, subject terasequence, assessment, course
schedule, and other relevant elements were evdlagteomparison components of the
data collected from these two methods. This stadysed solely on 71 of the 154
Schools of Medicine in the United States, incluo¥&26 of those awarding a Doctor of
Medicine degree and 28 which offer a Doctor of Og&hic Medicine degree. The
study evaluated the status of the nation’s effogromote health literacy by adding
courses in health literacy to medical school cufum.

Surveys indicated evidence of a health literacypoment in medical school
curriculum, that the promotion of health literaayreculum was being introduced to
medical students during the first year of trainiagg a requirement for medical students
years one through four, data revealed health Gtess a major concern within the U.S.,
and that both students and administrators wereeawfahe importance of the promotion
of health literacy within medical school trainingse of telephonic interview for the
qualitative portion of this research was employedltain factual information and to
pursue in-depth information regarding the integratf health literacy curriculum in
medical school training. Results from this segnwérihe research interview were used
to facilitate both comparison and analysis poimssitive responses for this segment

supported the findings of the descriptive quantieatesults, yielding similar responses.



Medical schools, or other health care trainingiintts considering implementing or
expanding their curriculum, would benefit from thesearch in their efforts to address

health literacy concerns.
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STATUS OF HEALTH LITERACY PROMOTION 1

Chapter One: Introduction

When reports focusing on health literacy were #dan 1999 (Rudd, Moeykens,
& Colton, 1999), it spurred a spirit of urgencyatddress the state of health literacy in our
nation. Subsequently, health care leaders, inucatipn with a variety of resources,
have been attempting to indicate how incrementalthditeracy gains have been
reached. These attempts to indicate gains inthetdtacy have been diverse in nature.
However, the focus of health literacy has beenctiietoward physicians already in
practice, not on those who are in medical schoahing to be physicians. It appears
that research has centered primarily on the stetemd overall findings of already
established physician practices or health carsgsttvithin a hospital, or for a group of
patients who have a particular diagnosis. Assessofdow physicians are trained to
address health literacy has not been the concarrewious research. Therefore, the
potential to address health literacy concerns dute training of the physicians of the
future requires further analysis. As a resuls tieisearcher will focus on how many
schools have health literacy curriculum, the congmis of health literacy curriculum
currently in place, and at what stage of trainimg ¢urriculum is introduced into the
student education process.
Background of the Problem

The current status of health literacy is not imngyv llliteracy rates have been
growing in unprecedented numbers, as supportetiéogesearch findingsom the 2003
National Assessment of Adult Literacy (NAAL) whiaidicates there has been little
improvement of adult skills from the first natiorsairvey of adult literacy skills in 1992

(Rudd, 2007).The termhealth literacywas first introduced in 1974 in a paper entitled,
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“Health Education as a Social Policy,” which calfed minimum health education
standards for all grade school levels in the UnS&ates (Simonds, 1974). The National
Adult Literacy Survey found that 44 million Amerits, or about one-fourth of the adult
population, were functionally illiterate (Kirschydgeblut, Jenkins, & Kolstad, 1993).
This survey provided the most accurate and detaitettait ever available of the
condition of health literacy in the United StatBsiker, 2002). However, widespread
attention to the concept did not emerge until thielipation of the 2003 NAAL (Rudd,
2007). Secondary studies regarding health liteveene spurred by the American
Medical Association, which revealed that more tbaa-third of American adults, some
89 million people, lacked sufficient health liteyagkills (Weiss, 2007). Ratzan and
Parker (2000) defined health literacy as "the de¢wewhich individuals have the
capacity to obtain, process, and understand basilthhinformation and services needed
to make appropriate health decisions" (p. 2). fHsearcher believes it is important to
distinguish health literacy from health educatibealth literacy is the goal whereas
health education is one tool for reaching that g&milarly, the white paper titled,
“Eradicating Low Health Literacy: The First Publealth Movement of the 21st
Century,” noted that the terms "health literacyt! diteracy" should not be freely
interchanged (Partnership for Clear Health Comnmationo Steering Committee, 2003).
Health literacy encompasses more than just théyatolread written materials; it also
means understanding the information so that a peran take an active role in managing
his or her health (Partnership for Clear Health @amication Steering Committee,

2003).
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According to the Agency for Healthcare Research@udlity (2007), a person's
health literacy is influenced by a number of fastancluding basic literacy skills, the
communication skills of health professionals, ameldituations one encounters in the
health care system. They also stress that thesessffect how a person finds a doctor,
reads instructions for medicine, or takes othetthealated action; to take such action,
people often need a realistic understanding oftheald disease. They further mention
that people with low health literacy skills ofteatk such knowledge. Additionally, some
patients can read and write; however, they mayadatble to process or fully
comprehend health care instruction or other relagsadth care information (U.S.
Department of Health and Human Services, OfficBiskase Prevention and Health
Promotion, 2010). Therefore, the researcher coleslthat health literacy appears to be
directly associated to reading level information ather interrelated issues which inhibit
the patient from making proper healthcare decissmtsmaintaining optimal health
status. This connection is supported by the resifithe 2003 NAAL, in which data
suggested that more than one-third of Americantadiatk sufficient health literacy and
the ability to read and understand virtually akttand numerical information (Rudd,
2007). This in itself becomes problematic, in tbégearcher’s experience, patients who
lack such skills may not be able to effectively ertdke and execute necessary medical
treatment and preventive health care. In a rdpothe Institute of Medicine, health
literacy included the ability to obtain, processdainderstand basic health information
and services needed to make appropriate healthidesiand follow instructions for
treatment (Nielson-Bohlman, Panzer, & Kindig, 200&pfeer, Cooke, and Keenan

(2006) add that health literacy also means thetyhil self-manage health by
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understanding what it takes to be healthy and deséae (e.g., nutrition, sleep health,
avoiding risky behaviors like smoking, being of mal weight, having a normal blood
pressure).

Likewise, nonhealthcare professionals can bedosaéth literate through self-
teaching using health education materials frominternet, health care institutions, and
the library, which are carefully written in laym#erms using easy-to-understand words,
visual aids, and diagrams (Pierce, 2010). Howenvbken nonhealthcare professionals
(even those who are self-taught health literatek gysician care, there is often a
breakdown in physician-to-physician and physiciapatient communication due to the
physician’s lack of training in how to communicatedical information (Shannon,
2012). The researcher believes that patients tieevaght to know about matters that
affect their health such as medical conditionsisea@kes, treatments and their potential
benefits and risks, lifestyle effects on healthdroations, and so forth, so that they can
participate fully in the management of their owmltie and make decisions based on
understanding. Further, medical care is the hgabtationship between physician and
the patient, not the office visit, with effectiveramunication defined as a relationship
that reflects accurate understanding (Berwick, 2002

Moreover, an adverse health outcome of low he##hakcy translates into
increased costs for the health care system. tady ®f 3,260 Medicare enrollees in sites
around the country, Weiss and Palmer (2004) fougllen costs for emergency
department and inpatient care for people with Bohihealth literacy. In this study, the
average annual healthcare cost for all Medicaidlkzes in one state was $2,891 per

enrollee; but, the annual cost for enrollees wittited literacy skills averaged $10,688
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(Weiss & Palmer, 2004). A report by the InstitateMedicine (2004), noted that the
average health care system spent an average ofe$@@3 year in excess hospitalization
expense for every patient with inadequate heakhalcy; this illiteracy accounts for tens
of billions of dollars in annual health care cadeilson-Bohlman et al., 2004). This
researcher believes an argument can clearly be thatleealth literacy education does
not cost, it pays.

According to a review of 3,442 clinical deoiss, which were made during
1,057 physician-patient encounters, only 9% ofdlstiations met criteria outlining
informed consent (as cited by the Center for He@GHhe Strategies, 2012). These, and
other forms of poor communication between patiants clinicians, is noted as a major
factor in malpractice lawsuits. According to waticumented cases, attorneys
approximated that a clinician’s communication sehel attitude are major factors in
nearly 75% of malpractice suits (Beckman, Markagischman, & Frankel, 1994). The
most frequently identified communication errors anenadequate explanation of
diagnosis or treatment and communicating in suslathat patients feel their concern
has been ignored (Vincent, Young, & Phillips, 1994)

Evidence-based recommendations for practice gme®lon how clinicians can
communicate with patients are meant to promoteante®n and effective communication
with cancer patients (Rodin et al., 2009). Subsatjdoctor-patient communication
principles and practices are shared by Kurtz (20@)servation guidelines, noted by
Kurtz aimed to aid in defining the curriculum anmgy@anize the teaching of
communication in training programs, originated agyeas 1996, in Canada. Stewart et

al. (1999) addressed what is termed as patienemhimedicine and concentrated on
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transforming clinical methods. Additionally, then&rican Medical Association, in
conjunction with the American Medical AssociatioouRdation, through the use of
research grants, has worked to provide healthaieeducational tool kits to bring
awareness to practicing physicians (Weiss, 2001g efforts of the aforementioned,
along with those dedicated to the nation’s litereajude but are not limited to the
National Institute for Literacy (Literacy Informatt and Communication System, n.d.),
the Partnership for Clear Health Communication tfRaship for Clear Health
Communication Steering Committee, 2003), the Pf{264.2) Health Literacy Initiative,
and Reach Out and Read (n.d). In the researcbjeirson, based on a review of these
organizations, all of the entities address the rieetest practices to be undertaken by
those in practice and to be introduced to thoseitrgin the area of healthcare through
their initiatives.
Purpose of the Study

The purpose of this study was to investigate howytd the Schools of
Medicine within the United States offered healtarkcy as a component of their
curriculum within a course of academic study. Ttigdy also examined the environment
of Medical School curriculum, inclusive of the foatrand course content of Health
Literacy, to ensure learners have the literacysskihd cultural information necessary to
assess care instruction and healthcare outcontesreSearcher believes through student
knowledge of health literacy concepts and the ittt apply this knowledge in a clinical
setting that the barriers of miscommunication Wwélremoved, thus leading to better,

safer, and more effective care.
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This study assessed the presence of patient Heattty curriculum (as
measured by survey data); and, if present, theeziesrof the curriculum, the
curriculum’s impact on medical students’ abilitygmmote health literacy among their
patients (as measured by the perceptions of admaitoss of medical school curricula),
conduct an assessment of the medical schoolscalum available through the school’'s
website, and analyze data for discrepancies. Uhemt standards of evaluation set forth
by best practices of the American Medical AssocrafiThe American Medical
Association, 1999) were used to conduct this rebear

Improving health literacy is a strategy for impnogihealth and healthcare in
America; it is both a process and an outcome. tigga truly health literate America is
a challenge requiring leadership, strategy, angheation (Parker, Ratzen & Lurie,
2003). An effort to make health literacy a compurd training of health care
professionals is imperative (Weiss, 2007). Thislgtcontributed to that effort through
documenting the current state of integration ofthdderacy promotion in medical
education in the U.S., or lack thereof. Awarer@dsand assessment of, health literacy
should be part of physician training and healthesyisculture, thus embracing a culture
that assists in eliminating health disparities (Aicen Medical Association, 1999). This
goal may not be easy, but the researcher believethie right goal for health policy and
healthcare delivery in the United States, and @ihbhe training programs and medical
students in the 21st century.

Approximately 154 Schools of Medicine throughoug thnited States were
gueried by the principle investigator of this studyhis inquiry encompassed 126

Schools that offered Doctor of Medicine Degrees 28ithat offered Doctor of
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Osteopathic Medicine Degrees. Although Puerto Ri@Commonwealth of the United
States, and possesses four Schools of Medicingwlee not included in this research,;
this exclusion was due to the demographic segmentdefined by the U.S. Census
Bureau (2010), which does not include state, regdicand divisional elements for
stratification of the findings.

A variety of methods were implemented to obtain assemble data for this
study. A multidiscipline approach allowed for #veploration of the existing curriculum
within the Schools of Medicine across the Uniteat&t as well as any proposed changes
and implementation plans. Questions were answiesedan on-line survey tool,
individual interview sessions were conducted, dradresearcher performed an on-line
comparison of medical school curriculum.

Resear ch Questions

This study explored core inquiry questions whictved as the overarching areas
of focus. These core areas of inquiry are as falow

RQ1: What is the status of the nation’s effort torpote health literacy by adding
courses in health literacy to medical school cutum?

RQ1a: Do medical schools align their health litgregurses with the
components [factors] of best practice in heal@rdicy as set forth by The Council
on Medical Education (CME)?

RQ1b: How are medical students different as a tedydarticipating in
health literacy promotion courses (knowledge, usideding, skills, attitudes,

values, and interest in adult learning competepiies
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RQ1c: Is the website information on medical schidodslth literacy
promotion curricula clearly present?
RQ21d: How does the perception, rendered in theeysrand interviews,

align with the published curriculum on the medisethools’ websites?
Research questions that guided the survey and/ieweprocess included:

RQ2: What, and how many, Schools of Medicine intinged States are offering
a health literacy course as part of their medichbsl curriculum?

RQ3: How long has health literacy been a part efrtiedical schools’
curriculum?

RQ4: Is a health literacy course a required coarsmn elective course in medical
schools across the United States?

RQ5: What evaluation tool is used to assess thectiags of the health literacy
curriculum?

RQ6: What key elements are included in U.S. medichbol health literacy
courses?
Subsequent Areas of Comparison

In order to further substantiate the survey findiregcomparative of on-line
curriculum was reviewed to corroborate both deseepquantitative survey results and
the qualitative interview results. This procesyvseé as an assurance, thereby working to
prevent a potential small study response rate ledadlowing an inference to be made.
Through this cross-comparison, a variety of coitatpoints were verified and a logical
conclusion stated. It is through this triangulatapproach that the research question was

supported or deemed as insignificant.
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In support of thorough research and to minimizerile of threats to internal
validity, steps were taken to ensure solid resefanclings. When a study lacks internal
validity, one or more alternative hypotheses magtewhich explain the outcome
(Fraenkel & Wallen, 2009). According to Fraenkedl &allen, 10 threats are inherent to
the internal validity of research, which include $ubject characteristics, mortality,
location, instrumentation, history, maturation, jsgbattitude, regression, and
implementation. Nevertheless, in order to coumtdize aforementioned, there are
techniques or procedures that researchers can gaphoinimize or control such threats
to internal validity (Fraenkel & Wallen, 2009). dgorocedures are suggested by
Fraenkel and Wallen; they include standardizingcitreditions under which the study
occurred, obtaining and using more informationtmgubjects, containing and using
more information on the subjects of the study, emabsing an appropriate survey
design. The “subject” of the study included thoskviduals or entities whose
participation in the study was limited to providimjormation (Fraenkel & Wallen,
2009). Standardizing the conditions under whighdtudy is conducted serves to
strengthen survey implementation and data colle¢ffoaenkel & Wallen, 2009).
Obtaining more information on the subjects studieedls to the clarification of the
subjects’ relative characteristics (Fraenkel & \Wa)l2009).

Through the process of garnering this type of imfation, the researcher was
given supplemental data, which aided in analyzimdjiaterpreting the results. It is the
process of obtaining more information on the subjstudied, that researchers like
Fraenkel and Wallen (2009) postulate regulatehhesat, therefore minimizing subject

characteristic, maturation, and regression thr@ddtaining more information on the
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details of the study assisted the researcher inidgfthe geographical locations and
circumventing validity threats. This informatiols@ provided a definition to the areas of
study instrumentation, the history, the subjedt, dttitude, and the survey
implementation. Study definition helped to summasvhere and when the study took
place, and identify any extraneous events thatocayr (Fraenkel & Wallen, 2009).
This process helped in the selection or implementatdf instrumentation and reduced
the probability of external factors (such as higtand events) interfering with the study
(Fraenkel & Wallen, 2009). These elements playetichrole in research and any one of
these areas could have affected the responses stitljects (Fraenkel & Wallen, 2009).
The final step in the evaluation process of a prgpgdy design is to validate the survey
study tool (Fraenkel & Wallen, 2009). Proper syrdesign lends itself to study
integrity, which in turn lends to the overall olgjee for collecting data. By employing
these measures, the researcher was able to adgaqratlyze the research question and
mitigate the risk of internal validity threats (Erkel & Wallen, 2009).
I mportance of the Study

Medical advancements and treatment modalities are womplicated than ever.
Physicians often assume that when speaking toenpate or she understands these
advances and the explanations and instructiongiassd with them when they really do
not understand, resulting in a disparity betweenghysician’s level of communication
and the patient’s level of comprehension (Meyer &l#feim, 2002). It is through student
knowledge of health literacy concepts and the ittt apply this knowledge in a clinical
setting that the barriers of miscommunication Wwélremoved, thus leading to better,

safer, and more effective care (Weiss, 2007). Al a number of initiatives to create
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the conditions for innovative change have occuatdobth the national and local levels,
almost 10 years have passed since the Americancilefissociation Ad Hoc Committee
on Health Literacy (1999) first emphasized the inguace of incorporating health
literacy training into graduate medical educatiéithough some progress has been
made, the researcher believes greater attentibeatibh literacy is still needed in medical
education, specifically.

Many opportunities exist to educate medical stuglant residents about health
literacy and the communication skills recommendedfear communication (Kripalani
& Weiss, 2006). The responsibility lies at the dobleaders, such as medical
educational leaders, medical professors, univeasityinistrators, and community
leaders as well as students (Collins-Nakai, 200&e researcher believes it is incumbent
upon our medical schools to develop a processatitiaichieve effective curriculum
revision and will address our nation’s health &®yrissues through preparation of
medical professionals and economic support of dadth system of the United States.
Therefore, the goal of these findings was to prevespondents and those involved in
medical training with better insight into curricatudevelopment and medical
professional preparation and training, ultimatelpacting the academic rigor currently
employed in the United States.

Definition of Terms

Academic rigor -Teaching, learning, and assessment that promaderst growth

in knowledge of the discipline and the ability twadyze, synthesize, and critically

evaluate the content under study (Jones, 2007).
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Adverse health outcome®ertaining to harmful health effect and adversgaiat,
resulting in harm to the patient the negative, thediminishing side effects or secondary
illnesses that can occur as a result of treatndamas, 2005).

Andragogy -The process diielping adults to learn, including the creation of
learning experiences in which adults are helpaddke the transition from dependent
learning to self-directed learning (“Andragogy,’(3).

AssessmentFhe act of judging, evaluating, or assessing agersituation, or
event (Hughes, 2008).

Curriculum -The courses offered by an educational institutioa set of courses
constituting an area of specialization (Editorsha&f American Heritage Dictionary,
1996).

Health care information The information used for prevention, treatment, and
management of illness and the preservation of rhanthphysical well-being. This is
done through the services offered by the medicdladired health professions, which are
rendered by members of the health profession@bénefit of a patient (“Health Care
Information,” n.d.).

Health literacy -The ability to obtain, process, and understandclasalth
information and services needed, to make appr@phiealth decisions, and to follow
instructions for treatment (Nielson-Bohlman et 2004).

Health outcomesThe measurement of the value of a particular coofrseerapy.
Health outcomes are based on the principle thaiyehaical intervention produces a

change in the health status of a patient and thetge can be measured (Doheny, 2011).
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History threat -One or more unanticipated and unplanned eventsrtagtoccur
during the course of the study that affects thparses of the subjects (Fraenkel &
Wallen, 2009).

Implementation The treatment or method in any experimental stuaigh is
administered by someone other than the researeher(kel & Wallen, 2009).

Instrumentation The process of preparing to collect the data, éhection and
design of the instrument, and the conditions umdech the instrument will be
administered (Fraenkel & Wallen, 2009).

Learning -The ability to develop one’s knowledge through phhecess of external
stimuli, personal re-elaboration, individual retiea, self-experience, and personal
interaction (Sinitsa, 2000).

Level of health literacy skillsFhe level of comprehension of information
measured which focuses on the ability of individual understand and use text,
documents, and numbers pertinent to commonly ertecethhealth care situations
(Kutner, Greenberg, Jin, & Paulsen, 2006).

Location threat -The particular location in which data is colleGtedin which an
intervention is carried out, thereby creating darahtive explanation for results
(Fraenkel & Wallen, 2009).

Maturation threat -The change during an intervention which may betdue
factors associated with the passing of time rditnen to the intervention process itself

(Fraenkel & Wallen, 2009).
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Mortality threat -The threat or loss of subjects during the collectbdata,
thereby reducing generalizability and introducirgemtial bias (Fraenkel & Wallen,
2009).

Plain language Communication that can be understood the first itneeread or
heard. Plain language is language that can bd acteppropriately via that
understanding (U.S. Department of Health and HuBewices, Office of Disease
Prevention and Health Promotion, 2005).

Regression The possibility that results are due to a tenddacgroups, selected
on the basis of extreme scores, to regress towarora average score on subsequent
measurements, regardless of the experimental tegdtfiraenkel & Wallen, 2009).

Subject attitude How subjects view the study and their individudérm the
study (Fraenkel & Wallen, 2009)

Subject characteristicsA threat to the subject, which is noted as #ledion of
people who differ from one another in an unintendeg (Fraenkel & Wallen, 2009).

Teach Back TechniqueA-method of patient teaching and instruction which
involves asking patients to explain or demonstwdtat they have been told or shown to
do (The Joint Commission, 2007).

Limitations of the Study

The proposed sampling for this research study dedul54 Schools of Medicine
throughout the United States. This total encomgzad®6 Schools that offer Doctor of
Medicine Degrees and 28 that offer Doctor of Osé¢loie Medicine Degrees. Only those
Schools of Medicine that were listed from a compemdof The Council on Medical

Education and Hospital Medical Colleges of the EiEtates were examined. As a
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result, other medical schools that are not yetdistere not included in the research data,
thereby limiting the ability of the researcher taw a full descriptive or inferential
conclusion from the data. Therefore, a general&edy finding may be only partial in
its representation. Additionally, the total numbéresponses of those surveyed was
limited.
Delimitations of the Study

This study does not address any other areas d@drduwcurriculum content that
lend insight to the issues involving Health Litera®©nly research pertaining to the four
domains including awareness, content, impact, &atliation of such curriculum were
considered. The proposed research study includesk tfour domains that operated as a
platform to formulate survey questions, which imtgerved as a descriptive quantitative
measure. The researcher believes the possiblerréarsthese areas not being
incorporated in current curriculum may be reladurrent sensitive issues in society
involving cultural bias, targeting, stereotypingeo€ulture, or lack of recognition of the
problem. Additionally, resistance to change oriatyxamong the faculty to have
sufficient knowledge related to the topic is a ¢desation.
Assumptions

A blinded survey report of the findings will be eféd to those participating in the
study for national and regional comparison. Th&eyintent was to provide those
respondents with a better insight into curriculuevelopment with medical professional
preparation and training, thereby ultimately impagthe academic rigor currently
employed in the United States. It is assumedthtieste institutions would seek to

implement or revise their existing curriculum, dtralready in place, to ensure that
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medical students have the necessary literacy sliiscultural information to assess care
instruction and healthcare outcomes and assidinmnating health literacy disparities.
It is the researcher’s belief that through the st@ knowledge of health literacy
concepts and the ability to apply this knowledga itlinical setting that the barriers of
miscommunication will be removed, thus leading ettdr, safer, and more effective care.
Summary

The area of curriculum is one of controversy, concand conflict. Without a
doubt, however, educational curriculum is one @iety’s foundational components
(Kallen, 1996). As observed and investigated by tesearcher, changes in society and
the ability to adequately communicate are very mu@sent. This researcher believes
the responsibility to address the needs createtibyghange lies at the door of medical
education leaders, medical professors, medicaéstsduniversity administrators, and
community leaders. With this, it is incumbent umam medical schools to develop a
process that will achieve effective curriculum son and will address our nation’s
health literacy issues through preparation of madgcofessionals. Further, it is
important to teach the future generations of méditalents now to understand those
with limited health literacy and to communicatewihem effectively. The researcher’s
experience and evaluation of previous researchdated which supports this, submits
that inclusion of curriculum designed to recogranel address limited health literacy will
reduce disparities, improve outcomes, and promeddtiin outcomes in the 21st century
and beyond.

Subsequent chapters involving the research otapis will further support the

rationale for this study. Exploration of the issuegarding health literacy as a major
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public health concern, the limited understandinghdrmation and instruction given by
physicians, and poor health outcomes of those wioc@npromised are discussed in
Chapter 2. Additionally, Chapter 2 will comparedaiontrast various research efforts
undertaken in a variety of healthcare environmeflisapter 3 reveals the research
methods, tools, and design chosen for this stuatygalvith the data collection processes.
Presentation of the data and the study findindevioin Chapter 4. The overall findings,
patterns, relationships, and themes are addressbd evaluation of this research study
that employs a blended or mixed method sequergfaioach. Both qualitative and
descriptive quantitative methodologies are usdaduestigate the number of Schools of
Medicine within the United States that offer -hkaiteracy as a component of their
curriculum. Chapter 5 completes this researchubhér discussing the implication of
the findings and probing into supplemental andedéhtiation opportunities regarding

further research opportunities of this topic.
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Chapter Two: Literature Review

Three major areas of concentration pertaining tthditeracy were examined
within this literature review. First, data existhich substantiates that health literacy is a
major public health issue in America (U. S. Depaninof Health and Human Services,
National Institutes of Health, Office of the SurgegBeneral, Office of Disease
Prevention and Health Promotion, 2006). Seconchudmee low literacy levels and skills
have reached monumental proportions, barriersdpeprhealth care exist (Vernon,
Trujilli, Rosenbaum, & DeBuono, 2007). As a restlie researcher believes that those
who misinterpret or lack a basic understandindghefinformation given by clinicians are
compromised by their healthcare decisions. Tlalthough health literacy has been
identified as a major issue related to the consaraecare within the United States
(Gazmararian, 2009), the researcher continuedéstoun Schools of Medicine within
the United States and the efforts they have taiéteintify and address the epidemic
lack of knowledge, communication, and basic heatttierstanding through curriculum
development.
Health Literacy Assessment

Previous research regarding health literacy barsaggested how hospitals,
physician groups, and other health care entitigs itempted to address the concern
through physician and other forms of professiomar@ness. Recognition of the
importance of health literacy is a relatively nelmepomenon. Ten years ago, the concept
was rarely studied; however, today more than 460les and books have been published
addressing the topic (Wood, 2005). It is importarmote that in this research the

primary investigator found that many of the secopddudies regarding health literacy



STATUS OF HEALTH LITERACY PROMOTION 20

were spurred by the American Medical Associatioa assult of the 2003 NAAL

(Kutner et al., 2006). Every 10 years the U.S.@#pent of Education has conducted a
national survey to document the American publitdesof literacy; their 2003 study
provided a comprehensive view of the general lagskill of American adults (Kutner et
al., 2006). Each participant was asked to propelsonal and background information
and to complete a comprehensive set of tasks taumehis or her ability to read and
understand text, interpret documents, their usaraedoret numbers (Kutner et al.,
2006).

While the main purpose of the NAAL was to measwgeegal literacy skills of
American adults, specific items were devoted exglye® assess health literacy (Kutner
et al., 2006). The items focused on the abilitynofviduals to understand and use text,
read documents, and use numbers pertinent to coiyireocountered health care
situations involving illness, preventive care, ac® and the use of the healthcare
system (Kutner et al., 2006). Other factors inetlithe individual’'s amount of
experience in the healthcare system, the complexitiye information being presented,
cultural factors that may influence decision makiagd wording used in the material
(Weiss, 2007). According to the results of thalgtuhe data suggested that more than
one-third of American adults lack sufficient hedlteracy as well as the ability to read
and understand virtually all text and numericabmiation they might encounter in a
healthcare setting. They also lack the skillsfteatively undertake and execute
necessary medical treatment and preventive healfth(¥Veiss, 2007). As a result, the

limited ability to read and understand health-edanhformation often translates into poor
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health outcomes as Americans struggle to undergssehtial information necessary to
their health and wellbeing (Doak, Doak, & Root, 229
Levelsof Health Literacy Skills

The NAAL results were reported by dividing the liedteracy skills of those
studied into four levels: proficient, intermediabasic, and below basic (Weiss, 2007).
Proficient tasks included calculating an employeséiare of health insurance costs for a
year using a table that indicates how the emplays®inthly costs vary, finding the
information required defining medical terms by sbarg through a complex document,
and evaluating information to determine which leg@ument was applicable to a
specific healthcare situation. Intermediate agggiwere defined partly as determining a
healthy weight range for a person of specific helised on a graph that relating height
and weight to body mass index. Along with healtlgight, intermediate aptitudes
involved finding the average range during whicHdriein should have received a
particular vaccine based on a chart that indicatedf the childhood vaccines and all of
the ages that children should have received themdso included the process of
determining what time a person can take a presmniphedicine based on information on
the prescription drug label in regards to eatirsgwall as identifying three substances
that may interact with an over-the-counter drugdaose side effects based on information
on the over-the-counter drug label (Weiss, 2007).

Basic abilities are characterized as giving twsoea why a person with no
symptoms of a specific disease should be testetthéodisease based on information in a
clearly written pamphlet or being able to explaimnit is difficult for people to know if

they have a specific chronic medical condition das@ information in a two page article
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about medical conditions (Weiss, 2007). Finaliolw basic skills included identifying
how often a person should have a specific medestlldased on information in a clearly
written pamphlet, identifying what is permissibtedrink before a medical test based on
a set of short instructions, or circling the date onedical appointment on a hospital
appointment slip (Weiss, 2007).

Literacy and Health Knowledge

Health literacy was defined in a report by thditoge of Medicine as the ability
to obtain, process, and understand basic healthniaition and the types of services that
may be needed, in order to make appropriate hdattisions and follow instructions for
treatment (Nielson-Bohlman et al., 2004). Heatd#grdcy has many dimensions,
including what it means to be able to read, undadstand communicate important
medical and health information during different pbs of life (Parker et al., 2003). Not
surprisingly, level of health literacy seeminglysten important impact on one’s health.
All of the studies that have investigated healiréicy reported that literacy is a stronger
predictor of an individual's health status thaniaemme, employment status, education
level, and racial or ethnic group (Weiss, Hart, MeGG& D’Estelle, 1992).

Active health literate consumers can go on ling i@teive the latest information
on sophisticated technological innovations; theskviduals create demand for the latest
technology and are able to navigate and functidhenJ.S. healthcare system (Parker et
al., 2003). However, those with low health literatt on the other side of the literacy
divide and are unable to function as informed lmeadinsumers thereby promoting
medical knowledge inequalities (Parker et al., 3008ecent work on understanding

health disparities across education groups sugigaistechnological progress in
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healthcare will exacerbate disparities over time tat disparities will be larger for
sicker, older, and more vulnerable groups (Gold&dmakdawawalla, 2001). According
to the McKinsey Global Institute (2008), if U.S ditbicare spending continues along
current trends, the total spending for medicaltineat will reach $4.3 trillion by 2018.
In the researcher’s experience, key drivers oftheate spending include drug costs,
technology, inpatient care, health administrattugher physician compensation, and
outpatient care; these result in advances in meslioance, changes in the delivery
system of care, and increases in consumerism egeattulture of high health literacy
demands. In addition, patients are increasingtperaged to take more and more
responsibility for their health (Williams, Davisaier, & Weiss, 2002). Those without
adequate health literacy understanding cannotifumestuccessfully in a society designed
for health literate recipients of care (Williamsagt 2002).

The limited ability to read and understand headflated information often
translates into poor health outcomes. For instaaalts with limited literacy face
formidable problems using the healthcare systetreyre less likely to use screening
procedures, to follow medical regimens, to keepoagments, or to seek help early in
the course of a disease (Jackson et al., 19919selwith inadequate health literacy have
less knowledge about their medical conditions aedttment, worse health status, and
higher rates of hospitalization than the rest efggbpulation (Baker, Parker, Williams,
Clark, & Nurss, 1997). These people also strugglle essential information, such as
understanding emergency department discharge atistng, consent forms, oral
instructions, educational materials, and labelsmedication containers (Doak et al.,

1995). Numerous studies in healthcare settingsodstrate that persons with limited
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literacy skills often have a poor understandinppasic healthcare concepts. For
example, one study of patients with limited litgrédound that many did not understand
the meaning of words that clinicians regularly usediscussion with patients (Davis et
al., 2001). In the researcher’s experience, théemrformat has been the primary means
by which information has been communicated in talthcare industry, and given that
many people are not health literate, a substamtialber of people will continue to have
trouble understanding the information they receailveut their health. People with low
literacy skills also have impaired access to health by being outside a societal flow of
information that brings people to the healthcasgey (Ensor & Cooper, 2004). For
instance, they cannot access messages from magatigles, posters in supermarkets, or
billboards about the value of various screeninguoshots; not surprisingly, people with
low literacy levels have more sickness and reguioee costly forms of care (Miles &
Davis, 1995).
Populations at Risk for Health Literacy

According to the Center for Health Care Strategaedisproportionate number of
minorities and immigrants are estimated to haesdity problems (Potter & Martin,
2005). Additionally, more than 66% of U.S. ad@tge 60 and over are found to have
either inadequate or marginal literacy skills (D@dlal., 1996). Likewise, those who are
unemployed, those with limited income, and thoseiied by Medicaid are also likely to
have limited health literacy (Weiss, 2007). Acdnglto a March 2000 Roper poll,
almost two-thirds of Americans still associate feag disabilities with mental
retardation; that belief is probably because dystefind it so difficult to learn through

conventional methods, as dyslexia is a disabifitiearning rather than an intelligence



STATUS OF HEALTH LITERACY PROMOTION 25

disability (Morris, Munoz, & Neering, 2002). Visudifficulties and learning disabilities,
such as dyslexia, account for health literacy dsfia only a very small percentage of
NAAL subjects (Kutner et al., 2006).

Persons with basic and below basic health liteskdis are found in all segments
of society. Table 1 depicts the percentage ofahlvadso are earmarked as possessing
basic or below basic levels of literacy skills,dagined by the NAAL (Kutner et al.,
2006). Basic skill is defined as the ability ®riprm basic tasks of reading and to
understand a short pamphlet that explains the itapoe of screening tests for wellness
and prevention (Weiss, 2007). The researcherdwaslfthat the majority of these people
struggle in understanding standard patient educdtiochures or completing health
coverage applications or forms. Below basic slatks denoted as having skills less than
basic; these people are unable to execute thebasest tasks necessary to attain full
function in today’s culture, inclusive of those ttihr@late to the healthcare system (Weiss,
2007). These individuals have trouble carryingsuotple literacy tasks, such as noting
the date and time of a medical appointment fromagpointment slip; thus, these patients

would have significant difficulty in performing badevel responsibilities (Weiss, 2007).
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Table 1

Health Literacy of America’s Adults

Group Below Basic Basic Total
% % %
Age (years)
19-24 10 21 31
25-39 10 18 28
40-49 11 21 32
50-64 13 21 24
65 and older 29 30 59
Highest education level completed
Less than or some high school 49 27 76
High school graduation (no college 15 29 44
study )
High school equivalency 14 30 44
Racial/ethnic group
White 9 19 24
Asian/Pacific Islander 13 18 31
Black 24 14 58
Hispanic (all groups) 41 25 66
Health insurance status
Employer provided 7 17 27
Privately purchased 13 24 37
Medicare 27 30 57
Medicaid 30 30 60
No insurance 28 28 53

Note.Adapted froniThe literacy of America’s adults: Results from 2093 National Assessment of Adult
Literacy by M. Kutner, E. Greenberg, Y. Jin, and C. Paul2906. U.S Department of Education,
(National Center for Education Statistics [NCESbReation No. 2006-483).

Other problems experienced by persons with limlitedacy skills are as follows:
26% did not understand when they were to have ttett appointment, 42% did not
understand instructions to take medicine “on antgrsfomach,” up to 78%
misinterpreted warnings on prescription labels, 8% could not understand rights and
responsibilities of a Medicaid application form @aet al., 1997). Many individuals
with limited health literacy do not fall into théoaementioned population groups;
however, they function with similar limited litenaskill sets. One study of affluent

individuals living in a geriatric retirement commtynfound that 33% scored poorly on a



STATUS OF HEALTH LITERACY PROMOTION 27

test of functional literacy in healthcare situaid@ausman & Forman, 2002). Patients
may be verbally articulate and appear well kempbvkedgeable and well educated, yet
be unable to understand or to comprehend diseasejots or how to comply
appropriately with medication regimens (Weiss, 3007

Fortune Magazineddressed limited general literacy skills in a M8y 2002,
article which profiled billionaire executives wittyslexia who developed coping
mechanisms that worked in order to function inrtheisiness and social lives (Morris et
al., 2002), but might not work as effectively il@althcare scenario. Numerous studies
in healthcare settings demonstrated that persaihsliwiited literacy skills often have a
poor understanding of basic medical vocabularyleeadth care concepts (Weiss, 2007);
however, a lack of understanding is not just lichite medical terms. The researcher has
found that patients with low literacy and chronisehses, such as diabetes, asthma, or
hypertension, have less knowledge of their disaasdts treatment and fewer self-
management skills than literate patients.

Many patients with limited literacy go unnoticeglthe health care system, as
often these individuals do not disclose, and ofteen conceal, their deficiency. The vast
majority of patients with limited literacy skillsalwe never told anyone in the health care
system about their trouble, and most have nevdradamily member (Parikh, Parker,
Nurss, Baker, & Williams, 1996). Likewise, manytipats with more developed literacy
skills who fall short of fully understanding heaittfiormation may steer clear of asking
guestions or requesting clarification for fear ppaaring dull or ignorant or because they
do not want to be bothersome (Doak et al., 199nce, literacy levels are not always

apparent.
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Literacy and Health Care Costs

The adverse health outcomes of low health liteteanyslated into increased costs
for the health care system. In one study, theaaeeannual healthcare cost for all
Medicaid enrollees in one state was $2,891 perleetdut the annual cost for enrollees
with limited literacy skills averaged $10,688 (W&i2007). Another study, including
3,260 Medicare enrollees in sites around the cgufdund higher costs for emergency
department and inpatient care for people with Behibealth literacy (Weiss & Palmer,
2004). In a 2004 report released by the Instivfiféledicine, the average health care
system spent an average of $993 every year in Xuepitalization expenses for every
patient with inadequate health literacy, which actted for tens of billions of dollars in
annual health care costs (Neilson-Bohlman et @042 The combination of medication
errors, excess hospitalizations, longer hospitglssthigh use of emergency department
resources and a generally higher level of ilinessetadded to limited health literacy
estimated to result in excess costs for the U.8Heare system of between $50 billion
and $73 billion per year (Friedland, 1998). Acdogdto a study conducted by the Center
for Health Care Strategies (2012), direct medicats of low functional literacy are
shared by the additional resources financed throaxggbayers, employer groups, out-of-
pocket co-payments, deductibles, and self-pay esqgen
Literacy and Education

The term “health literacy” was first used in a 49@per that discussed how
health education affects the health care systeergedlicational system, and mass
communication (Simonds, 1974). This initial dissios called for minimum standards of

health literacy for all school grade levels, preésgnan opportunity to link education
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with health competencies, which was promising githext failures in health education
have contributed to a portion of poor health litgraoncerns (Parker et al., 2003). Ina
recent assessment of literacy, the performancawdrica’s college students was
alarmingly poor (Elliott, 2006). Although studentlisl test better in some categories than
other adults in the population with similar levefsaducation, sizable percentages were
unable to carry out relatively simple reading coem@nsion tasks or make basic
calculations (Elliott, 2006). Most Americans aaeniliar with these skills and use them
frequently in everyday life (Elliott, 2006). Thailure of our educational system relating
to literacy is the failure, in part, to teach reagskills. Flesch (1955), author of “Why
Johnny Can’'t Read,” postulated that American edusatere botching the job of
teaching the nation’s youth how to read. Howesaecording to several studies
conducted in an effort to diagnose the problemadatess health literacy issues, literacy
has come to mean not only the ability to read @ode words, but also the ability to
comprehend, understand, and use verbal reasonamgtmplish the intended objective
(Giorgianni, 1998). Likewise, in May 2006, a stuzbnducted on behalf of the National
Council on Teacher Quality, reported that bothNlational Institutes of Health and the
National Institute for Child Health and Developm@itCHD) viewed the nation’s
reading problem as a significant public healthisiié/alsh, Glaser, & Wilcox, 2006).
Education is essential to a thriving society. Nioty does education provide the
basis for successful participation in our economy democracy, but it also helps
determine our health (Yen & Moss, 1999). Improvaglth literacy is a tool for
improving health and healthcare in America andohfa process and outcome. Creating

a truly health literate America is a challenge ragg leadership, strategy, and
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cooperation that may not be easy, but it is thietrggal for health policy (Parker et al.,
2003). Therefore, it is this researcher’s behetttan effort to make health literacy a
component in healthcare professional training igarative and establishing health
literacy learning standards across the lifesparbeaincorporated into medical school
curriculum. It is also the researcher’s beliet tuva awareness and assessment of health
literacy should be part of physician training amlth system culture, thereby embracing
a culture that assists in eliminating health digies:.
Literacy and Understanding Health Care I nformation

Researchers have demonstrated that many writedthhmaterials such as
pamphlets, self-care instructions, and insuranoad$aequire a high reading level
(Davis, Williams, Marin, Parker, & Glass, 2002)re@nberg (2001) cited one study that
revealed even college-educated individuals havedify understanding information on
the benefits and risks of mammography. The mediieahture has emphasized
simplification, or plain language, and the useistial aids and pictographs for low
literacy patients, although Greenberg suggestedthpatients would benefit from easy-
to-understand directions. On the other hand, nvaitgrs caution against overreliance
on plain language. The McConnell-Imbriotis (20@hgalysis of literature for diabetes
patients indicated that simplification can impeearhing even for highly literate people
if no context for unfamiliar concepts was providbdevity can lead to the use of narrow,
ethnocentric examples and oversimplification oficai information. Multiple factors
beyond readability and presentation may influeraresamer use of health information,
including patients' demographic characteristicg)thdocus of control, beliefs, and

environmental factors (Koo, Krass, & Aslani, 2008)Jain language is useful but not the
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primary solution; written communication should slgmpent physician-patient
conversations (Shohet, 2002). The problem isghgsicians often use language not
readily understood by the general public. Evenmwpigysicians think they are using
"everyday" language, patients do not perceive guerh (Davis et al., 2002). Freebody
and Freiberg (1997) discussed the role that eXpenvledge and the protection of the
professional elite play in the opacity of healtlecaommunication by emphasizing the
recognition of both literacy and health as setsultfural practices, as well as
understanding of the ways in which communicatiottgoas act to position people with
respect to knowledge and medical care.

The most common specific patient response to ddciderstanding of both
written and verbally conveyed health informatiorswa ask a family member (Weiss,
2007). The concern with this response is thatlfamembers may have no better
understanding of the health information than thgeps and may cause the patient to
become even more confused about what they weref todd verified by a professional;
thus, the patient would continue to lack an undeing of vital information (Sand-
Jecklin, Murray, Summers, & Watson, 2010). Anotilssue of concern was that some
patients would “try again” to understand printectenial or instructions independently
and not ask questions, to just let the issue “gweéning to do nothing about their lack of
understanding, or trust in the physician and signraquested forms regardless of
understanding (Sand-Jecklin et al., 2010). Thesgpensatory behaviors might result in
adverse outcomes, including patients consentimpgdoedures that they do not
understand, going home from a clinic without fifia needed prescription, taking

medications incorrectly, or failing to perform nesary self-care activities (Sand-Jecklin
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et al., 2010). The likelihood for adverse healttbcomes could be significantly increased
by these patient compensatory behaviors (Sandtdestkal., 2010).
Health CareLiteracy and the Law

Health literacy and patient safety experts aginaeasking questions brings many
benefits, including helping people learn new cofjteanfirming they understand key
concepts, and framing information within a morespeal context (Osborne, 2011).
Additional researchas indicated that effective communication withigrets has a
beneficial effect on medical outcomes (Weiss, 200fese benefits include lower rates
of anxiety, pain, psychological distress, and highags of compliance and symptom
resolution (Stewart et al., 1999). In particufzatients’ adherence to therapy is known to
be heavily influenced by communication style. Sfpeadly, clear and concise
instructions delivered to patients by cliniciane associated with improved rates of
adherence (Svensson, Kjellgren, Ahlner, & Saljd®0 Poor communication between
patients and clinicians, however, is a major faoianalpractice lawsuits. In fact,
attorneys estimated that a clinician’s communicasityle and attitude are major factors
in nearly 75% of malpractice suits (Beckman eti94). The most frequently
identified communication errors are inadequatelyi@xing diagnosis or treatment and
communicating in such a way that a patient feedsohiner concern has been ignored

(Vincent et al., 1994).

National Recognition of Health Literacy and Call to Action
Based on the work of the Massachusetts Systedolt Basic Education
Support, components of an effective health litersygstem that involves many levels of

educational, health care, and community servicgigeos have been identified (Wilson,
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2001). These components include an informatiosediisnation system providing
materials that are readable, comprehensible, tardity, and culturally sensitive; a
coordinated health literacy learning system; a messent and assessment system; a
formal and informal health advice system, includinigotline, handbook, and on-line
support; and a professional health provider legrsystem (Wilson, 2001). It appears to
the researcher that the works mentioned, along iwitteased media attention, and the
efforts of professional societies, including the é&wroan Medical Association, the
American College of Physicians, the American Sgadtinternal Medicine Foundation,
and voluntary health agencies such as the Amefigarcer Society, have helped to
create and raise awareness of health literacysssfilng with the above agencies, the
Joint Commission on Accreditation of Healthcare &vigations (JACHO) and the
National Committee for Quality Assurance (NCQA) dalso focused on greater
attention on health communication and have develgpédelines about patient materials
(Parker et al., 2003). In December 2007, The Mati€oalition for Literacy Policy
Forum presented outcome information regarding ttogte of the American Medical
Association Foundation to address health literaayur nation (Carmel, 2007). Such
efforts were spurred as a result of a 1995 stuageocted and reported by the American
Medical Association (1999) in the Journal of AmarnidMedical Association (JAMA).
The American Medical Association (1999) study réeddhat patients with low
literacy have poorer health outcomes, with longet more frequent hospitalizations.
These findings were reported in a public forum %97 to the American Medical
Association Council on Scientific Affairs beforenational panel of experts of the

American Medical Association House of Delegates éAoan Medical Association,



STATUS OF HEALTH LITERACY PROMOTION 34

1999). This legislative entity challenged the Calaf Scientific Affairs, in 1998, to
create new policy on health literacy, thereby mgkhre American Medical Association
the first national medical organization responsfblebeing the impetus for change. The
American Medical Association Health Literacy Pol{¢y160.931) outlined that limited
patient literacy is a barrier to care, and theolelhg components were outlined in the
mission of the literacy policy (Carmel, 2007). Vhieclude the following: to develop
appropriate patient education materials; to workntike the health care community
aware of the large number of patients with poorensiinding of health care information;
to develop programs for medical students, residams physicians; to better
communicate; to encourage compensation for padi@mtation; to ask the Department of
Education to include questions on health literacthe National Adult Survey Literacy
Study; and, to encourage federal and private fomdisealth literacy research.

Physician awareness. In response to the literacy mission, the AmericadMal
Foundation, in partnership with Pfizer Incorporati world's largest research-based
pharmaceutical company, launched literacy progrdmmsigh the American Medical
Association (AMA) to assist physicians by providitogl kits to practicing physicians
and their staff to better understand health litgi@¢eiss et al., 2007). The tool kit
included a clinician manual, instructional vided ®OM or VHS, as well as pins for
both the physician and staff to wear; tear-off infational sheets were also provided for
the reception area of the physician’s office (AM2.12). The objectives of the program
were to define the scope of the health literacyplam, recognize health systems’ barriers

faced by patients with low literacy, implement iroped methods of verbal and written
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communication, and incorporate practical stratetpegeate a shame-free environment
(Weiss et al., 2007).

The clinician manual, geared to be used as aisnlotriented learning
monograph, explored the problem of limited literatyhe United States; practical
solutions and suggestions were included to pronmdéepersonal communication with
patients (Weiss et al., 2007). The monograph mancdaded tables and checklists of
feasible steps to enhance patient comprehension@angliance. The American Medical
Association suggested, upon the monograph reldassgirculation of the manual was
encouraged in an effort to better equip the stadif physicians in their interactions with
their patients (The Ethical Force Program, 200B)e 20 minute instructional videos
included in the monograph were case studies ildtisty the problem of health literacy
and how the physician and staff might deal withgrdas who have health literacy issues;
effective techniques and specific steps are sugddst helping those patients, and the
videos feature actual physicians and staff memiWesss et al., 2007). Physicians were
also encouraged to set aside time to watch theovideh all staff and to discuss how
their practice could work together to enhance patederstanding and to create a
helpful, nonjudgmental, and welcoming office enaimzent (Weiss et al., 2007). Staff
pins were provided that conveyed a welcoming mes#aag read, “Ask me. | can help”
(Weiss et al., 2007, p. 25). The pins were desigodacilitate a dialogue between
patients and office staff and to put patients aeeand encourage them to ask questions.
Staff members were encouraged to wear the piny e\agr so that patients always knew

that the physician and staff were there and readhelp with their needs (AMA, 2012).
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Finally, a patient reception area display witlrteth pads was included in the tool
kit (Weiss et al., 2007). The patient-friendly despinvited patients to prepare for their
office visit, and each tear-off sheet provided efuls easy to read checklist for patients
on how they could get the most from their visittigats were encouraged to take a tear-
off to read while waiting for their appointment atadtake it home to read again later
(Weiss et al., 2007). A convenient easel backdsteas also included for the reception
area desk or reception area for patients to seeism{Weiss et al., 2007).

In further commitment to this initiative, the Ameain Medical Association
(AMA), which is accredited by the Accreditation Gmil for Continuing Medical
Education, designated the educational activityreffedoy the monograph as an
opportunity for continuing education credits (CEYf8r physicians (Weiss et al., 2007).
The AMA designated the monograph activity for a maxm of 2.5 hours. The process
for CEU’s involved viewing the instructional vide®ading the manual for clinicians,
and answering a continuing medical education qomséire (AMA, 2012). Since
December 2008, over 28,000 kits have been disatbby the AMA to physician
participants throughout the United States, and @0¢000 train-the-trainer curriculums
geared toward learning or improving interpersomathmunication skills with patients
have been introduced to promote awareness amoitgdea providers (The Ethical
Force Program, 2008).

General consensus exists among health literacg@mdnunication experts
regarding the six basic methods for improving comivation with patients (Williams et
al., 2002). Although initially recommended basedeapert opinion, research results are

providing evidence that these methods work (Weisd.£2007). The six steps to
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improving interpersonal communication with patieimslude slowing down, using plain
nonmedical language, showing or drawing pictuiiestihg the amount of information
provided and repeating it, using the “teach-baekhnique, and finally, creating a
shame-free environment in order to encourage dques{\Weiss et al., 2007).
Researchers have conducted numerous studies tfeasbpported these steps.
Williams et al. (2002) reviewed literature usingsderms as communication, reading,
and physician-patient communication in an efforéxamine the impact of physician and
patient communication. This study, in concert veifitondary research performed by
Dauvis et al. (2002) regarding health literacy aachmunication with patients suffering
from cancer, found that improving interpersonal cmication with patients included
these six steps. According to the aforementioesdarch, slowing down when speaking,
which is the first of the six steps, leads to inya@ communication. By speaking slowly
and by spending just a small amount of additionad twith each patient, physicians
could foster a patient-centered approach to theiplan-patient interaction (Weiss et al.,
2007). Physicians who provided information in@sbnd deliberate fashion, allowed
the necessary time for the patient to comprehemndim@®rmation, not only increased
patient comprehension but also enhanced patiestasaton (Traveline, Ruchinskas, &
D’Alonzo, 2005), ultimately improving interpersor@mmunication with patients.
Using plain, nonmedical language, which is the sdcsiep, was also noted as a
crucial element (Weiss et al., 2007). Althoughsbmns are trained in the use of a
variety of medical terms—which relate to various©epts specific to body systems,
conditions, diseases or treatments—it is oftensin and overwhelming to the patient

when it requires a layman’s interpretatidmertefore, it is recommended that the
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physician eplain things to patients in simple, everyday larggu@/Neiss, 2007). The
researcher has found that being clear and congidegut using complicated medical
terminology is important to patient understandihgnguageshould be simple and free
of jargon and euphemism3he patient should not be inundated with compltate
technical terms; rather, the information shouldtbeveyed clearly and slowly around
key issues, leaving time for questions (Dias, Cleabloynch, & Penson, 2003).

Step three supports the use of visual images, asishowing or drawing pictures,
to improve the patient’s recall of ideas (Weisalgt2007). In a study conducted by
Houts et al. (1998), researchers found that re¢apoken medical instructions averaged
14%, but that when pictographs or drawings repitasgthe instructions accompanied
the spoken instructions and were present duringlré85% of medical instructions were
remembered correctly. These results suggest teeiwarcher that spoken instructions
plus pictographs give people with low literacy kdccess to medical information that is
normally available only in written format. Accongj to an article iflBoston Globe
Media on Call Migazine from 1999, “Healthcare information is ttiadially
communicated through the written and spoken wdkthen people have special learning
needs, such as low literacy skills, cognitive dils#s, or increased stress, it may be
especially important to use visual teaching to¢és’ cited by Osborne, 2012, para. 2).
Additional research found support that visual insagepictorials aid in patient
communication (Katz, Kripalani, & Weiss, 2006). tK&t al. (2006) focused on effects
of pictorial aids in medication instructions, in dmion recall, and in comprehension and

adherence. The conclusion of the review indicétatithe use of pictorial aids enhanced
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patients’ awareness of how they should take thenlioations, especially when coupled
with written instruction or oral reinforcement (Kagt al., 2006).

Limiting the amount of information that is providempatients, and repeating the
information for reinforcement was referenced ap &er (Weiss et al., 2007).
Information may be remembered better when it igigivn small pieces that are pertinent
to the task at hand; also, the use of repetition fudher enhance recall. Rao (2007)
noted that since health related information canv®whelming, patients can become
confused. Rao noted that patients, when bombawmitach great deal of information all
at one time and when their ability to comprehend r@tain information was impaired,
they may not successfully learn. In order to alfmatients to absorb the instruction fully
and avoid confusion, short educational sessiotisn@ frames of 15 minutes or less
should be considered in patient teaching (Rao, R08@éssions should include breaks,
repetition of important information, and ongoing@ssments of knowledge as
determined by questions and patient demonstratiieiding instructions into small,
logical segments (Rao, 2007).

The use of the “teach-back” technique is stepifivenproving interpersonal
communication with patients (Weiss et al., 200Vhe physician can first determine the
level of the patient’s understanding by asking thiemepeat back the instruction that was
communicated or demonstrated (Weiss et al., 2086w well the patient understands is
then confirmed when they can correctly expresseonahstrate the content back. This
teach-back technique, also known as the interacowemunication loop, was evaluated
by primary care physicians in a hospital settinthwiiabetic patients (Schillinger et al.,

2003). The aforementioned teach-back method irebbirect observation to measure
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the extent of recall and comprehension of patidetaning of new concepts and of self-
care during outpatient visits. This research aaotetl that overlooking the interactive
communication loop reflected a missed opporturitt tmay have important clinical
implications in patient teaching (Schillinger et @003). Additionally, educating the
patients represents one of the three main funcbbtise medical encounter (Putnam &
Lipkin, 1995).

In step six, the final step listed in the improvernef the interpersonal patient
process, the creation of a shame-free environnrehtree encouragement of questions
from the patient was endorsed (Weiss et al., 2007 correlation of health literacy
with health status, Weiss et al. (1992) found thatlowest reading skills were from
patients who possess poor physical and psycholdugedth status compared to those
with better reading skills. Therefore, literacydéwas noted as a stronger correlate of
health status than education level or other soomdgaphic variables. Patients with low
literacy skills are often ashamed of this problerd earely tell anyone (Baker et al.,
1997; Parikh et al., 1996). However, patients wilod literacy skills may also feel
intimidated and avoid asking questions, resultmbehavior that may be misconstrued to
signify that the patient understands the instringtjavhen really they do not (Baker et al.,
1997).

Additionally, as part of the sixth step, physiciam®uld help patients feel
comfortable asking questions. Information endotsethe U.S Department of Health
and Human Services Office of Disease Prevention-seadth Promotion and Agency for
Healthcare Research and Quality (n.d.) explairotsumers of healthcare that good

health depends on good communication. They fugheourage the reader not only to
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ask questions but also to provide information ®&rtphysician and other partners of the
healthcare team, in order to improve care. Issfiesist, quality, safety and satisfaction
are noted as a result of talking to their physi@ad other team members. Questions
posed by the patient to the doctor are encouragedder to solicit important information
about care, to address important healthcare desisamd to speak to other concerns
(DeWalt et al., 2010). The agency clearly encoesate consumer to ask questions,
noting that “Questions are the Answer” in good gratiand physician communication
(DeWalt et al., 2010).

Enlisting the aid of others, such as family orrids, to serve as a resource for the
patient in the promotion of understanding whatghgent needs to know, is also
endorsed under step six (Weiss, 2007). It carelgfl to take a family member or
friend with you when you go to the doctor's offickccording to the National Institute of
Aging, a patient may feel more confident if someelse is present during the patient-
physician encounter (DeWalt et al., 2010). Theaesher has found that a support
person can help in remembering what the patiemingld to tell or ask the physician; they
can also help to remember what the doctor saidggéatient. A key point in allowing
someone to assist is to let them know in advaneethey can be most helpful. Good
communication potentially offers the most rewardasgect of total patient care. The
way in which patients are involved in their carel dime way in which physicians can
elicit and impart information contribute to the oa quality of patient treatment (Dias et
al., 2003).

Andragogy and medical education. Andragogy, as defined by Knowles in his

1980 theory of "andragogy," is the art or sciemceeaching adults (as cited in Merriman,
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1987). However, andragogy principles can be trdaedk to 1833, when Kapp, a
German grammar teacher, used the term to desdab@seducational theory (Knowles,
Holton, & Swanson, 1998). Rosenstock introducediéinm andragogy to the Frankfort
Academy of labor in 1921, when the German Soci@r8ist introduced the theory in the
Worker’s Education Movement (Wilson, 2001). Roseds conveyed in the theory that
adult education requires special teachers, mettamasphilosophy. Rosenstock, used the
term to describe a communal learning method by kvhgtults learn (Wilson, 2001).
However, the concept did not gain public recognit that time (Nottingham
Andragogy Group, 1983). In 1926, Lindeman intraetlithe concept of andragogy in the
United States, touting this term as the means hgwédults keep themselves intelligent
about the modern world. The concept included ¢aening process in which theory and
practice become as one and in turn result in &igeeexperience. Lindeman (1926) was
a proponent of lifelong learning.

Knowles is often cited for his works involving aadogy and his framework of
learning. According to Knowlgd.980), a professor of adult education at Boston
University, the differentiation in learning procesdor adults compared to children takes
place as individuals mature in ideas, concepts aaptoach, through exposure to new
experiences; in essence, life unfolds. Knowlepgsed that adults need to know why
they should learn something; however, under theemmtandard pedagogical model it is
assumed that the student will simply learn whay e told and not need to know why.
Adults are used to understanding what they dden(Knowles et al., 1998). They want

to know the reason they need to learn somethifparit will benefit them (Knowles et
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al., 1998). These differences, and additionalaraxés in learning, are depicted in Table
2.

Table 2

Child and Adult Learning Characteristics

Children Adults
Rely on others to decide what is Decide for themselves what is important to
important to be learned. be learned.

Accept the information being presented aleed to validate the information based on
face value. their beliefs and values.

Expect what they are learning to be Expect what they are learning to be
useful in their long term future. immediately useful.

Have little or no experience upon which Have substantial experience upon which to
to draw, and are relatively “blank slates.tiraw. May have fixed viewpoints.

Have little ability to serve as a Have significant stability to serve as a
knowledgeable resource to teacher or knowledgeable resource to the trainer and
fellow students. fellow learners.

Note.Excerpted fronThe ultimate educatdsy C. Edmunds, K. Lowe, M. Murray, and A. Seymdi#99,
Washington, D.C.: U.S. Department of Justice, @ffiar Victims of Crime.

Consistent with the andragological methodology,catlors of adult learners
should have technological, scientific, and reladicskill sets that are required for them to
be effectual educators (Galbraith, 2003). Also edu®d in the adult learning process is
the key element regarding communication, which ireguconveyance of knowledge
from the sender to the receiver and the convergeeateeen theniBurbules & Bruce,
2012) Convergence requires verification that both thelseand receiver understand
the knowledge; and, when the sender and receiysy #pe knowledge, they reach the
same conclusion (Isenberg & Glancy, 2011).

By using teaching and learning methods basedlooational theories and

derived principles, medical educators become mifeeteve teachers. The researcher
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believes this practice would enhance the developwfdimowledge, skills, and positive
attitudes in their learners, and improve the nextegation of teachers. Ultimately, this
should result in better-trained doctors who proadesven higher level of patient care
and improved patient outcomes (Kaufman, 2003).
L earning M ethodology

Learning is the ability to develop one’s knowledgrough the process of
external stimuli, personal re-elaboration, indiatiteflection, self-experience, and
personal interaction (Sinitsa, 2000). Althoughregarner is unique, theorists and
researchers supporting this concept assert thaieesainvolved in this process learn
more, and enjoy learning more readily if they erggegactive participation, rather than
remain a distant or passive participant (Sinit€®Q. Therefore, this concept has
typically been implemented as a common platformlzasiserved as a common strategy
for continuing education in medical training. Assed by Galbraith (2003),
“Understanding adults as learners and gleaninglmsi[from them will aid] in the
journey of enhancing meaningful educational encensfit(p. 16). This concept is also
supported in that adults learn best in new enviremisthat provide support and safety
for testing new behaviors (MacKeracher, 2004).

Two adult learning methods proposed by Smith (199&)rporate both life
experience and interaction and provide compreherisarning opportunities when
introduced in the adult educational setting. Til&t methodology of individualized
learning is the Socratic Method (Benson, 2000)edsence, this method emphasizes
student interaction and the sharing of life experés that peers bring to the classroom

(Benson, 2000). This interaction offers the athdtner the best opportunity for analysis
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and synthesis of the subject material. This mefiroglides inquiry and debate among
individuals with opposing views and is based onragknd answering questions to
stimulate rational thinking, thus challenging th&gs quo (Younis, 2008). Itis a
dialectical method that often expands oppositiaistussion, reflecting a defense of one
point of view pitted against another (Younis, 2008)ne participant may challenge
others to contradict themselves, thus strengthahi@gnquirer's own philosophy
(Benson, 2000).

Both Socratic dialogues and questions build th¢fqim widely used in
contemporary legal education throughout the Un8ades. The primary goal of the
implementation of the Socratic Method in law schisdb explore the often difficult
scenarios facing the judicial system (Benson, 20@udents are taught critical thinking
skills that are required by an attorney to succeigsfiefend their legal stance. The
methodology challenges the student to go beyongleimemorization of fact, thus
shifting the focus from the fact to the procesthefchain of events (Lai, 2011). The
process pattern encourages the formation of anapfor a legitimate argument, thereby
challenging the legal rules or principles at is@enson, 2009).

A second educational approach that is similarssordewhat successful for the
adult learner involves the philosophy of Constnistn. Constructivism is a concept in
which the individual learner actively constructsweeas or concepts based upon past or
current knowledge, references, or experiences @rur®61). The experience becomes
personal, in part, because it applies to the iddiaf’'s real world experiences. The

learning imprints the experience through self-di&eyg and allows free exploration, self-
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reflection, situated cognition, and realistic perhlsolving as components of the process
(Bruner, 1961).

Constructivism promotes social and communicatialtsskherefore creating a
classroom environment that encourages collaboratmohexchange of ideas. Itis
imperative that learners articulate their ideaartyeand collaborate effectively in-group
projects. Exchanging ideas, negotiating with athand providing unbiased evaluation
of individual contributions promotes successful caumication in collaborative group
work involving Constructivism (Lai, 2011). Succkgsollaboration is pivotal for
interaction in the academic setting and in caregetbpment (Murphy, 1997). The
researcher believes that through exposure to atyanf experiences, coupled with the
educational theory of Constructivism, the indivililzeed adult learner can expand his or
her knowledge base and navigate among other ideas.

Constructivism has many variations of the actianeng process and involves
the educator in the role of a facilitator. Theilfeator encourages the learner to discover
principles and construct knowledge by working anal@ating creative solutions to
realistic problems (Murphy, 1997). Aspects of Gangivism are found in learning and
relearning programs in medical rehabilitation peygs. They are used in situational
social role acquisition, intelligence sparing ex&s, and memory related to the aging
process (Addy, 2006). Constructivism stresses nstateding as the purpose of education
and is advantageous to rote memorization and makéraepetition of facts (Davis,
2004).

Those opposing the two methodologies assert drdtal flaws exist in both.

When referring to the technique of the Socratich\ddt critics argue that the method is a
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negative form of hypotheses elimination (Jacks@@,72. Opponents of the Socratic
Methods espouse better hypotheses are based difiyitbgnand eliminating those
hypotheses which lead to contradictions (Tuomi2&9,7). Some critics erroneously
claim this method is believed to seek one’s answarproblem (Tuominen, 2007). This
claim is supported by the belief that Socrateselelil knowledge was possible (Guthrie,
1960) and the first step in attaining knowledge teaecognize the level of one’s lack of
knowledge. According to Guthrie (1960), authoifbk Greek PhilosopherSocrates
was accustomed to the belief that he did not knoytheng and the only way he was
wiser than other men was because he was consditis @vn level of ignorance.

Unlike Socrates, other philosophers were unawatbesf limitations and lack of
knowledge (Guthrie, 1960).

Although the use of the Socratic Method has somi@um features, it has been
this researcher’s experience that this method ksanbee heavily influenced by the
temperament of the instructor’'s knowledge basenclethe method is suitable when the
instructor is proficient in the implementation betSocratic Method. The instructor must
demonstrate knowledge and proficiency in spontasiga@asking questions to draw valid
principles and conclusions from the learner basethis methodology (Bruner, 1996).

Likewise, oppositional arguments to the centrab&lof Constructivism assert the
theory is commonsensical in nature and subjectivane’s experience base (Millar &
Driver, 1987). The approach views knowledge asqally and socially constructed,
rather than objective and revealed; additionaligpties are constructed and therefore are
provisional (Abdal-Haqq, 1998). As a result, teiarning medium is reflective and

experiential and not absolute (Millar & Driver, I88 Furthermore, Constructivism is
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deemed as actively fashioned by the learner abhhsed by the preexisting elements of
the outside world and the mind of the learner (Abdiagq, 1998).

Learning transpires through the acquisition of kk@awledge, behaviors, skills,
values, preferences, or understandings, and insayethesizing various forms of
information. Although learning is acquired througkariety of mediums, a common
thread exists throughout that encompasses indivekgpgeriences and personalization of
the processes (Magrini, 2009). Knowledge is gatheaugh experimentation, as
opposed to being told what will result (Jarvis, fddll, & Griffin, 1998). Both
approaches, Socratic Methods and Constructivisrphasize that information be
processed and experienced on an individualized (Baghossian, 2006). This
knowledge occurs when learners deduce personaémdes, discoveries and
conclusions; individualized learning thereby ocdinr®ugh an experiential approach.
For example, patient learning can occur when aipiaystalks to a patient about his or
her condition and the physician adjusts his ordoenmunication based on the patient’s
health literacy level and current level of undamngiag regarding what the physician is
communicating. Moreover, both methods emphasiaelé&arning is not an all-or-
nothing process and that learning helps peoplededhat new information is
constructed upon the knowledge they currently gss@dannafin, Land, & Oliver,
1999).

Curriculum

According to Merriam-Webster (2010), curriculundefined as the courses

offered by an educational institution or a setairses constituting an area of

specialization. The origin of the word dates baxck824 and it refers to a running course
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or the course of deeds and experiences throughvehitdren grow to become mature

adults and to yield success in adult society, gtdu defined by Bobbit (1918)

Bobbitt’'s (1912) writings, which are reflective tbfe transformative experience, noted
Educate the individual according to his capabsiti€his requires that the material
of the curriculum be sufficiently various to mele¢ theeds of every class of
individuals in the community and that the cours&rahning and study be
sufficiently flexible that the individual can bevgn just the things that he needs.
(p. 269)

Bobbitt (1912) created five steps for curriculunvelepment, including the analysis of

human experience, job analysis, deriving objectigekecting objectives, and planning in

detail. Component one separates all human exmerieto major fields; this separation
is followed by the second characteristic, wherefiglds are broken down into more
specific activities (Bobbitt, 1912). The third glent is to form the objective from the
abilities needed to perform the activities. Nexthie fourth factor, where the objectives
are selected to find ones that would serve asdhbgs lfor planning activities for the
students. The last step is to lay out activiteeqeriences, and opportunities that would
be needed to obtain the objectives (Bobbitt, 1914 .a researcher and educator, |
believe this process is ongoing to evaluate thevkedge learners have procured in order
to ensure adequate perception of the intended fofciine lesson.

Garrett’'s (1994) work supports the aforementiorbiogy regarding curriculum
development. Garrett shares that in order to atdiciny experience related to people’s

personal achievements, knowing how well they urtdacshelps students develop a

sense of achievement as a whole. Additionally|av{2004), an educator, reinforces
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Bobbitt’s position that learners must play an aztigle in the assessment and evaluation
process, including clearly understanding and applyine evaluation criteria regarding
their progress in measuring their performance. dqii912) also suggests that
curriculum encompasses the entire scope of formakeeds and experiences in life, both
in and out of the academic setting. These expesgpextend to those that are unplanned
in life as well as those that are designed as pafpband formative tasks that occur as
an adult and self-directed member of society (Bpld®12). This philosophy is also
echoed by the Academic Quality Improvement Progoaithe Higher Learning
Commission (2005).

Curriculum in formal schooling or formal educatisrmore concrete regarding

the aspect of learning. Curriculum in this scemaepresents a set of courses, course
work, and specific content offered at a schoolighér learning (Dietel, Herman, &
Knuth, 1991). However, coupled with that approactie suggestion that active
engagement of the student is necessary, as wiledeaching, learning, and assessment
aspects of the proposed course of study as deratettoy curriculum (Krathwohl,
2002). Many educational institutions are tryindtdance these two views (Squires,
2009). Although a common knowledge foundatiorhie form of core curriculum is
necessary in a specialty major, students shoutdkedsable to pursue a free choice of
courses. Therefore, an essential feature of aduanc design is the identification of
prerequisites for each course as well as electffesed (Dietel et al., 1991).
Curriculum Evaluation

Despite the progress in understanding the way iiclwstudents learn, the design

in teaching practice in higher education often nas\anaffected. Lecturers have not



STATUS OF HEALTH LITERACY PROMOTION 51

been encouraged to draw upon theoretical develofsnasm means of improving
curriculum design and delivery (Riding, Fowell, &y, 1995). The area of curriculum
is one of controversy, concern, and conflict. ManBld suggested that “in many ways,
all curriculum design and development is politicehature” (as cited in Beyer & Liston,
1996, p. 9). Continuing in that line of reasoni@dson and Rothman (I1993) offered that
while the last decade has been one of challengexitément for American education,
the fragmented and isolationist manner in which yrarthe reform efforts have been
implemented brought about question with regardnigoing change.

Standards for Accreditation of Medical Educationd?ams leading to the
Medical Doctor Degree were reissued in June 2008 &y iaison Committee on Medical
Education (LCME, 2012). The LCME is recognized bg tJ.S. Department of Education
as an accrediting agency for educational prograpesifically for the accreditation of
medical education (LCME, 2012). According to Sewtil, Educational Objectives:
Inclusive of Structural Design, Content, TeachiBgaluation and Curriculum
Management, ED 6 and 7 states,

The curriculum must incorporate the fundamentai@ples of medicine.

It must include current concepts in the basic dimical sciences,

including therapy and technology, changes in theetstanding of

disease, and the effect of social needs and denwemdsre. (p. 7)

Although a number of initiatives at national anddl levels have been established
to create the conditions for innovative changeaftademics across disciplines in
America, almost 10 years have passed since theiganekedical Association Ad Hoc

Committee on Health Literacy first emphasized thpartance on incorporating health
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literacy training into graduate medical educatidM@, 1999). While some progress has
been made, the researcher believes that greatatiatt to health literacy is still needed
in medical education. Many opportunities exisetlucate medical students and residents
about health literacy and the communication skdtsommended for clear
communication.
Summary

A myriad of research involving health literacy atelimpact on healthcare has
centered on the physician’s office and the hospithkere the majority of patient
communication, teaching, and learning takes plackevéhere patients are most likely to
receive their care. However, it is this researshgpinion that more focus recently has
been on the changes in healthcare reform, changbe healthcare delivery system, and
the growing trend toward patient-centered medicasea result of the dramatically
changing medical landscape. According to the D&partment of Health and Human
Services Office of Minority Health (2001), SchoolsMedicine are charged with the
decisions to revise their medical curriculum anejjare medical students for a country
where mainstream doctors embrace the social amgrglissues facing our nation.

Medical schools throughout the country have beetlicted by the fact that most
of their teaching resources have been utilizedutidegthe students to make a proper
diagnosis and evaluation of the patient as opptsddvoting those resources to learn
how to listen to the patient's needs and commumwéh them on a very basic level
(Fischhoff, Brewer, & Downs, 2011). Schools of Made have recognized this gap in
their curriculum and have initiated a concertedmffo train their residents and medical

students on how to communicate with their patiém&snsure a complete understanding
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of their diagnosis and treatment regimens (Coakg, & O’Brien, 2010). The
researcher believes more medical schools neecte jpl greater emphasis on such
curricula and with all the focus on quality measuretoday's medical world, it is
imperative that they do so. Without a doubt, hosveeducational curriculum is one of
society’s foundational components (Johnson, 20@Hanges in society and the ability to
adequately communicate are very much present (@, 2000). The responsibility

to address the needs created by this change libe dbor of medical educational
leaders, medical professors, medical studentsewsity administrators, and community
leaders. Itis this researcher’s belief that ihumbent upon our medical schools to
develop a process that will achieve effective cutim revision and will address our
nation’s health literacy issues through preparatiomedical professionals and economic

support of the health system of the United Statéswerica.
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Chapter Three: Methods

Participants

This research study employed a mixed method sei@li@pproach using both
gualitative and descriptive quantitative methodaedo investigate the number of
Schools of Medicine within the United States th&tohealth literacy as a component of
their curriculum as a course of study within thadgemic setting. Additionally, in order
to further substantiate the survey findings, a carafive of on-line curriculum was
performed to corroborate both descriptive quarigasurvey results and the qualitative
interview results. Through this cross-comparisomariety of collection points were
verified. The “subject” in research studies ingadhose individuals or entities whose
participation in the study was limited to providimgormation (Fraenkel & Wallen,
2009). For the purpose of this study, 154 Med8aiools in the United States were
approached to act as potential subjects. Thosmpat subjects are inclusive of 126 of
those schools who award a degree of Doctor of Meeliand 28 which offer a Doctor of
Osteopathic Medicine degree. The list of the sthaas obtained from The Council on
Medical Education and Hospital Medical Collegesh&f United States (LCME, 2012).

The survey population was determined on the needdtuate the survey findings
based on state, region, and divisional sector casgra While previous studies have
explored health literacy and its impact in hospitphysician practices, and disease
specific diagnoses, no studies have been identifyeithe researcher focusing on the
implementation of health literacy curriculum in tBehools of Medicine throughout the

United States. Because like studies were not pusly conducted, population
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differentiation has not been assessed. Consegusimite the study included all Schools
of Medicine in the U.S., there was no limitatiorthe selection of the population
researched. It is through this unbiased appraasharing the study findings and its
intent that that any perceptual bias was eliminated

As a registered nurse with 29 years of experiehe@s supported by a number of
collegial contemporaries within the healthcare @eehcompassing those in managed
care, hospitals systems and the Schools of Medihimeighout the university systems to
pursue this research. It is through this profesdisupport system, together with a
heartfelt dedication to health care quality, andmasdvocate for excellence in education
that enabled me to search for and obtain the nagesgormation required to complete
this timely and pertinent research study.

Resear ch Questions

The overarching research question of the stugggaohe following: What is the
status of the nation’s effort to promote healterBicy by adding courses in health literacy
to medical school curriculum?

The question speculates whether medical schoasighout the United States
have expanded their curriculum to include heatdrdicy courses in an effort to address
health literacy and enhance patient understanditidnough there was not enough
evidence or previous studies to create a formabtigsis on this matter, the researcher’s
assertion regarding the study premised that meddalols throughout the United States
have not expanded their curriculum to include Helgtiéracy courses in an effort to

address health literacy concerns and enhance patiderstanding.
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Research questions and related sub-questions adkixé following questions:
Do medical schools align their health literacy s@s with the components [factors] of
best practice in health literacy as set forth bg Touncil on Medical Education (CME)?
How are medical students different as a resultaofigpating in health literacy
promotion courses (knowledge, understanding, skitlsudes, values, and interest adult
learning competencies)? Is the website informadilwmedical school health literacy
promotion curricula clearly present? and How dbesperception rendered in the
surveys and interviews align with the publishedicufum on the medical schools’
websites? Research questions that guided theysangkinterview process were as
follows. What, and how many, Schools of Medicinghe United States are offering a
health literacy course as part of their medicabstieurriculum? How long has health
literacy been a part of the medical schools’ cutdm? Is a health literacy course a
required course or an elective course in medidabals across the United States? Is the
promotion of health -literacy a multiyear currical@2 What evaluation tool is used to
assess the objectives of the health literacy aultm? and, What key elements are
included in U.S. medical school health literacy rses?
I nstrumentation

According to Fraenkel and Wallen (2009), when agtacks internal validity,
one or more alternative hypotheses exist that exgptae outcome. Therefore, in support
of thorough research, and in order to minimizedts¢o internal validity, steps were
taken to ensure solid research findings.

The proposed research study included four domdiaesaluation by which

survey questions were formulated, thereby servintha descriptive quantitative
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measure. The first primary domain of the researcluded the awareness or the
knowledge that health literacy curriculum existshivi the university and the general
knowledge of how it is shared with or relayed tadinal students. The second domain
target included that of content and what componenatise up the health literacy course to
ensure that key issues are being taagltihe medical students. The third element
involved that of impact, or the degree to which liealth literacy curriculum affects the
behavior of the medical students and school adtnatisn in terms of how they talk
about healthcare delivery and patients’ understandf their health status, opinions, and
outcomes. Finally, the focus was the evaluatidncivmeasured the implementation or
the existence of an evaluation process to undetstemify, and validate the impact
health literacy curriculum had on medical studeritsthe development of the tool, both
usefulness and meaning were seen as major drifére process to ensure reliable
research findings.

Research was reviewed pertaining to the targesakthis study; however,
bodies of work involving the evaluation of healtiedacy curriculum and its
implementation in Schools of Medicine within theitéd States have not been
researched. Thus, pre-developed research quetiosigrvey use, designed to address
health literacy curriculum as a topic in Schooldvdicine, were not available.
Therefore, survey questions were developed to shelglements in question concerning
heath literacy curriculum and its application irh8als of Medicine in the United States.
Recommendations were taken from Salant and Dill(h884) in the effectual
instrumentation and design of the survey tool. gkding to these authors, crafting a

survey tool to measure the intended purpose ofetbearch remains crucial in the process
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of survey development. These development stefisdecbut are not limited to,
avoiding long questions in order to attempt to elate confusion, refraining from using
jargon that may not be familiar to the respondesitaining from leading the respondent
into a certain answer, focusing on one issue pestipn, and using the same anchors
throughout the survey (Salant & Dillman, 1994).

Reliability is noted as the extent to which anexkpent, test, or any measuring
procedure yields the same result on repeated inatssearch (Carmines & Zeller,
1979). Another component of creating a solid desigd obtaining accurate findings
includes validity (Creswell, 2009). Validation ee$ to the degree to which a study
accurately reflects or assesses the specific coticaipthe researcher is attempting to
measure (Creswell, 2009). Reliability, on the othend, is concerned with the
accuracy of the actual measuring instrument orgaore, validity is concerned with the
study's success at measuring what it intends tcunegCreswell, 2009).

In order to evaluate the respondent populatiomdgronal comparison,
demographic data for the Medical Schools includitage, region, and division was
appended to the survey master-tracking file (segefdix A). All state, region, and
divisional information reflected the 154 Schooldvdicine within the United States.
The pre-coded data were then aligned with the gpjate survey logon and password for
each School of Medicine responding to the survBEye pre-coding data utilized in the
survey segmentation of the population was defircedr@ling to the U.S. Census Bureau
demographic and population segmentation (U.S. GeBsteau, 2010).

First, pre-survey activity was conducted, inclgpialephonic contact of the

curriculum administrators to seek buy-in of theeggsh and to obtain agreement to
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participate. This method was employed in ordeetzh the intended target population
as well as to seek a current and accurate comddioaavoid mobility risk of the
proposed respondent. Second, a recruitment enagilsent to the curriculum
administrators or the Medical School contact whieead to participate. This process
served as a preliminary assurance, reducing teéHidod of a small study response rate
and thereby allowing an inference to be made regguttie sample size. A second email
was then disseminated to those study participafiiss communication included the
written consent agreement and the survey accessnafion, inclusive of a unique logon
and password. The survey cover letter stated thetipurpose and intent of the study and
provided directions for the completion of the syrt@ol (see Appendix B). The survey
instrument was evaluated for face validity andatglity by identifying any points of
confusion, by ensuring that domain questions carrgmmon theme within each domain,
and by assessing if the survey instrument senestbnded purpose.

A mixed method was used in order to obtain andrab data for this research.
A triangulation approach allowed for the explorataf both the existing curriculum,
which exists in Schools of Medicine across the ethibtates, as well as any proposed
changes and implementation plans. Questions wewered from an on-line survey
tool, and individual interview sessions were corddc In order to further substantiate
the survey findings, a comparison of on-line cwiden was performed to corroborate
both descriptive quantitative survey results ardghalitative interview results. This
process served as an assurance, thereby avoigiotgmtial small study response rate and
also allowing an inference to be made. Through ¢hbss-comparison, a variety of

collection points, including that of on-line comygan of the curriculum, were verified
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and a logical conclusion was stated. It is throtingh approach that the researcher’s
claim was able to be deemed as supported or rdllifAdditional demographic
information included in the survey inquired ashe tespondent’s title within the School
of Medicine and the length of tenure within the &dlhof Medicine.

Program Examined for Study

Because medical advancements and treatment meslaie more complicated
than ever, physicians often assume that patierttsratand their explanations and
instructions. Unfortunately, a disparity existsvibeen the physician’s level of
communication and the patient’s level of compref@nglayadevappa & Chhatra, 2011).
Therefore, based on said research, it is this relsegs opinion that it is through student
knowledge of health literacy concepts and the ttidi apply this knowledge in a clinical
setting that barriers of miscommunication may beaeed, thus leading to better, safer,
and more effective care.

The number of Schools of Medicine within the Udit&tates that offer health
literacy as a component of their curriculum as @rse within the academic setting was
evaluated for the purpose of research study. Aatditly, the environment of Medical
School curriculum, inclusive of the format and c®icontent of health literacy, was
assessed in order to ensure that learners havieetlaey skills and cultural information
necessary to assess care instruction and healtbigto@mes. The communication of
complex medical information was assessed to fulgleate the methods employed to
adequately communicate complex information to &taand wide range of patients.
One of the key components in assessing healthdyeand its related curriculum is the

actual design of the survey instrument itselfthie subsequent section, the description of
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how the survey instrument was crafted will be ol to illustrate the process of that
key component of the research project.

Proper survey design is imperative to the surveyabge proper survey design
supports the overall objective for collecting dist@rder to properly answer the research
guestion (Fraenkel & Wallen, 2009). Therefore,tfa purposes of this study, the survey
instrument used was an on-line tool utilizing prefary software for the purpose of data
capture. A confidentiality statement was incluf@deach survey, explaining that all
responses were anonymous with no participant ifiergtincluded. All data captured
was housed in a secure data environment. In addiine database for this particular
study was housed as a single database, therelshaiong the data with any other
program. This measure was taken to ensure da&grityt and to reduce the risk of a
shared environment data error. All electronic degae erased after completion of the
project. The final instrument was tested for aacyrbefore going live to once again
ensure data integrity. In addition, the proofingasure afforded the opportunity to gain
insight into how long the survey takes to compé#etd to gain a realistic expectation of
the research participation. Following completidnh@ research, finding results were
shared with the study respondents in order to inattease awareness of those schools
surveyed and allow national and regional compassarihe alignment of the promotion
of health literacy curriculum currently being o#erin the School of Medicine
M ethodology

In terms of survey methodology, the study utilizede domains, also known as
categories or dimensions, in the descriptively gtetive and first phase of this research.

The quantitative research core for the domain etesngsed a five-point Likert-type scale
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ranging from Strongly Agree to Strongly Disagred arcluded a neutral point. The
Likert scale, which is the most commonly used @it scale in research, allows survey
respondents to indicate their degree of agreenrattisagreement (Fraenkel & Wallen,
2009). Quantitative research involves the measen¢mong a scale to determine how
much of a variable is present and is reportedrims$eof scores (Fraenkel & Wallen,
2009). The method of survey was chosen by thsareber in order to determine the
number or frequency, and these frequencies weneecta to percentages to report
categorical data.

A comment section was included in the survey toaglean additional
information and allow open-ended responses, thaxgging an opportunity for
supplemental or anecdotal information to be obthinEhis information was used to
elicit a common theme or focus, which is employedualitative research. A secondary
qualitative measure was implemented in the forfoofis groups. This method was
chosen and employed to further seek findings angeses a building block to the initial
descriptive quantitative results. Qualitative noeth were also chosen to potentially
avoid any unexpected results which arise in singyliantitative research (Creswell,
20009).

In social science studies, triangulation is ofteadito indicate that more than two
methods are used in a study with a view to valitla¢eresearch results. Thus,
triangulation involves using more than one metlwdather data, such as interviews,
observations, questionnaires, and documents (Deb@i#8). The use of the
aforementioned methods was utilized to faciliteibdation of the data. Additionally,

through the application of these methods, thisakeseer hoped to avoid both weaknesses
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of the study and any intrinsic biases, which amm@®mn from single source based
research (Bryman, 2006).
Gathering Data from Schools of Medicine

Medical Schools in the United States, inclusiva2® of those that award a
degree of Doctor of Medicine and 28 that offer afdo of Osteopathic Medicine degree,
were queried. A list of these schools was obtafin@a a compendium of The Council
on Medical Education and Hospital Medical Collegéthe United States (LCME,
2012). The survey findings included the following datdow many and which Schools
of Medicine will identify any regional disparity sthools offering, or not offering,
health literacy as part of their curriculum? Taedth of time the curriculum has been
offered which addressed the timeliness issue,rataites to any change in the curriculum,
an essential part of the study. Course requiremmealective course offering provided
the necessary analytical information in suppothefessential question. ldentification of
the key elements of the curriculum provided insighto the rigor and effectiveness of
the curriculum offered. Lastly, the assessmentublized to validate the Medical
Student perception as to the use of the learnezttbg in their practice of medicine
assisted in validating the effectiveness of thenled material and was essential to the
dissertation.
Interview

During the survey process, respondents were iguesk as to whether they would
like to participate in a post survey interview. llBwing survey response return,
identifiers were removed from the data in ordeistdate those respondents. A list of

those individuals were then contacted and arrangenwveere made for a mutually agreed
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upon time and date for the interview to be condiicterior to the interview process a list
of the interview questions were sent to the inesge. The questions included, but were
not limited to, how the promotion curriculum waslesssed in the medical school’'s
program, how medical students were made awareedfriportance of the promotion of
health literacy in medical school training, therias that existed in the implementation
of the health literacy curriculum, the key elemesftiealth literacy curriculum that were
being taught, the medical school student’s curskititset in the implementation of
Health Literacy, what could be done to assistesttglin improving in the practice of
Health Literacy, and whether there were any infecoatinuous quality improvement
processes in place to improve communication iratiea of Health Literacy. Finally, an
overall comment question was asked allowing adaiicomments to be expressed by
the interviewee (see Appendix C).

Interview sessions included 14 participants in @sien-making capacity
regarding medical school curriculum development @aetsight. All interview sessions
were conducted by the researcher. Prior to thevr@w, a list of interview questions
were shared with each participant approximatelyweek before the interview. Sharing
the question content served as a means by whicthaion the participant of the area of
focus. Interview prompts and questions includedftlowing: Describe how the
promotion of health literacy curriculum is addresgeyour program. How are medical
students made aware of the importance of the piomoft health literacy education in
their training? Discuss any barriers to implemagthis curriculum in medical schools.
What are the key elements of health literacy bé&wught at your school? What firsthand

experience do medical students receive in tryingloeir own skills in health literacy?
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Discuss support and feedback mechanisms builtineigprogram to help students
improve their practice in this area. Have inteqralcesses been put in place for
continuous improvement in this area? Are thereaditional comments you would like
to make in conclusion?

According to Rennekamp and Nall (2002), membéesfocus group should have
shared common characteristics. The goal of thesfgcoup within this study was to
listen to the underlying reasons why the participaasponded the way they did on the
survey (Rennekamp & Nall, 2002). It was also &eagl additional information related to
the topic being studied. To that extent, the gdahe sessions was to gain a better
understanding of how representatives from Schddldealicine perceived certain
subjects regarding health literacy. Through thierinew process it helped to identify
trends that would lend additional insight to thbjeat of health literacy. This insight
would later lead to an increased understanding lvd@ajth literacy was or was not
promoted within the Medical School environmefiterview sessions lasted
approximately 45 minutes and were held via telephsessions. Interviews were
recorded and later transcribed in order to codel#ita to identify themes of the
discussion.Interview sessions served as an effective meagatteer more in-depth
information on views identified through the survgualitative information on the
specific issues or topics surveyed, and addititazb and views indicating why
participants responded in specific ways as welbadentify any further potential needs
and ideas on better ways of conducting curricul@vetbpment.

Interview sessions were also seen as an effectiyeofvelevating the stated

vision into action. The purpose of soliciting feadk was to fully understand the
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position of the academic institute in the improveby@ocess. Interviews were
conducted as a secondary measure in order to quergnation concerning those that
represent regions. The interviews were structtmdek as representative as possible via
stratified representative sampling.

Data Analysis

Standardizing the conditions is seen as the wayhich the survey is
implemented and the data is collected (Fraenkel &i&d, 2009). Data were analyzed
for 126 of those that award a degree of Doctor etidine and 28 that offer a Doctor of
Osteopathic Medicine degree. The data from theesuguestions was processed and
analyzed utilizing proprietary software to prodtiece following reports: an Overview
Report for the entire audience which listed eachiesuquestion by percent favorable,
percent neutral, and percent unfavorable, plusanmeore. An Individual ltems Report
which listed a breakout of responses for each gurest indicates how many people
rated a 1, 2, 3, 4 or 5 (which corresponds to then§ly Disagree to Strongly Agree
scale) and graphically displayed. By viewing tl@port, the researcher identified the
top-box score for each survey question. Finallgoaparison Report, which displayed a
side-by-side comparison of the various data cutsugethe entire audience scores in an
overview format.

In order to use the content of the interview, asearcher focused on key words to
develop themes, thereby not looking for everyttboga single thought that reflected the
content of the question posed or the context ofjtrestion asked. Labels were assigned
to words, phrases, and text for grouping purpo3d® groups were then coded. Some

codes were driven by the question content; howeszegne responses fell into a subtopic
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grouping. Again, each grouping was color-coderkflect the topic related to the code.
For example, with the topic of barriers to implernaion, words such as challenge,
difficulty, and frustration in putting the coursesplace were associated with that
category and considered as subtopics.

Themes and the coordination of various piecetatd and evidence were
connected in order to build a sequel regardingdpe& discussed. These themes formed
a pattern related to the identity of the terms usBHgemes were also found across several
guestions and were used as evidence of a partistdarise for the research finding.
After coding the interview, the relationship betwebe codes was evaluated in order to
draw a conclusion. This process served as theoptafor bringing several pieces of
evidence together between different responseseahtirview.

The survey and interview results were collatedraeoto examine the degree to
which the Schools of Medicine throughout the UniBtdtes integrated health literacy
into their curriculum. This research provided Mitsight as to the nation’s effort to
promote health literacy by adding health literaourses to Medical School Curriculum,
by allowing the researcher to evaluate nationalragtbnal comparisons of the alignment
of promotion of health literacy curriculum thatasrrently being offered in the School of
Medicine. Additionally, the researcher shared duwmitings with respondents in order to
increase awareness of those schools surveyedlasitandividual status.

Use of Written Comments

All transcribed written comments related to theveyrquestions were

categorized. Comments were coded as positive timegar equivocal. The comments

were viewed in light of the statistical data to gesny insight would be gleaned as to
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why respondents rated questions in a certain Wéne descriptive statistics tell part of
the story but the comments added details providingoust picture of the research
findings.

A variety of methods were used to obtain and asteddia for this study. A
multidiscipline approach allowed for the exploratiof the existing curriculum that exists
in Schools of Medicine across the United Stateselsas any proposed changes and
implementation plans. Analysis of the data in Gaag supported the rigor of the

research methods.
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Chapter Four: Results

This study assessed the presence of patient Hgattty curriculum through the
collection of survey data. Specifically the elertseof the curriculum were investigated,
as measured by personal interview followed by dmerverification of those elements.
In addition, the curriculum’s impact on medicald#uats’ ability to promote health
literacy among their patients was explored, as oreasby the perceptions of
administrators of medical school curricula. Couwsetent was also examined, as
measured by an independent assessment of the iingzhcals’ curriculum available
through their website, which was analyzed for dipancies between findings gleaned
from both the descriptive quantitative and qualrafindings. Survey questions and
focus group interviews were designed to providemissl insight into four specific areas
or domains. The first domain of the research idetithe awareness or the knowledge
that health literacy curriculum exists within thawersity and the general knowledge of
how it is shared with or relayed to medical studenthe second domain included
content and what components make up the healthdjecoursework to ensure that key
issues were being taudiotthe medical students. The third element invibiticewhat
degree health literacy curriculum affected the badraof the medical student and school
administration inclusive of the terms regarding hbe curriculum addressed healthcare
delivery and patients’ understanding of their outes. The final focus of the research
measured the implementation and process in whiderstanding, verification,
guantification, and validation of the impact heditbracy curriculum had on medical

students.
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This research study employed a mixed method seigli@pproach using both
gualitative and descriptive quantitative methodmtestigate the number of Schools of
Medicine within the United States which offer hiditeracy as a component of their
curriculum as a course of study within the acadesatting. Qualitative research is
largely defined as research which produces findthgsare not arrived at by statistical
procedures or other measures of quantificatiora(S8s & Corbin, 1990). As applied to
this research, individuals of those schools wereesied and interviewed to seek further
clarification to the following: the promotion of &kh literacy in the Medical School
curriculum, the importance of health literacy tia@) barriers to implementation of the
curriculum, key elements being taught, opportutotpractice the learned skill, learned
support, and feedback mechanisms built into thgnara to help students improve, and
verification of an internal process for continuauglity improvement. All elements
were examined through national and regional corspas of health literacy curriculum
currently being offered in the School of Medicireeass the United States.

This study contributed to documenting the curréattesof integration of health
literacy promotion in medical education in the Y@.lack thereof. It is this researcher’s
presupposition that awareness of, and assessmbaalvh literacy should be part of
physician training and health system culture ireotd help reduce health disparities in
our nation. The data depicted in this chapter beysed by other researchers to build on
research efforts dedicated toward furthering thertsf of the promotion of health literacy
curriculum in medical education across the natidbhe survey population for the on-line
survey consisted of all Schools of Medicine witthie United States. This selection of

all schools represented an authentic representatiarcross-section of the nation.
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Resultsand Analysis of Data from On-line Surveys of Medical Schools acrossthe
United States

All respondents provided demographic informati@spondent titles, and length
of employment in their current position on the syrtool. A total of 71 surveys
responses were received (see Appendix C). OfiHAeSthools of Medicine who agreed
to participate, a total of 151 surveys were seatevnail only to the accredited and
licensed schools. After a number of schools didrespond to the initial survey request,
follow up invitations to participants were made éototal of three attempts resulting in a
return rate of 47% within a six week time frameaj)ulary 24, 2012 and ending February
28, 2012. Results of the survey are presentedav@®% confidence with an error rate of
plus or minus 7.2% (CustomIinsight, n.d.). The oese rate was acceptable, considering
the confidence assertions based and the small sasizgl.
I nformation by Schools of Medicine Survey L ocation

For the purpose of this study, 154 Medical Schootbe United States were
contacted to complete the survey. The list ofsitigools was obtained from The Council
on Medical Education and Hospital Medical Collegéthe United States (Accreditation
Council for Graduate Medical Education, 2012). Mabischool locations were then
categorized by location within the U.S. via regilration and division used to segment
U.S. population through its census bureau (U.Ss@eBureau, 2010). All Schools of
Medicine were given the opportunity to respondi® survey and to participate in the

focus group. Total responses received by locatreristed in Table 3.
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Table 3

Comparison of Medical School Responses within thiged States

Region Division # of Responses  Sample Size Koot
Response
North East | New England 1 3 1.40 %
[ Mid Atlantic 14 32 19.71 %
Midwest [l East North 11 21 15.49%
Central
IV West North 8 15 11.26%
Central
South V South 11 19 15.49%
Atlantic
VI East South 8 13 11.26%
Central
VIl West South 6 13 8.45%
Central
West VIl Mountain 4 21 5.63%
IX Pacific 8 14 11.26%
TOTALS 71 151 100.00 %

Note. This table displays results of survey data gathémem all Schools of Medicine that were complefesin the online survey.
The first and second column indicates the regiorepfesentation from which the Schools of Medidggcated and division of the
country represented as defined by the US CenswesbuiThe third column denoted the total numberadifivsurveys returned, the
fourth what percentage that location was of thaltotmber returned.
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State representation as reflected by the regiordassion are listed in Table 4.

Table 4

Comparison of Medical School Response Rates bg, Ragional and Divisional

Representation
Region Division State Region Rate
North East | New England  Maine, New Hampshire, 1
Vermont
Midwest Il Mid Atlantic Massachusetts, 14
Rhode Island,
Connecticut,
New York, Pennsylvania,
New Jersey
[Il East North Wisconsin, Michigan, 11
Central lllinois, Indiana, Ohio
IV West North Missouri, North Dakota, 8
Central South Dakota, Nebraska,
Kansas, Minnesota, lowa
South V South Delaware, Maryland, 11
Atlantic District of Columbia,
Virginia, West Virginia,
North Carolina, South
Carolina, Georgia, Florida
VI East South Kentucky, Tennessee, 8
Central Mississippi, Alabama
VIl West South Oklahoma, Texas, Arkansas, 6
Central Louisiana
West VIII Mountain ldaho, Montana, Wyoming, 4
Nevada,
Utah, Colorado, Arizona,
New Mexico
IX Pacific Alaska, Washington, Oregon, 8
California, Hawaii
Total 71
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For the purposes of this study, the researchee\mdiit was essential to
recognize the locations of Schools of Medicineatd#tl in geographic distribution within
the United States. Additionally, some schools Haeen established for a longer period
of time when compared to other universities whiesponded to the survey. Although all
schools were given an equal opportunity to part@pboth receptivity to the research
and responsiveness to the survey varied by redigision, and state.

Of the top 10 Schools for Medicine in the Unitedt8s, four of the schools, or
40%, readily agreed to participate and completedbtiline tool. Two of the 10, or 20%,
initially agreed to participate; however, a retaumvey was not received from those two
schools despite follow up reminders sent at twokwetervals throughout the survey
timeframe. One school, or 10%, unequivocally refL participate upon initial contact,
despite a second attempt to the school that focoisédrther consideration to participate.
With regard to individual interview, four, or 40%the top 10 schools, agreed to
participate in the process. Additionally, 15 leadeithin the schools agreed to initial
focus group activity; however, due to schedulingftcts and time restraint, focus group
activity evolved into individual interviews in ord® complete the qualitative portion of
the research. The qualitative individual intervienecess began March 5, 2012 and
ended upon completion of the final individual ivieiv on May 30, 2012. The elements
of comparison paralleled those of the quantitatesponses and further delved in to the
domains of awareness, impact, and evaluation awdaalded a content component.

The online comparison component was completedviatig the individual
interviews of each school representative. Suchpaosison evaluated the descriptive

guantitative response of the School of Medicine pared to the qualitative responses
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given in the individual interview. The responses&then correlated to ascertain if any
variance existed when triangulating the resultse &lements of comparison paralleled
those of both the descriptive quantitative and itatale aspects of research by verifying
the research responses and domains of awarengsstjravaluation, and content.
Discussion of the Results

Responses from the descriptive quantitative amalgahools were descriptively
evaluated based on the domains of inquiry inclusiie following domains as listed on
Table 5.

Table 5

Comparison of Quantitative Response by Domain

Domain Question Number Number of Questions
Demographic Questions 1, 2 2
Awareness Questions 3,4,5 11

6,7,8,9,11,12,13

Impact Questions 10,14 2
Evaluation Questions 15, 16 2
Total 16

Demographic responses from the survey queriedesondent in Questions 1
and 2. The first question asked the respondenttabeduitle they held in the School of

Medicine (see Figure 1).



STATUS OF HEALTH LITERACY PROMOTION 76

o =t oa
UILIESTLION 1
3G
25
15
Z4 Mumber of Respondents in
is . {ategor
= i7
5 i
B
0 o 0 3 1
S s o o A A A & s
e 2 25 o & & Eo
& -3 o o P o o o
atr L e &y - LY. T — el
& & &= o WF T
3 ot e R J o ot
I3 ey =
o o
- =
¥

Figure 1.Question 1 Respondents position within the School of Medi.

Primary titles of Associate Dean status were hel54% or most of theesponden. An
Associate Dean, by ranking authority in academigspsessignificant authority over
specific academianit and also establishes academic pol (Wolverton,Gmelch,
Montez, & Neis, 2001).

Question 2 on the survey inquired as to the len§#mployment of th

respondent at their current position within the @dtof Medicine (see Figure 2).
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Figure 2.Question 2 Length of employmel at current position.

The largest number diierespondents or 37%plied the length of employment at th
current position waene to five years.

Question 3 dealt with a more polar inquiry by agkiinthe School of Medicin
currently promoted daltf literacy as a component of tMedical School curriculum (se

Figure 3).
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Figure 3.Question 3 Promotion ofHealth Literacy curriculum component.

This survey question served as evidence73% ofthose responding overwhelming
agreed a healthitéracy component was evident in their curriculdihmse who agree
were asked to proceed to Questic Those responding to the contrary were directe
Question 4, which inquired about the developme a healthiteracy curriculur.
Question 4 was followed by Question 5, which askeddate inclusive of nnth and
year of its development or if no curriculum wasngetleveloped a not applicat
response was noted as artion. In response to Questionlg responden, or 2% of the
total, indicated there was nothealth iteracy component embedded in their curricu
Of the 16six of the respondents indicated there would beveldpment of suc
curriculum in the future.Two of the six noted that a redesigihcurrent curriculun
would occur to include the elementhealth iteracy and expand their teaching in 1
area. Two indicated programs would be implemented in -2014. Two response
were indicated as not applicable. This acknowlety# irdicated that therwas

preparation by those responding to inclhealth lteracy in their curriculun
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Question 6 in the survey askechealth lteracy curriculum in the School
Medicine was considered as an elective or as aauoreeulum componentResponses to
this question were noted as possessing a trenddcealth iteracy as a core curriculu
requirement, again reinforcing trhealth literacy curriculum asfocus foiSchools of

Medicine in the U.S(see Figure 4

o

a

=]

Mo answer An elective Core curriculum

Figure 4.Question 6 — Healthteracy elective versus core curriculum.

Question 7 requested esponse regarding the length of tineakhliteracy
curriculum had been in pla within their school of medicineNearly one half of th71
respondents indicated curriculum was in placetwo years or greateMVhile some
indicated healthiteracy curriculum was in pla for greater than fivgears, this questic

supported the existence of such with Schools of Medicin¢see Figure 5
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Figure 5.Question 7 — Yearsdalthliteracy has been a curriculum component.

The promotion ohealth iteracy curriculum being introduced to medical stoid
was the highlight of Question Over one half of those responding indicehealth

literacy was introduced to students during the fiestr of training (see Figure ¢
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Figure 6.Question 8 introduction ofhealth literacy curriculum in student training.

Therefore, awareness of the topic began early inrtirihg proces To further
substantiate curriculurbuilding activity regarding the topic, Question 9 was anga
affirmatively when asked health iteracy curriculum was a requirement for Medi

Students yearsne through fol (see Figure 7).
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Figure 7.Question 9 - Multiyear curriculum requireme.

Question 10 through 14 asked those participantartk responses ranging frc
Strongly Agree to Strongly Disagree for ffollowing enquiries.Question 10 asked tt
respondents if the existirHealth Literacy curriculum was developed to reflect
philosophy and goals which guide the School of Miedi. Respondent perspectiv
regarding healthtieracy curriculum reflectie of the philosophy and goals with thai
the School of Medicine had a mean score of 4.22 £-point scale.There were 2|
norparticipants to the inquiry (Question 10.0f the actual observations, agreernr
regarding this question yield the majority of this response; howewanly 17
participants indicated a Stronglygree acknowledgement, whicbuld be interpreted ¢

thealignment of the curriculum and the sct’s philosophy (see Figure
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Figure 8.Question 10 — Grriculum is reflective of philosophy and goalstieé schoc.

Question 11 proberespondents on the development of heatiéndcy curriculun
asthe result of the awarenessdata that substantiates that heatéracy is a majo
public health concerwithin the United State: Of the 52 actugbarticipant, the majority
agreed the development of such curriculum was thadesponse to evidence which \
supported by datadicatin¢ health literacy as a major concevithin the U.S. (se
Figure 9). Specificallythis questio ranked anean score at 4.38, a median score,

and a mode of in favor of Strongly Agre
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Figure 9.Question 11 - @rriculum was developed due to major public headthcern.

83

Administrative awareness was ffocus of Question 12 thaiquired as tc

agreement of awareness of the promotioHealth Literacy within the School ¢

Medicine. Positive responses dropped slightly as a resutiisfquestion, with 1.

responses as neat and less than o-half in agreement regarding this inquiry (:

Figure 10).
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Figure 10.Question 12 - Aministration is aware of the promotionHealth Literacy.

Respondent views regarding administrative awarein@gs mean score of 3.9z

median score of 3.0, however, a mode score rank®ec Despite the slight drop in tt
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average response rate, there remains a positiveofiadministrative awareness of 1
importance of healthteracy.

Question 13nquired aso student awareness of the promotioHealth Literacy.
More than half othe responses we agree to stronglggree which substantiated f
awareness component within the student populatiedidél Schools (s Figure 11).
Specifically, his response is supported by a score mean ofglWekas a score of 4 fi

both median and mode.
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Figure 11.Question 13 Student awareness of the promotiotHealth Literacy.

Finally, Question 14 probed respondents as to the buildinlyeoprocess ¢
learning from year to year for medical studentsardoghealth iteracy. Over half of
those answering noted that the process of leauntinued from year to yeahowever,
strong disagreement coupleith disagreement was notedkagher on this question th:
any other question (see Figure 1 Nonethelessrespondent opinion surroung this
guestion ranked a mean score of 3.56 o-point scale with a score of 3 for a med

score and 4 for the ade, which remains within trpositive response ranc
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Figure 12.Question 14 - Mulgiear curriculum and tpromote literacy learning from year to y.

Questions 15 and 16 were n-ended narrative responsé3uestion 15 afforde
the opportunity for those responding to the suteeyarticipate in an interview k
providing an email address and contact informatioereby also serving as an init
consent to participatef which 100%were queried. Question Have all surve
participants the opportunity to share addition&imation or addendum. Comme!
were tabulated using qualitative methodology codé@udpniques to draw meaning
elaborationsnd collective sentimes from thel3 who chose to commel

Comments fronQuestion 16 irthe survey yielded 13 written respons The
sentiments were grouped into tr areas that noted predominant themes of that que
The first theme noted by some was ihealth literacy wapromoted but incorporated
embedded within other course titles or experiencesgiobal perspecti. The second
theme that participants expressed was ievamping of the curriculum and or expans

of Health Literacy curriculurrwas underway or being considerethe third and let
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theme found was that integration of health literacthe curriculum was a crucial
element of medical school training.
Personal Interview

Personal interviews were conducted in order tdhmrexamine the promotion of
health literacy curriculum within schools of medieiand so the researcher could further
assess the participant’s experience and pursuepih dnformation and follow-up.
Personal interview discussions began on March 52 2lid were completed with 15
participants from medical schools throughout th&é¢hStates with representation from
four of the top 10 Schools of Medicine. The intews were composed of six women
and nine men. The participants were at their camae in academia between five and 30
years.

The use of telephonic interview for the qualitatpation of this research was
employed to obtain factual information and to persudepth information regarding the
integration of health literacy curriculum in medisahool training. Personal interviews
were chosen as a follow up to the initial survejutther support and investigate the
descriptive quantitative responses. In contrastdotronic survey dissemination, the
personal interview allowed the researcher to wariodly with the respondent to further
express additional detail and share their persexyrience involving curriculum
development and implementation. Interview questware electronically sent to those
responding following acceptance to participatersteo to guide the respondent and serve
as a focus to ensure the same information wasoctetldrom each respondent. This
standardized open-ended interview was used tatédeiboth comparison and analysis

points yet allowed a degree of flexibility in thesponses of the interviewee.
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The principal researcher, who also served as teeviewer, began by
introducing herself and noting the purpose of titerview, the rationale and the intended
purpose of the study. The participants were infxrthat they agreed to participate in
the interview process and the call was being ressbfdr transcription and coding
purposes only. Additionally, participants were neded the interview questions were
emailed to them in advance along with the confiramaof the date and time in which
contact was made. The questions were sent in tvdglow the most efficient use of
their time, and to allow them to gather any add@ianformation to respond to the
guestions. Notes were taken in order to supplethentecorded conversation. The tape
was transcribed immediately upon the conclusiothefinterview.
Analysis of the Data

Responses of the personal interview discussion aaded in detail to determine
the significance of participant’s responses torésearch questions. All interviews were
evaluated by question to list similar topic thentés;researcher then organized those
themes to formulate similar categorical relatiopshiThe interviewer began by asking
the participant to describe how the promotion dltireliteracy curriculum was addressed
in their medical school. This question was askeeMaluate content of health literacy
curriculum. Respondents of 14 of 15, or 94% ofbst, unanimously stated that “course
work to promote health literacy begins in the firsr of medical school training with
consecutive coursework in the second year.” Addglly, “both promotion and hands on
experience was reinforced during years 3 and hur§ework included a specific focus
on embedding the topic in lecture, in other clagseslving body systems and disease

impact, assessment and planning, communicatiorsesupatient safety, health ethics,
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legal issues medicine, longitudinal studies andrinéwing and physical exam. Third and
fourth year medical students are exposed to annebguacurriculum, which allows
students to introduce an element of practice pmiicy. This encompasses additional
discussion and practice in face to face interagiacommunity practice settings,

teaching and practicum sessions, hands on patesiqal assessment, clinical awareness
sessions, and urban-health initiatives, bridgegéqe programs and Objective Structured
Clinical ExaminationOSCE).

The researcher then asked “How the students are enadre of the importance of
the promotion of health literacy education in theaining”. Once again, themes focused
primarily around early exposure of the topic. Téemtiment was espoused by 90 % of
those responding. Direct information given to tl@searcher about how students are
made aware of the importance of the promotion afthditeracy education in their
training included the following: stressed by indival preceptor and faculty facilitator
oversight, in depth problem based learning focusimghe whole patient during the
assessment process, clerkship experience, earlyasispand inclusion of the topic as
student formulate their medical school trainingnpenents of online modules which
possess health literacy components in instrucdministration as a driver of and has
belief in the subject matter, interdisciplinary @iee within the school, validated lesson
and learning to encompass a full care spectrunauaf and appropriate levels of
communication.

The facilitator inquired as to any barriers in igplenting this curriculum in their
school. Ascertaining promotion of health literaegs the rationale for this inquiry.

Responses to this query varied. Of the 15 interees, 40%, or six, responded
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unequivocally “none.” Other respondents, at 33&tced barriers to implementation of
the curriculum as time elements, this responsepnasary associated with the caveat
that there are only a number of hours attributeshdmdated training. Expertise to teach
the subject matter accounted for a 13% responseaatwo of the 15 responses.
Additionally, two responses, or the remaining seetits, expressed where to integrate or
embed the topic of health in the subject or couskwf the curriculum.

The organizer then questioned the interviewees #wtkey elements of health
literacy being taught within the school of medicowericulum. Again content served as
the underpinning for this inquiry. In responséhis question, all interviewees noted
recognition or awareness as their primary ans\her areas that emerged as themes
included proper assessment of the level of theepgdi ability to understand what was
communicated to them, followed by appropriate comication techniques. Also ranked
as a primary theme, were the techniques used iat@lthe comprehension levels of the
patient understanding post instruction from thegatigin. Again, teach back methods
were noted as the respondents’ initial responsalidate what was being communicated
to the patient. Role-play experience was also #teta allow the students a firsthand
learning experience as to the issues of literg&yntent directed and didactic curriculum
elements focusing on messaging, written and omrainconication, along with skills
addressing the use of medical jargon, historica¢saesulting in legal action were
indicated as a second focus and key elements wiitgg Instruction encompassing
problem based learning, case studies, appliectcaliexperiences, review of best

practices, self-reflection, and presentation warked the same.
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The researcher surveyed the respondent as to idtabdnd experience medical
school students received when practicing their elthin Health Literacy. This
guestion was posed to gauge the impact elemerdvokills are practiced. Answers to
this question varied, although all schools providadeans by which the students
practiced their skills in a variety of ways. Thegportunities were presented in small
group workshops sessions, through individual presdparning experiences, classes and
coursework practicum, skill building sessions atndciured opportunities, application in
monitored patient care settings, Learning Edge Aoad Programs (LEAP), office
clinics and community volunteer opportunities, graounds, and OSCE.

Respondents were asked to discuss support andaigediechanisms built into
the program to help improve their practice in #mea. This question was posed in order
to measure evaluation of the feedback given toestisd With reference to this theme,
94% of respondents indicated feedback to studeme ¢hrough both formal and
informal processes. Such processes were hightigig¢hose by faculty, instructor, 360°
feedback sessions, peer and self-evaluation. Ssloniand write up of student
experiences were also employed as a means of nwattalysis. Such evaluation
occurred during each exposure to course work toviahg face-to-face patient
encounters.

The facilitator then inquired as to any internalg@sses put in place for
continuous quality improvement in this area. Toeus of this facilitator’s inquiry was to
evaluate the impact regarding any potential changgde to curriculum or coursework as
a result of existing quality control processes gddoward improvement efforts. Fifty-

four percent reported that accrediting bodies ongleance regulation drives health
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coursework in their Schools of Medicine. The eaéin of the criteria used by these
accrediting bodies served as the primary measuretmdime content of the curriculum.
Thirty four percent reported internal curriculummuittee oversight but said committees
used accrediting body requirements as a guidertbreeus quality improvement efforts.
Test score fulfillment, along with tracking andrtdeng of pass rates for the Medical
Board was listed by 13% of those responding. Telmels are working on consensus as
to what process will be put in place to measure €ffQirts.

Finally, any respondents were asked if they hadaaltjtional comments to share.
Those who patrticipated shared a variety of sentismegarding comments in open forum
responses. Thirty six percent of those commentidgated that this research topic was
timely, worthwhile, required this type of evaluatiand should be studied and is an
important topic of research in moving forward twvace curriculum efforts. Comments
regarding the need for health literacy to extendlianlude all sectors of health care
delivery education in the form of pharmacy, nursialjed health services were noted.
These sentiments collectively represented 24%ettdmments. An additional 14%
indicated no comment with another 14% simply statiank for the opportunity to be
participate in the project. Further, 12% gave do&a statements sharing such
information as pilot project participation withindir school, and the anticipation of
where their school ranked as compared to the dvaratings. Following the
opportunity for each respondent to comment theareber thanked each of the
participants and noted that the interview was cetepl. Individual taped sessions were

then transcribed by the researcher and calculateeferenced above.
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Curriculum Content Comparison

A comparison of the curriculum was completed byrésearcher for each school
that agreed to a personal interview. The processamnducted per the Internet and
included a review of School of Medicine’s curricoiuncluding relative components
from the course catalog and/or course descriptinraddition to content, learning
objective, subject matter sequence, assessmemsecechedule and delivery methods
were evaluated. Although all schools had some foircurriculum description on their
respective website, unique curriculum informatisroatlined above inclusive of full
content, learning objective and assessment wad\ckadent for 87%, or 13 of the 15
schools.
Summary

The research questions postulates that medicabkctiooughout the United
States have expanded their curriculum to includdthditeracy courses in an effort to
address health literacy and enhance patient uahelisig. The researcher’s assumption
was that medical schools throughout the UnitedeSthive not expanded their
curriculum to include Health Literacy courses ineddort to address health literacy
concerns and enhance patient understanding. Bkaneh methodology validated the
existence of curriculum to include health literaoyrses in an effort to address health
literacy and enhance patient understanding. Resaesaled the existence of such
curriculum and an ongoing evaluation of the conteth the need for modification of
coursework; thus, the insignificance of the redeapeestion was rejected. The best
discriminators for supporting the research questrere questions from the descriptive

guantitative research supported by survey Ques8o6s7, 9, 11, and 14.
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Chapter 5 is a discussion of the researcher’s asimis drawn from this data and
will parallel those findings based upon the stueluits. In addition to providing a
synopsis of the results, potential opportunitiel vé explored to apply this research and
suggest future studies by those in medical edutc#tat develop curriculum to address

health literacy concerns.
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Chapter Five: Discussion, Implications, and Recommendations

Research for this study involved the collectiorata from online surveys
disseminated to 154 Schools of Medicine througlioeitUnited States, personal
interviews, and a comparison of online curriculuntorroborate both the descriptive
guantitative and qualitative results. The triaiagjoin of data determined a veritable view
to the status of the medical community, given thgam’s efforts to promote health
literacy, by adding health literacy courses to raaldschool curriculum and also to
provide vital insight as to the format and coursetent of health literacy curriculum in
Schools of Medicine throughout the United Statessults of a national survey made
headline news in 1993, by noting 44 million Amensaor about one-fourth of the adult
population, are functionally illiterate (Kirsch &t, 1993). Americans are more educated
today than any other time in American history (Kiret al., 1993), yet more than one-
third of American adults, some 89 million peopbgHK sufficient health literacy skills
(Weiss, 2007). The lack of sufficient health lstey levels contribute to adverse health
outcomes, which translates into increased costth&®health care system in the form of
both emergency department visits and inpatient @&kedss & Palmer, 2004). This study
served as the foundation for future research vesipect to the curriculum that
encompasses health literacy in medical schoolitrgiprograms.

According to an article in the Archives of Interhdédicine 1994, research was
conducted on the testimony of patient’s depositiomslved in medical malpractice
lawsuits. Upon analysis of the testimony it watedmined that a clinician’s
communication style and attitude are major factorsearly 75% of malpractice suits

(Beckman et al., 1994). The most frequently idestticommunication errors were an
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inadequate explanation of diagnosis or treatmedittammunication in such a way that
patients felt their concern had been ignored (Mme&e al., 1994). The researcher
believes improving health literacy is one stratégyimproving health and health care in
America; it is both a process and an outcome. tigga truly health literate America is
a challenge requiring leadership, strategy, anghe@aion. An effort to make Health
Literacy a component of health care professiortedéing is imperative (Weiss, 2007).
The researcher believes if Schools of Medicineughout the United States are to
provide academically robust and assimilated trgmrograms, Health Literacy
coursework must be incorporated into the curriculum
Discussion

The research study premised that medical schbsighout the United States
have not expanded their curriculum to include Helgtiéracy courses in an effort to
address health literacy concerns and enhance patiderstanding. The triangulation
methods were used to gauge the existence of clumicto include health literacy courses
in an effort to address health literacy and enhg@atient understanding. Responses to
personal interviews yielded positive responsesrifégcted the existence of such
curriculum and ongoing evaluation of the contestwall as a need for modification of
coursework. The best discriminators for supportimgconclusions were questions from
the descriptive quantitative research supportesiuoyey Questions 3, 6, 7, 9, 11, and 14,
as stated in the following paragraph and illusttateAppendix C (survey tool).

Survey data for Question Bpes your School of Medicine currently promote
health literacy as a component of your Medical Stlearriculum?was obtained from

71 of the 154 Schools of Medicine who participatethe online survey. With a
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response rate of 71%, those responding overwhelynaggeed that a health literacy
component was evident in the curriculum. The raspe from Question 3 provide
evidence to support whether medical schools througthe United States have expanded
their curriculum to include heath literacy courseaddress literacy concerns and
enhance patient understanding. One-on-one intg@rs&ssions were conducted with
fifteen individuals who responded and signed theseat form.

With Question 1Describe how the promotion of health literacy islegbsed in
your program respondents for 14 of the schools, or 94%, cordd that course work to
promote health literacy began in the first yeameidical school training with consecutive
coursework in the second year. Additionally, bptbmotion and hands-on experience
was reinforced during years three and four regylitinthe researcher not accepting the
insignificance of the research question for Questio Hence, health literacy programs
not only are a component of medical school traimagiculum but the finding supported
that the curriculum is introduced in year one, aadtinues in year two.

Question 6 of the online surveyealth Literacy curriculum is considered as an
elective or a part of the core curriculum@ceived a 69% response rate. The
respondents noted that health literacy was corsildas a core curriculum for medical
students who are in training. The assertion mad#ib researcher was that medical
schools have included health literacy coursewonaasof the core curriculum, and not
simply a small component but health literacy cowsd is considered as part of the core
curriculum. Furthering validating the evidencecofe curriculum, Question ¥yhat are
the key elements of health literacy being tauglyoat school?revealed thatontent-

directed and didactic curriculum elements focusedessaging, written and oral
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communication; skills addressing the use of medarglon, and historical cases which
resulted in legal action. Instruction encompasgiraplem-based learning, case studies,
and applied clinical experiences, review of beatpices, self-reflection, and presentation
were ranked the same. When comparing the curntglomponents from the course
catalog or course description as part of the rebedine principle investigator noted these
elements were evident in core curriculum study.

Question 7 of the surveYhe School of Medicine’s promotion of health litgra
curriculum has been in placeficluded respondents from 71 schools with a respoaie
of 70%. Of the respondents, over one-half, or bifeticated curriculum was in place
for one to two years and an additional 17% repateccurriculum was in place for
greater than five years. This question suppoftecekistence of curriculum within
Schools of Medicine and the timeline outlining sypcbgrams.

Question 9 of the survey further clarified the @ulum requirements by asking
participants)s the School of Medicine’s promotion of healthrlicy a multiyear
curriculum requirement for Medical Students yea?1 A total of 49% affirmed the
curriculum was present in all four years of traginrhis further supported the fact that
health literacy was indeed included and spannetbtimreyear period required for the
training of medical students.

Question 11Was the School of Medicine’s promotion of heatdrdicy
curriculum developed as a result of the awarenéssendata which substantiates that
health literacy is a major public health concerntive United Statestcluded 52
respondents who agreed the development of sucltwum was indeed a response to

evidence, which was supported by data indicatiradthditeracy as a major concern
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within the U.S. The survey responses to this tjpresorroborated the statement
through the qualitative responses as well, notiag &ccrediting bodies or compliance
regulation that monitor health care data and natimsues make recommendations and
drive health coursework for curriculum in Schodidviedicine. This was evidenced by
the responses from medical school administratoxs ieimforced this assumption.
Respondent feedback included but was not limitetiTioe 2013 LCME visit is coming
and on its list of compliance competencies it imsuged as an area of focus. We have
moved to compliance and evidence-based clinicalagament guidelines as endorsed by
ACGME medical based learning.” One respondent cented on the development of
literacy curriculum by stating that, “Developmemtges to drive curriculum for health
literacy are those derived from AAAMC Medical Poff@undational Resources and the
Manual of Conceptual Study by Weiss.” Another mmi@vee mentioned, “LCME 2013,
has driven curriculum change for the UniversitiRésponses from a third Associate
Dean indicated, “The Standards of the Medical Aoaglef Patient Physician
Communication and Cultural Literacy serve as rtdaguide our success with standards
which we follow as a School of Medicine and curhicn development.” Additional
sentiments rendered included, “The HRSA (HealthoRee Service Administration)
guidelines are used to promote health literacyaitivtes and disease specific topics of the
underprivileged.”

This outcome further supported current efforts geirade to address this national
problem on behalf of the schools. Moreover, gatlie responses were collected for
Question 7Have internal processes been put in place for coratus quality

improvement®vith a slight majority, 54%, who reported that aliting bodies or
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compliance regulation drive health coursework rtischools of Medicine. The

evaluation of the criteria used by these accraglitiodies serve as the primary

measurement as to the content of the curriculuims i6 reinforced by accreditation

standards, which read according to LCME accredmastandards, May, 2012 as follows:
ED-23. A medical education program must includéruetion in medical ethics
and human values and require its medical studergslibit scrupulous ethical
principles in caring for patients and in relatiogoatients’ families and to others
involved in patient care.

The medical education program should ensure thdtaalestudents
receive instruction in appropriate medical ethiegnan values, and
communication skills before engaging in patienecagtivities. As students take
on increasingly more active roles in patient carerd) their progression through
the curriculum, adherence to ethical principlesudthdre observed, assessed, and
reinforced through formal instructional efforts.

ED-47. In evaluating program quality, a mediadi@tion program must
consider medical student evaluations of their aegirslerkships and teachers, as
well as a variety of other measures.

It is expected that the medical education progralinhave a formal
process to collect and use information from medtadlents on the quality of
courses and clerkships/clerkship rotations. Tlegss could include such
measures as questionnaires (written or onlinegratructured data collection

tools, focus groups, peer review, and externaluatain. (pp. 10-16)
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Over half of the survey respondents responded &st@an 14 The School of
Medicine’s health literacy curriculum establishesaltiyear curriculum to scaffold the
learning and promotion of Health Literacy from ydaryear for medical studentshd
reported that the process of learning continuechfyear to year. Furthermore, this
response was validated by Question 1 in the qtisBtaesponses of the participants that
stated coursework to promote health literacy beminike first year of medical school
training with consecutive coursework in the secgedr. Third and fourth year students
were exposed to an expanded curriculum, which @&tbstudents to introduce an element
of practice proficiency through hands on experieeteforced during those years.
Implications

Health literacy remains an important componentoaia, economic, and health
development. The correlation and exponential imp&aeducation and general literacy
on health is supported through a variety of redeantiatives (Kickbusch, 2001). Health
researchers, as well as heath care professiomatoacerned about the health issues and
patient education levels (Evans & Barer, 1994)orher to impact health literacy efforts,
it is necessary to have a systematic approachrtne® to educate physicians at large in
practice and to enrich the curriculum offered te fileld of study of medicine in schools
of medicine (Kickbusch, 2001). It is also essdntiacontinue to add the list of initiatives
concerning addressing the health literacy polieph&h, 2000). Health literacy programs
are a major investment; however, health literacyettgment strategies require long term
commitment, strong partnerships, and powerful spp&esons to support such
(Kickbusch, 2001). Health literacy requires awasesnand the attention of schools of

medicine in order to assist in closing the heatdrdcy gap and its impact on overall
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health care delivery. The findings of this reskharclearly denote the existence of
course curriculum within academia, as well as im&etal stages of development within
Schools of Medicine within the United States; desthis finding, it is this researcher’s
belief, which is further supported by this reseatbht in order to make inroads in the
disconnect in communication and healthcare delivasyrsework designed to address
health literacy must continue to be developed atkd to medical school curriculum.
Thus, ongoing curriculum development must contimuerder to meet the needs of
patients within the health care continuum. RedehycRosencrance (1999) serves to
validate such findings regarding education, by sstjgg that ongoing efforts must be
sustained through investments in education in am&eep pace with the challenges
facing our society by preparing for the emphasi&mowledge, learning, and education
for the 21st century. Additionally, as supportedrésearcher findings by the U. S.
Department of Health and Human Services, Natiamstitutes of Health, Office of the
Surgeon General, Office of Disease Prevention agalthl Promotion (2006) and the
American Medical Association (1999), it is cleaalgknowledged that health literacy is a
major public health issue. Furthermore, such mebeaotes health literacy as being
identified as a major issue related to the conssraecare within the United States and,
as a result, is a major component of the commupitaisconnection that exists between
physicians and patients. The literature acknowdsdgograms that have educated
physicians in response to the literacy missiomdaed by the American Medical
Foundation, in partnership with Pfizer Incorporatétbwever, research to date has not
readdressed the impetus to hasten comprehensivenaptation of health literacy

curriculum within Schools of Medicine in the Unit&dtates.
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Recommendations

Recommendations for future studies stem fromgeeiscommunication and
collegial discussion with the respondents througlio&: data collection time period. The
researcher found that unsolicited sentiment wasalized during the qualitative survey
process in that all healthcare training programduiding those involving schools of
nursing, schools of pharmacology, and allied tragrprograms should also include
health literacy coursework in their curriculum. c8edary sentiments included the
dynamics of the healthcare care team and netwatkrenneed for everyone working
with patients to be able to know about health tiggeacy, to be able to identify the signs
of Health Literacy, to speak in terms that patiemtderstand, and to do as part not only
the initial point of contact with the patient bls@in subsequent interaction and contact.
This particular sentiment was not explored in tesearch; however, the researcher
believes that further research geared toward etragithe status of the nation’s efforts to
promote health literacy by adding health literaoyrses to these particular areas of
health care training would provide vital insighttins area of the health care training
sector and lend to improved standardized commuaoitat the health care sector.
According to Nemeth (2008), “it is not about whetheprovement to communications
between and among clinicians and patients can ssdues related to healthcare safety.
It is "How can healthcare information be shareddv@t (p. 1). Nemeth (2008) also
explained,

Healthcare is a variable, high stakes sector thatalded by a complex array of

factors. The “team” encompasses more than a fdividuals, from shifts, clinics
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and departments, to clinician’s managers, techmsgisuppliers, patients,

consultants, and other transferring or receivirgaparzations. (p. 3)
Conclusion

The study of the inclusion of health literacy caatum in medical school training
is a new avenue and warrants further discussibis. the opinion of this researcher that
the study of health literacy is under even gresteutiny, as it appears that
unprecedented numbers of illiteracy rates conttowgow. For the purpose of this
study, those statistics—reflecting the Nationalesssnent of Adult Literacy, 2003 study
which focused on the ability of individuals to unstand and use text, documents, and
numbers pertinent to commonly encountered health situations (Kutner et al.,
2006)—were used as a comparative model when nefgetoi statistical measures. This
research acknowledges that there is an ever-chqudgimographic landscape of this
nation continues to mold its needs, its abilitggonmunicate is imperative, as it
continues to endure the challenges attributed adtthéteracy issues. The review of the
current literature and the results of this reseaatitlates that communication regarding
health literacy is practiced in medical schoolstighout the United States. The findings
of this study reinforced this nation’s medical salsbcommitment to combat
communication divides relating to health literasyues.

Curriculum is a vital component in the educatigmalcess (Johnson, 2001). As
medical schools embark on curriculum expansionretfio address health literacy
training needs, the fundamental issues of theaummn development process researched
by Hussain, Dogar, Azeem, and Azra (2011), outtjnirinat to teach, how to teach, when

to teach and the impact of teaching, must be iraratpd in order to adequately and
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effectually expose medical students to the heda#thaky issue. Since effective course
work design and timely implementation serve adoi@dational medium in learning, it

is eminent that health literacy course work be anpgnted in order to provide a
comprehensive education and to meet patient ne&sls. health practitioner, the
researcher believes that as additional literacsiadum is designed, it is imperative that
medical training academic institutions be cogniz#rhe various levels of understanding
of the patient, in order to meet both their need$ ensure that the healthcare delivery
system remains efficacious. It is also my behelttmaintaining academic focus and
integrity in the delivery of a high-quality mediaadlucation is a crucial focus of
curriculum development. This study provided meldschools with information

regarding curriculum development in the area ofthdéeracy and can serve as a
catalyst to evaluate health literacy curriculunoiher areas of health care related training

programs.
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Appendix A

Pre survey Demographic I nformation

Northeast Region

Division | New England (Maine, New Hampshire, Vermont)

Division Il Mid Atlantic (Massachusetts, Rhode Island, Connecticut, New,Yor
Pennsylvania, New Jersey)

Midwest Region

Division 11 East North Central (Wisconsin, Michigan, lllinois, Indiana, Ohio)
Division IV West North Central (Missouri, North Dakota, South Dakota, Nebraska,
Kansas, Minnesota, lowa)

South Region
Division V South Atlantic (Delaware, Maryland, District of Columbia, VirgmiWest
Virginia, North Carolina, South Carolina, Geordtgrida)

Division VI East South Central (Kentucky, Tennessee, Mississippi, Alabama)
Division VII West South Central (Oklahoma, Texas, Arkansas, Louisiana)

West Region

Division VII1 Mountain (Idaho, Montana, Wyoming, Nevada, Utah, Colorakhizona,
New Mexico)

Division I X Pacific (Alaska, Washington, Oregon, California, Hawaii)

All pre-coded data breakouts will utilize populatidemographic segmentation as
defined by the US Census (http://2010.census.ga@@nsus/).
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Appendix B
Dear Academic Leader:

| am currently enrolled in the Doctoral Program lastructional Leadership at
Lindenwood University in St. Charles, Missouri. Migsertation is entitled “An
Evaluation of Physician-to-Patient Communicatioaiiiing in Medical Schools Across
the United States: A Status Report on the Nati&fifert to Promote Health Literacy by
Adding a Health Literacy Courses to Medical Schootriculum”. | believe that valuable
and insightful information can be gleaned that aifect the manner in which our
nation’s health literacy concerns are addressedigtr preparation of future medical
professionals in the United States.

As part of the research, | am conducting a sureggmding the promotion of Health
Literacy Curriculum. The survey tool is attachedHis cover letter, along with an
electronic privacy and agreement form. The surgegnonymous and is confidential, and
it will provide great insight into curriculum dewgment with physician preparation and
training.

Please take a moment to review the survey, comfiieteonsent and survey process and
submit it to the surveyor.

| thank you in advance for your most valuable ggyétion in this important research
endeavor.

Sincerely,

Andrea P. Frazier, RN, CCM, MS, MBA
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Appendix C

THE

insrrrvre D@D

LOGIN
Please enter your Login Code and Password.

Account Information

Login Code:

Password:

THE
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THE

nsrrvre OO0 @D

\
A

DVANCE

Health Literacy Curriculum Questionnaire
Welcome Lehuqg2h ! [

| CLICKHERE T0 TAKE SURVEY
| Letierfrom Andrea Frazier

Dear Academic Leader:

Please remember that no one outside of The Survey Institute will see your individual survey responses. All survey responses
will be compiled in aggregate form to discern trends among medical schools in the United States. This information will be in
a Research Study dissertation topic which is An Evaluation of Physician-to-Patient Communication Training in Medical Schools
Across the United States: A Status Report on the Nation's Effort to Promote Health Literacy by Adding a Health Literacy
Course to Medical School Curriculum by Andrea Frazier, Ed.D. candidate, Lindenwood University, St. Charles, Missouri.

For your participation, you will receive a copy of the results via The Survey Institute’s reporting system.

If you have any questions about this privacy statement or the use of this, you can contact the research administrator at:
afrazier@lindenwood.edu

Thank you in advance for your participation.
Andrea P Frazier, RN, CCM, MS, MBA.

THE

S
istirvre D@D
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THE

strore D00 @D

[ CLICK HERE TO TAKE SURVEY =

1)) Respondent’s title within the School of Medicine:

) Provost

) Vice President

) Dean

) Associate Dean
©) Department Chair
) Director

©) Manager

2 professor

) Other

2.) Respondent’s length of employment in your current position, as reported above, within the School of Medicine:

) Less than 1 year
711-5 years

0 6-10 years

79 11-20 years

) 21-30 years

30 years or greater

3.) Does your School of Medicine c ly p te health literacy as a component of your Medical School curriculum?

O ves
I No

(If YES to question 3, proceed to question # 6)
4.) A health literacy curriculum is currently being developed.

@ Yes
O No
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5.) The School of Medicine’s promotion of health literacy curriculum will be introduced as a comp t of our curriculum in: (MM/YY
or NA if Not Applicable)

131

(If you answered NO to question 3, Stop here!)

6.) Health literacy curriculum in the School of Medicine is considered as:

_) An Elective

) As Core Curriculum

1.) The School of Medicine’s prometion of health literacy curriculum has been in place:

) 1-2 years
7' 35 years

_) Greater than 5 years

8.) The School of Medicine’s promotion of health literacy curriculum is introduced during:

I Medical Student Year 1
_' Medical student Year 2
) Medical Student Year 3
) Medical student Year 4

9.) School of Medicine's promotion of health literacy curriculum is a2 multi-year curriculum requirement for Medical Students year 1-4.

7 Yes
7 No

10.) The Schocl of Medicine’s promotion of health literacy promotion curriculum was developed to reflect the philosophy and goals
which guide the School of Medicine.

_! Strongly Agree
_ Agree

_ Meutral

_' Disagree

_! Strongly Disagree




STATUS OF HEALTH LITERACY PROMOTION 132

11.) The Schocl of Medicine’'s promotion of health literacy curriculum was developed as the result of the awareness of the data which
substantiates that health literacy is a major public health concern in the U.S.

_! Strongly Agree

! Agree

_ Meutral

_ Disagree

_! Strongly Disagree

12.) The Administration of our University is aware of the promotion of health literacy curriculum within our School of Medicine.

_ Strongly Agree
_ Agree

~ Meutral

_) Disagree

() strongly Disagree

13.) The medical students within this University are aware of the promotion of health literacy curriculum within our School of Medicine.

7 Strongly Agree
! Agree

| Meutral

| Disagree

! Strongly Disagree

14.) The School of Medicine’s health Literacy” curriculum establishes multiyear curriculum to scaffold the learning and promotion of
health literacy from year to year for medical students.

7 Strongly Agree

O Agree

~ Meutral

_) Disagree

7 Strongly Disagree

e

15.) I would like to be contacted to participate in an interview to discuss health literacy curriculum within a
providing my email contact below I give my consent to participate and permission to be contacted.

| school setting. By
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16.) Comments

[ Letter fom Andrea Frazier =

THE

S
nstirore D00 @0
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Vitae

Andrea P. Frazier, RN, CCM, M.S., MBA, is a heal#lne professional with over
28 years of managed care quality, medical manage et case management
experience. She received her nursing degree ftoMa&y’s College and her
undergraduate business degree from Sterling PresdaytCollege. She obtained her
Master’s degree in Health Management and MBA frandenwood University. Andrea
is also a Certified Case Manager, a Certified Rmnal in Utilization Review, a
Certified Managed Care Nurse and a Medical LegalsGltant. She was also named in
Who’s Who in Medicine and Healthcare for the 19988 year, St. Louis Case Manager
of the year for 2011, and a member of Sigma ThataHonor Society of Nursing.
Andrea is actively involved in speaking to both gicians and health care majors about
the impact of quality on managed care. Andrehesounder and CEO of A Frazier and
Associates, LLC, an independent medical manageomenpany dedicated to case
management and utilization review services. Slamidssistant Professor and Faculty
Advisor for Lindenwood University in Belleville,lihois where she teaches Quality
Improvement, Health Management, Health Care Leggalds, and Organizational
Behavior to graduate and undergraduate studemsrea also is a former instructor for
Washington University School of Health Administoati Andrea also serves as a board
member on the Family Resource Center of St. L@umgyn-for profit organization that is
dedicated to the treatment and prevention of cilase and neglect and the St. Louis
Alzheimer’'s Association. She is the proud mothahcee children and has six

grandchildren. Andrea has been a resident of thieoBis area for 32 years.
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