
January 28 & 29, 2009
Headquarters of the National Education Association

Washington, D.C.

CONVENED BY

SUPPORTED BY

Health Literacy 
in the 21st Century

S E T T I N G A N E D U C AT I O N A G E N D A
SYMPOSIUM PROCEEDINGS:  EXECUTIVE SUMMARY



HEALTH L ITERACY IN THE 21st CENTURY

Critical Need in 21st Century
A healthy population is critical to our
nation’s future. What makes health literacy
an urgent issue in today’s — and tomor-
row’s — complex world of health informa-
tion and services is the simple fact that
consumers, more than ever before, have the
opportunity and responsibility to manage
their own and their family’s health care.
To do this competently, they must

process lots of information about services
and providers, treatment options and
related costs. They must also possess
skills to problem-solve, make sound 
decisions and tap into the myriad of
resources available to support them
through the process. Compounding this,
consumers are dealing with rising health
care costs within an economy under stress. 

In order to provide current and future
generations of students with the knowl-
edge and skills of health literacy, schools
must play a central role in preparing
young consumers to manage and advo-
cate for their health and health care
needs. Yet the goal of health literacy is
particularly challenging given an environ-
ment in which schools today are focused
on educating an increasingly diverse stu-
dent population, to levels of academic
achievement never before expected, while
simultaneously addressing many other
priorities. 

Framing the Issue
The definition of health literacy endorsed
by the symposium’s participants is that
found in the National Health Education
Standards: Health literacy is the capacity
of an individual to obtain, interpret and
understand basic health information and
services and the competence to use such
information and services in ways that are
health-enhancing.

To provide a common framework with-
in which to discuss the complex issues sur-
rounding health literacy, NEA HIN com-
missioned three “white papers” that were
presented to the symposium. Each paper
addressed distinct aspects of health literacy:

Consumers in a Complex and Dynamic

Health Care Environment. Key trends in

the health care arena are shaping consumer

expectations and behaviors, such as the

growing costs of health care and the greater

share of those costs being paid by con-

sumers. Further, consumers increasingly bear

greater responsibility for their own health. 

Health Literacy and Adolescents: An

Agenda for the Future. General literacy

is a problem for many adolescents, raising

questions about their ability to successfully

navigate the health care delivery system. 

A research agenda is needed to help shape

the creation of new policies, programs and

tools to promote health literacy.  

Executive Summary
Convening the Symposium On January 28-29, 2009 in Washington, D.C., the National
Education Association Health Information Network (NEA HIN), with the support of the United
Health Foundation (UHF), gathered together 30 experts and leaders from the fields of educa-
tion, health and philanthropy for the symposium Health Literacy in the 21st Century: Setting
an Education Agenda. During these two days, the symposium’s participants began a dialogue
about what kind of K-12 educational infrastructure will be needed to prepare current and
future students to participate in the 21st century’s health and health care systems. 
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The Role of 21st Century Schools in

Promoting Health Literacy. School-based

health education that is aligned to stan-

dards can effectively address the knowledge

and skills needed to achieve health literacy

among students. The Coordinated School

Health model provides an environment in

which students can practice and have rein-

forced the skills of healthy behaviors. 

Robust Discussions
Symposium participants aligned around sev-

eral major constructs regarding health litera-

cy upon which further dialogue can produc-

tively build. These include: health literacy

must include skills as well as knowledge;

schools alone cannot be held accountable for

the responsibility of preparing students to

be health literate; other systems (health care,

government, philanthropy, business, etc.)

must play a role; health literacy is a neces-

sary component of healthy behavior; barriers

to advancing health literacy include insuffi-

cient accountability, limited school resources

and ownership concerns.

Additionally, symposium participants
brainstormed potential roles for key
stakeholders in the advancement of
health literacy and considered ways to
strengthen the case for and better posi-
tion health literacy through curriculum,
policy and communications strategies.  

Conclusion
The Health Literacy Symposium’s rich
discussion of the issues and opportunities
surrounding health literacy generated a
foundational alignment around key
themes as well as provocative ideas for
advancing health literacy within today’s
school environment. Participants strongly
advocated continuing the dialogue and,
especially, pursuing broader engagement
of additional stakeholders.

National Health Education
Standards: Achieving Excellence
The National Health Education Standards, developed by 

a coalition of health education organizations and profes-

sionals from across the country, set out expectations for

what students should know and be able to do by grades 

2, 5, 8 and 12 to promote personal, family and community

health. The standards provide a framework for curriculum

development and selection, instruction and student 

assessment in health education. 

For more details about these standards, visit:
www.cdc.gov/healthyyouth/sher/standards/.

STANDARD 1 Students will comprehend concepts 
related to health promotion and disease
prevention to enhance health.

STANDARD 2 Students will analyze the influence of 
family, peers, culture, media, technology 
and other factors on health behaviors.

STANDARD 3 Students will demonstrate the ability to 
access valid information, products and 
services to enhance health.

STANDARD 4 Students will demonstrate the ability 
to use interpersonal communication 
skills to enhance health and avoid 
or reduce health risks. 

STANDARD 5 Students will demonstrate the ability to use
decision-making skills to enhance health. 

STANDARD 6 Students will demonstrate the ability to 
use goal-setting skills to enhance health.

STANDARD 7 Students will demonstrate the ability to 
practice health-enhancing behaviors and 
avoid or reduce health risks.

STANDARD 8 Students will demonstrate the ability 
to advocate for personal, family and 
community health.

http://www.cdc.gov/healthyyouth/sher/standards/
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Dear Colleague,

We are pleased to present these proceedings from the symposium Health Literacy in the 21st Century: Setting
an Education Agenda, conducted January 28-29 in Washington, D.C. at the National Education Association. This

event has begun an important dialogue among essential educational organizations about how best to prepare young

people to make personally appropriate decisions related to health and health care.  

The goal of the symposium was to lay the groundwork for a national conversation on the K-12 educational infrastructure

necessary to prepare students for a lifetime of health-promoting and disease-preventing personal behaviors. Additionally,

the symposium was concerned with the challenges in preparing young adults to effectively interact with the health

and medical care systems to successfully participate in an increasingly “consumer oriented” delivery system. 

Health care now occupies 18% of the GDP of the U.S. at almost $2.5 trillion per year in expenditures. Now, more

than ever before, young people are expected to make complex choices regarding hospitals and physicians, and indi-

viduals will bear increasing financial risk and responsibility. Additionally, the genetic revolution ushers in a new com-

plexity of “probabilistic” decision making, where risks of disease and associated decisions are statistically nuanced at

a level of complexity not faced by previous generations. Increasingly, Americans who are not health literate will face 

a more perilous future, not only in terms of their personal and family wellness, but their economic prosperity as well.

We are pleased that representatives from education, health and philanthropy were able to come together and get

excited both by the call to action, and by the opportunities to enhance overall educational goals by using health

challenges as case study material. Key economic principles, probability and other statistics, and scientific concepts

can all be illustrated with examples from health care.   

Through robust dialogue, the symposium helped illuminate the challenges and opportunities we face in creating

health-literate consumers, today and in the future. The participants defined and framed the issue, examined societal

trends that shape consumer attitudes and behaviors, identified roles and responsibilities for key stakeholders,

acknowledged barriers and needs, and laid the foundation for future dialogue and actions to promote health literacy. 

We are very grateful to all the talented and caring thought leaders and practitioners who gave their time, insights

and ideas to this important convening. We hope the proceedings will stimulate your thoughts on ways that this 

dialogue can serve as a launching pad for greater engagement and action, and help elevate health literacy to an

even higher and more urgent priority within the school setting, and beyond.  

We urge your collaboration in this effort by joining us in pursuing concrete strategies that will ensure health literacy

for today’s students and all Americans.

Reed Tuckson, M.D. Jerald Newberry
EXECUTIVE VICE PRESIDENT AND CHIEF OF MEDICAL AFFAIRS EXECUTIVE DIRECTOR

UnitedHealth Group  National Education Association Health Information Network
BOARD MEMBER

United Health Foundation



HEALTH L ITERACY IN THE 21st CENTURY3 HEALTH L ITERACY IN THE 21st CENTURY

Executive Summary 1

Call to Action: Health Literacy 3

Moving Toward Action 8

What’s Needed to Move Forward? 11

Conclusion 14

Appendix: 
List of Symposium Participants 15
Symposium Agenda 16
Recommended Stakeholder Actions 17

ACKNOWLEDGMENT

The conveners would like to acknowledge the symposium participants, whose valuable insights

and expertise helped to propel a national conversation about health literacy in the 21st century. 

ABOUT UNITED HEALTH FOUNDATION

Guided by a passion to help people live healthier lives, United Health Foundation supports 

activities that expand access to quality health care services for those in challenging circumstances

and partners with others to improve the well being of communities. The Foundation also 

provides helpful information to support decisions that lead to better health outcomes and healthier

communities. Since established by UnitedHealth Group [NYSE: UNH] in 1999 as a not for

profit private foundation, the Foundation has committed more than $160 million to improve

health and health care. For more information, visit www.unitedhealthfoundation.org. 

ABOUT THE NATIONAL EDUCATION ASSOCIATION HEALTH INFORMATION NETWORK

As the nonprofit health affiliate of the National Education Association, the NEA Health

Information Network (NEA HIN) provides health and safety information to 3.2 million educa-

tional employees and students it serves. NEA HIN distributes information nationally through

NEA's 51 state/territory affiliates as well as 14,000 local education associations. NEA HIN 

serves as a link between public school employees; local, state and national health organizations;

and government agencies. Since its inception, NEA HIN has addressed numerous health & safety

issues that affect NEA members and students, including HIV/AIDS, substance abuse, cancer,

teen pregnancy, mental wellness, nutrition, school safety, asthma and environmental hazards in

schools. For more information, visit www.neahin.org.

A free downloadable copy of these proceedings is available at www.neahin.org.

Contents

http://www.unitedhealthfoundation.org/
http://www.neahin.org/
http://www.neahin.org/


HEALTH L ITERACY IN THE 21st CENTURY1

Critical Need in 21st Century
A healthy population is critical to our
nation’s future. What makes health literacy
an urgent issue in today’s — and tomor-
row’s — complex world of health informa-
tion and services is the simple fact that
consumers, more than ever before, have the
opportunity and responsibility to manage
their own and their family’s health care.
To do this competently, they must

process lots of information about services
and providers, treatment options and
related costs. They must also possess
skills to problem-solve, make sound 
decisions and tap into the myriad of
resources available to support them
through the process. Compounding this,
consumers are dealing with rising health
care costs within an economy under stress. 

In order to provide current and future
generations of students with the knowl-
edge and skills of health literacy, schools
must play a central role in preparing
young consumers to manage and advo-
cate for their health and health care
needs. Yet the goal of health literacy is
particularly challenging given an environ-
ment in which schools today are focused
on educating an increasingly diverse stu-
dent population, to levels of academic
achievement never before expected, while
simultaneously addressing many other
priorities. 

Framing the Issue
The definition of health literacy endorsed
by the symposium’s participants is that
found in the National Health Education
Standards: Health literacy is the capacity
of an individual to obtain, interpret and
understand basic health information and
services and the competence to use such
information and services in ways that are
health-enhancing.

To provide a common framework with-
in which to discuss the complex issues sur-
rounding health literacy, NEA HIN com-
missioned three “white papers” that were
presented to the symposium. Each paper
addressed distinct aspects of health literacy:

Consumers in a Complex and Dynamic

Health Care Environment. Key trends in

the health care arena are shaping consumer

expectations and behaviors, such as the

growing costs of health care and the greater

share of those costs being paid by con-

sumers. Further, consumers increasingly bear

greater responsibility for their own health. 

Health Literacy and Adolescents: An

Agenda for the Future. General literacy

is a problem for many adolescents, raising

questions about their ability to successfully

navigate the health care delivery system. 

A research agenda is needed to help shape

the creation of new policies, programs and

tools to promote health literacy.  

Executive Summary
Convening the Symposium On January 28-29, 2009 in Washington, D.C., the National
Education Association Health Information Network (NEA HIN), with the support of the United
Health Foundation (UHF), gathered together 30 experts and leaders from the fields of educa-
tion, health and philanthropy for the symposium Health Literacy in the 21st Century: Setting
an Education Agenda. During these two days, the symposium’s participants began a dialogue
about what kind of K-12 educational infrastructure will be needed to prepare current and
future students to participate in the 21st century’s health and health care systems. 
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The Role of 21st Century Schools in

Promoting Health Literacy. School-based

health education that is aligned to stan-

dards can effectively address the knowledge

and skills needed to achieve health literacy

among students. The Coordinated School

Health model provides an environment in

which students can practice and have rein-

forced the skills of healthy behaviors. 

Robust Discussions
Symposium participants aligned around sev-

eral major constructs regarding health litera-

cy upon which further dialogue can produc-

tively build. These include: health literacy

must include skills as well as knowledge;

schools alone cannot be held accountable for

the responsibility of preparing students to

be health literate; other systems (health care,

government, philanthropy, business, etc.)

must play a role; health literacy is a neces-

sary component of healthy behavior; barriers

to advancing health literacy include insuffi-

cient accountability, limited school resources

and ownership concerns.

Additionally, symposium participants
brainstormed potential roles for key
stakeholders in the advancement of
health literacy and considered ways to
strengthen the case for and better posi-
tion health literacy through curriculum,
policy and communications strategies.  

Conclusion
The Health Literacy Symposium’s rich
discussion of the issues and opportunities
surrounding health literacy generated a
foundational alignment around key
themes as well as provocative ideas for
advancing health literacy within today’s
school environment. Participants strongly
advocated continuing the dialogue and,
especially, pursuing broader engagement
of additional stakeholders.

National Health Education
Standards: Achieving Excellence
The National Health Education Standards, developed by 

a coalition of health education organizations and profes-

sionals from across the country, set out expectations for

what students should know and be able to do by grades 

2, 5, 8 and 12 to promote personal, family and community

health. The standards provide a framework for curriculum

development and selection, instruction and student 

assessment in health education. 

For more details about these standards, visit:
www.cdc.gov/healthyyouth/sher/standards/.

STANDARD 1 Students will comprehend concepts 
related to health promotion and disease
prevention to enhance health.

STANDARD 2 Students will analyze the influence of 
family, peers, culture, media, technology 
and other factors on health behaviors.

STANDARD 3 Students will demonstrate the ability to 
access valid information, products and 
services to enhance health.

STANDARD 4 Students will demonstrate the ability 
to use interpersonal communication 
skills to enhance health and avoid 
or reduce health risks. 

STANDARD 5 Students will demonstrate the ability to use
decision-making skills to enhance health. 

STANDARD 6 Students will demonstrate the ability to 
use goal-setting skills to enhance health.

STANDARD 7 Students will demonstrate the ability to 
practice health-enhancing behaviors and 
avoid or reduce health risks.

STANDARD 8 Students will demonstrate the ability 
to advocate for personal, family and 
community health.

http://www.cdc.gov/healthyyouth/sher/standards/
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At the same time, consumers are increas-
ingly required to take on more responsi-
bility for managing their own and their
family’s health. This, in turn, often
entails considerable reading and research,
sorting through a plethora of services,
providers, treatment options and, further,
analyzing and negotiating the associated
costs of all these options. 

Our complex world of health informa-
tion and services asks more of consumers
today than ever before. How consumers
— and our society as a whole — respond
to this challenge will go a long way
toward determining their health status
during the years ahead.

Which leads to the role of schools in
promoting widespread health literacy. 
To enable current and future generations
of students to become productive mem-
bers of society and thriving adults, it 
is critical that they learn the knowledge
and the skills needed to understand,
manage and advocate for their own
health and health care. In turn, such
gains in health literacy through school-
based programs may contribute to clos-
ing the gaps in health status between
socioeconomic groups in America today.

The development of health literacy
will necessarily involve both the educa-
tional and health systems — as well as
other stakeholders from both the private
and public sectors — each of which has a
unique role to play.  

Needed now is a clear understanding
of and respect for the role of each 
system, an understanding of how the
development of health literacy can be
integrated into the existing work of 
each system, as well as support for the
resources needed by each system to
undertake the process of helping the
nation’s youth become health literate 
on a broad scale.

Launching the Dialogue
On January 28 and 29, 2009, the
National Education Association Health
Information Network (NEA HIN), 
with the support of the United Health
Foundation (UHF), convened a sympo-
sium entitled Health Literacy in the
21st Century: Setting an Education
Agenda. Held at the headquarters of the
National Education Association in
Washington, D.C., event participants
included leaders and staff from a wide
array of education, health, medical and
other organizations, representing both
the public and private sectors. To foster
interaction and dialogue, attendance at the
symposium was limited to 30 participants.

Created collaboratively by NEA HIN
and the United Health Foundation, the
Health Literacy symposium sought to
address the need for, and the challenges 
and solutions to strengthening health-
related knowledge and skills among the
nation’s students.  

Call to Action: Health Literacy

Health literacy is 
the capacity of an
individual to obtain,
interpret and under-
stand basic health
information and 
services and the 
competence to use
such information and
services in ways that
are health-enhancing.

Joint Committee on National
Health Education Standards, 2007

An Urgent Challenge As the 21st century begins, the United States faces a significant
economic challenge from the rising cost of health care. According to the Henry J. Kaiser
Family Foundation’s 2008 Employee Health Benefits Survey, the average employee 
contribution to company-provided health insurance increased more than 120 percent since
2000, while average out-of-pocket costs for deductibles, co-payments for medications 
and co-insurance for physician and hospital visits rose 115 percent. 
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The Collaboration Begins
A diverse mix of organizations was invit-
ed to participate in the symposium,
including academic experts in the fields
of school health and health literacy, as
well as members of leading education
and health organizations. Participating
organizations included the Learning First
Alliance and national associations repre-
senting teachers, boards of education,
school health professionals and school
administrators at the building, district
and state levels. On the health side, par-
ticipating organizations included the
Centers for Disease Control and
Prevention, American Association of
Family Physicians, Society for Public
Health Education and Grantmakers for
Health, as well as leading experts in
health care, health policy and public
health. (See complete list of symposium
participants in Appendix.)

During the symposium, participants
met in both large and small groups to
discuss challenges, debate ideas and
brainstorm an array of specific actions
and desired outcomes for advancing
health literacy. 

Agenda topics included: 

� Role of school programs and services in
promoting health literacy

� How teachers and other school employ-
ees can be effective health literacy role
models

� How health literacy can lead to chang-
ing behaviors

� Integrating public health and health
care delivery systems into what schools
are doing

� Identifying the barriers to increasing
health literacy and how to overcome
them

� How to make more compelling the
case for health literacy

� The role for other sectors (health care,
government agencies, etc.) in support-
ing health literacy 

Defining “Health Literacy”  
Two commonly accepted definitions of
health literacy were used in planning for
and carrying out the symposium. One,
espoused by the Institute of Medicine,
defines health literacy as “…the degree
to which individuals have the capacity to
obtain, process and understand basic
health information and services needed to
make appropriate health decisions”
(Healthy People 2010).  Given the sym-
posium’s focus on the role that schools
and education systems play in promoting
health literacy, however, the meeting par-
ticipants endorsed as more useful the fol-
lowing definition from the National
Health Education Standards:  

Health literacy is the capacity of an
individual to obtain, interpret, and
understand basic health information
and services and the competence to
use such information and services in
ways that are health-enhancing. 

The crucial difference between the 
two definitions is the National Health
Education Standard’s added dimension 
of the skill (competence) needed to
understand and use basic health infor-
mation. By adding this skill component,
school-based health education moves
beyond what students “need to know” 
to what they “need to be able to do with
the information they are taught.” 

Framing the Issue 
To provide symposium participants with
a common baseline understanding of the
issues surrounding the development of
health literacy, NEA HIN commissioned
three “white papers” from experts in the
field. Each paper focused on distinct and
fundamental questions: 
1. What are the critical issues relevant to

consumers of the health and medical
care systems now and throughout the
21st century? Are there ways that the
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concerns of the consumer and needs 
of the health delivery sector can be
addressed in ways beneficial to both?
(Judith Hibbard, PhD)

2. To what degree will the current and
next generation of health care con-
sumers be ready and able to make
appropriate personal health care 
choices and participate in the health
and medical care systems that are likely 
to exist in the future? 
(Jennifer Manganello, PhD)

3. What current initiatives exist that
educate students about health care
choices they will need to make in the
future? What is missing and how can
the gaps be addressed? 
(Tami Benham Deal, PED, and 
Bonni Hodges, PhD)

Paper 1 – Consumers in a 
Complex and Dynamic 
Health Care Environment 
In her paper, Judith Hibbard identifies
three key trends in health care shaping
expectations (some might say demands)
for consumer behavior:

� The growing costs of health care,
which are compounded by the fact that
a greater share of those costs is being
borne by the individual consumer;

� The availability of more information
for use in making health care choices
and the assignment of more personal
responsibility for making those 
choices; and 

� The increased complexity of the range
of health care options and of the tasks
involved in managing personal health
and health care. 

When combined, these trends make 
clear that consumers will have increasing
responsibility for their own health during
the years ahead, and that the consequences
of their choices will be ever more signifi-
cant, both for their pocketbooks and for
their well-being. Furthermore, if current
socioeconomic gaps in health status
remain unchanged, those most able to
meet these new consumer health care
demands will be those who are better 
educated; those who are less educated 
will be further disadvantaged.   

Being an engaged and “activated” consumer means being proactive in maintaining 
health and preventing disease and managing illness. Activated consumers work with 
their physicians to make informed choices, and they arm themselves with information.
They understand the health care delivery system and how to navigate it. 

Consumers who are highly activated are overall more proactive about their health, 
they are more likely to seek out and use information to inform their decisions and to
engage in more healthy behaviors. Activated consumers are cognizant of what high-quality
care entails, and they seek it out. Those who are less activated are more vulnerable 
to barriers, they are less able to problem-solve and less able to cope with stress.

Health care providers are typically paid the same whether they deliver high quality 
care or not. Policy makers are looking to consumers to help solve deficiencies in the 
quality of health care. Having more knowledgeable, engaged patients making informed
decisions about their care and managing their health would improve both the quality 
of care and health outcomes. It would mean that individuals would fare better and the 
system would function better.  

Excerpted from “Consumers in a Complex and Dynamic Health Care Environment,” by Judith H. Hibbard, 
University of Oregon. Available at www.neahin.org.

Why “Activated” Consumers?

If current socio-
economic gaps in
health status remain
unchanged, those
most able to meet
these new consumer
health care demands
will be those who 
are better educated;
those who are less
educated will be 
further disadvantaged.

http://www.neahin.org/
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Avoiding such a scenario will require
health care consumers be both health 
literate and “activated.” An activated
consumer understands that he/she must
take an active approach to personal
health and health care, and will feel
empowered to take on the role of
informed advocate. The important point
is that this takes more than knowledge. 
To be activated means having skills in
literacy, numeracy, problem-solving and
decision-making, as well as the ability 
to learn and adapt new behaviors, and
the confidence to be prepared and
assertive in medical or health situations.  

Paper 2 – Health Literacy 
and Adolescents: An Agenda 
for the Future 
In the most immediate sense, adolescents
are the next generation of health con-
sumers. In her paper, Jennifer Manganello
identifies several key issues impacting
health literacy in adolescents today:
� General literacy is a problem for many

adolescents;
� Little is currently known about how

health literacy impacts health behavior
and outcomes for adolescents;

� Adolescents are increasingly involved
in their own health care, and there is 
a growing prevalence of chronic illness
among adolescents (including diabetes,
asthma and mental illness);

� Adolescents are becoming more
autonomous and will soon be navigat-
ing the health care system on their
own; and

� Adolescents access health information
from different sources and in different
ways than adults.

The scope and seriousness of these issues
underscore the need for developing a
research agenda that can help shape the
creation of policies, programs and tools
to build, empower and sustain wide-
spread adolescent health literacy.  

Paper 3 – The Role of 21st Century
Schools in Promoting Health Literacy 
Schools in the 21st century are tasked
with building the skills and capacities of
the nation’s children in areas far beyond
those expected in the past. Never before
has so much been asked of public educa-
tion: to educate all children to high lev-
els in the many different realms that go

Reaching Adolescents: A Critical Audience
A recent survey of young adolescents by the Nemours
Foundation reported about 80 percent of respondents said
they were very or sort of interested in learning more about
health, but almost a quarter of them (22 percent) said
health information was very or sort of hard to understand
(Kidshealth, n.d.). Another study found about 25 precent of
students said it was hard to understand health information
(Brown, Teufel, & Birch, 2007).

Health literacy for adolescents requires attention given
the large amount of educational and other materials distrib-
uted to youth by health providers, schools, and intervention
programs. The readability of materials is highly relevant to
this issue, as adolescents cannot use information to guide
their choices about health behavior or develop health literacy
skills if they fail to understand information provided to them.  

Health literacy has the potential to affect all adoles-
cents, but it is especially relevant for those who have a
chronic illness. There is a growing prevalence of chronic
illness such as asthma, diabetes, cystic fibrosis and mental
illness among youth ages 0 to 17. Adolescents with chronic
illness are likely to have more interaction with the health
system, as well as greater responsibility for participating
in their care and treatment. Studies have found that teens
with a chronic illness such as diabetes go online to seek
information about managing their illness, and that medical
providers believe it is important for adolescents with 
chronic illness to have adequate health literacy skills.

Excerpted from “Health Literacy and Adolescents: An Agenda for the
Future,” by Jennifer A. Manganello, School of Public Health, State University
of New York at Albany. Available at www.neahin.org. 

http://www.neahin.org/
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beyond the “basics.” In this context,
authors Tami Benham Deal and Bonni
Hodges explore what structures, pro-
grams and curriculum are currently in
place in schools that can be used to build
and support health literacy.  

In addition to literacy and numeracy
(both of which are necessary, but not 
sufficient components of health literacy),
schools promote health literacy through
school-based health education delivered
either in health classes or through other
curricular areas.  

When aligned to the National Health
Education Standards (see sidebar, page 2),
or state standards based on the national
standards, school-based health education
addresses both the knowledge and the
skills needed to be health literate.  

Another way schools support and pro-
mote health literacy is through a coordi-
nated school approach to school health 
(or a coordinated school health program),
the aim of which is to provide an environ-
ment in which students can practice and
reinforce the skills of healthy behaviors.

Health Literacy in the 21st Century
The Partnership for 21st Century Skills — a consortium of
business, community and education leaders and policy 
makers coming together to define a vision for 21st century
education — has named health literacy a 21st century inter-
disciplinary theme that must be woven into the content of
core subject areas in order to enhance the capacity of stu-
dents to gather and use health-related information from a
variety of sources and apply it in health-promoting ways.
Unfortunately, many of today’s students are not acquiring the
knowledge and skills they will need to thrive in the real-world
health care environment they are about to enter.  

The Partnership for 21st Century Skills stresses the impor-
tance of a skills-based approach to teaching health education.
In the skills-based classroom, students evaluate printed and

electronic sources of health information and services to deter-
mine the validity of those sources. They analyze internal and
external influences on their health choices and behaviors. They
learn how to make appropriate health-related decisions and set
appropriate health goals. They also develop skills that enable
them to manage their health behaviors and reduce their
health risks. They practice engaging in interpersonal commu-
nication and advocating for personal and community health. 

For more information about the Partnership for 21st
Century Skills, visit www.21stcenturyskills.org. 

See also “The Role of 21st Century Schools in Promoting Health Literacy,” 
by Tami Benham Deal, University of Wyoming, and Bonni Hodges, State
University of New York at Cortland. Available at www.neahin.org.

Source: Partnership for 21st Century Skills

21st CENTURY STUDENT OUTCOMES AND SUPPORT SYSTEMS

http://www.neahin.org/
http://www.21stcenturyskills.org/
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� For health literacy as a construct to 
resonate with school leaders and educa-
tors, a definition that includes skills
(competencies) is crucial, because it
aligns with the way in which the edu-
cational community is thinking about
the balance of content and skills. 

� Schools alone cannot be held account-
able for the responsibility of preparing
students (the next generation) to be
health literate. Other systems — such
as health care, government, philan-
thropy and business — must play their
part, both in supporting schools and in
making changes within their own
realms.

� Health literacy is a necessary compo-
nent of healthy behavior — it is part 
of a personal “toolkit” for change. 
To achieve health literacy, schools have 
an important role in providing health
education that is aligned with national
standards. Health professionals must
accommodate different levels of health
literacy and different ways of accessing
information.

� It will be helpful to the development
of programs and partnerships to
remember that the educational and
health care systems may have different
“ends” in mind. For health, the end 
is a literate, activated consumer who
practices health-enhancing behaviors.
For education, it is a student with 
certain knowledge and skills that can
be applied beyond the time he/she is 
in school. 

… Along with Some Challenges 
Symposium participants also identified
some key challenges to the development
of widespread health literacy, which
resulted in rich discussion.

� Some participants expressed the concern
that a singular focus on health literacy,
in the belief that its achievement would
entirely eliminate current health status
disparities and gaps, might leave unad-
dressed other basic flaws in the health
care system (lack of providers, coverage
for costs and other access issues) not
solvable by health literacy alone.  

� Likewise, there was a concern that the
practice of advocacy in health education
is most commonly defined as advocacy
for self and others, whereas it may be
that the practice of advocacy should 
be expanded to a more “systemic”
approach that addresses concerns about
systemic gaps and disparity. 

� While there were many questions about
what the particulars of a Coordinated
School Health Program might look like,
there was general agreement that having
content and skills taught in health educa-
tion lessons or classes, with subsequent
application of the content and skills
reinforced in a coordinated fashion,
would likely enhance the impact of
that instruction. 

� Participants expressed concern that 
the expectation in many schools that it
should be the health education faculty
that manages the coordination of
health literacy programs and curricu-
lum may be unrealistic. This was 

Moving Toward Action
Several Themes Emerge… During the course of the symposium’s conversations, several
major themes became clear. These represented key points of agreement from which more
concrete suggestions and ideas flowed.

Schools alone cannot
be held accountable
for the responsibility
of preparing students
(the next generation)
to behealth literate.
Other systems —
such as health care,
government, 
philanthropy and
business — must 
play their part
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reinforced by the observation of some 
participants that when coordination
appeared to be working, it was due to 
a clear and empowered leader at the
building and district levels. Several
participants also described the benefits
of using an assessment tool such as
CDC’s School Health Index (SHI) to
assess a Coordinated School Health
Program. The SHI is a self-assessment
and planning tool that schools can 
use to improve their health and safety
policies and programs.
(Note: SHI is available at https://apps.
nccd.cdc.gov/shi/default.aspx). 

� Finally, some participants raised 
questions about the capacity of schools
and the education system to change in
the context of the observation that a
significant amount of secondary school
health education is taught by out-of-
subject teachers, an issue that clearly
affects other areas in education. 

(Note: For more information on the Coordinated
School Health Program model, see page 12.)

Key Roles in Health Literacy  
In response to the three issue-framing
“white papers,” the symposium’s partici-
pants formulated and then addressed 
specific key questions focused especially 
on what roles ought to be played by 
which stakeholders in the advancement 
of health literacy.

Question: Health can be addressed
through more than formal health 
education. What is the role of other
school programs and services? 
(This is sometimes referred to as 
coordinated school health.)

� Instructional and non-instructional
staff needs to work together and across
academic and nonacademic disciplines
to find the areas of common skills,
opportunities for the infusion of skills

and content, and the opportunity to
practice the skills being taught. 

� There is a need for leadership and
administrative support. This includes the
use of mid-level managers such as school
health coordinators who are well trained,
and the removal of barriers that prevent
community and voluntary health organi-
zations from working in the schools.  

� Health literacy should be linked to
other areas of academic performance
given that disparities in health and
education affect the same populations.

Question: Are teachers (not those 
responsible for teaching health content)
primary vehicles for change? If the
answer is yes, what is the role of teachers
and other school employees in role model-
ing, promoting, teaching, contributing
to health literacy, and what are the 
professional development and other
implications for education systems? 

� Teachers are the key to all school-based
literacy efforts but health literacy is 
not often prioritized in the demands
for educational results. Integration
across curricula areas could help to
address this issue. 

� Teachers need to have a better under-
standing of the needs for the future
workforce: this is particularly true for 
elementary school teachers. Teachers
need to be part of an effort to cross-
walk knowledge and skills across 
subjects and this should be expanded
to include textbooks.

� This is a problem that needs to be
addressed through both the preparation
of new teachers and professional 
development for the current workforce.   

Question: What is the role of systems
such as public health, health care 
delivery and others? How can these
other systems be integrated into what
schools are doing?

Teachers are the 
key to all school-based
literacy efforts, but
health literacy is not
often prioritized in
the demands for 
educational results.

https://apps.nccd.cdc.gov/shi/default.aspx


HEALTH L ITERACY IN THE 21st CENTURY10

� Funding can and should support 
integration and this integration needs
to occur at all levels. 

� The question was raised of how to 
educate the leadership of different
groups as to what health literacy is 
and what it means. 

� The discussion continued about
whether health literacy is an end in 
and of itself or a means to an end.  

Acknowledging the Challenges
Symposium participants identified some
of the challenges to advancing health liter-
acy. Many of these, if not all, are the same
challenges facing other types of school-
based initiatives, not just health literacy.
Often such challenges are overcome with
advocacy and collaborative planning.

Accountability
� The No Child Left Behind legislation

leaves little room for other priorities;
health literacy is not part of Adequate
Yearly Progress (AYP) metrics, which
are used by schools, districts and states
to monitor accountability for student
performance under the No Child Left
Behind Act.

� Health literacy is not linked to
accountability priorities.

� A perception exists that health 
literacy is a new area.

School Resources
� There is lack of teacher training 

for health literacy.
� The structure of instructional days is 

a limiting factor for advancing health 
literacy.

� There is uneven implementation of
programs due to resource constraints.

� Lack of appropriate examples from
across the curriculum is constraining.

� Different languages of different 
sectors slows progress.

Ownership
� Health literacy is not seen as a shared

responsibility.
� Health literacy is not linked to 

remuneration in medical systems.
� Competing demands hamper 

implementation.
� Health literacy does not belong to 

anyone.

Recommended Roles for Key Sectors
Symposium participants 
identified sectors that can 
move health literacy forward, 
along with some proposed 
roles that each can play 
in creating a more health-
literate society.

> The commercial sector: provide a 
supportive and healthy workplace.

> The research sector: provide evidence
that links health status to educational
outcomes and vice versa.

> Health and social service systems: 
work to eliminate barriers to navigation.

> Health-related professionals: recalibrate
the norm, realign assumptions and
demands, and be educators.

> The education sector: teach relevant
skills and increase the knowledge base 
of students. Additionally, educators can
be involved in partnerships to teach 
clinicians how to teach.

Challenges to 
advancing health 
literacy are the same
challenges facing 
other types of 
school-based 
initiatives. Often 
such challenges 
are overcome 
with advocacy 
and collaborative 
planning.
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� Schools need health education that is
aligned with standards that focus on
what students need to know and are
able to do.  

� Successful health education is delivered
best in a school environment with a
coordinated approach and where mes-
sages are reinforced and skills practiced
in multiple areas.

� Schools should explore opportunities
for introducing health content and the
practice of skills across the curriculum.  

Strengthening the Case
Participants offered ideas for ways to
strengthen the case for — and better
position — health literacy, using a com-
bination of approaches involving curricu-
lum, policy and communications strate-
gies, and urged that these ideas become
the subject for future dialogue among the
various stakeholders.

Curriculum: Participants suggested
investigating further such strategies as
weaving health literacy through all sub-
ject areas and aligning health literacy
with instruction in 21st century skills.
(Participants acknowledged that teachers
will need support and professional devel-
opment to effectively connect health lit-
eracy to other outcomes for students.)

Policy: The primary suggestion here was
to develop and present, quickly and with
rigor, evidence that health literacy saves
health-care dollars. It was further sug-
gested that health literacy becomes a

more compelling issue when connected
with economics and social justice.
Finally, participants offered that obtaining
the supportive and joint engagement 
of the U.S. Secretaries of Education and
Health would advantageously combine
policy with high-level “bully pulpit”
communications. 

Communications: There was a consensus
that the development, promotion and 
distribution of case studies of successful
health literacy programs and outcomes,
along with accompanying talking points
and common resolutions/leadership state-
ments, would go a long way to making
the case for health literacy more persua-
sive with a broad range of stakeholders. 

Possible Actions for Stakeholders
Symposium participants considered 
various ideas for how key stakeholder
groups might support schools in advanc-
ing health literacy. These ideas were 
discussed within the context of how each
stakeholder group might align around
the symposium’s three broad points of
consensus. (See above.) What follows 
are some possible action recommenda-
tions generated by the symposium’s 
participants. They illustrate not merely
the range of stakeholders touched by the
issue of health literacy but the great
number of possible actions open to them. 

For instance, professional schools, 
colleges and community colleges that
prepare — and subsequently provide 
professional development for — teachers,

What’s Needed to Move Forward?
Aligning on Broad Points Participants reached consensus on several broad points, 
while still allowing for differences in the details of implementation strategies. Recognizing
that schools are not the only system with responsibility for improving health literacy, 
the key points of consensus were: 
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administrators and school health educa-
tors could consider several different
strategies, from identifying common
skills across disciplines and then teaching
towards infusion/integration, to teaching
National Health Education Standards
(NHES) and Coordinated School Health
Program (CSHP) skills to administrators
and school health educators. School
employee and professional organizations
could produce case studies of best prac-
tices and also work to develop schools as
healthy worksites.

For their part, health care providers

could support and increase on-site provi-
sion of care and services during, before
and after school. And health insurers
could reimburse health education services
in addition to reimbursing medical and
mental health services. Insurers also
could help to fund curriculum develop-
ment, assessment and professional devel-
opment needs of educators.

In a different realm, philanthropies
and other health funders might pursue
such strategies as framing their RFP
guidelines so that they communicate
their responsiveness to schools applying

Coordinated School Health Program (CSHP) Model
Health is not just the absence of disease. Rather, it is a
multi-faceted state of being that includes physical health,
mental health and social well-being. This realization informs
the approach in the school environment known as the
Coordinated School Health Program (CSHP) model.

CSHP is based on the premise that schools by them-
selves cannot — nor should they be expected to —
solve the nation’s most serious health and social problems.

Rather, many stakeholders must be involved, and schools
provide an excellent setting where this involvement can
occur, bringing together families, youth, health care 
workers, the media, religious organizations and community
organizations that serve youth.

Coordinated School Health Programs 
have eight components:
Health Education: A planned, sequential, K-12 curriculum
that addresses the physical, mental, emotional and social
dimensions of health. 
Physical Education: A planned, sequential K-12 curriculum
that provides cognitive content and learning experiences in 
a variety of activity areas such as basic movement skills;
physical fitness; rhythms and dance; games; team, dual, 
and individual sports; tumbling and gymnastics; and aquatics. 
Health Services: Services provided to students to appraise,
protect, and promote health. 
Nutrition Services: Access to a variety of nutritious and
appealing meals that accommodate the health and nutrition
needs of all students.

Counseling and Psychological Services: Services provided
to improve students' mental, emotional and social health. 
Healthy School Environment: The physical and aesthetic
surroundings and the psychosocial climate and culture 
of the school.
Health Promotion for Staff: Opportunities for school staff 
to improve their health status through activities such as
health assessments, health education and health-related 
fitness activities.  
Family/Community Involvement: An integrated school, 
parent, and community approach for enhancing the health
and well-being of students. 

For additional information, visit:

http://www.cdc.gov/healthyYouth/CSHP/

Coordinated 
School 
Health 

Program

http://www.cdc.gov/healthyYouth/CSHP/
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for support in establishing and evaluating
effective — and replicable — health liter-
acy programs. They might also use the
NHES and CSHP as benchmarks in con-
sidering proposals. They might fund pro-
posals seeking to build the health literacy
capacity of our nation’s schools. And they
might cease their funding of categorical
and information dumping acts.

In yet a different realm, local school
boards and municipal governments could
consider engaging the public around the
issue of health literacy by undertaking a
public communications program (at pub-

lic meetings, by press releases, websites
and e-blasts, etc.), as well as building —
and requiring — relationships with other
stakeholders (like local hospitals and
HMOs, for example). Similarly, state
departments of education and health
might develop a skills network for health
educators while at the same time devel-
oping a sample performance track that
incorporates all 21st century skills.

(For the full listing of all recommended possible
actions by stakeholders please see “Recommended
Stakeholder Actions” in the Appendix.)

Health Education Assessment Program
The Health Education Assessment Project (HEAP) is a project of the Council of Chief State
School Officers’ State Collaborative on Assessment and Student Standards. The mission 
of HEAP is to develop effective standards-based health education resources through a 
collaborative process, and to increase members’ capacity to align curriculum, instruction 
and assessment to improve student health literacy through improved health instruction. 
The HEAP’s web-based system allows its members to collaboratively 1) develop and edit
assessment resources, 2) support online testing of students, 3) develop resources to
improve students’ health and reading literacy and 4) expand the HEAP’s distance learning
course. All products and services can be specialized and adapted to state-specific needs.  

For more information on HEAP, visit:

http://www.ccsso.org/content/pdfs/SCASSHEAPDescription.pdf

http://www.ccsso.org/content/pdfs/SCASSHEAPDescription.pdf
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The Health Literacy Symposium generated rich discussion about the issues and oppor-
tunities surrounding the promotion of health literacy within today’s school environment.
The convening resulted in alignment around a working definition of health literacy. It also
suggested a framework for understanding how advancing health literacy will be impacted
by societal trends and current challenges within education, as well as economic realities.
Importantly, there were numerous areas of agreement, and many interesting and provocative
ideas, about how to move the issue forward. Finally, there was considerable energy and
interest among the participants to continue the dialogue and pursue deeper understanding
and broader engagement of additional stakeholders.

Conclusion
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Health Literacy in the 21st Century: Setting an Education Agenda
January 28 & 29, 2009

Objective: To frame an agenda for schools and the education sector to address health literacy and 
prepare the next generation to make appropriate health decisions and utilize health resources and services 

Health literacy is the degree to which individuals have the capacity to obtain, process, and understand 
basic health information and services needed to make appropriate health decisions. (HEALTHY PEOPLE 2010)

WEDNESDAY, JANUARY 28

[TIME] [TOPIC]

8:00 – 8:30 Breakfast

8:30 – 9:00 Welcome, Opening Comments

9:00 – 9:15 Review Meeting Objectives and Agenda, Opening Exercise

9:15 – 9:45 Introductions 

9:45 – 10:45 Panel Presentation

10:45 – 11:00 Break

11:00 – 11:50 Q and A: Open Discussion

12:00 – 1:00 Lunch 

1:00 – 1:45 What’s at Stake?

1:50 – 2:45 Small Groups

2:45 – 3:00 Break

3:00 – 4:00 Full Group Report Out

4:00 – 4:30 Setting the Stage for Day Two

THURSDAY, JANUARY 29

[TIME] [TOPIC]

8:00 – 8:30 Breakfast

8:30 – 8:45 Setting the Agenda for Day Two

8:45 – 10:00 Setting an Education Agenda: What should schools/education community stakeholders do more or less of?

10:00 – 10:15 Break

10:15 – 10:45 Role of Other Systems

10:45 – 11:30 Report Out

11:45 – 12:00 Closing Remarks and Next Steps

Symposium Agenda



HEALTH L ITERACY IN THE 21st CENTURY17

Professional Preparation • Teach National Health Education Standards (NHES) and Coordinated School Health 
and Development Program (CSHP) skills to school health educators 

• Identify common skills across disciplines and use/teach toward infusion/integration 
• Teach NHES and CSHP skills to administrators 

School Employee and • Produce case studies of best practices 
Professional Organizations • Provide health literacy professional development for educators 

• Develop schools as healthy worksites 

Students and • Involve parents in curriculum development and school health advisory councils
Parents/Caregivers • Have students define their own health issues 

• Engage school advisory councils with the School Health Index 

Governance Local: 
• Engage the public around the idea through communication 
• Build/require relationships with other stakeholders 
State:
• Develop a skills network for health educators 
• Develop a sample performance track that incorporates all 21st century skills 

Federal Agencies • Provide incentives/money for action at the local level 
• Bring disparate groups and all involved in the federal agencies to the table 

Philanthropy/Health Funders • Use CSHP and NHES as benchmarks for proposals 
• Frame RFP guidelines to be responsive to school applications 
• Stop funding for categorical and information dumping acts 
• Fund capacity building 

Health Care Providers • Support and increase on-site provision of care and services during/before/after school 
• Model appropriate actions/behaviors/educations 

Insurers • Reimburse for health education services 
• Fund curriculum development, assessment and professional development 
• Reimburse medical and mental health services 

National and Local • Develop programs to enhance health literacy skills that can be conducted 
Nonprofit Organizations and in collaboration with schools 
Community-based Organizations • Produce case studies in best practices 

Voluntary Health • Develop and engage effective advocates
Organizations • Gain coordinated support for curriculum 

Business • Provide technology support
• Provide financial support 

Public Health • Provide leadership in convening and resourcing agencies to support schools 
• Provide data about communities’ health and implications of funding for parent groups 
• Coordinate services 

Recommended Stakeholder Actions

STAKEHOLDER GROUP POSSIBLE ACTIONS
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TYPICALLY DEFINED AS “THE DEGREE TO WHICH INDIVIDUALS

have the capacity to obtain, process, and understand basic
health information and services needed to make appropri-
ate health decisions” (Selden, Zorn, Ratzan, & Parker,
2000), health literacy has become an important public
health issue. While various professional groups and indi-
viduals have different ideas concerning what health literacy
includes and how it should be addressed (Logan, 2007;
Baker, 2006), most would agree that health literacy
involves the acquisition of skills that allow people to make
informed choices about their health care and behavior. 

Don Nutbeam provides a useful and often cited model
of health literacy, describing functional, interactive, and
critical literacy, which together contribute to a more com-
plete perspective of health literacy (Nutbeam, 2000). The
first, functional literacy, refers to the basic ability to read
and write. Interactive literacy concerns one’s ability to
coordinate functional literacy and social skills to fully 
participate in daily activities and communication, while
critical literacy addresses a person’s potential to evaluate
information. Media literacy, the ability to critically evalu-
ate media messages, has been widely studied among youth,
and also is relevant to health literacy as it relates to adoles-
cents (Kaiser Family Foundation, 2003). Studies of adoles-
cent health literacy may focus on one or more of these 
literacy types or may be grounded in other frameworks of
health literacy. 

Why Study Adolescents?
A recent survey of health literacy and adults found that
14% had below basic health literacy, with females, Whites
and Asians, and those with more education or in the 25 to
39 age group having higher health literacy levels (Kutner,
Greenberg, Jin, Paulsen, & White, 2006). Prior research
with adult patients with low levels of literacy has found
problems completing medical forms, an inability to under-
stand instructions for prescription medications, and diffi-
culty comprehending provider instructions (Ad Hoc
Committee, 1999; Baker et al., 1996). Literacy problems
limit the ability to provide medical histories and accurate
responses to scales or other questionnaires (Lee, 1999;
Weiss & Palmer, 2004), and are associated with higher use
of health services and greater health care costs (Agency for
Healthcare Research and Quality, 2004; Baker, Parker,
Williams, Clark, & Nurss, 1997; Baker, Parker, Williams,
& Clark, 1998; Baker et al., 2004; Weiss & Palmer, 1994).
Literacy problems also may result in limited participation
in or benefit from health education programs (Williams,

Baker, Parker, & Nurss, 1998) and can influence communi-
cation between patients and providers (Schillinger,
Bindman, Wang, Stewart, & Piette, 2004; Williams,
Davis, Parker, & Weiss, 2002). People with low literacy
may not fully benefit from media interventions, cam-
paigns, or educational programs due to an inability to read,
understand or access the messages (Lindau et al., 2002;
Rudd, Comings, & Hyde, 2003).

While much research has examined literacy in health
settings and the association of literacy levels with health
outcomes for adults (DeWalt, Berkman, Sheridan, Lohr, &
Pignone, 2004), little is known about how health literacy
impacts health behavior and outcomes for adolescents.
Some might argue that adolescents have less interaction
with the health care system than adults (Newachek, Wong,
Galbraith, & Hung, 2003) and fewer health problems, 
suggesting that studying health literacy and youth should
not be a priority. However, given that adolescents represent
a group who will soon be navigating the health care system
on their own for the first time, it is crucial to gain a better
understanding of their health literacy skills and to under-
stand the implication of low health literacy skills on 
adolescent health outcomes and behavior. It is unclear
whether the trends found above for adults are also issues
affecting adolescents. 

Extensive literature exists in the education field 
regarding adolescents and literacy. Studies have shown
that literacy is a significant problem for adolescents, as
many adolescents are unable to read at the appropriate
grade level (Biancarosa & Snow, 2004). The Nation’s
Report Card reported that in 2007, for a national sample
of eighth graders, 26% of students scored below the 
basic reading level score (National Center for Education
Statistics, 2008). In 2005, 41% of eighth graders scored
below the basic level of understanding for science infor-
mation (NCES, 2008). 

While information concerning literacy skills of adoles-
cents is useful, a specific focus on health literacy is becom-
ing more relevant as adolescents are increasingly involved
with their health care (Gray, Klein, Noyce, Sesselberg, &
Cantrill, 2005), regularly interact with the health system,
and access health information which informs their actions
and behaviors. In addition, a person with high literacy 
does not always have high health literacy (Yin, Forbis, &
Dreyer, 2007). Given the low literacy levels among adoles-
cents, it is unclear how well this age group is able to
understand, process, and evaluate health information, and
while prior research has demonstrated that adolescents are
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interested in understanding health information, they may
find it difficult. A recent survey of young adolescents by
the Nemours Foundation reported about 80% of respon-
dents said they were very or sort of interested in learning
more about health, but almost a quarter of them (22%)
said health information was very or sort of hard to under-
stand (Kidshealth, n.d.). Another study found about 25%
of students said it was hard to understand health informa-
tion (Brown, Teufel, & Birch, 2007), and a recent study of
literacy related to health terms found that 46% of adoles-
cent participants were reading below grade level (Davis et
al., 2006). Health literacy for adolescents also requires
attention given the large amount of educational and other
materials distributed to youth by health providers, schools,
and intervention programs. The readability of materials is
highly relevant to this issue, as adolescents cannot use
information to guide their choices about health behavior or
develop health literacy skills if they fail to understand
information provided to them. 

Health literacy has the potential to affect all adoles-
cents, but it is especially relevant for those who have a
chronic illness. There is a growing prevalence of chronic
illness such as asthma, diabetes, cystic fibrosis, and mental
illness among youth age 0 to 17 (Agency for Healthcare
Research and Quality, 2005; Boice, 1998; Millstein & Litt,
1990). Adolescents with chronic illness are likely to have
more interaction with the health system, as well as greater
responsibility for participating in their care and treatment
(Boice, 1998). Studies have found that teens with a chronic
illness such as diabetes go online to seek information about
managing their illness (Ravert, Hancock, & Ingersoll,
2004), and that medical providers believe it is important
for adolescents with chronic illness to have adequate health
literacy skills (Fleming & Madamala, 2005).

Finally, adolescents are at a crucial stage of development
characterized by many physical, emotional, and cognitive
changes (Feldman & Elliott, 1990). Adolescents experience
changes in cognitive abilities, developing an improved
capacity for processing information, thinking more about
abstract ideas, and using reasoning skills (Keating, 1990;
Steinberg, 2005). They also are achieving greater autono-
my (Steinberg, 2005). These changes make adolescence an
appropriate time to begin thinking about health literacy
interventions, and improving health literacy at an early
age has a direct impact on health literacy later in life as
adolescents are acquiring knowledge and setting behavior
patterns they will carry with them as they transition into
adulthood (Modell & Goodman, 1990). 

What about children?
While this paper focuses on adolescents, it should not be
assumed that health literacy skill development is not
appropriate for children. For instance, the Institute of
Medicine (IOM) report suggests incorporating health
materials into current educational programs, specifically
mentioning literacy instruction for children and adults
(Nielsen-Bohlman, Panzer, & Kindig, 2004). However,
almost no research has been conducted in the health field
to explore issues of health literacy with children them-
selves. Typically, studies focusing on health literacy and
children measure health literacy of caregivers and assess the
impact of caregiver health literacy on children’s service use
and outcomes (Bennett, Robbins, & Haecker, 2003; Davis
& Mayeaux, 1994; Moon, Cheng, Patel, Baumhaft, &
Scheidt, 1998; Sanders, Thompson, & Wilkinson, 2007;
Yin et al., 2007; Yin, Dreyer, van Schaick, & Mendelsohn,
2007). For example, one study of Latino parents found that
people with a higher literacy level were more likely to use
medications for their children correctly (Leyva, Sharif, &
Ozuah, 2004), while another study of children with asth-
ma found that lower literacy of parents was correlated with
children’s incorrect inhaler use and more visits to the emer-
gency department (Wilks-Gallo, Sharif, & Ozuah, 2004).
During childhood, parents or guardians are coordinating
health care and often making decisions about health behav-
ior, such as what is served for dinner. Adolescents, on the
other hand, are becoming more independent, as mentioned
above, and adolescents are closer to the time when they
will begin to oversee their own health care.
It is important to consider the development of health liter-
acy skills for both children and adolescents, but focusing
on adolescents will ensure that those who are in more
immediate need of the information and skills will have
them. It will also allow for the development and evaluation
of approaches that can then be used with children. 

Influences on Adolescent Health Literacy 
In order to think about what future work is needed con-
cerning health literacy and adolescents, it is important to
consider the multiple factors that can influence adolescent
health literacy skill development. Frameworks proposed
by both the IOM report and the Ecological Model (EM)
suggest that different levels of influence contribute to
individual development and health behavior (Nielsen-
Bohlman et al., 2004; Sallis & Owen, 2002). While
schools play a crucial role in teaching health literacy
skills, the Ecological Model suggests that factors at multi-
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ple levels influence health knowledge and behavior.
Governali and colleagues point to this model in their 
article, suggesting that it is relevant to the social change
philosophy as it encourages health educators to focus on
the environment of youth in addition to individual skills
(Governali, Hodges, & Videto, 2005). 

Individual Characteristics
Individual traits, such as age, race, gender, cultural back-
ground, cognitive and physical abilities, and social skills
predict one’s health literacy, which then determines health
outcomes (Nielsen-Bohlman et al., 2004). In addition,
media use is a crucial component for adolescent health lit-
eracy given that adolescents are frequent users of the mass
media. Youth ages 8 to 18 spend almost six and a half
hours per day with some type of media, and media have
been shown to influence physical and social development,
health behavior, and are often cited as a source of health
information for adolescents (Borzekowski & Rickert, 2001;
Brown & Witherspoon, 2002; Jordan, 2004; Millstein,
1993; Rideout, 2001; Skinner, Biscope, Poland, &
Goldberg, 2003). Educational television has been linked
with advances in literacy, reading comprehension, and
math skills for children (Fisch, 2002). Given that media
has been linked to development, health behavior, and liter-
acy, it is reasonable to conclude there may be an association
of media use with health literacy (Zarcadoolas, Pleasant, &
Greer, 2006).

Peer and Parent Influences
In addition to individual characteristics, peer and parent
influences are especially relevant for youth (Feldman &
Elliott, 1990; Nielsen-Bohlman et al., 2004; Steinberg,
2005). Prior research has shown a relationship between
family factors and school achievement (Sikorski, 1996). 
For instance, reading aloud in the home setting can
enhance vocabulary skills (Blachowicz & Fisher, 2007), 
and encouraging reading at home is linked with an interest
in learning (Strommen & Mates, 2004). Peers also have
been shown to have a direct influence on literacy as well 
as health behavior, given their growing prominent role in
the lives of youth as they transition into adolescence
(Brown, 1990; Cheung, 1997; McCabe & Ricciardelli,
2001; Prinstein, Meade, & Cohen, 2003). 

Systems
A framework in the IOM report shows how culture and
society, the health system, and the education system all

serve as potential contributors to the development of
health literacy skills, and thus, act as possible areas for
interventions (Nielsen-Bohlman et al., 2004, p.34).
Systems are an area especially important for adolescents as
they are still engaged with organizations that can facilitate
education programs and other interventions to enhance
health literacy skills. The health system clearly is impor-
tant to include in a framework of health literacy, given its
direct impact on how accessible health care is and how well
information is communicated to patients (Nielsen-
Bohlman et al., 2004). Readability of materials in health
centers, clarity of provider communication with adolescent
patients, and interventions in health settings all are crucial
to the development of health literacy skills for adolescents.
However, to date, little information exists concerning
interventions in health settings to build adolescent health
literacy skills.

The IOM report and other publications also highlight the
need for schools to play an important role in improving
health literacy for adolescents, as schools have a direct
influence on the education and development of adolescents
(Entwisle, 1990; Nielsen-Bohlman et al., 2004). One of
the main goals of the education system is to develop litera-
cy skills, and routine literacy instruction offers opportuni-
ties to enhance health literacy by building reading and
writing skills. In fact, merging literacy instruction with
health literacy is possible, with a recent resource providing
a list of books along with ideas to connect health concepts
into regular assignments (Benham-Deal & Hudson, 2006;
ToucanEd, 2008). In addition to developing general litera-
cy skills, school-based health education classes provide an
excellent opportunity to facilitate the development of skills
specific to health literacy, such as how to evaluate credible
information on the Internet. In fact, in 1995, a report
titled “The National Health Education Standards:
Achieving Health Literacy”, provided guidelines to assist
education program with enhancing the health literacy of
students (Joint Committee on Health Education Standards,
1995). The standards were slightly revised in 2007 (Joint
Committee on Health Education Standards, 2007). 

Lesson plans exist and information is available to
inform teaching skills to improve health literacy. Lawrence
St. Leger (2001) provides suggestions regarding how
schools can teach health literacy, including regular profes-
sional development for teachers and the sharing of informa-
tion with other schools about programs that schools may
develop which are proven to be successful. Peterson and
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colleagues (2001) discuss ways teachers can be more
involved with teaching health literacy to youth, such as
assisting students with comprehension and evaluation of
health information. A recently published article offers a
lesson plan to use for developing skills to access health
information and learn about health advocacy for youth in
grades 6 through 12 (Brey, Clark, & Wantz, 2007). One
article studied the use of two textbooks approved by the
state of Arkansas for middle and high school classes, and
found an increase in knowledge and skills when using
assessment items to measure changes for both concept and
skill acquisition (Hubbard & Rainey, 2007). Others have
emphasized the importance of training for educational 
professionals and ensuring that teachers have adequate 
levels of health literacy (Benham-Deal & Hudson, 2006;
Peterson et al., 2001). 

There has been debate in the education literature 
concerning the philosophy and focus of school health 
education. Some argue that health education must account
for behavior change and focus on teaching information
designed to bring about positive health behaviors
(Governali et al., 2005). Others have argued that it would
be difficult to hold schools accountable for health behavior,
and thus, a focus on teaching knowledge and skills should
be the priority (Benham-Deal & Hudson, 2006). However,
it seems that people agree that skills designed to enable
youth to access and utilize health information should be 
an integral part of health education programs (Benham-
Deal & Hudson, 2006; Governali et al., 2005; Kolbe,
2005), with some saying it is the “primary goal” and the
“skills development philosophy,” which is most closely 
tied to health literacy, is considered to be emphasized in
health education today (Governali et al., 2005; Hubbard &
Rainey, 2007). 

Measurement of Health Literacy
Although it is important to identify factors that can
impact health literacy skills, it is equally important to
understand how to measure health literacy. Assessment is
crucial to gain a better understanding of a population’s
current skill levels and to evaluate change occurring
through interventions. 

People often use education as a proxy measure for litera-
cy in health research. However, studies have shown that
health literacy can act as a unique measure even when
accounting for other factors such as race, education, cul-
ture, and income (Ad Hoc Committee, 1999; Davis, Byrd,
Arnold, Auinger, Bocchini, 1999). Multiple tools have

been developed to measure health literacy (Andrus, 2002;
Baker, 2006; Yin et al., 2007), but tests such as The Test
of Functional Health Literacy in Adults (TOFHLA)
(Parker, Baker, Williams, & Nurss, 1995) and the Rapid
Estimate of Adult Literacy in Medicine (REALM) (Davis et
al., 1993) are focused on word recognition or reading com-
prehension, and as the IOM report points out, they do not
test other aspects of health literacy, such as verbal commu-
nication skills or critical thinking skills (Nielsen-Bohlman
et al., 2004). A recently published study by Davis and col-
leagues tested the REALM-Teen, based on the REALM,
and found it to be a valid and reliable tool (Davis et al.,
2006), and another study found the TOFHLA to be valid
when used with adolescents (Chisolm & Buchanan, 2007).
However, no adequate tool currently exists to assess the
full concept of health literacy, according to the recent
report by the Institute of Medicine (Nielsen-Bohlman 
et al., 2004). 

In the education field, the Council of Chief State School
Officers’ State Collaborative on Assessment and Student
Standards Health Education Assessment Project (SCASS-
HEAP) has been working on developing tools for the
assessment of health education programs since 1993 (Marx,
Hudson, Deal, Pateman, & Middleton, 2007). Specific
measures were created to align with NHES, and many sup-
porting items, such as professional development materials
and rubric cards, have been developed as well. Now there
is an existing database of items which can be accessed to
measure unique components of content and skill aspects of
health education programs (Tompkins, Kamal, &
Chapman, 2005), and a specific health literacy competency
assessment currently is being tested which includes 60
items designed to improve standardization and speed of
scoring (Garman, Hayduk, Posey, Teske, & Crider, 2004). 

Future Agenda
The above discussion outlines why health literacy is an
important issue to address for adolescents, what factors are
likely to influence health literacy, and how health literacy is
typically measured. Given current knowledge, the items
discussed below provide suggestions for future work in the
area of health literacy and adolescents to gain an under-
standing of how prepared the current generation of youth
will be as they begin navigating the health care system.

1.) Continue to develop and validate tools to measure
health literacy in adolescent populations. Developing a tool
to specifically measure health literacy skills for adolescents
is crucial as a building block for future research. Scales and
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questionnaires should allow for self-administration when
possible to allow for inclusion in large scale surveys. They
should include measures for different types of health litera-
cy skills, such as functional and critical literacy. Measures
used for school assessment should continue to be developed
and be designed in accordance with NHES standards.
Research evaluating whether or not such measures provide
appropriate assessment of both the success of school health
education programs and health literacy skills will provide
valuable information to the field. For example, further
work to construct and validate specific instruments using
HEAP items could offer more complete measures of health
literacy at different grade levels in accordance with the
IOM report (Nielsen-Bohlman et al., 2004).

2.) Examine predictors of health literacy levels 
for adolescents. Studies to understand the association of
individual traits with health literacy skills and to compare 
academic achievement measures with scores on assessments
of health literacy are two possibilities. A study of variations
by systemic and environmental factors, such as schools 
and communities, also may provide needed insight into
which adolescents are more or less likely to have high
health literacy skills.

3.) Examine the relationship between adolescent
health literacy and health outcomes, including 
behavior, health care service use, and costs. Once
measures are further developed to assess health literacy for
adolescents, resulting scores can be used to help show how
health literacy skills may influence behaviors or other
health outcomes of interest, including decision-making
around health behavior and the ability to access the health
care system. Although similar research has been conducted
for adults, it is necessary to understand these relationships
for adolescents to inform interventions. 

4.) Further develop and evaluate health education
programs and other interventions that can promote 
a greater understanding of health information for 

adolescents. Interventions to enhance health literacy skills
may include programs that can be conducted in schools or
health care settings, and could potentially use mass media
(TV programs such as ER or health Web sites) to teach
health literacy skills to adolescents. Detailed discussions of
health education programs are provided elsewhere (Benham-
Deal & Hudson, 2006; Governali et al., 2005; Hubbard &
Rainey, 2007; Kolbe, 2005), and a comprehensive discussion
of potential interventions in medical settings can be found
in a recent paper published by Yin and colleagues (Yin et al.,
2007). Creating, implementing and evaluating interventions
that are varied according to content, target group, and set-
ting will enhance adolescent health literacy skills, and inter-
ventions specific to professional groups also may be warrant-
ed (i.e., specific to nursing providers; Betz, Ruccione,
Meeske, Smith, & Chang, 2008) .

5.) Consider needs of specific groups and popula-
tions. In addressing each of the above priorities, studies
should consider focusing on specific populations to account
for cultural, societal, technological and systemic differ-
ences. A report by the RAND Corporation concluded that
adolescent literacy varies by race and socioeconomic status
(McCombs, Kirby, Barney, Darilek, & Magee, 2004), and a
recent study using REALM-Teen found gender and race
differences (Davis et al., 2006), emphasizing the need to
study specific groups of adolescents in an effort to reduce
health disparities (Brown et al., 2007). 

6.) Foster collaboration across multiple disciplines.
Experts in multiple disciplines are working on this issue.
However, each specific field has unique conferences and
journals, and people may have little opportunity for discus-
sion and exposure to ideas across disciplines. As Benham-
Deal and Hudson mention (2006), education and public
health can “reinforce” one another. Encouraging a multi-
disciplinary approach will bring about a useful integration
of ideas to advance the field and improve health literacy
skills for all adolescents. 
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ACCORDING TO THE INSTITUTE OF MEDICINE [IOM] (2004),
the education system is one of three potential points of
intervention for developing a health literate population. In
many schools today there are current structures in place
that can contribute to improved health literacy, either
directly or indirectly. Classroom based health education,
sometimes called comprehensive school health education,
can directly impact students’ health literacy through
instruction and formative assessment. Schools also can sup-
port the achievement of health literacy through the imple-
mentation and use of the Coordinated School Health
Program approach (CSHP; Centers for Disease Control and
Prevention (CDC, n.d.). This approach involves a process of
systematic engagement of different components of both the
educational institution and the community to promote
good health and academic achievement. The purpose of
this paper is to more fully examine how classroom-based
health education and the CSHP approach can impact stu-
dents’ health literacy. We will explore current initiatives in
health education and identify gaps in our understanding.
Recommendations for future programming and research
will also be provided.

Health Literacy Defined
In its publication, Health Literacy – A Prescription 
to End Confusion, the IOM (2004) adopted the following
definition: 

The degree to which individuals have the capacity 
to obtain, process, and understand basic health 
information and services needed to make appropriate
health decisions (Ratzan & Parker, 2000). 

This definition emphasizes the importance of students
developing skills necessary to navigate the health care 
system, including the ability to access and use valid
sources of health information, products and services and
the ability to make healthy decisions. Dr. Rima Rudd of
the Harvard School of Public Health (Proceedings of the
Surgeon General’s Workshop on Improving Health
Literacy 2006) contends that health literacy includes basic
literacy skills related to reading, writing, speaking, and 
listening; basic mathematical skills; and conceptual knowl-
edge skills. She stresses the importance of the “ability to
read, understand, and act on health information in every-
day life” (Proceedings of the Surgeon General’s Workshop
on Improving Health Literacy 2006). This is consistent
with the World Health Organization’s view that health 
literacy is more than just reading health-related pamphlets

and making appointments. Instead, it represents the
“achievement of a level of knowledge, personal skills and
confidence to take action to improve personal and commu-
nity health by changing personal lifestyles and living con-
ditions” (Nutbeam, 1998). The development of health lit-
eracy is a hierarchical process; that is, it arises from a pro-
gression of skills used to function in everyday situations
(e.g., reading, writing, numeracy skills), interact and com-
municate in a dynamic fashion (e.g., applying new infor-
mation to a constantly changing world), and critically ana-
lyze health information and use it to enhance health
(Nutbeam, 2000). Crucial to the achievement of critical
health literacy is the degree to which people are able to
take action and control over their lives and their health.  

Modern School Health Programs
Health literacy is an important outcome of the public
health care and public education systems. The goals and
expectations of 21st century schools in promoting health
literacy may vary, however, depending on which perspective
is taken (i.e., public health v. public education). The goal 
of public education is to increase students’ knowledge and
skills, while a goal of public health is to reduce the burden
of mortality and morbidity from disease (see figure 1).

Maintaining and improving health is frequently addressed
through three levels of public health intervention (i.e., pri-
mary, secondary and tertiary prevention). In this case, pri-
mary prevention refers to keeping health problems from
occurring; secondary prevention refers to actions that will
address health problems and limit further progression,
including health-compromising behaviors; and tertiary
prevention refers to rehabilitation following a significant
health problem. Schools can play a role in both primary
and secondary prevention. Lloyd Kolbe (2002, 2005) has

Figure 1.  
Public education 
and public 
health goals
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provided a framework for modern school health programs
that helps to differentiate these roles. Improving health
knowledge, skills, and attitudes that are inherent to health
literacy is what Kolbe refers to as Type I goals. He con-
tends that these goals are “a fundamental purpose of
schools, irrespective of whether measured health behaviors
or health outcomes also improve as a consequence” (p. 6).
Primary prevention is achieved through health literacy
instruction and practice that takes place in classroom-based
health education. Kolbe differentiates this goal from others
that are specific to broader school health programs and that
serve a secondary prevention role in developing health lit-
eracy. He specifies improving health behaviors and out-
comes as Type II goals for school health programs. These
are the public health goals that initiatives such as Safe and
Drug-Free Schools and Coordinated School Health
Programs (CSHP) are designed, in part, to achieve.
Improving educational and social outcomes are additional
goals of modern school health programs and can be
achieved through the CSHP approach. Thus, primary pre-
vention occurs through health education instruction and
practice at the classroom level and primary and secondary
prevention can occur through the coordinated and interde-
pendent efforts of schools and communities.

Classroom-based Health Education
Classroom-based health education is the nucleus for devel-
oping health literacy in today’s children and adolescents.
National health education standards (NHES) for classroom-
based health education have been developed in an effort to
identify what students should know and be able to do in
order to be health literate (Joint Committee on National
Health Education Standards, 1995, 2007). They include
skills such as accessing valid sources of health information,
products, and services; the process of decision making; 
analyzing factors that influence health decisions and setting
goals as a product of those decisions; and interpersonal com-
munication and advocacy (see figure 2). A majority of states
(75%) have adopted policy that requires schools to follow
either the NHES or state health education standards (Kahn,
Telljohann, & Wooley, 2007), and health literacy is often
identified by states as the intended outcome. The Council
of Chief State School Officers (CCSSO) State Collaborative
on Assessment of Student Standards (SCASS) Health
Education Assessment Project (HEAP) is a group of state
and local education agencies that provide guidance to
schools in their states about classroom-based health educa-
tion assessment and instruction. Since its inception, 40

states have belonged to the HEAP at one time or another.
This organization contends that the goal of school health
education is to develop students who are health literate by
equipping them with the knowledge and skills they need 
in order to make responsible decisions that lead to lifelong
healthy behavior (CCSSO, 2006; Marx, E., Hudson, N.,
Benham-Deal, T., Pateman, B., & Middleton, K, 2007).
This goal is consistent with the World Health Organization
(WHO) definition of health education:

Consciously constructed opportunities for learning
that involve some form of communication designed to
improve health literacy, including improving knowledge,
and developing life skills which are conducive to individ-
ual and community health (Nutbeam, 1998, p.353).

The WHO distinguishes between health education and
health promotion. Health promotion is viewed more
broadly in that it is a “process of enabling people to
increase control over the determinants of health”
(Nutbeam, 1998, p. 351), which includes modifiable 
factors such as health behaviors and lifestyles. The Joint
Committee on National Health Education Standards
(2007) and the American Association of Health Education
(2008) recognize health literacy as the intended outcome 
of the standards, but specify the adoption and maintenance
of healthy behaviors as the goal of school health education,
a position advocated by some in school health education
(Governali, Hodges, & Videto, 2005). This has left some in
the field to wonder if there has been a shift in philosophy
away from health literacy as the goal of health education
toward the public health promotion goal of behavior
change. Current federal legislation that governs education 

Figure 2.  
Achieving health 
literacy through 
the National Health
Education Standards
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(i.e., NCLB) requires schools to offer curricula that are
aligned to rigorous state standards that delineate what stu-
dents must know and can do and to develop accountability
systems that show the effectiveness of schools in helping
students achieve the standards. Given this mandate and the
pressure it places on schools to demonstrate accountability,
it is not surprising that concern has been raised about the
possible misalignment between public health goals related
to health behavior and education goals of increasing
knowledge and skills (Benham-Deal & Hudson, 2006). 

It is possible that what appears to be a shift in direction
of health education goals is really just a product of differ-
ences in terminology used in public education and in pub-
lic health. In educational language, goals are specific state-
ments that outline what students will learn. These are gen-
erally articulated in knowledge, skills and attitudes that
are measureable and used to determine academic success
and accountability. In contrast, educational aims are gener-
al statements that provide direction to more specific
actions (such as curriculum design) and often are used to
articulate life or work outcomes, but are not easily meas-
ured.  Using this framework, developing students who
make healthy decisions and engage in healthy behaviors
throughout their lifetime would be the general aim of
health education. In order for students to develop those
lifelong behaviors, they must first develop the “capacity to
obtain, interpret, and understand basic health information
and services and the competence to use information and
services in ways that enhance their health” (Joint
Committee on National Health Standards, 2007, p. 119).
In other words, they must become health literate. The
American School Health Association (2008) suggests that
differences in terminology may be a product of “ideological
gaps” between professionals in education and those associ-
ated with health promotion and school health programs. 
A national conversation that focuses on adopting common
terminology is needed to determine if there is consensus 
or disagreement about the educational aims and goals of
health education, both at the classroom level and at the
school and community level. 

Traditionally, health education curriculum has been prob-
lem-based. Instructional units were organized around health
risk behaviors associated with content such as nutrition,
alcohol and other drugs, tobacco, and family life and sexuali-
ty. Some experts are now proposing that to improve health
literacy, a redesign of curriculum and instructional delivery
is warranted. Benham-Deal & Hudson (2006) have proposed
that a skills-based approach better lends itself to the devel-

opment of health literacy. Techniques for fostering health lit-
eracy through skill instruction are beginning to appear in
the professional literature (e.g., Brey, Clark, & Wantz, 2007,
2008). In this approach instructional units are organized
around the health skills that lead to improved health litera-
cy, and core concepts about health are used as the context
with which these skills are learned and practiced. This
approach is consistent with Nutbeam’s (2008) proposal that
health literacy should not be viewed as a problem to be
solved, but as “an asset to be built, as an outcome to health
education and communication that supports greater empow-
erment in health decision-making” (p. 3). His conceptual
model of health literacy as an asset holds great promise for
guiding the field into a new era of health education curricu-
lum development and delivery. One step in this direction is
to tailor health education instruction to meet the develop-
mental needs of students, which in part requires teachers to
recognize the hierarchical nature of health literacy. Nutbeam
(2000) has described these in terms of what they allow us 
to do – to function in everyday situations by using basic
reading and writing skills (i.e., basic/functional literacy), 
to communicate and transfer meaning to new situations by
using advanced cognitive, literacy, and social skills (i.e.,
communicative/interactive literacy), and to critically analyze
information and use it to control our actions (i.e., critical 
literacy).  It also requires teachers to focus on the develop-
ment of self-efficacy so that students are confident and
empowered to make healthy decisions. 

Developing the capacity to read and understand health
information and the competence to use that information in
health enhancing ways is dependent upon basic reading,
writing, and numeracy literacy. Research shows that learn-
ing occurs best when classroom discussions and activities
are meaningful and functional (Greeno, 1998) and that it
is enhanced when teachers provide opportunities for stu-
dents to apply their cognitive skills to a personal issue or
problem (Darvin, 2006).  Many children’s books contain
authentic context and messages about health concepts and
situations and could be used to support the development 
of basic reading, writing, and health literacy. With curricu-
lum re-design, educators also must be cognizant of the
growing number of adolescents who are unable to read at
grade level (National Center for Education Statistics,
2007), the need for educational materials to be reading
level appropriate and the influence media has on the
actions of adolescents (Manganello, 2008). Often health-
related documents such as pamphlets, consent forms, and
instructions are written at reading levels that are beyond
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the adolescents’ ability (El-Ibiary & Youmans, 2007; King,
Winton, & Adkins, 2003; Kirksey, Harper, Thompson, &
Pringle, 2004). Failing to develop basic literacy needed to
read and understand these materials will be a barrier to
ultimately achieving critical health literacy. The CCSSO-
SCASS-HEAP has developed an innovative Web-based tool
that may help to overcome this barrier. This Web-based
assessment system provides teachers with the ability to
search a database of 1,800 assessment items for those that
align with students’ reading levels and to examine how
assessment prompts can be modified to elicit different lev-
els of cognitive complexity. This system also allows teach-
ers to search for children’s books that can be used to
enhance health literacy and to view strategies for integrat-
ing instruction in health literacy and basic reading and
writing literacy.

The goal of achieving critical health literacy is consis-
tent with the skills students will need to master in order to
succeed in work and life in the 21st century. The
Partnership for 21st Century Skills (n.d.), a leading advo-
cacy group that focuses on infusing 21st century skills into
education, has identified three types of skills that are
essential for students to master: (1) learning and innova-
tion skills (e.g., critical thinking/problem solving, commu-
nication/collaboration), (2) information, media, and tech-
nology skills (information literacy, media literacy, informa-
tion-communications-technology literacy), and (3) life and
career skills (e.g., initiative and self-direction, social and
cross cultural skills, leadership and responsibility). These
21st century skills are inherent to the skills-based approach
to teaching health education. In the skills-based classroom,
students evaluate printed and electronic sources of health
information and services to determine the validity of those
sources. They analyze internal and external influences on
their health choices and behaviors. They learn how to make
appropriate health-related decisions and set appropriate
health goals. They also develop skills that enable them to
manage their health behaviors and reduce their health risks.
They practice engaging in interpersonal communication 
and advocating for personal and community health. In order
to achieve critical health literacy, it is essential that teach-
ers incorporate higher levels of cognitive demand in their
instructional activities and formative assessment practices, 
as well as their benchmark and summative assessments. 

St Leger (2007) suggests that the traditional structure
and function of schools, teachers’ practices and skills, and
time and resources are challenges that must be overcome if
the goal of critical health literacy is to be achieved. These

challenges can be addressed through education reform ini-
tiatives such as secondary school redesign, especially by
way of theme teaching across the curriculum and the
development of career cluster courses. The Partnership for
21st Century Skills (n.d.) contends that schools should pro-
mote understanding of academic content at much higher
levels by weaving 21st century interdisciplinary themes
such as health literacy throughout the entire school cur-
riculum. If courses are developed that have critical literacy
(including reading, writing, health, media, numeracy,
financial, and global literacy) as the endpoint, health edu-
cation can play an integral role in the academic planning 
of secondary schools. 

21st Century Classroom-Based Health Education –
Future Agenda
Scientific research that examines the effectiveness of litera-
cy-based health education on students’ functional, interac-
tive, and critical health literacy, along with funding to
support that research, are needed. Before examining the
effectiveness of health literacy instruction, however, we
need to understand more about health literacy in children
and adolescents. The limited health literacy of American
adults has been well documented (see Paasche-Orlow,
Parker, Gazmararian, Nielsen-Bohlman, & Rudd, 2005, for
systematic review), but research on health literacy in youth
is limited, if non-existent. In part, this may be because
funding for research and health education programming in
the United States historically has been through funding
streams that are content or behavior driven (e.g., health
risk behaviors, obesity and physical activity, HIV-AIDS,
etc.). Health literacy has become a funding stream from
the National Institutes for Health, and this may produce
data to help us better understand the status of youth health
literacy.  However, more support for applied and action
research is needed. Valid instruments that measure and
delineate the different levels of health literacy are needed
(Nutbeam, in press; Chisolm & Buchanan, 2007) and
Web-based assessment systems such as the one developed
by the CCSSO-SCASS HEAP should be explored as a
means for conducting statewide and nationwide data col-
lection and analysis. Once these measurement tools are
available, research can be conducted on the implementa-
tion and effectiveness of classroom-based health education
in developing the important knowledge, skills, and self-
efficacy that students need in order to be health literate. 

Supporting professional development, either through
pre-service education or in-service training, also is key to
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improving the health literacy of students. University and
college teacher preparation programs have been criticized
for the apparent disconnect between coursework and prac-
tical applications (American Federation of Teachers, 2007).
If health literacy is the goal of classroom-based health edu-
cation, then health literacy instruction and assessment
practices should be integral to teacher preparation pro-
grams in health education and elementary education.
Health education teacher certification requirements and
examinations also should focus on teaching and assessing
health literacy. 

Coordinated School Health Programs (CSHP)
Since 1998 it has been clear to health education professionals
that a Coordinated School Health Program approach is
important to the success of health education in the K-12
schools (Marx , Wooley, &, Northrup, 1998). CDC’s eight-
component Coordinated School Health Program [CSHP] (see
figure 3) approach provides infrastructure for the develop-
ment and practice of health literacy and includes parts of all

three of the IOM’s health literacy intervention points: cul-
ture and society, the health system, and the education sys-
tem. When the CSHP is fully implemented the components
(health education; physical education; nutrition services, 
faculty/staff wellness and health promotion; counseling and
psychological services; health services; healthy school envi-
ronment; and community and family involvement) work
together within and outside of the education system to
develop and support health literate individuals and systems. 

The CSHP approach looks at schools and districts as
“communities” that can organize around health assets and
needs (Hodges, 2008). It clearly provides the structure
(Blackwell & Colmenar, 2005) in which education, health,
social service professionals, community members, and par-
ents work collectively, strengthen connections, increase
community competence in confronting health problems,
and develop new standards and expectations for health liter-
acy. It builds upon existing relationships within and beyond
school buildings and is sensitive to the particular needs and
assets of schools and districts. The healthy school and dis-
trict teams that coordinate a CSHP include representatives
from all eight components. These teams set priorities, and
they develop and facilitate the implementation of school
and district-wide health-related programs that marshal and
utilize the unique strengths and capabilities of each compo-
nent to create synchronized approaches to health issues.
One of the hallmarks of the CSHP approach is that changes
and actions in one component affect and are affected by the
others, and when all components are acting in unison, pow-
erful environmental support and community building for
health literacy can be achieved. 

Taking a broad view, the CSHP represents a microcosm
of the larger community in which the districts and the
schools are located, and includes education (e.g. health
education, physical education), health care (e.g. health
services, psychological and counseling services) environ-
mental, and socio-cultural systems interacting within the
micro-system. The CSHP approach can foster community
building around health literacy, strengthening the health
literacy skills not only of youth and children in the
schools, but also of its adult community. The role of school
health education is to foster health literate individuals
empowered to work toward seeking and maintaining their
own health and the health of others. The CSHP structure
encourages and supports the practice of health literacy
skills by students and other community members, reinforc-
ing its importance and creating an environment in which
health literacy is developed, supported, and expected.
Skills taught through classroom-based health education are
practiced through interactions with the other components
(e.g. visits to the school nurse and guidance counselors;
advocating for healthier school lunches), and the involve-
ment of parents and other community members in health
initiatives can include educational activities for improving
their health literacy.

It is strongly recommended that schools and districts
conduct the Centers for Disease Control and Prevention’s

Figure 3. 
The CDC Coordinated School Health Program
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School Health Index (SHI) (CDC, 2004) to assess readiness
for or implementation of CSHP. The SHI is a self-assess-
ment and planning guide that assists schools in identifying
strengths and weaknesses of health and safety policies and
programs.  It consequently enables the schools to develop
action plans for improving the CSHP and ultimately stu-
dents’ health. It is recommended that schools utilize the
SHI and use the resulting action plans as a resource for
developing and improving school health and safety pro-
grams and policies at their schools. While not explicitly
assessing functional health literacy of the CSHP compo-
nents, the SHI process has resulted in discussions of and
action plans around improving health-related communica-
tions and access within and among the eight components
(Videto & Hodges, 2008).

The broader educational system, disciplines beyond
health and physical education, and the health care system
within schools and districts are also key players in fostering
health literacy (Nutbeam, 2000; see figure 4), but those sys-
tems themselves, and the individuals who are part of these
systems, need to be health literate The interactive, multi-
directional CSHP approach can move all of these systems
toward health literacy. For example, CSHP can foster col-
laboration among health education, mathematics,
English/ESL, and social studies where they all use diet and
nutrition as a framework for developing discipline-related,
NHES, and 21st century skills. Using the CSHP approach,
a healthy school or district team would have identified
obesity as a priority area in need of being addressed and

worked with the relevant academic areas to plan a coordi-
nated approach to improving knowledge, attitudes, skills,
and an environment supportive of health-enhancing behav-
iors. One way these multiple academic disciplines could
address the issue is to provide discipline appropriate activi-
ties that reinforce NHES skills such as accessing valid
information, analyzing the influence of family, culture,
media, technology, and other factors on health behavior,
and advocate for personal, family, and community health .
As a result of this coordinated initiative in the education
system, there is an increase in students visiting the school
nurse or school-based clinic, and being referred to a school
psychologist; students and their parents organize to advo-
cate for more, and more easily understood and accessible
nutrition information about school lunches; and some fac-
ulty members begin bringing healthier lunches and organ-
izing nutrition-related workshops. It is conceivable that an
outcome of the initiative in the educational system is that
health care services becomes aware that it needs to deliver
information, and perhaps services, in more than one man-
ner at a literacy level lower than is currently used; there is
greater transparency and access to information about school
breakfasts and lunches; and that teachers are supporting a
healthy eating environment by modeling healthy eating for
their students and for one and other. Thus, the CSHP’s
holistic community encompassing approach provides a
means to both assess and improve the health literacy of
these systems within schools and districts. However, this
impact is designed to go beyond the school/district micro-
system into the greater community (see figure 5). 

Figure 4. 
All academic disciplines have a role in building health literacy.

Figure 5. 
CSHP impacts beyond the school
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In a recent study by Hodges and Murphy (2008), par-
ents and those working within school systems believed that
teachers needed to be role models for health literacy and
health-enhancing behaviors, but weren’t always. The
authors argue that the CSHP approach would facilitate the
adoption and maintenance of health literacy and health-
enhancing behaviors of school employees through environ-
mental, social, and educational supports.

As students, faculty/staff, parents, and other community
members who are part of a school or district using the
CSHP approach interact with the wider community, they
bring with them their own emerging health literacy and
the expectation of finding and using health literate systems
in the greater community (see figure 5). Over time, these
interactions and expectations can then stimulate and rein-
force health literacy within all of the systems within and
beyond the schools. 

Implementation of the CSHP approach provides a “safe”
and supportive environment for children and adolescents to
practice emerging health literacy skills, and can enhance
the health literacy skills of adults within and beyond the
education system. CSHP’s health education and physical
education components, in particular, form a bridge from
the education system to the other systems found within
schools linking and expanding the school-based networks
available to build health literacy (see figure 6).

Coordinated School Health and Health Literacy –
Future Agenda. 
As argued above, the structure of the CSHP approach
appears to provide a solid foundation for the development 
of health literate populations. However, investigation of the
efficacy of CSHP programs in achieving and supporting
health literate outcomes is needed. While small studies 

have been undertaken (Videto & Hodges, 2008), large scale
studies looking at factors affecting fidelity and barriers 
related to CSHP implementation and institutionalization are
needed to provide guidance in getting the greatest benefit
out of CSHP. The CDC should consider adding a component
to SHI that specifically measures whether the components
themselves are health literate from a systems perspective.

Summary
Schools have a fundamental role in the development 
of a health literate population. Classroom-based health
education, as both an independent discipline and a compo-
nent of coordinated school health programs, is the nucleus
for the development of health literacy in today’s children
and adolescents. Emphasizing essential 21st century skills
in the instruction, practice, and assessment that takes place
in the health education classroom will likely lead to
improved health literacy.

Figure 6.
CSHP links to all 
academic disciplines
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CURRENT HEALTH POLICY DIRECTIONS PLACE HIGH EXPECTA-
tions on consumers, pressing them to change their behav-
iors and take on more responsibility. The price of failing 
to meet these expectations will be high for the individual,
for the care delivery system, and for our society as a whole.
Three key trends in the health care environment are shap-
ing expectations for consumer behavior: a greater share of
the costs are being borne by the individual consumer; more
information available to inform choices and more responsi-
bility for choices; and the increased complexity of the
health care options and the tasks involved in managing
personal health and health care. 

Despite the many different approaches to cost control,
health care costs have continued to rise, and to rise well
above the general inflation rate. Over the last several years
U.S. health care expenditures have grown 2.8 percent per
annum faster, on average, than the rest of the economy
(Reinhardt et al., 2004). These increases are unsustainable,
and consumers are no longer as well insulated from the
cost of their care as they once were. Individual consumers
are now paying a greater share their own health care costs.
Fifty-five percent of workers reported an increase in their
health care costs in the last year (Employee Benefits
Research Institute, 2008). In recent years most insured
consumers have experienced escalations in monthly premi-
ums, greater co-payments, and larger deductibles. At the
same time, the expectations for consumers to take a greater
role in managing their personal health is also increasing.
Some employers and health plans are financially penalizing
consumers when they fail to change poor health habits or
to exhibit healthy biometrics such as recommended BMI or
blood pressure levels. Other employers are simply respond-
ing to the burden of health care costs by dropping insur-
ance coverage for their employees. That these cost trends
are placing a significant burden on consumers is evidenced
by the continued expansion of the uninsured population,
growing personal medical debt and medical debt-related
bankruptcies. 

At the same time, consumers also have more informa-
tion available to them to help make sound health care
choices. Some of this new information is based on a grow-
ing understanding for the need for more accountability and
transparency in health care. For example, recent research
indicates widespread quality deficiencies in the care deliv-
ered in this country, with patients getting only about half
of the recommended care for their conditions, and evidence
that medical errors in hospitals kill around 100,000
patients a year (McGlynn et al., 2005; Institute of

Medicine 1998). These revelations mean that patients must
choose doctors, hospitals, and other health care facilities
carefully; their very life may depend upon it. Report cards
that compare the quality of care provided by different 
doctors, health plans, hospitals, and nursing homes are
becoming widely available. These reports are intended to
help consumers make more informed choices about their
care. There is an expectation that if consumers use these
reports to choose high quality providers, this will stimu-
late providers to improve the quality of care they provide.
The assumption is that providers will be motivated to
improve because they want to either protect their reputa-
tions or to protect their market share. Unfortunately, there
are few policy levers available to improve the quality of
care, as providers are typically paid the same whether they
deliver high quality care or not-so-high quality care. 
Thus, the hope is that consumers, through their informed
choices, will be a stimulus for improvements. In other
words, policy makers are looking to consumers to help
solve deficiencies in the quality of health care.

Patients also may need to protect themselves from 
poor quality care when they make treatment decisions.
Evidence suggests that the services people receive are too
often unnecessary or not right for them. For example, 
studies show that there are far too many unnecessary 
surgeries, particularly surgeries where there is limited 
evidence for their efficacy, such as back surgeries, hysterec-
tomies, and coronary bypass surgeries (IOM, 2008). This
is not just an issue of waste, but also of potential harm. 

By making information about treatment options and
the risks, benefits, and costs of options available to
patients, the hope is that patients will make choices that
not only protect them from waste and potential harm, but
also they will make choices that improve their health and
ones that reflect their own priorities and preferences. That
information on treatment options, which was previously
available only to clinicians, is now accessible to anyone
with an Internet connection. This means that the knowl-
edge gap between physicians and patients may be reduced
and ultimately may allow patients to more fully participate
in their own care. These new sources of information repre-
sent both an opportunity and a burden. It can be burden-
some to have responsibility for choices where the informa-
tion is unfamiliar and complex and when the consequences
of choice are so great. For example, using evidence about
treatments may mean that patients have to choose among
treatment approaches that produce similar outcomes but
risk different side effects. The choice among treatments for
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prostate cancer is a prime example, where at least in the
short term, there is little difference in efficacy, but the
treatments have different rates of frightening and poten-
tially life changing side effects, including impotency,
incontinence, and/or bowel disorders. Weighing the risks
and benefits here are not about clinical judgment, but
about personal decisions reflecting individual values and
priorities. 

The point is that the choices that consumers must
make, along with the information to support those choices,
have significantly grown in both volume and complexity. 

In addition, consumers also are being pressed to take on
a greater role in managing their health. Evidence suggests
that what people do in their everyday life, what they eat,
how physically active they are, and whether they adhere to
treatment regimens will largely determine their health
outcomes. For example, it is estimated that people with
diabetes who are able through managing their diet, exer-
cise and medications to maintain near normal A1c levels
will gain an average extra five years of life, eight years of
sight, and six years free from kidney disease (American
Diabetes Association, 2004). Taking action to prevent ill-
ness is of course the preferred strategy. Individual behavior
as it relates to smoking, physical activity, and diet have
become the concern of health plans, employers and the
payers of health care. Besides exhorting consumers to
change, using financial incentives and disincentives to
shape individual behavior have become common. 

Many of the behaviors required of consumers necessitate
the acquisition of new knowledge and skills. For example,
with new pharmaceutical approaches to treat diabetes,
asthma, cancer, heart disease and HIV/AIDS, patients 
now must manage complex drug regimens themselves.
Similarly, with today’s shorter hospital stays, patients often
return home sicker and must manage post-hospital drug,
feeding, and wound-care regimens on their own. Finally,
without interconnected electronic medical records, individ-
ual patients find that they must manage the communica-
tions among their complex array of doctors, hospitals,
diagnostic and laboratory services, and health plans. This 
is often a huge burden for sick patients and their families.
However, to fail to take on this task leaves them even 
more vulnerable to medication errors, duplicate tests, and
gaps in their care. 

Compounding the complexity is the fact that the world
of health care is about to experience dramatic new insights
on the genetic variation in individual response to different
diagnostic and treatment interventions (Institute of

Medicine, 2008). Thus, the promise of personalized medi-
cine is within reach. However, the new insights will only
be realized if the information is accessed and used in clini-
cal choices. As existing evidence is too often ignored in
clinical choices now, the inclusion of new emerging evi-
dence into treatment options may require the active inter-
vention of informed patients. All of this adds up to a great
deal of responsibility on the patients.

These three trends, taken together, mean that con-
sumers will have increasing responsibilities when it comes
to making health care choices and in managing their
health. It further means that the impact of their choices
will become more consequential for their personal finances
and for their health and ability to function. That is to say,
the stakes have been raised for consumers. Those who are
able to meet these new challenges, likely the more educat-
ed and advantaged segments of the population, will obtain
higher quality health care and experience better health 
outcomes. At the same time, those who are less advantaged
and those who have fewer literacy and numeracy skills 
will be further disadvantaged in the current health care
environment.

What does it mean to be an active 
and informed health care consumer 
in the current health care context?
It is becoming clear that patients must be part of any
meaningful solution to the challenges facing health care.
Having more knowledgeable, engaged patients making
informed decisions about their care and managing their
health would improve both the quality of care and health
outcomes. It would mean that individuals would fare bet-
ter and the system would function better. 

Specifically, being an engaged and “activated” consumer
means that the individual understands that they must take
an active approach to their health and can take on the role 
of being an informed advocate for oneself and one’s family. 
It means understanding the need for a proactive approach in
maintaining health and in preventing disease, in managing
illness, and in working collaboratively with their providers.
It means knowing how one’s own behaviors can affect short
and long term health. Activated consumers are cognizant 
of what high quality care entails, and they seek it out. They
work with their physicians to make informed choices, and
they arm themselves with information. They understand 
the health care delivery system and how to navigate it. 

Being an activated consumer is not just about knowl-
edge. In order to manage one’s health, one also must pos-
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sess a wide range of skills. It takes problem-solving skills
to manage a chronic condition, including how to manage
symptoms and how to cope. For example, a patient with a
new chronic condition may have to manage complex treat-
ment regimens, learn how to monitor symptoms, learn to
emotionally cope with new limits on their life, and change
many aspects of their life style. It takes literacy skills to
find and use credible information. Numeracy skills are
required to understand and use data about risks and bene-
fits of clinical options. It takes decision-making skills to
actually weigh those risks, benefits, and costs into a treat-
ment choice. Further, it takes skills to change behaviors,
including such skills as learning new ways of shopping and
cooking or incorporating physical activity into daily living.
Finally, it takes skill and self-confidence to be prepared and
assertive in a medical encounter.

This will not be easily accomplished. Many of the behav-
iors patients are being encouraged to take on run counter to
how people have been socialized to behave with regard to
using health care. The traditional patient role is to be com-
pliant, passive, and trusting. Some of the behaviors expected
of consumers are antithetical to this traditional role, requir-
ing consumers to question or challenge medical authority.
For example, bringing a quality report card into a dialog
about a referral to a specialist or hospital may be a threaten-
ing situation for both the patient and the physician. Even
asking for a more thorough explanation during a doctor
office visit or just an explanation that is understandable
takes an unusually assertive patient. Changing health-related
behaviors, which are often lifelong habits embedded in the
social, physical, and cultural context in which people live
their lives, is not easily done. We actually know quite a lot
about identifying and supporting activation or engagement.
Having a validated measure, the Patient Activation Measure
(PAM), has provided the opportunity to gain insights into
how and when activation occurs, what seems
to facilitate or inhibit it, and clues as to how to go about
explicitly supporting activation (Hibbard et al 2004;
Hibbard et al 2005). Using the PAM and studying people’s
health behaviors, we have observed that those who are high-
ly activated are overall more pro-active about their health,
they are more likely to seek out and use information to
inform their decisions and to engage in more healthy behav-
iors (Mosen et al., 2007; Hibbard et al., 2007). The highly
activated are also more likely to seek a partnership with
their providers and to be persistent in seeking answers when
they do not understand something about their care (Hibbard
et al., 2004; 2005; Becker & Roblin, 2008). 

Those who are less activated (who score lower on the
PAM) are much less likely to adhere to prescribed drug
regimens and are more likely to have unmet health care
needs (Hibbard & Cunningham, 2008). That is, they are
more likely to indicate that they did not get care when
they thought it was needed, and this is true even when 
differences in education, income and insurance status are
removed (Hibbard & Cunningham, 2008). That is to say,
those who are less activated are more vulnerable to barriers,
they are less able to problem-solve and less able to cope
with stress. Those who have a chronic illness, such as asth-
ma or diabetes and who are less activated are also more
likely to go to the emergency room and to be admitted to
the hospital than those who have the same condition but
are more activated (Mosen et al., 2007).

Thus the PAM, which assesses an individual’s knowl-
edge, skill and confidence for self-managing health, pro-
vides a great many insights into what it means to be an
engaged and activated consumer. More importantly,
research indicates that activation is changeable, and when
activation changes, behaviors appear to change in the same
direction (Hibbard et al., 2007). That is, when people start
to feel more “in charge” of their health, they appear to
change several different behaviors. Further, interventions
have been successful in increasing activation, particularly
interventions that are designed to increase empowerment
and self-efficacy (Alegria, Polo, Gao, Santana, et al., 2008;
Hibbard et al., 2007). A recent study indicated that clos-
ing the gap between Whites and African Americans on
activation would also close the gap on one-third to one-half
the gap in racial differences in health behaviors and health
outcomes (Hibbard, Greene, et al., 2008).

The fact that activation is changeable means that it may
be a key lever for bringing about change in individuals and
in populations. Emerging evidence suggests that people
who work and live in social-environments that are more
supportive and encourage proactive health behaviors are
more activated. Becker and Roblin (2007; 2008) found
that workplaces, neighborhoods, and clinics where people
are encouraged to take a proactive role in their health were
actually more activated and engaged in more health pro-
moting behaviors. In neighborhoods and worksites where
there were opportunities to exercise and choose healthy
foods, people engaged in more of these healthy behaviors.
That is to say, supportive environments appear to foster
activation. Supportive environments are those where there
is normative support and encouragement from peers and
authority figures (e.g. supervisors, physicians, etc.); there
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are opportunities to engage in pro-active health behaviors
or it is easier to make the healthier choice; and where
others are observed engaging in pro-active behaviors (the
behaviors are modeled).

Becoming adept at all the skills required of patients is
not the sole responsibility of the individual. Providers, who
are in a key position to influence patient behaviors, have
responsibility in this arena as well. For example, patients
who are receiving high quality care should be gaining in
their capabilities for self-management or showing gains in
activation over time. Thus, measurement of activation can
potentially provide an indicator of clinician performance in
their role in supporting patient self-management.

What Does this Mean for Preparing Children 
to Be Effective Managers of Their Health?
It has been known for some time that people with more
education tend to live longer and have better health. 
We also know that more education is related to a greater
ability to process information and to use that information
in choice (Frederick, 2005).

These outcomes of education are clearly important con-
tributors to health. However, the educational process needs
to be more specifically focused on supporting the health
skills of the next generation. In the past, health education
was largely focused on teaching health facts. In today’s
world, a health fact has a very short shelf life. At the least,
children must understand that their own choices and
behaviors will largely determine their health and longevity.
What they do in their everyday life will likely have a
greater impact on their health, ability to function and their
longevity than anything that doctors or medical care will
do for them. In addition, they need to gain skills and con-
fidence in all the tasks involved in managing their health

and health care. Research shows that people often do know
what it is they should be doing to protect their health, but
they lack confidence that they can actually do it. People
gain confidence in their ability to do something when they
experience some success in doing it, when they see others
like themselves successfully engaging in the behavior, and
when they get encouragement (Bandura, 1991). Curricula
can be created which specifically targets the acquisition of
key self-care and healthy behavior skills. Problem solving,
coping, and planning for the future are skills that are foun-
dational to effective self-management in health.

In creating a curriculum for students to learn the
basics of health and health care, schools also can strive to
create an environment that is supportive of healthy behav-
iors. Creating a school environment where there is support
and encouragement from peers and teachers for healthy
behaviors would help students see that these are normal
behaviors. When there are opportunities to engage in
health behaviors, such as healthy food options in the 
cafeteria and in vending machines, then the healthy choice
is the easier choice to make. When students see others
engaging in healthy behaviors then this, too, makes those
behaviors seem normal. 

The health care environment today presents enormous
challenges for consumers. Every indication is that the three
trends described here (increased cost burden on consumers,
increased information availability and choices, and
increased complexity of the health care options and the
tasks) will accelerate over time. 

Preparing students to meet this challenge is essential,
not only for the health of the next generation, but also for
reducing racial, ethnic, and economic disparities, for the
health of our economy, and for our ability as a country to
meet our collective health care needs.
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