207EE ehngeiZts
7‘|7|'o=|-l-l-=|k'| oFA =4 _?_

Promoting Health Equity through a Multidisciplinary Approach

N N T T T >~ —
N N — " " " 7 ~~——

0

|5t Cletd|&™ M

| YAI| 2017 52 19 (F) 09:00~17:00
| S | Mot Ztstst T2

2RV Uy,

% %y = =] =
' > 0] re) _l
@ : o J0I7lSole
’ug,'e Korean Society of Adult Nursing

ety of PS>



)
)
4|0
xS
Q
[N
]
oF
=3

=3

=2

u}
—

of

| CfE

L
[

I.

IH o2l QrgshaLim?

| 2IATE |

8
t? ZHE=Sfsto M20] Hl&5k7| #

Mot

242l

—
—

t

110
Hl
N

q

= HQl & OfLl2t =71z

oF

i
]

Z(Promoting

I.

.I
<t A
R=10=

N

I.

= =0|2 Slnxt 2LHR X

TE Xt

b
[e]]

Gl

o| st J2|11 0|4

Ofl CHol &=

b=

(o]}

d
StC

Hi_

o
4 ™~

S
)

P

S
=l

=

I.

HEOIA

HAHA|O| THiC}
x4
S5t 7!

3

=

A2 2AA EtEUCE M=t

I2E O|f|LI7IOf

—

—

—

S

Health Equity through a Multidisciplinary Approach)
7

2|E JhEISH =IUSUICE,

Cli
x
ct

Ox|H

CIN=

CHelE &4

Uk 3

7|cH

HIt JAOAIZIE

|

9O

ol

1]

-

iofll

==

(=]

;

A

F




88 ofx(2Y)oll w=E3| FECZ JzlEl= 20173 ZUSA=IIA- chH] A

-

QIZtSSHESIHY AT L 2SS 7IFAIZ| Hi2tH, 2 sts| SAISHEX| ‘Korean
Journal of Adult Nursing (KJAN) 0ff HE2TE ENSHA 3|47 EYst sl =2|0Xt

gLich. ZE0= o2 st

=

0=
1x
JII
.
0=
S
40
4>
re
-
0z
o
40
rr
r-IIJ
W
é
ﬁ
9'£
@

FA7I2 HIRILICE
Zo= 12 shatlEi AOEHI BE 12 OIS A=A ool 2t S
sig Q0| AN} WHS 719

- — —

=

20174 58

0178 E et=dQiZtssts| EAlstatls

717*01111%; %FLOI'; _Cl)_|o|- |:|-o|-x-||1-l 3

M

Promoting Health Equity through a Multidisciplinary Approach







20174 St=2M017tS 5| EAISHECHS

AUBTY FAS Yo CEE M2

o

Promoting Health Equity through a Multidisciplinary Approach

| YAl 20174 58 19¢ () 09:00~17:00
| &4 | SMcHEtm ZHSThst Flaj
Al2| @ OJX|H shaftRE S Holiet)
09:00~0920 | S2 2 LAF Hxt
09:20~09:30 | 7HZIAt Agts SIYEIHE L /ot=4017 IS5l S])
09:30~09:40 | = Al 01Ql= BIE(MESCHetu/ct=7tS 1tsel3])
K 7K>=| IIAS
00:40~0:0 | THBRT co= T _
ULEHSO| gkt Aoty (MSChet ofnirhst o|zta[stna)
10:40~11:00 | Break time
By CIPALS HOA| T4
11:00~12:00 ﬂ:. 2 T
UZELSO| Chet Algleid =Y (GMIcHEtD Als|fsichst Ats[stap
12:00~13:30 | FAl
AL2| : HA ShER(MIC S )
ESTPA I ZMA A
1330430 | THERS I it olitst ol S0l
O|2EO|sH=20 CHE! Os 2 7} (SAtchetm ofjrhst QIZAREIfetwA)
14:30~14:50 | Break time
e ¢
14:50~1550 | ZHEBlOMO] AAMRBERSH o7 S5 Y | AXH IAEYTHED UK ZSTHsY
NEE| 7150 M2
|zt
FHEES ose ma
15:50~16:50 | Non—communicable disease and global health L
L (University of Massachusetts Boston)
disparity
16:50~17:00 | SLEAE AA 2 T3] MGk S|







2017 ShmyRIZtEsls| EASHETlE
o o= =
7{7*01-"-1*" oFAl‘E o2 ol_|' El-gll‘x'llx_'ll ﬂE‘
Promoting Health Equity through a Multidisciplinary Approach

N e B e B B
~— —— " " " 7 ~—

YUA| | 20174 5

= -g =
YA | AMlchEm ZtSTHst £

(FHZA 1) HZ=ES| izt Fal 09
FHZH 2) HZELSl Chet Azed = 49
EFEHZE 3 Q=H=olsls2o0l et ofsH & Bt 89

ERIZH 4) 253N HZHERE S 7 55 U

o X

Al 7HS9| M 107

(FHIZH 5 Non—communicable disease and

global health disparity 149

ZAE U 169






2017 BH2MQIZIE

= = o = =
AZETY FAS U5 LN B2
Promoting Health Equity throug

>
[
<
c
=
Q.
&
o
j=2
=
Q
S
<
>
e
°
=
o
o)
aQ
o

e @
UPS=P Y W3

Z2Es
(M2Chstm ojuiclst o|zat2|stmAl W)






o

Ao o5

Bo

£ 714

5 2] o of] w}

Y} 25

Fo} 2

1

B0



z}e]  Difference

Z 2}  Disparities
H o] Variations

235  Inequalities

8] % Inequities

B35 E(inequalities) & HZ 2 7ol A ¢}

°
v

[o
>
ot
X
o[}l:
lo
r
o
-
elr
i
o
>
-_>|4_1"
of
L
(1)
L
S
2




© A AFE FART D Fol of shio
© e A3 AZ ) Aok S4A AFel D vhrbok sk
© FAAE Bl F AR o] 2 gkl Al of shpo

® o e dyrch o @) Aolok shpy

Definition of “Equity in Health”

 International Society for Equity in Health (ISEqH)

« “Absence of potentially remediable, systematic
differences in one or more aspects of health across socially,
economically, demographically, or geographically defined

population groups or subgroups”
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Differences in infant mortality rates by mother’s education and farmland size (1 Pyeong
= 3.3 square meter) in 1955-1959 (14,325 live births and 1,187 infant deaths)
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Relative risks
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Bahk J, Lynch JW, Khang YH. Forty years of economic growth and plummeting mortality: the mortality
experience of the poorly educated in South Korea. Journal of Epidemiology and Community Health 2017
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BT47-400PAX [COMEI]

max. sesting

cruizing speed [kmih)
max. take-off weight[kg) 304 625

mazx. flight diztancelkm] 14,816
i 70.66 i max. atitude]m] 13,746
wing span[im] 64.44
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“Down at the heels, South
Korea shantytown digs

them in anyway”

B

Glittering skyscrapers that are home to some of South Korea's wealthiest people
tower over the Guyrong shantytown in Seoul. (Matt Douma / For The Times [
Februarv 13, 2012)
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Relative risk
8.00

4.00

2.00

Education Occupation Monthly household
income (USD)

Khang & Kim, Int J Equity Health 2016




RR (95% CI)

Education
College or higher
High school
Middle schoal
Elementary school
No formal education
Occupation
Non-mamual
Manual
Other
Monthly household income (USD}
=3000
2000-2599
1000-1595
<1000

1.00 (reference)
1.05 (0.77-1.43)
1.20 (0.87-1.68)
1.23 (0.88-1.72)
1.62 (1.12-2.35)

1.00 (reference)
2.58 (1.54-4.33)
3.74 (2.20-6.35)

1.00 (reference)
1.17 (0.80-1.70)
1.29 (0.91-1.83)
1.46 (1.01-2.10)

RE. relative risk: CL confidence interval; USD, US dollars.

Khang & Kim, Int J Equity Health 2016
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The NEW ENGLAND JOURNAL ¢f MEDICINE

1994-1998'3 O] = ZEef 9 T A|7Ht
E(HUD)2| Moving to Opportunity

|I SPECIAL ARTICLE I|

Neighborhoods, Obesity, and Diabetes — (MTO) A|HAF O] AD}
A Randomized Social Experiment
N Engl J Med 2011;365:1509-109.

Neighborhood Effects on the
Long-Term Well-Being of

Low-Income Adults
Science 2012;337:1505-10.
Original Investigation
Associations of Housing Mobility Interventions for Children
in High-Poverty Neighborhoods With Subsequent

Mental Disorders During Adolescence
JAMA 2014;311:937-947.

The Effects of Exposure to Better Neighborhoods on Children:
New Evidence from the Moving to Opportunity Experiment”
American Econ Rev 2016;106:855-902
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GBD (Global Burden of Disease) Study 2013
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All cardiovascular diseases

All external causes

w

All other causes
Suicide

Cerebrovascular accident

|
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Liver cirrhosis
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Liver cancer

Stomach cancer

Lung Cancer

Chronic obstructive pulmonary disease -
Ischemic heart disease

Khang et al.,, Eur J Public Health 2015
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Life expectancy, 2010-2015

@ Metropolitan ® Urban e Rural

86

Year
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2| EA 7} 7) )47 (2010-2015)2) AAHA]

Pearson Correlation

Pearson Correlation

Index Coefficient (95% CI) Index Coefficient (95% CI)
ini index 053 (061 to.0.43) - % of residents living alons 051 (060 to -0.41) -
9% without housing ownership  -0.60 (-0.67 to -0.51) -
Social trust 051 (060 to -0.41) -
% without car ownership -0.34 (0.45 t0 0.22) -
Current smokers -0.67 (-0.73 to -0.60) -
% with poor house environment  -0.56 (-0.64 to -0.47) -
High-risk drinking -0.09 (0.2210 0.03) i % of housing in non-aparments  -0.53 (-0.61 to -0.43) -
Exercise rate -0.43 (-0.53t0-0.32) - % with a female household head  -0.25 (0.37 to -0.13) —.—
BMI225 038 (0.49 to 0.26) - % with low educational attainment -0.76 (-0.81 to -0.70)
% of elderly -061 (-0.68 to -0.52) -
Wean height 0.32 (0.20 t0 0.43) .
% of male unemployment 0.33 (0.21 to 0.44) —a—
9% Change in population, 2005-2015 022 (0.09100.33) .
% of low social class -0.80 (-0.84 to -0.75)
The number of haspital beds per 1,000 population -0.28 (-0.39 to -0.16) —-— % divarced or separated 071 (0.77 0 -0.64) -
The number of doctors per 1,000 population 0.24 (0.12 0 0.36) - Deprivation index -0.69 (-0.75 to -0.62) -
T T T T T T T
-1.0 -05 0.0 05 1.0 -1.0 -05 0.0 05 1.0
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Pearson Correlation Pearson Correlation
Index Coefficient (95% Cl) Index Coefficient (95% CI)
Giniindex 0.64 (0.56 10 0.71) - % of residents living alone 0.58 (0.50 to 0.66) -
% without housing ownership 0.53 (0.43t0 0.61) —-—
Social trust 0.60 {0.51 to 0.67) -
% without car ownership 0.48 (0.38 to 0.57) —a—
Current smokers 0.39 {0.28 to 0.49) -
% with poor house environment 055 (0.46 ta 0.63) .
High-risk drinking -0.04 (0.16 10 0.09) - % of housing in non-apartments 059 (0.50 ta 0.66) .
Exercise rate 0.48 (0.37 t0 0.57) - % with a famale household head  0.46 (0.35 to 0.55) ——
BMIz25 0.45 (0.34 10 0.54) . % with low educational attainment 0.71 (0.64 to 0.77)
% of glderly 0.69 (0.61 to 0.75)
Mean height -0.21 (0.3 10 -0.09) -
% of male unemployment -0.36 (0.47 ta -0.25) [
% Change in population, 2005-2015 -0.28 (0.39 to 0.16) .
% of low social class 0.63 (0.55 to 0.70)
The number of hospital beds per 1,000 population 0.26 (0.14 to 0.38) - % divorcad or separated 0.73 (0.67 10 0.78)
The number of doctors per 1,000 population 0.00 (0.13100.12) o Deprivation index 0.72 (0.66 to 0.78)
-1.0 -05 0.0 05 -1.0 0.5 0.0
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Khang YH, Lee SI. Health Inequalities Policy in Korea: Current Status
and Future Challenges. Journal of Korean Medical Sciences (2012)
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C.f. Whitehall cohort study in the UK

— 77} &% 5 23 & £ birth cohort study
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— c.f. National Healthcare Disparity Report in the US
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Equity —effectiveness loop (Tugwell et al. BMJ 2006)

=< A3 A
- A &5 50%, A1) FE: 90%, AFG e HEA 80%, A2 AlF AL AFH
2AH A 90%, A4 ol gk =222 vES- 80%
- 0.5%0.9*0.8*0.9*0.8=0.26(26%)

e 24342
- A &5 50%, A1) Rk 80%, Aol HIEA 70%, A2 AlFALL] AFH
AL AT 70%, A4 ol g F2Ake] ¥-g- 70%
— 0.5%0.8*0.7*0.7*0.7=0.14 (14%)
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Connected Beings and Connected
Health

Yoosik Youm
Sociology, Yonsei University

Connected Beings and Connected
Health

Yoosik Youm
Sociology, Yonsei University
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Networks? W

Snapshot of the Universe




Another Universe?
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The network of 318 interactions among the 329 proteins that are present in
the nucleus of yeast cells. Proteins are represented by dots and ther
mteractions by lines. Maslov and Sneppen discoversd that most of the
neighbors of haghly connected proteins have few neghbors themselves
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Percentage Died from All Causes

Berkman and Syme. 1979

40 ~ 394 40
A.MEN B.WOMEN
35 a5 D w. MOST CONNFCTIONS
D .
30- o4 B 1 294
& LFAST CONNECTIONS ?
25 + 25 "f
_
204 204
~
s 7
_
7
10 Z
s
5 /j/,
Z
o )
N=457 450 396 99 197 I5S7 121 26 110 95 88 33 460 402 514 159 205 122 188 59 93 78 158 58
Total= (1402) (so1) (326) {1535) (574) {(387)
Age= 30-49 50-59 €0-69 20-49 50-59 60-69
Rel Risk= 2.5 Az L8 4.6 2.1 3.0

Firoune 1. Age and sex-specific mortality rates from all causes per 100 for Social Network Index, Human
Population Laboratory Study of Alameda County, 1965 1974

Holt-Lunstad et. al. 2010 Social Relationships and Mortality

0 [IN] 0.2 03 04 0.5 0.6 0.7 0.8

Social Relationships: Overall findings from this meta-analysis _—1
Social Rel hips: Complex of social integration _—|
Smoking Cessation: Cease vs. Continue smoking among patients with CHD® _
Alcohel Consumption: Abstinence vs. Excessive drinking (> 6 drinks/day)° || RN
Flu Vaccine: Pneumnococcal vaccination in adults (for pneumonia mortality)? —
Cardiac Rehabilitation (exercise) for patients with CHDF _—«
Physical Activity (controlling for aciposty)” | R —
gni: Lean vs. obese® | EGEGN—
Drug Treatment for Hypertension {vs. cantrols) in populations > 59 years! -—|

Air Pollution: Low vs. high' -‘

Figure 6. Comparison of odds (InOR) of decreased mortality across several conditions associated with mortality. Note: Effect size of




Most elaborated Social Network Measure

Physical Examination
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e nye A2y e dFEd
Total (n=533) Total (n=165)
T 581 +10.49 573 1072
WARS) 152 5% +1013
240 +338 +343
_ luieh 335 +84d -
Blood pressure Systolic blood pressure (mmHg) 1329 +19.63 1383 =+21.21
‘???I‘J Diastolic blood pressure (mmHg) 714 +988 742 +10.40
TUG test <14 342 BT -
(71’3 B4 =14 187 (35.4) =
TSCORE =21 +147 -
Bone  density Z5CORE 0.2 +128 =
(EFYE) BUA 9.6 =1521 =
505 15412 +£30.36 =
Glucose (mg/dL) 89 [83, 97) 99 [79, 125]
Clcose nsulin (ulUfmL) 85 (56, 8.] 154 [8.2 26.7)
HOMA-IR 16 [12 21] o
Total cholesteral (mg/dL) 183 [160, 209] 165 [144, 197]
Lipid HDL-C (mg/dL) 50 [44, 60 45 (38, 54]
"‘PH’ TG (mgidl) 139 [104. 1871 132 [97. 190]
LDL-C (mg/dL) 99 [80, 123] -
Pratein (g/dL) 74 *043 7.1 *048
Albumin (g/dL) 44 +0.23 41 =+0.34
Liver) fyiction Total bilirubin (g/dL) 07 +0.26 06 +031
AST (UL} 26 [23, 30 2 [2 31
ALT (UL} 20 [16, 27] 19 [14, 24]
Blood urea nitregen (mgfdL) 16.0 533 193 =642
Kidney function Creatinine (mg/dL) 10 =+042 L1 =+067
(13 218 BUN-Cr ratio 165 =418 179 £533
GFR. {ml/min} 54.0 +1538 485 +16.33
Anemia Hemoglobin (gfdL) 136 +1.26 127 =150
(&) Hematocrit (%) 424 +386 400 +462
Iy tion NCRP (mg/L) 087 1050, L79] 072 [0.36, 157]
Mean + standard deviation ; Medion [lower guartile. uj uartile] . Frequency(%)
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Tentative results

- Strong and consistent associations of social networks with
various health statuses
« No panacea of specific types of social networks: different
network characteristics are effective for different types of
health statuses
- Connected health is strongly gender-specific
- Size vs. Density
- Burden aggravating triad vs. Care providing triad
- Dyadic quantity vs. dyadic quality
- Connected health is strongly country (culture)-specific

Hypertension
MMSE
CESSD)
CRP
CAC
Osteoporosis
Brain

- Volume

- Connectivity




Size vs. Density: hypertension
Regressions over two stage: (1) hypertensive or not; (2) among
people with hypertension, controlled vs. unaware vs. uncontrolled

Development of hypertension

Pr(hypertension)

o —

b=
]
A
W
=

No. of discussion networks

~3— ¥
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Figure 1. Examples of Connectivity Levels
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Embeddedess (Cohesion, Closure)
- emotional support and positive self-identity as streess
buffer hinder the neurotic pathway where the release

of glucocorticoid from adrenal cortex accelerated by
psychological stress (Sapolsky, Romero and Munck
2000)

- association among the chronic exposure to elevated
glucocortlcmd reduced hlppocarnpal volume and the

et aI 1998; Starkman et al 1992)

)

(liaison)

bICI

({representative)

bOI

(gatekeeper)

Yo

(itinerant
broker)

w.

1
(coordinator)




- maintenace of ties with people with different, and
sometimes conflicting, tastes, needs, and attitudes
> cognitive challenge

- tends to stimulate cognitive tasks and develop 'sharp
mind' or good cognitive capacity (Cornwell 2009;
2011)

© Low SE low BP  © Low SE high BP @ High SE low BP @ High SE high BP
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) Low SE low BP  Q Low SE high BP @ High SE low BP @ High SE high BP

Three possible outcomes
- additive outcomes: E + B
- interactive outcomes: E + B + [*E*B: positive(i>0) or
negative(i<0)
- differntial outcomes: embeddedness for 'getting by’ or
'not pathological and brokerage for 'getting ahead' or
above normal

Analytical strategy
« Counterfactual analysis: inverse-probability

Analytical strategy

2007)

Controlling for individual-level variables: (1) age,
gender, educational level, income level, marital status,
working status, (2) smoking, drinking, stroke ever,
CHD, hypertensive, depressive, self-rated helath, (3)
residential duration, religious activity, township
activity, senior center use, public role

OLS: MMSE score
two-step logistic regression: high risk(1) vs. others (0) /
above average(1) vs. average(0)
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Triadic: Positive vs. Negative for CES-D

Ego s Alter Ego’s Alter

)

Spouse Spouse

[a] spousal closed triad [b] spousal open triad




Table 4. Logistic regression among men: dependent variable, CES-D (CES-D score <16=0216=1) N=270
Modell Model2 Modeld ModeH Model$ Modeld Model?
Age (rel. 43-09)
10-79 0455 (063) 0618 (069 0643 (065 058 0.7 o (033 0654 (06 0808 (0.3
$0-94 0839 (015 1036 (0.03) 0802 (021) 0878 (011 LM (014) 0897 (010) 1248 [©19)
Level of education (ref: none)
elementary school / seodang 0474 (-130) 040 (-1.40) 047 (-125) 0450 (-136) 0340« (-175) 0420 (-147) 0319+ (-188)
muddle school / ugh school / college 0556 (097 0600 (07) 0553 (09%) 0593 (082 0410 (-133) 0545 (093) 044 (129)
Annml household mcome (ref: <5,000 USD)
5,000 w 10,000 USD 034 (115 0583 (099) 058 (-116) 0550 (09%) 0l (LI 0H7 (L1 05H  (L1Y)
moee than 10,000 USD 0M1* (254) 0204 (:248) 0208* (-256) 018" (-253) 0.188*  (-241) e21* (251 018%™ (265
musung 0560 (070 0527 (078) 0564 (071) 0511 (081 0285 (-142) 0536 (0.76) 0239 (-160)
Currently working 0823 (016) 08 (035) 0864 (007) 0814 (017 0859 (0.08) 0831 (036) 0858 (028)
Drmking alcobol 0954 (010) 1208 (03%) 0838 (015) 1192 [©35) 1072 (0.14) 1023 (005) 1149 (028)
Sawimg cigaefie 1318 (057) L% (034) 133% 060 1221 @4l) 12158 (048 1250 (045 1248 (043)
No. of chrome diseases &g ed ] 1370+ (191) 1289 (204) 158 (151) 130 Qe 1287 (19% 1307+ (194)
Partcipate in non-religions social activities 1085 (062) 118 [@75) 198 (084) 1M @0m 1184 (099) 1096  (063) 1176 (105)
Parncipate 1 relipous social actranes 1153 (0.64) L1440  (0.58) 1156 (0.65) L150 (sl L8l (07§ L15§  (0.65) 1186 @73
Anend semor center 0827 (035 0599 (059) 0858 (0.25) 083 (0 0560 (095) 019 (035 0490 (-115)
SF-12 (phywcal component summary) 088" (313 0.7 (330 084 (-310) 0918* (-324) 0818* (329 0824 (-3.07) 0819t 31
Sleepmg hours LO47  (032) 1037 (025) 10H (03 1008 (019 1035 (0.24) 1057 (0.3%) 1051 (033)
Dunation of mamage 0998 (0.06) 0999 (0.00) 0999 (003) 1002 (0.05) 0980 (-026) 1001 (no1) 0993 (4017)
No_of cobabtants 0561 (015 0968 (015 0565 (D) 0972 811 0940 (-0.21) 0843 (020 0927 (027
Teme wth gpouse (ref- K spends free tmme apart from spouse)
R spends some free tane with spouse 140 (045) Lm @) 1397 (045) 1675 (088) 1903 (0.81) 1621 (08 2% (e
R spends free nme with spouse 124 (024) 1331 (@35 1219 (@215 13 @04 1331 (035 143 (027) 1484 (045)
Opemnews (ref neverhardly ever or rarely)
some of the time 0343 117 0319 (-126) 034 (-113) 05 (-116) 034 (-116) 033 (-116) 0314 (-105)
Often 0821 (057) 0659 (051) 0845 (052 0746 (035) 0584 (072 082 (055) 0573 (4065
Cnticxze (ref: never)
hardly ever o rarely (104) 1386 (0.68) 1671 (L07) 1439 (075 1645 (1.00) 1668 (L05) 1751 (109)
some of the tume often (330 6130* (309 6788 (331 6196 (09 7900 (340 664 (34) BONt (35
_Spousal depressice (289) 400" (307) 35500 (286) 4018 (304) IOI6™ (295)  IBEI (105) 4440t (30§)
Spousal closed tnad” 0354+ (189 0303* (-209)
Son" 2893 (140 W (148
Daugheer” 00840%  (-248) 0064 (278)
Sposal open trad 0956 (040) 0882 (039
Son* 0846 (020) 0938 (007
Daughses* 0600 (035 036 (08
Male neyghbor 1069 (035) 1052 (041
Fenale neaghbor 1551 (0s1) 1270 (026
_preudo R 0310 0323 [ET]] 03X 0343 0314 0350
Tabile 5. Logistic regression among women: dependent variable, CES-D (CES-D score <16=0>16=1) N=273
Modell Model? Modeld Model Models Models Model?
Age (ref 43-05)
0-79 146 (184) 2642+ (169) 2588+ (L71) 1656+ (L71) 219+ (L7 1605+ (1.69) 1661 (160)
3096 oM (-030) 0847 (015 0591 (0.30) 0725 (03 054 (01B) 0w (021 0848 (015
Level of education (ref. none)
elementary school ' seodang 0939 (014) 0961 (0.08) 088 (031) 0905 (020) 1007 (001) 0912 (419 0246 (011
muddle school / hagh school / college Lo09  [aot) 0873 (020 0896 (001) 0868 (-021) 114 (014) 0855 (0.07) 1061 (006
Anzual howsebold mcome (refl <5,000 USD)
5,000 to 10,000 USD 0365+ (-174) 0348« (-182) 0408 (-1.56) 0370« (-170) 034« (150 0360« (-169) 0302+  (-196)
move than 10,000 USD 9% (203) r e 3000 (2000 19%0*  (1L.9%) 2564 (L87) 8- (19 234 (145
nussng 0706 (-049) 3% (08 0534 (083) 04T (095) 0496  (-0.36) 078 (037 054 (078)
Cumently workmg 1031 (0O7) (0.54) 1233 (045) 137 (D67 1674 (104) 1140 (030) 171 (I
Drankng akeobiol Lo&2 (1) (0.26) 0915 (01T 0430 (D) 0916 (017 1019 (0.04) 08 (02
Smoking cigarenie 14 (03Y (0.60) 1683 (045) 1583 (061) 1909 (058) 1216 (@17 1521 3
No. of chrome drieases : (181) 1216 (156) 1268+ (185) L8 (12 140 (162
Participate i noo-rehpous social activibes (=237 06750 (-235) 0657 (-240) 06Mt (226 07H (18 078~ (L)
Particpate i religious social actties 11y @sn 030 L4 0™ 1107 (@38 1115 (081) 119 (064 1119 @y
Anend senior center 1497 (09%) (157) 18853 (146) 2163+ (1L73) 1866 (143) 1687 (123) 1999 (155)
SF-12 (phywcal component summany) 0507 (-297) (-289) 0824*  (-303) 0821 (-304) 0924 (2%4) 0§ (313 0920**  (-300)
Slecpang hours 1328 (189) (1L.78) 1323 (184) 1310~ (1L.76) 136 (201 1338+ (194) 138 206
Duration of mariage 0973 (083) (-131) 0970 (090) 0956 (125 0962 (-111) 0969 (093) 0860 (-114)
No. of colabstanty 087 (15T -195) 060 (1. 0610- (196 0677 (-1L55) 0657 (1.en 068 (-1H)
Tume with spouse (ref. R spends froe tiume apant from spouse)
R spends some free time with spouse 0875 (-025) 0633 (080 0789 (D43) 0626 (082 0519 (-115) 0916 (016) 0575 (-095)
R spends free time with spouse 0385+ (-167) 0305 (199 0338~ (185 0 (201 0251 (22 0386 (-161) 0276 (204)
Openness (ref. oeveshardly ever or rasely)
some of the time 013" (-248) Q1T (235 0183 (231) 015 (227 013" (240 0116 (257 013 (257
Ofien 0118 (-262) 01t (24 0135 (:239) Q130* (235 1% (24 01050 (26 00dEt (263)
Cnncuze (ref: never)
hardly ever or rarely 1031 (007) 1252 (045) 0918 (019) 1130 ([026) 1287 (053) 0977 (00%) 1260 (049)
some of the tume often 1738+ (191 3PSt 247) 250 (179 3652* @3) IS QA 18 (15h 1Imt 08
_Spousal depressaon 3sg~ (.0h 438 (335 ER T el eE 1)) 38267 (3.04) 1640 (290) EE LD bl e 1)) 354 @)
Spousal closed tad” AT (3N 180T (257)
Sen” 6103 2™ ST @7
Daughter* LM9  (043) 1313 (039)
Spousal open nad oM (225) 0857 (111
Son’ 1361 @038 1638 (076
Daughter" 1002 (0.00) 1166 (025)
Male nesghibor " 245 (083 1392 [@30)
Female nesghbor O (1TH 0872 (089
_peudo B 0319 0356 0337 0360 0370 0333 0378
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Multivariate Logistic regressions

DEPENDENT VARIABLE: elevated C-reactive protein
concentration (3 mg/L) after treating missing if it is > 8.6

INDEPENDENT VARIABLES:

(Indiviaul charateristics for controlling purpose)
age, racial/ethnic, educational level, retirement

(traditional risk factor behaviors)
physical activity, sleeping hours, smoking, drinkingt, waist
circumfernce

(health status)

diabetes, hypertension, functional health,

medicine (sex hormones, immunosuppressive agents,
HMG-CoA reductase inhibitors), , mean systolic value,
self-rated physical health

dyad: time-sharing

together

some different

W separate

male female

dyad: critique dyad: openness

I

8 hardly ever/ — B - (e |-V T
never N never
some of the f i - some of the
time 06 time

® often N W often

male female male female
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Statistical Analysis

- Controlling for age, gender, smoking status, history of
hypertension, history of diabetes, ESRD, exercise,
depression, statin use, body mass index, systolic
blood pressure, low-density lipoprotein, glucose,
estimated glomerular filtration rate, education,
income, working status, marital status, and the
number of cohabitants.

- Logistic regression predicing CAC score is greater than
400




Only-family networks

No-cutpoint networks

Total (n=1384) 1

Age<60 (n=662) -
Age>60 (n=722)

Male (n=760)
Female (n=624)
Total (n=1384)

Age=<60 (n=662) -
Age>60 (n=722)

Male (n=760)
Female (n=624) 1

T
0

V1T 7T 17T T 17T 17T 1T 17T T T T T°71

T
2345678 9I10111213141516
Odds ratio of coronary calcium score=400

1 95% CI
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Contingent Association between the Size
of Social Network and Osteoporosis
among Korean Elderly Women

Statistical control: The estimated predicted probability
was based on the logistic regression which was adjusted
for other covariates such as marital status, age, BMI,
drinking, smoking, exercise, household income,
educational level, living area, and instrumental activities
of daily living.
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Histological or
imaging data

Functional brain network

Sensorimotor
e Premotor

T Prefrontal
o, ; - 5
Inferior 'cempn:m;i‘\Q Orbitofrontal
4 Temporal pole
Graph theoretical analysis
78
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et Effective connectivity

Box2|N k

A network is defined in graph theory as a set of nodes or vertices and the edges or lines between them. Graph topology
can be quantitatively described by a wide variety of measures, some of which are discussed here, It is not yet established
which measures are most appropriate for the analysis of brain networks. The figure shows a schematic diagram of a brain|
network drawn as a directed (left) and an undirected (right) graph; both structural and functional networks can be either|

directed or undirected [BOX 1] Bl.l"more & sporns 2009
Nede degree, degrees distribution and azsortativity

The degree of a node is the number of connections that I'mk it to the rest of the network — this is the most fundamental
natwork and most other are ulti ly linked to node degree. The degrees of all the network’s nodes
farm a degree distrib ™. In random ks all connections are equally pmhnble resulting in a Gaussian and
symmetrically centred degree distribution. Complex netwou ian degree distributi often
with a long tail towards high degrees. The degree distr of scale-fr ks follow a power law™, Assortativity
the correlation between the degrees of connected nodes. Positive assortativity indicates that high-degree nodes tend to
connect to each other.
Cluztering coefficient and motifs
If the nearest neighb f a node are also directly connected to each other they form a cluster. The clustering coefficie
quantifies the number of connections that exist between the nearest neighbours of a node as a proportion of the
maximum number of possible connections*, Random networks have low average clustering whereas complex networks
have high clustering (associated with high local efficiency of inf ion transfer and rob ). Interactions between
neighbouring nodes can also be quantified by counting the occurrence of small motifs of interconnected nodes™. The
distribution of different motif classes in a network provides information about the types of local interactions that the
natwork can support®,

Path length and efficiency
Path length is the minimum number of edges that must be traversed to go from one node to another. Random and
complex networks have short mean path lengths (high global efficiency of parallel information transfer) whereas regular
lanu:es have long mean path lengths. Efficiency is inversely related to path length but is numerically easier to use to

logical distances b I of disconnected graphs.
Connection density or cost

Connection density is the actual number of edges in the graph as a proportion of the total number of possible edges and
the simplest estimator of the physical cost —for ple, th gy or other a9 —ofa

Hubs, centrality and robustneszs

Hubs are nodes with high degree, or high centrality, The centrality of a node measures how many of the shortest paths

between all other node pairs in the netwark pass through it. A node with high centrality is thus crucial to efficient

communication™!, The importance of an

individual node to network efficiency can be
o by loleting it and estimati

athe 0
efficiency of the lesioned network. A i. 4?‘ =
Robustness refers either to the structural .%-

Q
integrity of the network following deletion of
nodes or edges or to the effects of et “
perturbations on local or global network
states, . T P
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Fig. 7. Unweighted graphs of the lower alpha band (8- 10 Hz) for different patient groups and different fixed average degrees (K), from EEG with 17-channel average reference
montage. For the Alzheimer's disease (AD), frontotemporal dementia (FTLD) and control groups, the functional connectivity (synchronization likelihood, SL) based graphs are
shown as headplots for different values of K. Lower K values (higher threshold) result in a sparser network. On visual inspection, it is obvious that there are inter-group
differences. From: De Haan W et al. F i neural analysis in P ia and Alzheimer's disease using EEG and graph theory. BMC Neurosci
200% 10:101. (Copyright by the authors under the license agreement that the work can be freely distributed when fully cited.)

Fig. 7. Unweighted graphs of the lower alpha band (8-10 Hz) for different patient groups and different fixed average degrees (KL from EEG with 17-channel average reference
montage. For the Alzheimer's disease (AD), frontotemporal dementia (FTLD ) and control groups, the functional connectivity (synchronization likelihood, SL) based graphs are
shown as headplots for different values of K. Lower K values (higher threshold) result in a sparser network. On visual inspection, it is obvious that there are inter-group
differences. From: De Haan W et al. Functional neural network analysis in frontotemporal dementia and Alzheimer’s disease using EEG and graph theory. BMC Neurosci
2008:10:101. (Copynight by the authors under the license agreement that the work can be freely distributed when fully cited.)

Fig. 8. Synchronization differences between Alzheimer's disease (AD) and controls. A subset of connectional differences of synchronization between the groups (2-tailed t-
test, p <005 uncorrected) are plotted at three superior-to-inferior levels through the AAL brain template: (b)=253; (c)=273; (d)=2111. Lines depict synchronization
between pairs of regions: solid lines = enhanced synchronization; dashed lines = reduced synchronization. Note the pattern of generalized posterior (parietal and occipital)
synchronization reductions and increased frontal synchronization. Adapted from: Sanz-Arigita EJ et al. Loss of ‘small-world’ networks in Alzheimer’s disease: graph analysis of
FMRI resting-state functional connectivity. PLoS One 2010;5:¢13788. (Copyright by the authors under the license agreement that the work can be freely distributed when
Tully cited.)




Brain Connections and Social Cohesiveness

SCIENTIFIC REP?RTS
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b The Bournds OF Education In The
'Human Brain Connectome

P. Marques**3, J. M. Soares**3, R. Magalhdes**3 N. C. Santos*?3 & N. Sousa**3

Recenet; 18 March 2015 © Inter-individual heterogeneity is evident in aging; education level is known to contribute for this
Accepted: 06 July 2015 Latarageneity. Using a cross-sectional study design and network inference applied to resting-state
Published: 06 August 2015 © fMRI data, we show that aging was associated with decreased functional connectivity in a large

© cortical network. On the other hand, education level, as measured by years of formal education,

. produced an opposite effect on the long-term. These results demonstrate the increased brain

- efficiency in individuals with higher education level that may mitigate the impact of age on brain

© functional connectivity.
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Agofyears) " " Age(years) "

Figure 2. Networks showing significant associations between functional connectivity (FC) and age.

A large sub-network was found to display a negative association between FC and aging using primary
thresholds of p< 0,01 and p< 0.005 but not with a primary threshold of p < 0.001 (a). Younger subjects
presented moderate positive mean FC values in this network while older subjects presented mean FC values
close to zero along the network (b). In the upper panel (a), black dots represent AAL brain regions and blue
edges denote edges with negative associations with age. Bottom panel (b) presents scatter plots of the mean
FC of the statistically significant networks in function of age,

p<0.01 p <0.005

o

Mean FC

Mean FC

Mean FC
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Degree Centrality — brain health
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Figure 1. Neocortex volume as a ratio of medulla volume in different groups of primates (after
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Figure 2. Positive correlation between in-degree centrality and regional gray matter volume, Yellow
regions indicate clusters including SVC PFWEcor corrected voxels. Significant voxels above
p=.005(uncorrected) are displayed in the brain map for the visualization purpose. Age, education, sex adjusted
residual values of gray matter and in-degree centrality were plotted. (a) Left inferior orbitofrontal gyrus. right
inferior orbitofrontal gyrus in SVC type 1. (b) Right posterior temporo-parietal junction in SVC type 2. (¢)
Right superior frontal gyrus, right inferior frontal gyrus in SVC type 3.
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Figure 3. Age related regional gray matter volume decline and in-degree centrality moderation. Low in-
degree centrality group below 1 tie (red dot) and high in-degree centrality group with more than 2 ties (green
dot) are plotted. Regional gray matter density was generated from 8mm radius spheres centering each peak
voxel coordinate. (a) Gray matter volume in orbitofrontal cortex. Low group: » = -.654, p<.001, High group: r
= -.636, p<.001. (b) Gray matter volume in femporo-parietal junction. Low group: r = -.527, p=.002, High
group: » = -.478. p=.004. (c) Gray matter volume in inferior and superior frontal gyrus. Low group: » = -.502,
p=.003, High group: r = -.352, p=.038.

Degree Centrality — brain health
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Connected Beings and Connected
Health

Yoosik Youm
Sociology, Yonsei University
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What is health literacy?
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Definitions of Health Literacy

* CDC

The Patient Protection and Affordable Care Act of 2010, Title V, defines health literacy as the degree o
which an individual has the capacity to obrtain, communicate, process, and understand basic health
information and services to make appropriate health decisions

* WHO

Health literacy refers, broadly, to the ability of individuals to “gain access to, understand and use
information in ways which promote and maintain good health™ for themselves, their families and their
communities

* AHRQ: agency for healthcare Research and Quality (U.S. Department of Health and

Human Services)

Health literacy is the degree to which individuals have the capacity to obrain, process, and understand
basic health information and services needed to make appropriate health decisions

Why health literacy matters?
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Background of health literacy

* In the United States, 40 to 44 million Americans were estimated to be functionally illiterate,

another 50 million marginally literate
* Low health literacy affects over 90 million people in the United States

* This prompted public health educators to start to doubt individuals’ abilities to process and
understand health related information

* The emergence of the concept of health literacy

Background of health literacy

* Health literacy requires knowledge from many topic areas, including the body, healthy
behaviors, and the workings of the health system

* Health literacy is influenced by the language we speak; our ability to communicate clearly
and listen carefully; and our age, socioeconomic status, cultural background, past
experiences, cognitive abilities, and mental health
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Low health literacy and health outcomes

* Low literacy is linked to poor health outcomes, higher rates of hospitalization, less frequent

use of preventive services, and higher healthcare costs

Health literacy in
a conceptual framework of
democratization of
healthcare
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Health literacy as fundamental to Democratization
of Healthcare

1. Everyone has the right to health information that helps them make informed decisions

2. Health services should be delivered in ways that are understandable and beneficial to health,
longevity, and quality of life

3. Person-centered care, not just patient-centered care
4. Ownership of one’s own medical records

5. Reducing health disparities

Health literacy and Health disparities

* According to research from the U.S. Department of Education, only 12 percent of English-
speaking adults in the United States have proficient health literacy skills. The impact of
limited health literacy disproportionately affects lower socioeconomic and minority groups

* Health literacy research is essential to avoid increasing disparities in information and health
outcomes as genomic information reaches more patients

* Hundreds of original research investigations have shown that health disparities depend on
people’s literacy and numeracy skills, language, education, knowledge, and experience
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Health literacy and Person-centered care

* Health literacy is part of a person-centered care process and essential to the delivery of cost-
effective, safe, and high-quality health services

* Person-centered care helps people to learn more about their conditions, prompting people to
be more engaged in health consultations and training professionals to facilitate care that
empowers people to take part

* Encourage people to be more involved in decisions about their care so they get services and
support that are appropriate for their needs

Promoting Shared Decision Making With Health
Literacy Tools

* Only with a health-literate community can we engage in truly shared decision making
* Health literacy tools encourage shared decision making between patients and clinicians
* Use of health literacy tools is encouraged for facilitating shared decision making (SDM)

* Patient-clinician communication necessary to achieve SDM depends on many factors,
including having a shared language; the use of medical terminology can be an unnecessary
barrier to SDM.
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Promoting Shared Decision Making With Health
Literacy Tools

* Health literacy can ensure that patients understand their health issues and can make
well-considered decisions

* Rationales for this include respect for patient dignity and their autonomy, which is
contingent on a patient's understanding of relevant information

Health literacy and OpenNotes

EheNew Jorkimes thelmj sesesch- tacston- Newsviews - Campsins

TECHNOLOCY US experience with doctors and patients sharing clinical notes
The Healing Power of Your Own Medical Records S

WITDILN NAOIN 95 Article  Relatedcontent  Metrics  Responses

ipondance to: | Walker jwaik

The move to offer patients online access to thes " notes is accel

upparting mare truly collabo

ve relationships between patie
chinicians, say Jan Walker, Michael Meltsner. and Tom Delbanco
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How to measure HL?

Health literacy assessment tools

1. REALM (Rapid Estimate of Adult Literacy in Medicine)

- A test of word recognition which consists of 66 words
- A patient will be asked to read each word on the test aloud to see if he/she can

recognize the word
— The patient can be done with it in less than 5 minutes




o|==0lsHS=o]l CHet ol X It

Patient ID #:

Rapid Estimate of
Adult Literacy in

Medicine — Short

Form (REALM-SF)

REALM-SF Score Sheet

Date: Examiner Initials:

Behavior
Exercise
Menopause
Rectal
Antibiotics =

Anemia

Jaundice

TOTAL SCORE

Scores and Grade Equivalents for the REALM-SF

Third grade and below; will not be able to read most low-literacy materials;

0 will need repeate

d oral instructions, materials composed primarily of illustra
tions, or audio or video tapes.

Fourth to sixth grade; will need low-literacy materials, may not be able to re

1= ad prescription labels.
Seventh to eighth grade; will struggle with most patient education materials;
4-6 . . 5
will not be offended by low-literacy materials.
7 High school; will be able to read most patient education materials.
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Health literacy assessment tools

2. TOFHLA (the Test of Functional Health Literacy in Adults)

= A fill-in-the-blank, a lengthier and complicated tool which consists of two parts,
reading comprehension and numerical skills that are often found in the health
care settings

- It takes about 20 minutes to administer

3. Short Assessment of Health Literacy-Spanish and English (SAHL-S&E)

Stem Key or Distracter Don't know
1. kidney __urine _ fever __don't know
2. occupation __work __education __don't know
3. medication __instrument __treatment __don't know
4. nutrition __healthy __soda __don't know
5. miscarriage __loss __marriage __don't know
6.infection __plant __virus __don't know
7. alcoholism __addiction __recreation __don't know
8. pregnancy __birth __childhood __don't know
9. seizure __dizzy __calm __don't know
10. dose __sleep __amount __don't know
11. hormones __growth __harmony __don't know
12. abnormal __different __similar __don't know
13. directed __instruction __decision __don't know
14. nerves __bored __anxiety __don't know
15. constipation __blocked __loose __don't know
16. diagnosis __evaluation __recovery __don't know
17. hemorrhoids __veins __heart __don't know
18. syphilis __contraception __condom __don't know
100
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s L E k f Ith L't 1. kidney | urine | rever |_cen'tknow
l 2z occupation | work |_educatian |_den'tknaw
3. medication [instrurnant | _weatment |_den'tknaw
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— - | - P
- i i s 7. alechelism |_addiction [—recreation [—don’t knew
e | = e | o B. pregnancy |_birth |_childhoed | den't know
- . - o, seizurs | dizzy |_cairm |_den'tknaw
] —— i i 0. dose tleap |_amount |_den'tknaw
e | = e 11. hermonss | growth | —harmany [ _dentknow
= = . 12. abromal L ditferent |_similar |_con't know
r—— — —
e v — e 13, sirectad |_instruction |_dzcision |_den't knaw
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i — P
——— Line | - 16. diagnosis evaluation |_recovery |_den't knaw
= r = 17. hemarrhaids |_wveins |_heart |_den't knaw
18, syphilis |_contraception |__condom |_den't knaw

Health Literacy Europe

The European Health Literacy Project (HLS-EU)

* The European Health Literacy Survey was conducted in 2011 in eight countries.
This pre-conference introduces the HLS-EU-Q, which was developed to measure
health literacy in the European Health Literacy Survey

* Measuring health literacy in Asia: Validation of the HLS-EU Q47 survey

) AT Wi
+ B0-=80.

tool in six Asian countries uven V. Duong, | Epidemiol.
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Very Fairly Faily | Very
difficult |  difficult easy easy

...find information about symptoms of " illnesses that concern you?
...find information on treatments of illnesses that concern you?

...find out what to do in case of a medical emergency?

...find out where to get professional help (such as doctor, pharmacist,

HLS-EU-Q47

psychologist) when you are ill?

...understand what your doctor says to you?

English version ...understand the leaflets that come with your medicine?

On a scale from very ) )
4 ...understand what to do in a medical emergency?

easy to very difficult,
how easy would you ...understand your doctor’s or pharmacist’s instruction on how to take
say itis to: a prescribed medicine?

...judge how information from your doctor applies to you?

...judge the advantages and disadvantages of different treatment
options?

...judge when you may need to get a second opinion from another

: doctor?

...judge if the information about illness in the media (such as TV, Inter
net, or other media) is reliable?

...use information the doctor gives you to make decisions about your

©
HEHBOEOROEEEEE

illness?

St ZZYEO|HE £ T=1(KHLAT) JH2E 0 KHLATSHAE ¢
(2011)
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<Table 3> Mean scores comparison between KHLAT(2) with KHLAT(4) according to grade range in the Korean schoal

system
Grade Range in Korean School KHLAT(2)* KHLAT(4)**
System N MeantSD N MeansSD
3rd Grade of Elementary School and
324 19.34£1343 289 20.00£12.58
Below
4th to 6th Grade of Elementary 2% 35.17213.83 289 256641470
School
Middle School 361 47.06+10.55 372 31.19=17.18
High School 391 50.87£10.01 395 38.02+14.08
Total 1328 39.16x17.21 1345 29.60£16.26
* p<0.001, ** p<0.001
St s HZIEEHO |5 S8 =41(KHLAT-2)
copyright ©® 2011 by Sung Soo Kim.
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Teaching
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\ The 4th /
Industrial
Revolution

Patient visits
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Ao 2 49Q](Berkmanet al., 2011).

whebAl, 2 oSt ZoFolA Y

liness
7_]7].\:] _us] _] TK‘"ﬂ' “”}‘} Injury
5} A] Health Literacy+=
ol s4sty] oIt Fast W

olog BAX :
‘_]__.E. T o]_. Lack of affordable
r Limited opportunities for
Poor access to senvic
Source: Health Inequalities in Enfield Report (2013) I p.a-.,,!..ﬁ:‘::j-:jl:;};.-:gﬁ: S Te
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Health Literacy®} 717324
Barri
arriers Health Care Processes

Personal/Family
* Acceptabilit
. Cultupral 4 Use of services Mediators Outcomes
S P T ———
= language/literacy 3 | Visits Quality of providers Health Status

* Attitudes, beliefs

* Preferences

* Involvement in care
* Health behavior

* Education/income
Structural

* Auvailability

* Appointments

* How organized

* Transportation
Financial

* Insurance coverage
* Reimbursement levels
* Public support

s3] ZAstars 12U

q*”ﬂ” ﬂ:l

* Primary care -.!

* Specialty
e Emergency

Procedures

¢ Preventive

* Diagnostic

* Therapeutic

* Cultural competence
» Communication skills
* Medical knowledge

* Technical skills

* Bias/stereotyping

Appropriateness of care

Efficacy of treatment

Patient adherence

* mortality
* Morbidity
* Well-being
 Functioning

Equity of services

Patient Views of

Care

* experiences

* satisfaction

* Effective
partnership

Source : Cooper et al., 2002.
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RESEARCH ARTICLE

The Relationship between Health Literacy

and Health Disparities: A Systematic Review

Sarah Mantwill*, Silvia Monestel-Umana, Peter J. Schulz PLOS ONE | DOI:10.1371/joumal.pone.0145455 December23, 2015

Social Health Service Health Disparities
Disparities Disparities
Race/Ethnicity Access N
Income Process Health
Education Management Qutcomes
Gender

In]
- BYOYa



Z15l0|Me| ZHLHREES o7 5

4. Health Literacy?] QA

» Health Literacy= 71708 Fofoj|A] X2 AHE(Simonds, 1974).
Fatel 217} TR AR, QA 27, olzul g 87, 4o A B4 St
A B Qs L= B A ol & shH(Parker et al., 2003).

< Health LiteracyE 711 F/d9 &2 o] F0i%] Atal= 7i7hQ1e] &
ARA =3t XA AAE] &7t 75t o] 2 Qs A A AXA HY

| 22R0 8 1HUAE0] AZbsl SEASH A} ol ZA(WHO, 2013).

oL

O

> 21A4]7]+= Information available everywhere
via wearable web/e-device.

The right health information,

the right people, at the right time, with the
intended effect (Ratzan, S.C., 2001)

n)
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5. Health Literacy 7]'@ &4

who(i99s) 3% RIS 3TE St ARE olshstn Y8 sl BIY
At T 710 viEol H= AXA, ARA 7=

Institute of X8t 2| A} Z % (appropriate health decisions)o] v}&o] &=
Medicine 71ZAQ AZF J B} MU AS AT & 2]st o]sfT 2 Q= A=

2004
(2004) (Health literacy £0{,20104 MeSH SX})
Adams et al “The ability to understand and interpret the meaning of health information in written, spoken
(2009) ’ or digital form and how this motivates people to embrace or disregard actions relating to

health”

‘“ the degree to which individuals can obtain, process, understand, and comm

unicate about health-related information needed to make informed health

decisions.’ (Berkman, Davis, & McCormack, 2010).
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5. Health Literacy 7J'@ &4k (2)

Print Health Literacy
Dimension of
Functional

Oral Health Literacy
Health Literacy

(Berkman, 2011)
Numeracy

>
30
rir
AN |
T
)

]
FEE AZEE0| et Bl BN ot 28 2 + Us
IN

o
> Mental Health Literacy : 2EtQ10| HAMAHZ 2+
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Complexity and
Difficulty of
INDIVIDUAL Printed Messages
CAPACITY
Reading Fluen
Pm: = HEALTH-RELATED
i ; PRINT LITERACY
- Quantitative Ability to understand
- Document written health information
New Knowledge,
I / Positive Attitudes, | __, ""Hm"
Greater Self-Efficacy,
Behavior Change Outcomes
e HEALTHRELATED™N |
~Vocubesmy, |_,{ ORALLITERACY
- Conceplual knowledge Abillity to orally
of health and healthcare communicate about health
?
Complexity and
Difficulty of
Spoken Messages

Source : Baker (2006)
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Health | Health
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i -Hri Participation f-}[EmDO\I'MNfﬂ

L= o

+

Wy
Personal
determinants

of i |

[ Societal ard envirormenial determirants ]

o

Individual level Population level

[

Figure. Integrated model of health literacy
Sorensen et al (2012)Health literacy and public health: A systematic review and integration of definitions and models,
BMC Public Health 12: 80.
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6. Health Literacy &8 2% (3)

IROHLA (Intervention Research on Health Lit

eracy among the Ageing Population) 2 &2
2 279 HLE 71 =91, 7hQlnt B3R 34 =

Intermediate results ‘?“O“ l—_Hf,‘j: _75_7;“’ Q]i;‘(_]ip_]_ j_%o] _1_.|\_§_]. g—liiﬂlﬂoﬂ
o

dEAEALT W 78T 2.

i?ohla Healthy Ageing

Health
Literacy
Outcomes

12

( B {Em owerment | Communication Health ( R ducti i
| Community p g Literacy il
P Persons Low Clients and A Access

PP Health Literacy Professionals i Barriers

Professionals

Health Literacy Interventions

Source : IROHLA Consortium (2013). Understanding health literacy and the development of an intervention model. Groningen, The Netherlands:
UMCG.
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Health Literacy ¥+

ook

Health Literacy &5+ &
Limited Health Literacy A
Health Literacy ®sf] @ %1 Q 9l
Health Literacy®} Health Outcome
Health Literacy AP =+

Ao

Healthcare Professionals thAF 4%

N o s =

1. HL d7d-=4-9

PUBMED (2000~2016.12.31): health literacy and nursing (1218)/ health literacy (7595)

1200
1090
1000
968
800 829
719
600 618
ok ne
446
400
365364
299 Koreamed :2006-2016. :
249 Health literacy [tI] & nursing => 25

200 192

105 gg——H4—126 ;

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Number of Records Per Year
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Results from PubMed search on health literacy publications in Europe

Ll‘ HL A7@3-=2-9]

Terms Term in the entire database Term in the title

Term only Term AND Term only Term AND

n (%) Europe n (%) Europe

n (%) n (%)

Health literacy 10 720 (100) 1563 (14.6) 154 (100) 2(1.3)
Readability 2482 (100) 180 (7.3) 254 (100) 21(8.3)
Health competence 20 170 (100) 4308 (21.4) 5(100) 1 (20.0)
Informed consent 29 548 (100) 4680 (15.8) 3658 (100) 424 (11.6)

Source : presents the results of our search for the period 1985-2005 (last search completed on July 22, 2005)

Table 1 presents the results of our search for the period 1985-2016.12.31) from PubMed

Term in the entire database Term in the title

Term only Telzm and Term ‘and Term only Term and Term .and
n(%) orea Nursing n (%) Kor;ea Nursing
n(%) n (%) n (%) n (%)
Health Literacy 11,004 (100) 84 1,632 2,295 (100) 32 334
Readability 25,919 (100) 156 L110 552 (100) I 49
Health Competence 62,282 (100) 256 19,331 31 (100) 0 9
Informed consent 54,070 (100) 729 3,499 5279 (100) 14 357
¥ zynoa
].. HL ﬁ?‘i%}_zﬁ-xﬂ (%LH) icle Korean J Health Promot 2012;12(21100-108 = pISSN: 2234-2141 = elSSN:
B e L KT s s g Moo KIGALR] P4 Qb Molo| HZIEH HES3 QI

L0, 248, ", oI, 2siol', wxiel', Zusf

ORMGINAL ARTICLE ESSN 12258504 (Print) / ISSN 22884203 {Onling|

LS 0l0H=H(Health Literacy)0ll et HEEA

Hy=". 2801 - ojg0" ) Korwan Acad Health Murs (%] hitp:tiche ool oep/ 101 2T #ifcachn 3015 263,194

T —
87| 27| Ob3o| ALHE OlslisHnt HASU ¢l

ws - Y5y
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.E-)i %_AJQI ﬂé EIE1 31 ‘I '%_z"l‘ %OL}: Fa" LUD AT N M 204N 49
‘E}%‘-z] ﬁv?- %i“}% %.)39_3 ./} Vorean Geroniol Nurs Vol 18 N, 1. 817, Apnl 2014 185N 12264
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BN Olths2
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1 Korean Acad Murs Adm (7138535 3 2]) ISSN 1226-9330 (Print) | ISSN 2288494
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» DB : PubMed, CINAHL, KoreaMed, Kmbase, RISS, KISS

» 7|9 E: “health literacy 9} “Korea’ Q} ‘Korean” 2 =3,

> 7172014 1297HA] &7t =

2013 - 2014 18 3.9

2011 - 2012 15 366
Publication Year

2008 - 2010 7 17.1

2005 - 2007 1 24

APl 59 i s

BEE TR R 6 176

agedd . i3
Translation .u:rms X AP 288 4 1.8
on Health literacy

ARARE Y 4 1.8

g9 e A 3 8.8

EERTFEE T

>z
HHANS AL S TEX| X‘IISZ-?_J X-||42(2015. 10) pp.93-108

n] .
CAW Funna

1. HL A5 AF-ZA] (5H)

Variable Category Number Percentage
Older adults (60/65yr=) 16 41.0
. Middle aged adults (30/40yr=) [ 154
Aee Adults (18/20yr <) 12 30.8
Others 5 128
General 27 692
Disease Diabetes 3 117
g::j: ;:seciﬁc" Hypertension 3 1.1
Chronic disease 2 3.1
Others 4 103
Korean 35 89.7
Participants” Immigrant women 3 11
Migrant workers 1 26
+ 79 of:

> @A e A7 M| sto] BAKA SYET Yot AY B

s B SIER S5 2 B0 A ol B 47 OIS EE Ao Sl

247 5(2015). 27 F40| WA 2E{R{Al T woksan| 9T S¥S FHo
HZEFISHE|X| ®323 K43 (2015. 10) pp.93-108
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1. HL A4+73%-DB

1067
1200 1027
979
1000 889
800 - 730 588
600 - 528
400 738
200 - 77 127 94 102 M Number of
33 11 %7 &7 6 21 Unique
: T : 3 T 3 Records
£ o ® T v =24 8- ¥ £ T w U T T 0T £ £
) = v = = >
S53858 %5 £ 9 5 <E & EZEE
U U LT 5 = w = wn @ > v 5 5 9 o
w220 BT 523 L3 § 5 2390w
= = g = B w £ w B s oo t% t%
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2 S S §R 2 5 g
51 =Y w W
< E £ 3 3
E§ 3 £
o 2 =
(]

Figure 4a, Database Distribution

Source : Shapiro, R. M. (2010) Health Literacy: Bibliometric and citation analysis
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Source) Evangelista et al. Health Literacy and Heart Failure: Implications for Patient Care and Research. Journal of Cardiac Failure 2010;16:1,
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100

89.4
80 84.1

E Understand
E Demonstrate

Low Marginal  Adequate

Health literacy level

Davis T.,Wolf M.S., Bass, PT., et.al. (2006) Literacy and Misunderstanding Prescription Drug Labels, Annals of Internal Medicine. 145, 887-894.
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2. Limited Health Literacy — SIx}[5H 24|

> o| X} o] 2 AjH|Ake] HZO| OfFC

> 2.7 U TACISA)E A ok,

> 9| 2717} A}A19] 217} (health history)oll tjall Hiatst= B AJgro] ick.
> o|rRteIo] o 2 MH|AE 0| &3Hs Bl 0f24Z0] ULt

> shgere Tejste o ofelgol 9tk

> =gopgo| X3S olsfets ol of2{go| Uk,

> A8 B wAE olslisiA Y, 285t d of2fFo] ot

Evangelista et al. Health Literacy and Heart Failure: Implications for Patient Care and Research. Journal of Cardiac Failure 2010;16:1,
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2. Limited HL

Health Literacy and the Quality of Physician-Patient Communication during Hospitalization

Interpersonal Processes of Care (IPC) domains overall and by level of health literacy. (Kripalani et al., 2010)
Patients with Patients with marginal
Total (N=84) Mean inadequate literacy or adequate literacy
IPC Domain (SD) (N=37) Mean (SD) (N=4T7) Mean (SD) P-value
I General clarity 356 (1.00) 336(1.14) T8 (0.79) 002
2 Responsiveness to patient concems 1.6% (0.68) 1.86 (0.78) 1.53 (0.58) 0.03
3 Explanations of condition and prognosis 1.75 (0.87) 1.93(0.99) 161 (0.74) 0.09
Explanations of p o ; . 5 :
T Enplumtiom ol selbome ST 00 T4 (1.20) 733 (0.00) T r—
6 Empowerment 1.76 (1.03) 1.85(1.27) 1.69 (0.81) 051
7 Decision-making 2.34(0.78) 2.34(0.80) 2.34(0.77) 1.00
8 Consideration of patients’ desire and ability to 315(1.19) 324(1.16) 3.07(1.23) 0.54

comply with recommendations

*
The range for all scores is 1 to 5. On the domain of General clarity, higher scores indicate more favorable responses. On other domains, lower
scores indicate more favorable responses.

1) General clarity (9 }\}7}.016}1 517] o]8-& 95t o2 AlRE=7}7)

oAb} TS =1 7|2 5kE71)

3) Explanations of condition, progress, and prognosis (2] A= $H&} AHAlo] AHAIQ] AW S 0]5l5tal 9=
Al &Rl5h=717?)

4) Explanations of processes of care (9JAh= EHAtol|7] A8 = & FAtoll tisl sk 712)

5) Explanations of self care (9] Al= &AH7F 7F U ol A sljof & A}7Fi2] of] qgﬁ AYsh= 717)

6) Empowerment (2]Ab= th5of]l 2188 Al & ¥ AAPE S’HH A7k ojd gt Wisks: & A] AYoh=717)

7) Decision-making: 2JAF= §HAF AA 2 R] E-L}x* of thall QJAFZAA SH=Z A2{sh= 71?

8) Consideration of patient’s desire and ability to comply with recommendations (2] A}= HA}7} ATEHA]

=2 A1BEl Qo ojulst 2AIE AP A olslsts 1 ava
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2. Limited HL

Health literacy and nurses' communication with type 2 diabetes patients in primary
care settings (Sayah et al., 2014)

Objective: The aim of the study was to examine the application of interactive communication loops,
use of jargon, and the impact of health literacy (HL) when nurses provide education and counselling
to patients with type 2 diabetes in the primary care setting in Alberta, Canada.

Methods: Encounters between nurses and patients with type 2 diabetes were audio recorded, a
nd a patient survey including a HL. measure was administered. Topics within each interaction we
re coded based on five key components of the communication loop and categories of jargon.
Results: Nine nurses participated in this study, and encounters with 36 patients were recorded.
A complete communication loop was noted in only 11% of the encounters. Clarifying health infor
mation was the most commonly applied component (58% often used), followed by repeating he
alth information (33% often used). Checking for understanding was the least applied (81% nev
er used), followed by asking for understanding (42% never used). Medical jargon and mismatc
hed language were often used in 17% and 25% of the encounters, respectively. Patients’ HL did
not materially affect patterns of communication in terms of using communication loops; however, nu

rses used less jargon and mismatched words with patients with inadequate HL.

2. Limited HL

Review
Health literacy and cancer screening: A systematic review

Benjamin R. Oldach?, Mira L. Katz*"* Patient Education and Counseling 94 (2014) 149-157

ABSTRACT

Objective: To evaluate published evidence about health literacy and cancer screening.

Methods: Seven databases were searched for English language articles measuring health literacy and
cancer screening published in 1990-2011. Articles meeting inclusion criteria were independently
reviewed by two investigators using a standardized data abstraction form. Abstracts (n=932) were
reviewed and full text retrieved for 83 articles. Ten articles with 14 comparisons of health literacy and
cancer screening according to recommended medical guidelines were included in the analysis.
Results: Most articles measured health literacy using the S-TOFHLA instrument and documented cancer
screening by self-report. There is a trend for an association of inadequate health literacy and lower cancer
screening rates, however, the evidence is mixed and limited by study design and measurement issues.
Conclusion: A patient’s health literacy may be a contributing factor to being within recommended cancer
screening guidelines.

Health Literacy =&0| ¥ Ajzt

HHVEO| RS
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2. Limited HL

Review Article

Annals of Pharmacotherapy

Impact of Health Literacy on Medication S Tho ) 214
. < eprints and permissions:
Adherence: A Systematic Review and sgepucomlourrlsermisions v

aop.sagepub.com

Meta-analysis SOACE

Ning Jackie Zhang, MD, PhD', Amanda Terry, MA', and
Colleen A. McHorney, PhD?

Abstract

Objective: To systematically review the literature and estimate the effect size of the relationship between health literacy
and medication adherence through meta-analysis. Data Sources: Databases searched included Cumulative Index to
Nursing and Allied Health Literature (CINAHL; 1982-2013), International Pharmaceutical Abstracts (IPA; 1970-2013),
MEDLINE OVID (1966-2013), PubMed (1966-2013), Psycinfo (1966-2013), and Web of Science (1966-2013). Study
Selection and Data Extraction: Inclusion criteria were as follows: English language; published through May I, 2013;
medication adherence as the outcome variable; use of validated measures of health literacy and medication adherence;
availability of a direct (not mediating) relationship between health literacy and medication adherence; and identifiable effect
size and statistical significance of the relationship. Exclusion criteria were as follows: duplicated results, irrelevant results,
conference abstracts, proceeding papers, books, dissertations, reviews, editorial letters, continuing education units, or
book reviews. Data included author, publication year, disease area, sample size, sampling method, location, study design,
effect size of the relationship between health literacy and medication adherence, and measures of health literacy and
medication adherence. Data Synthesis: There is a small statistically significant and positive association between health

= Health Literacy?} Medication AdherenceZl EAH|Xo 2 U2 Q0|2 HQl.

= Health LiteracyE Z|H M S2HQI0|7| EC} mediator2 & 27} AS.

3. Health Literacy ¥ 221 & £XI
The patient perspective

Access and Communicating Factors impacting
Navigation of with health on resolution of
professionals health lssue

Identification of
health issue

Patient-Health Professional interaction

Fig. 1. Conceptual model of individual patkent journey from identification of health problem through to resolution,

ﬁ Patient traits \

*  Physical/emotional disposition
Fear/anxiety
Trust/confidence in health professional

Patient health literacy abilities

Knowing when to seek health Health Professional-Patient

inform.ation Exchange of information
Knowing where to seek health Acknowledge of lay knowledge
information

Health Professional approach
Assertiveness Medical terminology
Literacy * Delivery of information J
Retain and process information

Application skills

Verbal communication

Broader factors

Healthcare system
Socioeconomic factors

Patient attitudes and experiences
Social support

Education

Cultural influences

Methods: Using comprehensive qualitative
methods 48 individuals were interviewed
across three distinct groups in Australia

Source : Jordon, J. E. et al/ patient Education and Counseling 79 (2010) 36-42
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Multidimensional
Level Barriers Facilitators
System  Limited access to public health information in a Enabling policy systems that promote
range of media [90,91] consideration of health literacy [92]

Access to health information in targeted language
and complexity [92,93]
Signage in organizations [95]

Provider Hierarchical approach to clinical interactions [91,92] Commitment to person-centered care [95]

Low awareness of health literacy [91] Standardized methods of assessment of health
literacy [91]
Limited time and resources to support person Simplifying patient material [91]

centered care [91, 93, 94]

Patient  English as second language [8] Increased access to social support [91]
Limited education [20.21]
Ethnic minority [20-22]
Older age [22]
Low socioeconomic status [23]
Impaired access to services [91]
Shame regrading low health literacy [96]

iy

4. Health Literacy and Health Outcome (1)

Access and utilization of Interaction with health Largely clinical

health care service providers settings
Health literacy is
required for...
Largely in
Caring for one’s own Participating in health community
health and the health of debates and decision- .
. settings
others making

Fig. 1 —Causal pathway through which health literacy influences health outcomes.

Sources: Paasche-Orlow and Wolf, 2007 and Nutbeam 1998.

iy
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4. Health Literacy and Health Outcome (2)

Annals of Internal Medicine ‘ REVIEW

Low Health Literacy and Health Outcomes: An Updated
Systematic Review Ann Intern Med. 201 1;155:97-107.

Nancy D. Berkman, PhD; Stacey L. Sheridan, MD, MPH; Katrina E. Donahue, MD, MPH; David J. Halpern, MD, MPH; and
Karen Crotty, PhD, MPH

Purpose: To update a 2004 systematic review and determine whether low health
literacy is related to poorer use of health care, outcomes, costs, and disparities
in health outcomes among persons of all ages.

Data Synthesis: 96 relevant good- or fair-quality studies in | | | articles were identified:

98 articles on health literacy, 22 on numeracy, and 9 on both.
Low health literacy was consistently associated with more hospitalizations; greater
use of emergency care; lower receipt of mammography screening and inf
luenza vaccine; poorer ability to demonstrate taking medications approp
riately; poorer ability to interpret labels and health messages; and, among
elderly persons, poorer overall health status and higher mortality rates.

Low health literacy is associated with poorer health outcomes and
poorer use of health care services.

iy

5. Health Literacy APH =+

Tool Tool’s Full Name T|n'.|e‘to Pros Cons
Acronym Administer

Only validated in primary
care settings Reading
nutritional labels, not
general written text

Available online English
NVS Newest Vital Sign 3 minutes and Spanish versions
Limited to 6 items

Limited sensitivity persons

X . < . . . ’
SILS Single Item Literacy Screener | minute Simple Single question with marginal reading ability

Rapid Estimate of Adult

REALM ) ) - 2-3 minutes Easy to administer Used in PCP setting
Literacy in Medicine
English only Adults only
Medicine (R-revised) (Medical Two versions; longer Limited to word
REALM-R L L I
word recognition test) and shorter recognition , not reading
comprehension
Wide Range Achievement Test- WRAT (earlier version )
WRAT-R Revised*’(Medical word 3-8 minutes Easy to administer for children only English
recognition test only

Short and long version

English and Spanish
Long: 22 minutes versions Used in Orriginal version too
Short: 7 minutes numerous clinical trials  lengthy

More effective than

word recognition alone

Test of Functional Health
Literacy in Adults

S-TOFHLA  (S) = short version
(Reading® comprehension and
numerical ability test)
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Review

A systematic review

5. Health Literacy A% =

Optimal health literacy measurement for the clinical setting:

Paul Duell®*, David Wright ?, Andre M.N. Renzaho®, Debi Bhattacharya®

Patient Education and Counseling 98 (2015) 1295-1307

Acceptability assessment.

Tool Suitable for English

speaking population

Assess ability

NVS

ANQ
GHNT
HIsI
NUMI
S-TOFHLA
TOFHLA

(not self-assessment)

Includes numeracy
and prose assessment

Time to complete
less than Smin

Measures more than
one health domain

Generic tool

Score

— WRAT
AAHLS
AURA
CLOZE
DNT
e-HEALS
GCNA
HBP-HLS
HelMS
METER
MHLS
NLS
OHU
PHLAT
FAM
REALM
SAHL

- ) o D ]k e e

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
0
1
i |
1
1
1
1

OO = e OO O =00 =0 00 o ===

- 000 0= 00 = =00 ==J000 00 ==

O D b o O bk G b b bl ek ek ke md ek

-1 - I e - B B . R -

B I R R I, R R I I I =

The newest vital sign: English & Korean version

be higher or lower depending on your
calorie needs.

Ingredients: Cream, Skim Milk, Liquid
Sugar, Water, Egg Yolks, Brown Sugar,
Milkfat, Peanut Oil, Sugar, Butter, Salt,
Carrageenan, Vanilla Extract.

gy =
18 MEY 1/2 #
Nutrition Facts R
Serving Size % oup 2 HE2 S o 45 A3 shsa
Servings per container 4
Amount per serving SenE BT
Calories 250 FatCal 120 B ¥ 250 Fat Cal 120
%OV, LY AHY-
Total Fat_13g 20% ,, 0%
Sat Fat 9g 40% 8139 < ‘;/
Cholesterol 28mg 12% x Al Og 40%
Sodium 55mg 2% 22 = B 8 28mg 12%
Total Carbohydrate 30g 12% y=® 55mg o
Dietary Fiber 2g = o/
Sugars 23g =8 & 30g 12%
Protein 4g 8% MolH g 29
*Percentage Dally Values (DV) are based on a g ® 23¢9
2,000 calorie diet. Your daily values may oW oE 4g 8%

~2021 YHEE WE Yoo 9 AU 5 ulPFY] v
HMES HHa ¢ AEA e T E Aaolch Paocals

ToZ prAnol WEe] AFoc) das o}

70l oE ¢ Yok
ME 38, gXw, g 2 4,
LEIE 4 HH, &3, 7IEd,

2/&=(2011)Journal of Korean Clinical Nursing Research Vol.17, No. 1, 40~47.

a4y Y3

5dg /A,
bidet 88
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TOFHLA-Korean (Kim, JKAN, 2010)

Numeracy REALM-SF Form

How to take medication four times a day Patient name

MNext medication time after the first medication at 7 AM

Next medication time after the second medication

The last medication time Date Examiner
How to take medication every third day

Next medication day after taking medication on Tuesday

How to take medication on an empty stomach Menopause
Medication time if it should be taken one hour before lunch
Medication time if it should be taken two to three hours Antibiotics
after a meal - o —
How to take medication before the expiration date
Checking the availability of medication comparing to the Jaundice
expiration date
Comparing tested blood sugar level with normal range Rectal
Reading comprehension Anemia
Instructions for abdominal socnogram Behavior

What to take in the morning of the examination day
Time to take the exam
Where to go to know the result
Informed consent document
Things to tell physician before the procedure
Complication of the procedure
Preventing falls
Reason of the falls
Medications related to the falls

eHealth Literacy (Normal and Skinner 2006a)

O0O0o00o0a0no

H skillZ AP 571 sl 7 e =t

Item Questions

| know how to find helpful health resources on the internet
(288 AAME EX 3= o)

| know how to use the Internet to answer my health questions

2 | (xHAo "ol chEt B2 37| I8 QUEY AHS)
3 | know what health resources are available on the internet
ojHE HAAPE EX7t 8% 7))
4 | know where to find helpful health resources on the internet
(FET HUZ™E EXN7I A= R)
5 | know how to use the health information I find on the internet to help me

(RHAlO| e AUHEE BSHE ¥

6 | have the skills | need to evaluate the health resources | find on the internet
(B2 AZHE SN 3 WIS & 3 s 53)

| can tell high quality from low quality health resources on the internet
ZEE EX2 & E7h

| feel confident in using information from the internet to make health decisions

(AE{NOM &2 HHE ALESHE Hl oMol Xp4Z)
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Older adults (over 65 years) E

_._,“_

» Low income, unemployed

» Immigrants

» Limited proficiency in Native Language.

» Low education level

» Chronic diseases

Association between low functional health literacy and
mortality in older adults: longitudinal cohort studv

BMJ 201 2;344:2 1602 doi: 10.1136/bm|.e1602 (Published 16 March 2012)
Sophie Bostock research associate, Andrew Steptoe professor of psychology
Participants 7857 adults aged 52 or more who participated in the second
wave (2004-5) of the English Longitudinal Study of Ageing and survived
more than 12 months after interview. Participants completed a brief four
item test of functional health literacy, which assessed understanding of
written instructions for taking an aspirin tablet.

What is already known on this topic
Low functional health literacy is associated with a wide range of adverse health outcomes

Twao regional studies in the United States have reported that low health literacy is independently associated with mortality in elderly
adults

The scale of literacy problems in older adults in England is not known

What this study adds

One in three adults over the age of 65 in England had difficulty understanding basic health related written information

Poorer understanding was associated with a higher risk of death over five years, even after accounting for socioeconomic circumstances
and baseline health

The limited health literacy capabilities within this population have implications for the design and delivery of health related services for
older adults in England

ozt
=2
o
oX
o
ojn
=
S
—
-~
Ra)
18,
S~
>,
fol
=~
fol
%

3]])- =0l Bx| T o] & thAkRI] 43.6%7} Low HL (using NVS).
HL3} 2175389] (+)

7Rl 5(2014, 2R AR GAYEA 8] A) - Ay 594 A(40-64) 3.87/6 (using FHS).

HL3} o 717hAJ8] A o] &(-)
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RESEARCH ARTICLE Geboers et al. BMC Public Health (2015) 15:903

DOI 10.1186/512889-015-2251-y
The association of health literacy with 4
adherence in older adults, and its role in
interventions: a systematic meta-review

Bas Geboers'”, Julii S. Brainard?, Yoon K. Loke?, Carel J. M. Jansen?, Charlotte Salter’, Sijmen A. Reijneveld’
and Andrea F. deWinter'

Results: Reviews varied widely in quality. Both reviews of high and low quality found only weak or mixed
associations between health literacy and adherence among older adults. Reviews report on seven studies that
assess the effectiveness of adherence interventions among low health literate older adults, The results suggest that
some adherence interventions are effective for this group. The interventions described in the reviews focused
mainly on education and on lowering the health literacy demands of adherence instructions. No conclusions could
| be drawn about which type of intervention could be most beneficial for this population.

Conclusions: Evidence on the association between health literacy and adherence in older adults is relatively weak.
Adherence interventions are potentially effective for the vulnerable population of older adults with low levels of

health literacy, but the evidence on this topic is limited. Further research is needed on the association between

health literacy and general health behavior, and on the effectiveness of interventions.

6. Fopuet

Review

Diabetes self~-management in patients with low health literacy: Ordering findings
from literature in a health literacy framework

Mirjam P. Fransen®*, Christian von Wagner®, Marie-Louise Essink-Bot?

Patient Education and Counseling 88 (2012) 44-53

ABSTRACT

Objective: To review studies on the association between health literacy (HL), diabetes self-management
and possible mediating variables.

Methods: We systematically searched for empirical studies in PubMed. Findings were ordered by a HL
framework that outlines routes between HL, sociocognitive determinants and health actions.

Results: Of the 11 relevant studies, three reported a significant positive association between HL and
specific diabetes self-management domains. Ten studies investigated the association between HL and

| PPN PV PR P - LY bl afa  Ffea "% anlf Al e cne fon Y mcmdlon nnniel e e e 4% 2 wen LR e b

v' Health Literacy & Knowledge (+)
v Health Literacy & Self-efficacy (+)

<

Health Literacy & Social support (+)

<

Health Literacy-> Social support-> Self-Management (+)

) M8 S(2015, 2| 2 FLIAH0| M) - 304 ‘G2l Hl 29 i 2|2 EHX} 84 F 57.1%(48'H)0|
limited HL (using NVS). HL & duration of diabetes (-), HL & diabetes knowledge (-)

F02) LS| 52016, X| HALS| ZES 5| X)) - 65M] S Q12| 201H = 72.1% Limited HL (using Chew

328H). HL & T K| Al(+
Fuyaya
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Sociocognitive or psychological determinant Actions
Maotivational phase
18(+)
19(+) |
20(+) A Knowledge and understanding y P E——
2%+) I\
of health care
23(+)
25(0) )
284 ) 18(0)
280 ,{ Beliefs and allitude l\ 2509
o 18(+)
T 25(+) , .
26(0) Patient-provider
interaction
Health Literacy System factors
1g¢+) [(health care costs, accessibility of information)

\ 27
tm l v
Wolitional phase oraction control

Diabetes self- | 5 ;
219 o G ntrol
50 \.l Self-sfficacy — management SR
253
Social support I/ Iy 'y

18(0)19(+) 2000 21(+) 22(0) 23(0) 24(+) 25(0) 26(0) 27(0) 28(0)

18(0)19(+) 2000) 22(0) 23(0) 25(0) 26(+)

Fig. 3. Findings of literature review in health literacy framework.

Health-Literacy-Sensitive Diabetes \ 6. FFAT
Self-Management Interventions: A
Systematic Review and Meta-Analysis

SuHyun Kim, PhD, RN « Anna Lee, RN Worldviews on Evidence-Based Nursing, 2014; 13:4, 324333,
ABSTRACT

Background: Low health literacy is a potential barrier to self-management among patients with
diabetes. A variety of strategies for low health literacy have been proposed for diabetes self-
management interventions, but interventions accommodating low health literacy have been het- Four domains
erogeneous in terms of content and have produced mixed results.
Aim: To systematically review health-literacy-sensitive diabetes management interventions, with I. Written
a focus on identifying strategies for accommodating patients with low health literacy, and to °

examine the efficacy of these interventions to improve health outcomes.

Methods: PubMed, CINAHL, and EMBASE were searched for intervention studies published
between January 2000 and January 2015. Two authors separately identified full-texts according
to the inclusion criteria and assessed study quality using the quantitative compenents of the Mixed 2. spOken
Methods Appraisal Tool. The final list of studies to be analyzed was made through discussion. . .
The meta-analysis was conducted using a random effects model. communication
Results: Thirteen studies were selected from the 490 studies found in our initial search. We
identified a range of strategies for accommodating those with low health literacy in diabetes self- 3. Empowerment
management interventions, which encompassed four domains: written communication, spoken
communication, empowerment, and language/cultural consideration. Using at least one of the 4. LanguageICultural
spoken communication strategies led to positive cognitive/psychological, self-care, and health
outcomes. We.found that, overall, healt.h—\iteracy-sensitiw? diabetes management interventions consideration
were effective in reducing HbA1C level in the meta-analysis.

communication

Linking Evidence to Action: Healthcare providers should consider active implementation of
strategies for accommodating people with low health literacy in diabetes self-management in-
terventions. The routine use ofspoken communication st}rategles \‘Nould be necessary tlo achieve Outcome: HbAIC ‘
the best health outcomes in diabetes self-management interventions. More research is needed

to determine the individual effects of the key strategies that improve health and reduce health
disparity.
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Strategies of Diabetes Self-Management Interventions for Patients with Low Health Literacy

. . . Empowerment/Language/
Spoken Communication Written Communication pow anseas
Cultural consideration

. Encoura a eyt
Clear Teach- Follow- Easy to Effecoive gement SR q =Gzt
q q health ral Action nal
communi Back up with read q of e .
q . N education . Activati Plans Interview
cation Method Patients material Question .
method on ing
)
Randomized controlled trials
Cavanaugh (2009) Vv v
Crowley (2013) v +
Gerber (2005) v v v
Khan (2011) +f - ~
Moussa (2013) v v
Rothman, Malone et al. (2004) o W o o
Randomized controlled trials with more than two arms
Hill-Briggs (2011) v +/
Negarandeh (2013) v v v
Schillinger (2009) v v v
One group pretest-posttest
Kandula (2009) v v
Rothman, DeWalt et al. (2004) V v v Vi
Swavely (2014) Y W/ V +
Wallace (2009) + v v

iy

Table 2. Routine use of the communication Techniques by Profession

. MD(N=99) PharmD(N=121)  RN(N=87) g
Technique Routine Use 0/0 Routine Use 0/0 Routine Use 0/0 P-value
Asking patients 1.:0 repeat information(using 354 277 60.5 <.000
teach-back technique)
Speaking more slowly 65.7 69.2 66.7 ns
Presenting 2 or 3 concepts at a time and checking 55.1 36.4 425 <.020
for understanding
.Asklng ) patients how they will follow 434 256 57.0 <.000
instructions at home
Using simple language (avoiding technical jargon) 98.0 91.6 85.3 n.S
Reading aloud instructions 46.9 70.0 57.6 <.003
Handing out printed materials to patients 58.2 718 82.4 <.002
Underlining key points in patient information 35| 310 50.6 <0.15
handout
Writing out instructions 53.1 22.7 65.5 <.000
Drawing pictures 30.6 6.0 9.4 <.000
Using models to explain 14.6 7.6 9.4 ns
Having Patient follow up with office staff to review 35.5 12 277 <.000
instructions
Following up with te'slephone call to check 125 50 22.6 <.001
understanding/ compliance
Asking if patient .woult‘.l like family member 568 17 59.3 <.000
to be present at discussion
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The Association
Adherence Among
Hypertension

Primary Care

Jenny Hutchison, MBA, Univel

T n Warren-Findlow, Ph.[), Unive
chael Dulin, MD, Ph.D, Carolinas Healthcare System

azel Tapp, Ph.D., Carolinas Healthcare System

Lindsay Kuhn, MHS, PA-C, CMC-Elizabeth Family Medicine

ABSTRACT

Between Health Literacy and Diet
Patients

sity of North Carolina at Charlotte
sity of North Carolina at Charlote

>
2

iy

with

Journal of Health Disparities Research and Practice
Volume 7, Issue 2, Spring 2014, pp. 109 - 126

This study examines the association between health literacy and adherence

to low-salt diet practices among individuals with hypertension.
the ability of individuals to understand and utilize health information.

Health literacy is
We

surveyed 238 patients with hypertension from a primary care clinic in Charlotte,

NC. We assessed health literacy and self-reported low-salt diet.

Logistic

regression was used to model the relationship between health literacy and low-salt

“#3) T 2
prg(10cy /), 12

AKX O
=TT > z7/-l-

v’ Prevalence of Adequate HL : Black Americans vs Americans (21.8% vs 55.8%)
v' The relationship between Adequate HL and Adherence to a low-salt diet (-)
=> FHFE 0l Ohd A Skata| 9l G okata|of Ci 3t SHA} skillS 1

7139 B} FHL = 7.2/11 & (65/100)using HBP focused HL &2
MIIEEO0/HLY EAFHOZE R9[+)

11246} of &t.

(HE2=% § 9=2FFL|70/H 2012)

-

eA* suuna
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]

P

Prevalence and associations of limited health literacy in chronic

kidne}r diseaSE: a s}rStematic revie“r Nephrol Dial Transplant (2013) 28: 120-137

Simon D.S. Fmser', Paul J. Roderick', Marie Casey', Maarten W, ']'aall, Ho Ming Yuen'

and Don Nutbeam’

Abstract

Background. Health hteracy (HL) is important in
chronic discase. This review aimed o evaluate the liter-
ture ¢vidence on prevalence and assoctations of hmited
HL in chronic kidney disease (CKD).

Methods. Seven databases were scarched using terms for
CKD and HL. Studies were included that ascertained the
prevalence of mited HL using a validated tool in adults
with CKD of any stage. The primary outcome was an ob-
jectively measured prevalence of limited HL in a popu-
lation with CKD. The secondary outcome was associabions
of limited HL. Two reviewers assessed dudy inclusion and
quality. Prevalence values were combined using a random-
cflect model to give overall prevalence.

Results. Eighty-two smudies were identified from searching,

of which six met the inclusion canteria. The total number of

people n all studies was 1405, Five studies were in dialysis

v O MET:22.7% (limited HL)
v’ Socio-economic factors(Lower education attainment, lower income), Health Literacy

or ransplant populations, and all were from the USA. There
was a significant heterogeneity in the prevalence of limited
HL [9-32% (median 25%, inter-quartile range 16%)]. The
pooled prevalence of hmited HL in all sudies was 22.7%
(95% confidence interval 20.6-24.8%), but study heterogen-
city lirmted the generalizahility of this combined prevalence.
The review 1dentified associations between lmited HL and
socio-cconomic factors (Jower education attamment, lower
income), and certain process and outcome measures (lower
likelihood of referml for transplant, higher mortality).
Conchusions. Limited HL 1s common among people with
CKD and idependently associated with socio-economic
factors and health outcomes. It may represent an important
determmant of inequality in CKD.

Keywords: chronic kidney disease; health hieracy; imequalities;
prevakenoe

and Health outcomes (lower referral for transplant, higher mortality)

iy
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6. 3od
Health literacy and health outcomes in chronic obstructive pulmonary

disease Respiratory Medicine 115 (2016) 78—82

Luis Puente-Maestu **, Myriam Calle ™, Juan Luis Rodriguez-Hermosa ™ ¢,
Anna Campuzano “, Javier de Miguel Diez *, Jose Luis Alvarez-Sala "¢,
Luis Puente-Andues ¢, Maria Joselin Pérez-Gutiérrez ¢, Shoou-Yih D. Lee |

ABSTRACT

Background: There is little information worldwide about the impact of health literacy (HL) on clinical
outcomes of COPD. Our aim was to quantify inadequate HL in Spain, as measured by the Short Assess-
ment of Health Literacy for Spanish Adults questionnaire, and to examine the associations between HL
and both COPD outcomes and health status.

Methods: 296 COPD patients of 68(SD = 9) years and a FEV %predicted of 53%(SD = 18%) were enrolled
and followed-up for one vear. 59% showed “inadeauate™ HL.
Individuals with inadequate HL ....

v' Older age, Less knowledge of their disease, EQ-5D

v" Having more than 2 comorbidities, Need of assistance, Anxiety/depression, Hospital Ad

mission, ED visits, all-cause death in the following year

Conclusions: Inadequate HL is prevalent among COPD patients and 1t is related to health status and
relevant clinical outcomes of the disease. HL needs to be considered when planning the care for COPD
patients.

7. Health Care Professionals TAr< L (1)

Health Literacy Practices and Educational
Competencies for Health Professionals:
A Consensus Study

oleman , Stan Hudson & Lucinda L.
aine (2013) Journal of Health Com
unication, 18:supl, 82-102,

Three rounds of group ratings were conducted between October 2010 and June 2011, with a br
ief fourth round in April 2012. In each round, participants were asked to rate each proposed
competency or practice in terms of its appropriateness for all health professions gra
duates, using a 4-point Likert-type scale ranging from 1 (very appropriate) to 4 (not appropriate).

INSTRUCTIONAL DESIGN AND ASSESSMENT

Developing Health Literacy Knowledge and Skills
Through Case-Based Learning American Journal of Pharmaceutica
| Education 2014;78 (1)

Hien Ha. PharmD. and Tina Lopez. PharmD

Objective. To evaluate the efficacy of case-based learning to teach pharmacy student
s health literacy concepts and skills in managing patients with limited health literacy.
Design. A health literacy patient case was developed and incorporated into a case-based |
earning laboratory. The case involved a patient with limited health literacy and required st
udents to evaluate and formulate a care plan.
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7. Health Care Professionals THAF L (2)

Undergraduate nursing students integrating health literacy in

clinical settings urse Education Today, 2013, 33(9),

026-1033

Margareth Zanchetta™ & “‘ Yasmin Taher", Suzanne Fredericks®, Janice Waddell®, Carol Fine®, Rona

Sales®

Objectives : The pilot study reported here aimed to a) analyse students' understanding

of and sensitivity to issues of health literacy, (b) identify students' perceptions of
structural, organizational, and political barriers to the promotion of health literacy in so
cial and health care organizations, and (c) document students' suggestions for
curriculum changes that would develop their skills and competencies as health-literacy
promoters.

Results : Their performance was hindered by clinical settings unsupportive of health education,

absence of role models, and insufficient theoretical preparation for health teaching.

in]
- FyaYa

7. Health Care Professionals T4t (3)

Health Literacy Competencies for Registered Nurses: An e-Delphi Study
Coleen E. Toronto, PhD, RN, CNE, The Journal of Continuing Education in Nursing, 2016, 47(12), 558-565.

Knowledge Domain (n = 22) Competency Statement

Knows that everyone, regardless of literacy level, benefits from and prefers clear plain language communication.
Knows that “You can’t tell who has low health literacy by looking.”
Knows which kind of words, phrases, or concepts may be jargon to patients.

Knows best practice principles of plain language and clear health communication for oral and written communication,

Skills Domain (n = 16) Competency Statement

Demonstrates ability to speak slowly and clearly with patients.

Demonstrates ability to use common familiar lay terms, phrases, and concepts, appropriately define unavoidable jargon, and
avoid using acronyms in oral and written communication with patients.

Demonstrates ability to use verbal and nonverbal active listening technigues when speaking with patients.

Demonstrates effective uses of the teach back or show me technique for assessing patients’ understanding.

Attitudinal Domain (n = 12) Competency Statement

Exhibits the attitude that all patients are at risk for communication errors, and that one cannot tell who is at risk of commu-
nication errors simply by looking, or through typical health care interactions—a universal precautions approach is required
with all patients.

Expresses the attitude that effective communication is essential to the delivery of safe high-quality health care.

Expresses the attitude that every patient has the right to understand their health care, and that it is the health care profes-
sional's duty to elicit and ensure patients’ best possible understanding of their health care.

sUana
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Figure : The global distribution of ischaemi
¢ heart disease burden, in DALY, in 2011.
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) THOSE DISCUSSIONS DRIVE
PERSONALIZED TREATMENT
IELP YOUUDDEBSTAHD YOUR i FOR EACH PATIENT.
: E PROVIDE RISKS AND OVERALL HEALTH
The gmdelines help healthcare providers provide the best treatr t focused on four important areas:
ASSESSMENT OF RISK OBESITY CHOLESTEROL LIFESTYLE
e ‘m‘:’ogx“ G 1. Team-based treatment 1. Overall health status and risks 1. 40 minules of exercise
2. Weight-loss strategies based guide treatment 3-4 days a week
T:3CaoliLte Gaeil 1o Bacis your on body mass index 2. “Bad cholesterol number” no | 2. Eat lots of fruit, veggles
discussions with healthcare provider 2.0t exarolse sl beet bets I{::x.:;"n?m TSR NG 2 :::‘D:T:;::?nﬂ::ld
2. Risks for African-Americans
specified for the first time A Dectiane for.dug frestmant
3. Stroke risks included for

the first time

i

Self-Care Guide for the Heart Failure Patient (White et al., 2014, Circulation)
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Products and solutions that focus on health literacy and patient engagement

SAVE 20% on €
Life’s Simple 7® Brochures American " American

Heart | Stroke
Association | Association.
Use Promotion Code GHRG

life is why~

+ Manage Blood Pressure
+ Control Cholesterol
+ Reduce Blood Sugar
+ Get Active

+ Eat Better

+ Lose Weight
+ Stop Smoking

Learn More!

" o) Cc0o/215

Heart Minute | Low Health Literacy Equals Worse Outcome in CHF
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2. HL & HF

Health Literacy and Heart Failure: A Systematic Review

Cajita et al., J Cardiovasc Nurs. 2016 ; 31(2): 121-130

Purpose—This systematic review examined quantitative research literature published
between 1999 and 2014 to explore the role of health literacy among HF patients.

The specific aims of the systematic review are to (1) describe the prevalence of low he
alth literacy among HF patients, (2) explore the predictors of low health literacy a
mong HF patients, and (3) discuss the relationship between health literacy and HF

self-care and common HF outcomes.

Conclusions—An average of 39% of HF patients have low health literacy.
S-TOFHLA was commonly used. Age, race/ethnicity, years of education, and
cognitive function are predictors of health literacy.

In addition, adequate health literacy is consistently correlated with higher HF know
ledge and higher salt knowledge.
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2. HL & HF

Health Literacy and Outcomes Among Patients With Heart Failure

Figure. Health Literacy and Time to All-Cause Mortality and All-Cause Hospitalization

Mortality Hospitalization
2 =
] &
< 507 Log-rank P=.001 o 507 Log-rank P<.001
=] C
3
Health literacy
257 —— Adequate 257
------ Low
0 50 100 150 200 250 300 350 0 50 100 150 200 250 300 350
Days Days
No. at risk
Health literacy
Adequate 1206 837 811 773 757 745 735 1130 747 687 626 594 567 539
Low 260 170 166 154 148 141 133 233 147 136 116 107 98 84

Peterson et al. Health literacy and outcomes among patients with heart failure. JAMA. 2011;305(16):1695-1701

3. CVD tj4} HL 5|

Research Article Asian Nursing Research 6 (2012) 128—136

Effective Intervention Strategies to Improve Health Outcomes for Cardiovascular
Disease Patients with Low Health Literacy Skills: A Systematic Review

Tae Wha Lee, RN, PhD,' Seon Heui Lee, RN, PhD,? Hye Hyun Kim, RN, MSN, * Soo Jin Kang, RN, PhD**
SUMMARY

Purpose: Systematic studies on the relationship between health literacy and health outcomes demon-
strate that as health literacy declines, patients engage in fewer preventive health and self-care behaviors
and have worse disease-related knowledge. The purpose of this study was to identify effective inter-
vention strategies to improve health outcomes in patients with cardiovascular disease and low literacy
skills.

Methods: This study employs the following criteria recommended by Khan Kunz, Keijnen, and Antes
(2003) for systematic review: framing question, identifying relevant literature, assessing quality of the
literature, summarizing the evidence, and interpreting the finding. A total of 235 articles were reviewed
by the research team, and 9 articles met inclusion criteria. Although nine studies were reviewed for their
health outcomes, nnly 51x studies, Wthh had a positive quality grade evaluation were used to recom-

Restu'rs [ntervcntlons were categonzed into three groups: tailored counseling, self-monitoring, and
periodic reminder. The main strategies used to improve health outcomes of low literacy patients
included tailored counseling, improved provider-patient interactions, organizing information by patient

preference, self-care algorithms, and self-directed learning. Specific strategies included written materials
tailored to appropriate reading levels, materials using plain language, emphasizing key points with large
font size, and usmg visual items such as icons or color codes.

provide better health Educatmn and counsehng that meets patlent needs and 1rnpmves health nutcomes
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Table 2 General Characteristics of Included Studies

Author, year Design (sample Related disease/ Subjects (intervention group) Tntervention Control Primary outcomes
size) settings Group (N)[Female Literacy tools) Frequency of intervalf
(%)/Low income (%) Mean age illiteracy (%) Duration Contents
Tailored counseling
Ammerman et al NRCT (249) Hypercholestremia/ 210)—4—* — None (—%) —*/8 months Nutrition education for| Not reported  Attitude changes of
(1992) outpatient CVD prevention using patients & doctors
Dietary Risk
Assessment
Boswaorth et al. RCT (588) HTNjoutpatient 294/67/23 63 REALM (—*) Every 2 months/ Telephone interventionf Usual care Knowledge, confidence,
(2005) 12 months based on modules medication adherence
Boswaorth et al RCT (636) HINjoutpatient 319/61/18 61 REALM (27) Every 2 months/ Telephone intervention| Usual care  Medication adherence
(2008) 24 months based on modules
Kumanyika et al RCT(330) Hypercholestremia 167(74/53.9 2 ‘Word recogniti§n  Every 4 months/ Nutrition education Partial Physiclogical factor
(1999) HTN/community (485) 12 months using CARDES instruction (T. cholesterol, BP)
materials (full using CAREDS
instruction)
Morrow et al. RCT (236) CHFjoutpatient 83/71]—" 635 s-TOFHLA (—) —2j6 months Pharmacist-based Usual care Preference on
(2007) education using medication
patient-centered information
materials
Murray et al RCT(314) CHFjoutpatient 122/68/46.8 614 s-TOFHLA (28) Every 2 months/ Pharmacist-based Usual care Medication adherence
(2007) 12 months education using (taking, refill), hospital
protocol admission
Self-monitoring
DeWalt et al Before-&-after  CHFjoutpatient 25/40(75 60 REALM (100) 8 session/3 months Self-adjustment of Usual care
(2004) study (25) s-TOFHLA (52) diuretics based on
weight fluctuation
DeWalt et al RCT(123) CHFjoutpatient 59/42/67-69 63 s-TOFHLA (42) 11 sessions per Self-adjustment of Usual care Hospitalization or
(20086) 6 months/ diuretics based on death, QoL
12 months weight fluctuation
Periodic reminder
Echeverry et al. RCT(160) HTN, DM, angina, 78/35/— 674 —1(=" Every month/ Follow-up program Not reported  Physiological factor
(2005) MI/community 6 months using (BP, HbAy)
reminder
card & brochure

Notes. NRCT = nonrandomized controlled trial; RCT = randomized controlled trial; HTN = hypertension; CHF = congestive health failure; DM = diabetes mellitus; M1 = myocardial infarction; REALM = Rapid Estimate Adults|
Literacy in M ine; s-TOFHLA = Short Test of Health Literacy in Adults; CVD = cardiovascular disease; CARDES = cardiovascular dietary education system; Qol = quality of life; BP = blood pressure; —* = not reported.

3. CVD tj/ HL A

Table 3 Intervention Strategies and Health Outcomes by Interventions

Study Intervention Outcomes

Materials Mainfspedfic strategies Knowledge Attitude Self-management behaviors
characteristics|
readability level

Tailored counsdling

Ammerman | Pamphlet 5 Tailored advice using dietary risk assessment based on Understands Confidence about  Discussing dietary issue®
et al (1992)f] Tip sheet —6th individual's eating habits & regional patterns (Regional ~ physician changing diet
NRCT Cook book terminology, realistic food illustrations, adaptations of instruction?

existing southem diet rather than a radical
transformation of eating pattem, stop sign symbols used to

flag food)

Kumanyika Food cards 5 Seli-directed, self-paced learning within the on text of the
et al. (1999)/} Video —8th person's sodal network (full colored food cards, materials
RCT Nutritional guide were culturally relevant & familiar to African American,

Audiotape series video & audio for self-learning in the person's home,

symbols use to anaverage serving of the level of fat,
cholesteral & sodium)

Bosworth et al Tailored information & feedback based on 9 modules by Perceived risk/ Self-confidence® Medication adherence (self)
(2005)/RCT telephone, patient & provider interaction (tailored knowledge increased
algorithm module by health decision, combined influences (p < .007)

of health beliefs & modifying factors, cue strategies: NHLBI

(tips to help you remember to take your BP drugs)

Bosworth et al.| Pictorial handouts | 8th  Tailored information & feedback based on 11 modules by Medication
(2008)/RCT telephone, patient & provider interaction (pictorial adherence (sell)*

handbook, plain language, avoided medical jargon, tailored

algorithm module by health decision & combines the

influences of health belieks & modifying factors, various

mnemonic strategies)

Morrow et al. 7th  Patient-centered instruction using schema, icon & timeline
(2007)(RCT (patient-centered instruction format using schema, icon &
timeline, large font point type)
Murray et al Patient-centered 7th  Organization of the document & readers’ knowledge & Qol, Patient Medication adherence® ( Taking,
(2007)/RCT ||instruction goals, communication technique for low literacy patient satisfaction® refilling, scheduling) increased.
(large font type, patient-centered instruction format increased.

using schema, icon & timeline)
Self-monitorin

DeWalt et al. | Booklet 3rd  Self-control algorithm, interactive communication loop  CHF knowledge  Self-efficacy” Daily weight measurement”
(2004)( (clear picture-based education booklet, simple language, increased
before- small number of teaching points rather than general
&-after study knowledge, patient-provider interactive communication,

teaching goals around key self-care skill building,
particularly symptoms, weight assessment development, &

i ’
Fynna
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Intervention to Improve Medication Adherence

Date: &I'-ﬂ& Mame: Qkﬂﬂ GMH# 11234267
» Kiripilani et al., 2007 i
= -
Names of Pills | What It's , .
. - For Murning/ | Afternoon/ | Evening' Night!
> 209 Recewe;d personalized, Breanton | Mierncon/| Eveniog/ | Night!
illustrated pill card Blood
Lisinopril Pressure
Homg
I pill e @ ey
» REALM ‘3
Chileaterol
41.6% Inadequate Simvastatin @
. (Zocor)
36.9% Marginal sy
lpida bediime
Lrighetes!
- Meiformin Sugar
» Those with inadequate or . /ﬁ
marginal literacy reported
. . Merve Pai
greatest use and helpfulness Gabapentin _ﬁ"_
N . ) curontin
in medication adherence e
compared to those with Heur 1
. Aspirin EC
adequate literacy (p<0.05) L ' J
Pignone et al., Interventions to Improve Health Outcomes for Low Literacy Patients : Systematic Review of the Literature
J Gen Iniern Med. 2005 20(2):185-92
AW Tunna
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Picture-based educational materials in HF patient with LHL

I youweigh  How many fluid pills?

162 @uuccunic 010-843.6480

Results: 123 patients (64 control,
59 intervention) participated; 41%
had inadequate literacy.

Patients in the intervention group
had a lower rate of hospitalization
or death

At 12 months, more patients in the
intervention group reported
monitoring weights daily

(79% vs. 29%, p <0.0001).

After adjusting for baseline
demographic and treatment
differences, we found no difference
in heart failure-related

quality of life at 12 months

DeWalt et al. A heart failure self-management program for patients of all literacy levels: a randomized, controlled trial.
BMC Health Serv Res. 2006 Mar 13;6:30.
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Web-based Intervention

ZE[D[C[Of AHE Y25 EH Rp7p2ta] QL oLy St
% M CERES RIX|H o=
{ \ Damographic charactaristics Health Status Personality Traits
Cultural (Age & Social status & (Physical & (Characteristies & Motivation
Social Level of education) Emotional) & Attitudes & Perceptions]
Economical
Ecological
Political
Technological

Haalth Care
Organization

HEALTH
Environment P ERA
Feedback Ability to provide Resources
| (Existence & Quality) {Attraction & Partipation) (Accessibility & Diversty)

Figure 2. Structural cooperation model of WBI and its users in the context of environ-
mental factors for developing health literacy

Z7. Kruma et al. (2016). Journal of Teacher Education for Sustainability, vol. 18, no. 1, pp. 69n83, 2016
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Design and Evaluation of a Web-Based Symptom Monitoring Tool for Heart Failure
Wakefield et al. (2017), CIN May 248-254.

‘Web Site Design and Development Patient tasks

The Web site was designed by an interdis || 1. SSAE] (1-108 2y HS

ciplinary study team with expertise inn | | 2. SFH /28 @t i = X3

ursing, medicine, informatics, human comp 3. SHAE 28 M &2 Bt A= X
uter interaction, and usability testing. IN=

Features important to design for older peo | | 4. SR 28 32S 2] ?lofl 2 &
ple were incorporated, such as typography EE e b

and page layout 5. JIEtE2 =Tt CIEcIE HOIXIZ

Kurniawan S, Zaphiris P. Research derived Web design guidelines for older people. In: 7th International Associ
ation for Computing Machinery Conference on Computers and Accessibility. Baltimore, MD: The Internation
al Association for Computing Machinery; 2005. http:/dl.acm.org/citation. cfm?id=1090785. Accessed Decemb
er 21,2016.
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Health Literacy and Internet-and Mobile App-based Health Services:

3. CVD gjA HL A | A Systematic Review of the Literature
| Kim & Xie (2015). ASIST, November 6-10,2015

Categories N %

Websites and web-based apps
They include: simplicity in de-sign

Year of study publication

- 2010 14 | 33 nel
2011 8 19 || (e.g., limited use of colors, one font
- 2012 12 | 29 || type and size), display of understa
- 2013 8 [ 19 || ndable textual information
- 2014 1 2 .
FT—— (e.g., avoid lengthy text and

uthors’ fields . . .
- Health-related fields s | 71 || medical Ja.rgf)n), and technical featu
- Collaberations between health- and tech- 3 7 res (e.g., limited use of pop-ups).
nology-related fields
- Other fields .

7 17

- Not reported ; . Mobile Apps

All five studies demonstrated that
touchscreen apps could serve indiv

Service platforms

- Websites 31 74 . . CEr .

- Web-based apps 8 14 || iduals with limited health literacy.
- Mobile apps 5 12 || Apps programmed with computer-
Individual’s health literacy measurement animated characters, text, and
':es ;i ‘;i graphics were acceptable and easy
- NO

to use

Table 1. Characteristics of the 42 studies.

—qﬂ” sYgYa
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Original Investigation
Effect of Lifestyle-Focused Text Messaging on Risk Factor p://khfs.or.kr/know/sub5 php
Modification in Patients With Coronary Heart Disease

A Randomized Clinical Trial

Clara K. Chow, MBBS, PRD: Julie Radfern, PhD: Graham S. Hillls, MBChB, PhO:; Jay Thaldcr, MBBS: ut:s;rm MBES; Maree L. Hackett, PhD:

Stephen Jan. PhD: Nicholas Graves. PhD: Laura da Keizes, BSC (Nutr). Tomy Bamy, BSC. MiBigstat.
Robyn Whittaker, MPH; Anthony Rodgers, MBCHE, PO Aravinds THagsingsm, MECKE, PO

@ Eurcpean Heart joumal - Quality of Care and linical Outcomes (2016) 2, 237-244 REVIEW

4010109 3ehigecolqewd 18

The role of mHealth for improving medication
adherence in patients with cardiovascular disease:

: Health Literacy

a systematic review Motivation
Yousul Gandapur™, Sina Ki h, Heval M. Kelli®, Satish Misral, Brune Urrea?,
Michael J. Blaha?, Garth Graham*®, Francoise A. Marvel?, and Seth 5. Martin? Pl’ eference

Al S| =
JOURNAL OF MEDICAL INTERNET RESEARCH Pictic et al [=] EI Argl | ol E
Original Paper

A Mobile Health Intervention Supporting Heart Failure Patients
and Their Informal Caregivers: A Randomized Comparative
Effectiveness Trial

John D Piette’. PhD: Dana Striplin®, MHSA: Nicolle Matinec’, MPH: Jenny Chen’, MPH; Ranak B Trivedi’, PhD:
David C Aron’. MD. M$: Lawrence Fisher’, PhD: James E Adkens®. PhD L
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Implications & Future Directions
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Implications : 2| 2% 5™
Universal precautions in health literacy means...

» We expect that every encounter is at risk for miscom

munication.

» We create a shame-free environment of care:

o Treat all patients equally - memf “;\.\

/ ,
- type 2 diabetes hypertension |

2

Dewalt et al.,, (201 I). Developing and testing the health literacy universal precautions toolkit Nurs Outlook. 59(2): 85-94

° Anticipate communication barriers
o Communicate clearly with everyone

o Confirm understanding with everyone

° Proactively work to minimize barriers

in]
- gyaYa

Implications : &A} ™

TRY 'ASK Me 3°

Limited Health Literacy £HktO| ZQ KpAlo] AZEHZ X CH2 o|sHstn

Qe X| 2910 2 => A YTYHE S7 => BRtoLH!

-

What is my What do [ need Why is it

main problem?

\_

to do? important for

me to do this?

U

Diagnosis Treatment Context

Source : Six-Means A., et al. (2012). Building a foundation of health literacy with Ask Me 3™.
Journal of Consumer Health on the Internet, 16(2), 180—-191.
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Future Directions
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Health Literacy Sources

¢ Institute for Health Care Advancement (IHA): Since 2002, the Institute for Health
Care Advancement has held an annual conference on health literacy.

https://www.iha4health.org

*  Wisconsin Health Literacy (WHL): Wisconsin Health Literacy hosts biannual health
literacy summits that focus on disseminating research findings and sharing information
about health literacy interventions in community settings.

* Boston University Medical Campus (BUMC): Since 2009, BUMC has organized

the Health Literacy Annual Research Conference (HARC), an interdisciplinary meeting

for investigators engaged in heath literacy research.

* European Health Literacy Conference : https://www.healthliteracyeurope.net/events
» Asian Health Literacy Association (AHLA) : Yearly conference organised by the Asian

Health Literacy Conference in different Asian countries http://www.ahla-asia.org
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Health Literacy
in Nursing

PROVIDING PERSON-CENTERED CARE

Terri Ann Parnell
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Objectives

Provide an overview of

* Global Health Disparities
* Definition of Global Health
* Non-communicable Disease

* What nurses can do...

7
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World Population: 7.1 billion

As of Sept., 2013

World Population (1850-2007)

N oW A O O~
Population (in Billions)
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(Super)exponential growth




Non—communicable disease and global health disparity

Where people live

CAESIN
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i
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World Population Growth Is Almost Entirely
Concentrated in the World's Poorer Countries

World Population (in Billions): 1950-2050
10
9
8

Population in Less Developed Countries

1950 1960 1970 1980 1990 2000 2010 2020 2030 2040 2050

Source: United Nations Population Division, World Population Prospects, The 2008 Revision.

Changes in Life Expectancy Since 1950

U.S. Cambodia Korea Malawi South Africa
1950 69 40 48 36 45
1960 70 41 55 38 50
1970 71 38 63 42 54
1980 74 48 67 43 58
1990 76 56 73 45 62
2000 77 64 77 47 53
2010 78 63 80 53 49
154

%
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Non—communicable disease and global health disparity

What is Global Health?

B NOT just the absence of disease
B NOT limited to sites outside Korea or the U.S.

B Linked to terms international health, global public health,
public health

B Not one discipline but involves many disciplines
B Grounded in social justice, moral, and compassion

B Linked to government, NGOs, individuals, communities,
public, and the private sector.

7
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What is Global Health?

* Global health implies that we consider health problems from

a global perspective and not a view of any individual
country. (Trantola (2005)

* An area for study, research and practice that places a priority

on improving health and achieving equity for all people
worldwide. (Koplan, 2009)

* Health problems, issues and concerns that transcend national

boundaries and may be best addressed by cooperative
actions...(IOM, 2005)

 Julio Frenk: Let us be clear, global is not the opposite of
domestic. We recognize that the local and the global are
united. [Get out of your comfort zone.]

%
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Global Health Trends

B Growing population

B Aging population manifesting in shifts in disease burden to
NCDs

M Urbanization

B Changing patterns of consumption with economic
development

7
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Why Nurses Care about Global Health?

* Inequalities are unethical, unjust, and against religious belief?
* Nurses have humanitarian responsibilities beyond border
* We live in interconnected world?

(%3

. ursing is a discipline based on caring while

Health disparities are the result of lack of caring within
societies”

Lee, etal., 2014

%
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Global Health Disparities

Levels & Trends in - | Report 2011

Child

unicef@® @ne [ rwew @S

COLLEGE OF NURSING & HEALTH SCIENCES
UNIVERSITY OF MASSACHUSETTS BOSTON
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Trends 1in Global Deaths 2002-30

[ . N
Projected global deaths for selected causes of death, 2002-2030'°
12 Cancers
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10 Leading Causes of Death by Sex, World, 2011

Males Females
Ischaemic heart disease [ NG 1 Ischaemic hearl disease _ 13%
stoke [ 105 stroke | -
corp [N - Lower respiratory infections _ 6%
Lower respiratory infections _ 6% corp _ 5%
Lung cancers | 3% Diarrhoeal diseases _ a%
Road injury | 3% Diabetes mellitus | 3%
Diarrhoeal diseases _ 3% HIV/AIDS _ 3%
HIV/AIDS _ 3% Hypertensive heart discase | 2%
Tuberculosis | 2% Prematurity | %
Cirrhosis of the liver | % Breast cancer | 2%
0"% 2% A% 6% 8% 10%  12%  14% U% 2‘% 4;}6 6;“6 8‘.35 ﬂ':l% 12;% 14%

Per cent of total deaths in sex group

Background

* CVD, is now a leading cause of death in developing countries.

— 80% of CVD deaths worldwide occur in developing countries. (WHO,
2009)

— In Sub-Saharan Africa CVD accounts for 60% of non-communicable
deaths. (WHO, 2009)
* The emerging epidemic of CVD in sub-Saharan Africa is predicted to worsen
and is often attributed to westernization of lifestyle.

* In our clinical work to date we have observed high rates of HTN, DM, obesity
and multiple CV risk factors in Kenya, but have not observed the traditional
Western lifestyle risk factors.

* The Social Ecological Model and principles of Community Based
Participatory Research guide our work.

IOM, Promoting Cardiovascular Health in the Developing World: A Critical Challenge to Achieve
Global Health, April 2010.

%

UMASS
BOSTON

Image Coury




Non—communicable disease and global health disparity

Demographics: Age Demographics: Gender
80 70 7
" 2 oy
PR 60 58
55
63 a1 52 53
60 | 5.4 i
A6 45 3
2
S0 :
£ § 40
= E
5. 3
g 40 m <45 Years g ® Female
Z = 45 - 65 Years ® 0.+ m Male
#£ 30 = =65 Years
6
3 4 4
0
2
10 3 8 9 =
5
.l & | _ o e St - |
All senegal Ghana  Kenya ::ru:; Al Selegst; Dnand: SKenyd :‘:rl'::
Country
WHO, WHS: 2003
Demographics : Location Demographics: educational
80 attainment
100
70 90
90 4
60 80 -
70 -
50
S S 60 -
3 k!
3 3
g- 40 50 -
'?-6 ® Urban .;"Z 433 m <primary
ES 0 = Rural R 40 1 m Secondary/high school
30 " 2college
20 20 |
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All Senegal  Ghana South ‘VQ’Q & ¥ \
Africa <
Country Country
WHO, WHS; 2003
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Global Health Trends

*  Sub-Saharan Africa
— Urbanization, globalization/
westernization
» Changing lifestyles
» Socio-cultural factors
— Lead to the rise of
» Infection-related cancers
Tobacco use
Physical inactivity
Unhealthy diets
Harmful use of alcohol
Stress, depression

TANZANIE

vV V. vVv.v VY

MOZAMEIQUE

+  Malawi
— 80% rural ZIMBABWE
— Mean lifespan 53 years —  i250km

— Mean income US $1/day
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Chronic Non-communicable Diseases Cause More Deaths Than
communicable diseases, maternal and perinatal conditions and
nutritional deficiencies combined
Projected main causes
of death, worlowide,
all ages, 2005
i = Cardiovascular disease, mainly
T e heart disease, stroke
= Cancer
* Chronic respiratory diseases
= Diabetes
Ini;lq:"cs
Cancer
13%
|0ther chronic diseases
Diabetes _Ghronic
il
7%
160



Non—communicable disease and global health disparity

WHO The social determinants of
World health are the conditions in
which people are born, grow,
Health live, work and age, including
Or g anization the health system.

These circumstances are shaped

Why lreat pacpla...

L0

...without changing what makes them sick?

by the distribution of money,
power and resources at global,
national and local levels,
which are themselves
influenced by policy choices.
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Factors that Affect Health
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The determinants of
health and well-being

WHO Determinants of Health
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Multi-Dimensions of
the Determinants of Health

* Malnutrition —

— more susceptible to disease and less likely to recover
» Cooking with wood and coal —

— lung diseases
* Poor sanitation —

— more intestinal infections
» Poor life circumstances —

— commercial sex work and STIs, HIV/AIDS
 Advertising tobacco and alcohol —

— addiction and related diseases

 Rapid growth in vehicular traffic often with untrained
drivers on unsafe roads-
—road trafficacetdents ————————
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PUBLIC HEALTH
17 OCTOBER 2003 VOL302 SCIENCE  wwwisciencemag.org

Grand Challenges in Global Health

H.Varmus, R. Klausner, E Zerhouni, T. Acharya, A. S. Daar, P.A. Singer

GOALS AND CRAND CHALLINGES
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Non—communicable disease and global health disparity

Equity: our biggest challenge

Low-income countries
84% population
93% burden of disease
11% health spending

High-income countries
16% population
7% burden of disease
89% health spending

UMASS
BOSTON

Access still the main challenge

Reliable communications: health centers, laboratories,
clinics, district medical offices

Infrastructure & access devices
Training, integration of ICT into curricula
Content that reflects local needs

UMASS
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*Physicians (per 1,000)
*Registered Nurses (per 1,000)

U.S. Cambodia Korea

24 0.2 2.0

MD

9.8 0.9 53

South
Africa

Malawi
0.0 0.8

0.3
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The Cost of a Long Life

8
5

United States
810 +

3 d 4 8
a & B ©

a
=

Average Life Expectancy

760 +

"S3iEELEEE
Per Capita Spending

Td0 +————————t

Japan

San Marino
Luxembourg
Mew Zealand
MNetherands
United Kingdom
Denmark
United States
Cuba

Cyprus

Life Expectancy ——Per Capita Spending (International Dollml'

Ireland
Portugal |

COLLEGE OF NURSING & HEALTH SCIENCES
UNIVERSITY OF MASSACHUSETTS BOSTON
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COLLEGE OF NURSING & HEALTH SCIENCES umass
UNIVERSITY OF MASSACHUSETTS BOSTON Besrey

Essential Package of Clinical Interventions

WHO “Best Buys”

NCD Intervention
Liver cancer Hepatitis B vaccine
Cervical cancer VIA and treatment of pre-

cancerous lesions

CVD and diabetes Counselling and multi-drug
therapy for high-risk patients

Heart attack Aspirin

%
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What tools do we have to address global
issues, locally and globally?

e Education .
— Public health education

Research | Monitoring & Evaluation

— Bench/novel therapies | Clinical

— Professional (pre-licensure | post- best practices | Translating
licensure) and lay health evidence to practice
workforce

— Tracking data, country statistics
» Capacity strengthening .

— Workforce
— Infrastructure; access |quality |cost

Policy
— Health as a human right
— Policies that promote health
*  Civil society
— NGOs
* Transnational Global Health
Professional organizations

— The role of government

7
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“Insensitivity makes arrogance
ugly:
empathy is what makes humility
beautiful”

Renford Reese, PhD.
Quote found on Starbuck Coffee cups

%
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Thank you!
AP LI LY
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The Factor Influencing Problem Solving Ability of
Nursing Students in Nursing Simulation Learning

Gyoo-Yeong CHO
Pukyong National University

The purpose of this study was to identify factors influencing problem solving ability of nursing
students in nursing simulation learning. The research design for this study was a descriptive survey
design. Data collection was done using self-report questionnaires with 150 nursing students in B
city from September 1 to 15 December, 2016. Data were analyzed using percentage, mean, standard
deviation, t-test, ANOVA, Pearson’s correlation analysis and multiple regression with SPSS Win
21.0 program. There were significant positive correlation between critical thinking, learning flow,
metacognition and problem solving ability. The significant factors influencing problem solving
ability of nursing students in nursing simulation learning was critical thinking(B=.547, p<.001),
learning flow(B=-.167, p<.05), metacognition(f=.161, p<.05). And these factors explained 60.2% of
the variance in the problem solving ability. In conclusion, the results of this study indicated that
nursing simulation learning has a positive effect on nursing students’ learning outcomes.

Key words: Problem Solving Ability, Nursing Students, Nursing Simulation Learning
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Menopause Symptoms and Perceived Cognitive
Decline in Menopausal Women
- The Mediating Effect of Health Promotion Behavior-

Ji Hyun Kim', Pok Ja Oh’

'Assistant Professor, Department of Nursing, Sahmyook University
*Professor, Department of Nursing, Sahmyook University

Purpose: The purpose of this study was to assess the relationship between menopausal symptoms
and decline in cognitive functioning of menopausal women in order to verify the mediating
effects of health promoting behavior.

Methods: Using convenience sampling, 140 menopausal women were recruited for the cross-sectional
survey. Data were collected by using the Menopause Rating Scale, Health Promoting
Lifestyle Profile, Everyday Cognition, and Korean Mini-Mental State Examination.

Results: The mean scores for menopausal symptoms, health promotion behavior, and subjective
cognitive decline were 14.40, 153.79, and 67.40 respectively. Health promotion behavior
was directly affected by menopausal symptom (R?=8%). Cognitive decline was directly
affected by menopausal symptom (R2=11%). Menopausal symptom (=33, p<.001) and
health promotion behavior (B=-.21, p=.014) were found to be predictive factors in subjective
cognitive decline and explained 14%. Health promotion behavior had a partial mediating
effect in the relationship between menopausal symptom and perceived cognitive decline
(Sobel test: Z=2.05, p=.040).

Conclusion: Based on the findings of this study, developing nursing intervention programs focusing
on decreasing menopausal symptoms and encouraging health promotion behavior are
recommended to improve cognitive decline in menopausal women.

Key words: Menopause, Cognitive function, Health promotion



The effect of nursing unit manager’s servant
leadership on nurses’ job satisfaction, organizational
commitment, and turnover intention

Park Youngrye', Yoo Yang Gyeong', Oh Jongchul', Chen Eun Young’

'Professor, Kunsan National University
’Head Nurse, Gunsan Medical Center

Purpose: The purpose of this study was to investigate the effect of nursing unit managers' servant
leadership perceived by nurses on their job satisfaction, organizational commitment, and
turnover intention and thus provide basic data for the development of effective leadership
programs.

Methods: This study was surveyed 228 nurses working at the upper-level general hospitals and
common ones. Using the IBM SPSS statistics program, the collected data were analyzed
through descriptive statistics, Pearson's correlation coefficient, and stepwise multiple
regression analysis.

Results: The scores of nursing unit managers' servant leadership, job satisfaction, organizational
commitment, and turnover intention were 3.67+0.55, 3.00+£0.62, 3.08+0.50, and 3.76+0.65.
Servant leadership had statistically significant positive correlations with job satisfaction
(=41, p<.001) and organizational commitment (=43, p<.001). Servant leadership had
statistically significant negative correlations with turnover intention (r=-26, p<.001).
Among sub-factors of servant leadership, formation of community, supports for growth,
and stewardship explained approximately 20.2% of job satisfaction (F=20.47, p<.001).
Supports for growth explained approximately 20.8% of organizational commitment
(F=20.47, p<.001). Formation of community explained approximately 6.3% of turnover
intention(F=16.37, p<.001).

Conclusion: This finding showed that the development of nursing organization can be promoted by
helping the organizational members exert their potential and creativity to make growth
and achieve the true objectives of their departments or teams. Based on the findings, the
study proposed a research to develop a program to cultivate and enhance the capabilities
of nursing managers and test its effects.

Key words: Servant leadership, Organizational commitment, Job satisfaction, Turnover intention
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Affecting Factors on Illness Burden of Long-term
Hemodialysis Patients

PAON =

F=het Zisrfet XuT

Purpose: There is an increasing awareness in the literature that patients with end stage renal disease
experience substantial illness burden. Managing the burden of ESRD will be a significant
challenge for the healthcare system. A comprehensive assessment of the relationship
between illness burden and risk/protective factors is an important step. This study aims to
investigate associations between illness burden, symptom severity, hope and social support
in patients undergoing long-term hemodialysis.

Methods: A secondary analysis using survey data was performed for 212 patients treated in 17 local
hemodialysis clinics and one tertiary hospital. To measure illness burden, symptom severity,
hope, and social support, the burden of Kidney disease and the symptoms/problem list of
the Kidney Disease Quality of Life Short Form, Herth Hope Index, and Multidimensional
Scale of Perceived Social Support were utilized. Data were analyzed using descriptive
statistics, t-tests, ANOVA, Pearson Correlation, and hierarchical multiple regressions..

Results: Illness burden scored 3.45 out of 5 points on average. There were differences in scores
for illness burden according to primary disease, especially diabetic nephropathy (F=3.60,
p=014) and comorbidity (F=3.26, p=.023). Illness burden was positively correlated with
symptom severity (r=0.39, p<.001) and negatively correlated with hope (r=-0.32, p<.001)
and social support (r=-0.20, p=.003). In the final multivariate regression model, symptom
severity (p=.34, p<.001) and hope (B=-.17, p=.020) were significantly associated with more
illness burden accounting for 22.9% for the variability.

Conclusion: There is a large burden of illness in hemodialysis patients. Diabetic nephropathy and
comorbid disease could impose even larger burden on individuals. More aggressive
interventions should be implemented to manage complex chronic disease and prevent
diabetes and renal complications among patients with diabetes. Better assessment and
alleviation of patients’ symptom and positive attitude toward their illness would seem to
have the potential to reduce illness burden in patients underdoing hemodialysis.

Key words: Illness burden, Symptom, Hope, Renal dialysis
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Health Literacy, Self-efficacy, Social Support,
and Medication adherence of Elderly

Jang Eun Hee', Kim Sun Hwa’, Park So Hee’, Oh Hee Sook’, Park Youngrye3

'Incheon Catholic University, “Gunsan Medical Center, ’Kunsan National University

Purpose: This study was to examination the relationships between health literacy, self-efficacy,
social support, and medication adherence of elderly.

Methods: This study applied a descriptive research design. Structured questionnaire was used for
survey with a convenience sample of 220, elderly in community. Data were analyzed using
descriptive statistics, ANOVA, and Pearson's correlation coefficient with IBM SPSS 18.0.

Results: The mean score of health literacy, self-efficacy, social support, and medication adherence
were 35.89+19.39, 55.34+7.44, 86.54+1590 and 4.82+1.83. There were statistically
significant differences in health literacy, self-efficacy, and social support according to level
of medication adherence. The higher the level of medication adherence, the higher the
health literacy, self-efficacy, and social support. Health literacy had statistically significant
positive correlations with self-efficacy (r=.29, p<.001) and social support (r=42, p<.001),
and medication adherence (r=.32, p<.001). Self-efficacy had statistically significant positive
correlations with social support (r=.19, p<.001) and medication adherence (r=.30, p<.001).
Social support had statistically significant positive correlations with medication adherence
(=32, p<.001).

Conclusion: This finding showed that nursing interventions to promote medication adherence

in elderly group should focus on self-efficacy promotion including social support,
education for health literacy.

Key words: Health literacy, Self-efficacy, Social support, Medication adherence



Factors Affecting Warfarin Medication Adherence and
Anticoagulation Control (INR) in Warfarin Taking Health
Literacy and Self-efficacy of Patients with Mechanical
Heart Valve Replacement

Ju-Hyeon Park’, Jiwon Oh', Rhayun Song’, Sukhee Ahn’

'Doctoral student, Chungnam National University, College of Nursing,
*Professor, Chungnam National University, College of Nursing

Purpose: This study was to identify warfarin taking health literacy, self-efficacy, and warfarin
medication adherence in patients receiving warfarin anticoagulation therapy after
mechanical heart valve replacement, and to analyze factors affecting warfarin medication
adherence and anticoagulation control (INR).

Methods: With a cross-sectional survey, 101 patients taking warfarin were recruited at an outpatient
clinic of a cardiovascular center in Daejeon, Korea.

Results: The mean score of warfarin taking health literacy was 5.15+2.21 with a maximum score
of 8 and the mean score of self-efficacy was 9.31+1.07 with a maximum score of 10. The
warfarin medication adherence score was 68.3%. Patient’s self-efficacy and warfarin
medication adherence were positively correlated and self-efficacy significantly influenced
patient’s warfarin medication adherence. In addition, anticoagulation control estimated with
percent of INR values fell within the therapeutic range and the level of education exerted
significant influence on anticoagulation control (INR).

Conclusion: In summary, this study confirms that applying nursing interventions on improving
patient’s self-efficacy based on a nurse’s expertise related to warfarin medication
administration while considering each patient’s characteristic such as age and the
level of education can improve warfarin medication adherence leading to successful
anticoagulant therapy outcome. In addition, further research is needed with a greater
number of participants utilizing reliable and valid medication adherence scale and self-
efficacy scale tool.

Key words: Health literacy, Self-efficacy, Social support, Medication adherence



073 SIRMIZISES| EARETS ZZSTN SIS oI5t CistNE H2

Experience of university students
participating in low-salt diet campaign

Sui Kim', Sangjun Woo’, Younghae Chung’

'Nurse, Chonnam National University Hwasun Hospital,
“Assistant Professor, Department of Nursing, Dongshin University,
’Professor, Department of Nursing, Dongshin University

Objectives: The purpose of this study is to investigate the educational effect of participation
experience in nursing university students.

Methods: The purpose of this study is to analyze the content effect of educational experience of
nursing students on the experience of participation in the campaign. The subjects of this
study were 32 of the 36 students in the 2nd to 3rd grade nursing students who participated
in the 4-year D university in N, Korea from March 16, 2015 to May 19, 2015. The low salt
diet campaign was carried out with one lecture, four campaigns, and two tasting tests.
Data analysis was classified into primary, secondary, and tertiary domains by assigning
unique numbers to meaningful words in the original data. The frequency and the ratio of
the classified data were analyzed by using the SPSS 21.0 program.

Results: The results of this study are summarized as follows. The grade distribution of the participants
was 16 students (50.0%) in the second and third graders, and 5 students (15.6%) were male
and 27 students (84.3%) were female. The ages ranged from 20 to 24 years old with 20
persons (62.5%), 25 to 30 years old with 7 persons (21.8%y), and 31 to 40 years old and
2 persons with 41 to 50 years old (6.2%). Participants were classified into three types of
experiences after participating in the campus low salt diet campaign. First, they learned that
understanding low salt diet (34.3%), communication method (31.2%), understanding others
(21.8%) and personal growth (12.5%). Secondly, it was a good factor for the participants
after campaigning in order of practice (65.6%), participation (28.1%) and personal growth
(6.2%). Third, the difficulties and improvements were internal difficulties (21.8%) and
external difficulties (75.0%).

Conclusion: Based on the results of this study, It was found that the experience of participating in
and experiencing the education program of the university students is educational effect.
Therefore, we think that it is necessary to provide various opportunities for university
students to participate in programs and to develop various educational programs to
participate.

Key words: Experience, University students, Low-salt diet campaign
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The effect of basic psychological needs and Wisdom
on Successful aging in elderly

Cho Young-Mun', Lee Hyun-Ji’

' Assistant Professor, Department of Nursing, Dongshin University, Chonnam.
*The undergraduate students, Department of Nursing, Dongshin University, Chonnam.

Purpose: This study was to investigate the effects of the basic psychological needs and wisdom of

the elderly on successful aging.

The subjects of this study were 150 elderly people aged 55 or older who used 7 elderly welfare
centers in K, N and J from january 2017 to february 2017. Data were collected by self-report
questionnaires. For data analysis, SPSS WIN 18.0 program was utilized including one-way

ANOVA, independent t-test, Pearson correlation coefficients, and multiple regression.

Method:

This study showed a positive correlation between Successful aging and basic psychological
need (r=712 p=<.001), wisdom (=732 p=<.001). In addition, the successful aging has a
positive correlation with autonomy (r=327 p=<.001), competence (=774 p=<.001), and
relationship (=723 p=<001). The competency(p=415), relatedness (p=.179), wisdom
(B=.329) have a 69.1% (Adj R? .684) explanatory power for the successful aging in elderly.

Conclusion: It is also necessary to rehabilitate wise lives by supporting the basic psychological needs

of the elderly.

Results:

Key words: Successful aging, Wisdom, Basic psychological needs, Elderly
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Socioeconomic Disparities in Cardiovascular

Diseases in South Korea

Sooyoung Park', Connie Ulrich’

'Doctoral student, School of Nursing, University of Pennsylvania,
“Professor, School of Nursing, University of Pennsylvania

Purpose: Cardiovascular disease (CVD) is a critical public health issue in Korea. CVD is not only a

Method:

Results:

leading cause of death but also causing physical and socioeconomic burden. This study aimed to
demonstrate the association between socioeconomic status (SES), cardiovascular risk factors, and
CVD among Korean adults.

TA total of 100,094 men and 113,977 women who participated in a 2014 Community Health
Survey was included in the analysis. SES was assessed by education, occupation, and household
income. The cardiovascular risk factors were smoking, alcohol drinking, physical inactivity,
obesity, dyslipidemia, hypertension, and diabetes mellitus. CVD was defined as a diagnosis of
cerebrovascular attack and/or ischemic heart diseases (myocardial infarction or angina). Frequency
analysis, Chi-square test and logistic regression analysis were used to analyze the data.

The prevalence of CVD was significantly different by SES (p<0.001). Lower SES was associated
with CVD and the influence was in the order of education, occupation, and household income. The
prevalence of CVD for women was more likely to be affected by SES than men. The independent
effect of SES on CVD was verified by maintaining of the statistical significance of the relationship
between socioeconomic factors and CVD before and after the adjustment of cardiovascular risk
factors. All risk factors but physical inactivity had an independent effect on CVD in both genders.
Physical inactivity failed to show the significant association with CVD in women after adjusting for
SES. The partial mediating effect of cardiovascular risk factors was shown by the decrease of the
coefficients of SES in women. However, the mediating effect of the risk factors was insignificant
in men.

Conclusion: The results reveal a significant association among SES, cardiovascular risk factors, and

CVD. Also, there are differences by gender. The findings suggest that in order to improve the
effectiveness of interventions for prevention and management of CVD, health care providers
should use comprehensive strategies that take account of an individual’s socioeconomic
characteristics. Considering the partial mediating effect of the cardiovascular risk factors,
research that examines influential mediators in low socioeconomic groups should be conducted
so that we can develop interventions to prevent and reduce socioeconomic disparities in CVD.

Key words: Socioeconomic status, Cardiovascular risk factors, Cardiovascular diseases, Community Health Survey
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