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Background: Health literacy has been associated with health disparities in many disease outcomes, including
children’s asthma. Parents are responsible for most of children’s healthcare. Therefore, parents’ health literacy
may impact children’s health outcomes, including asthma control. This study sought to determine the associ-
ation between parent health literacy and children’s asthma control among a cohort of predominately minority
urban children aged between 6 and 12 years.
Methods: This cross-sectional study assessed children with asthma and their parents at a single outpatient visit.
English-speaking parents and their children, aged between 6 and 12 years with physician-diagnosed asthma,
were eligible for this study. Healthcare providers assessed asthma control and severity, and parents completed
demographic, health literacy, asthma control, and asthma knowledge measures. Children completed a pulmo-
nary function test as part of the Asthma Control Questionnaire (ACQ) scoring.
Results: A total of 281 parent–child dyads provided data, with the majority of parents being mothers and
African American, with a high school level education or less. Lower parent health literacy was associated with
worse asthma control as rated both by the provider ( p = 0.007) and the ACQ ( p = 0.013), despite only moderate
concordance between ratings (r= 0.408, p < 0.0001). Lower parent health literacy also was associated with less
asthma knowledge, which was associated with worse asthma control.
Conclusions: Higher parent health literacy was associated with more parent asthma knowledge and better child
asthma control. Pediatric providers should consider tailoring education or treatment plans or utilizing universal
precautions for low health literacy.

Introduction

Just under 10% of U.S. children under the age of 18
years have asthma,1 with increasing disease prevalence

and morbidity disproportionately affecting minority chil-
dren in urban areas and children in lower socioeconomic
groups.1–7 Minority children have greater asthma symptom
severity, sleep disturbances, and activity limitations than
white children.2 Furthermore, black and Hispanic children
miss more school and have more emergency department
(ED) visits.8 Hospitalizations are highest for inner-city
poor children.6 Additionally, each year, one-third of all
children with asthma are treated in an ED for asthma,9 with
many visits being unnecessary, due to poor asthma home
management.10

Mandated federally funded programs have improved
healthcare access, but have not eliminated disparities for
those most vulnerable to poor health outcomes. Among

Medicaid-insured children, black and Hispanic children
have worse asthma status8 and more hospitalizations,5 and are
less likely to use daily inhaled anti-inflammatory medications
than white children.8 Medicaid-covered children are signifi-
cantly less likely than non-Medicaid children to have asthma
prescriptions filled or obtain refills,11,12 disparities not ac-
counted for by prescribing variations.12 Even when filled,
adherence to prescribed asthma medications remains low.13

One possible source of these asthma disparities is the parents’
understanding and use of health information, that is, the
parents’ health literacy. Studies among adults with asthma
indicate that lower health literacy predicts worse asthma
outcomes,14 medical decision making, knowledge, and self-
management skills, such as correctly using a meter-dose in-
haler and communicating with their healthcare provider.15,16

Parents need these same skills, as well as reading and nu-
meracy skills, to manage their children’s asthma successfully
in order to achieve better asthma health outcomes.17
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National estimates indicate that 28.7% of parents have
low health literacy, with black and Hispanic parents and
poor parents more at risk than whites.18 Parents attending an
ED with their child had similar (30%) rates of low health
literacy.19 Low health literacy, prevalent among low so-
cioeconomic status and minority adults,20–22 has been as-
sociated with a host of poorer health outcomes,17 including
inadequate use of preventive services,23,24 increased ED
visits,25 risk of hospitalization,26 and poorer asthma out-
comes among adults.27,28 Findings for pediatric asthma
outcomes are inconsistent. Lower parent health literacy has
been associated with more healthcare utilization by children
with asthma in some studies,29,30 but not in others.31,32 Two
studies examining parent health literacy and child asthma
control have disparate findings: one reports an indirect re-
lationship between health literacy and asthma control
through satisfaction with shared decision making,33 while
the other found no relationship.32

This study examines the role of parent health literacy in
pediatric asthma health outcomes, including asthma control,
healthcare utilization, and school days missed due to asth-
ma. The primary hypothesis is that higher parent health
literacy will be associated with better child asthma control.
Secondary hypotheses are that lower parent health literacy
will be associated with greater child healthcare utilization
and more school days missed. Furthermore, the associations
among parent asthma knowledge, child asthma control, and
health literacy were examined. Finally, relationships be-
tween demographic variables and health literacy, asthma
control, and asthma knowledge were explored. This study
adds to the limited literature about the role of parent health
literacy in child asthma control and related healthcare uti-
lization. This is the first study to examine both symptom-
rated and clinical judgment measures of asthma control.

Methods and Materials

This cross-sectional study assessed children with asthma
and their parents during a single visit at the child’s asthma
care clinic. English-speaking parents (or primary caregivers)
and their children, aged 6–12 years with physician-diag-
nosed asthma, were eligible for this study. The Rapid Esti-
mates of Adult Literacy Measure (REALM) was used to
screen parents to aid recruitment of equal numbers of par-
ents with adequate and less than adequate health literacy.
Between March 2008 and July 2010, parent–child dyads
were recruited from two clinic groups: Children’s of Ala-
bama Asthma and Allergy Clinics (Children’s; n = 3) and
County Public Health Pediatric Clinics (Health Department;
n = 3). Visa gift cards were given to cover participation costs
(e.g., parking, loss of pay) and as an incentive to participate.
Parents signed informed consents, and children signed as-
sents or parents signed for the child if judged too immature
to consent. This study was approved and monitored by the
Institutional Review Boards for Human Use at the Uni-
versity of Alabama at Birmingham and the University of
Arizona.

Parents were interviewed in the clinic immediately after
the child’s healthcare visit. Children completed spirometry
tests the same day. Parents provided demographic infor-
mation and completed the Test for Functional Health Lit-
eracy in Adults (TOFHLA),34 the Asthma Knowledge Quiz
(AKQ),35 and the Juniper Asthma Control Questionnaire

(ACQ).36 The TOFHLA contains 50 self-completed cloze
passage reading comprehension items and 17 interviewer-
administered numeracy items, and takes up to 22 minutes
to complete. It has good internal reliability (Cronbach’s
a = 0.98), concurrent validity (0.84 vs. REALM37 and 0.74
vs. WRAT-R38), and predictive validity for health out-
comes.39,40 A score of 70 or above represents adequate
health literacy. The AKQ was developed by the National
Heart, Lung, and Blood Institute under the title ‘‘Check your
Asthma IQ’’ and is found widely on health Web sites as a
self-assessment tool for patient education. It has moderate
scale reliability (Cronbach’s a = 0.45).41 Twelve statements,
written at a 7th grade level, are evaluated as true or false,
with higher scores indicating more accurate asthma knowl-
edge. The ACQ is a 7-item measure evaluating the presence
of the five top asthma symptoms and bronchodilator use
over the previous week and the child’s current FEV1%, on a
7-point scale. This measure has been validated for asthma
symptom change in adults (reliability = 0.90)36 and children
(reliability = 0.79).42 We asked parents to report on symp-
toms, with the child available to consult. Lower scores in-
dicate less impairment. Categorical classifications are:
< 0.75 adequately controlled asthma, 0.75–1.25 not well-
controlled asthma, and > 1.5 poorly controlled asthma. The
previous year’s healthcare utilization and missed school
days were collected by medical chart audit. Immediately
following the clinic visit, the healthcare provider was asked
to use their clinical judgment to rate the child’s asthma
severity (intermittent, mild persistent, moderate persistent,
or severe persistent) and control (well controlled, not well
controlled, or poorly controlled).

Descriptive statistics were computed to portray the study
population. Our primary hypothesis was tested with two
measures of asthma control: simple linear regressions tested
the TOFHLA with the ACQ, and logistic regression tested
the TOFHLA with provider-rated control (controlled vs. not
controlled). Due to large variances, negative binominal re-
gression tested our secondary hypotheses, the association of
parental health literacy with healthcare utilization, measured
by asthma-related hospitalizations, ED visits and doctor’s
appointments, and missed school days. Simple linear re-
gressions examined parent asthma knowledge associa-
tion with child asthma control (ACQ) and the TOFHLA.
Spearman rho correlations were also computed. Relation-
ships between each demographic variable (including asthma
severity) and each of the three variables of interest—parent
health literacy, child asthma control (ACQ), and parent
asthma knowledge—were explored with analyses of vari-
ance. Multiple regression comparisons used stepwise entry.

The correlation between the provider-rated asthma con-
trol and the ACQ categories was examined with Spearman’s
rho. Listwise deletion was used for missing data. For vari-
ables with substantial data missing not-at-random (health-
care utilization and missed school days, primarily missing
from Health Department charts), t-tests examined our pri-
mary variables (ACQ, provider-rated asthma control, AKQ,
and TOFHLA) for differences between the clinic types.

Results

A total of 281 children, with an average age of 8.8 years
(SD = 1.9), and their parents (or primary caregiver) consented
to and completed study measures. Half were recruited from
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children’s clinics and half from health department clinics.
Thirteen healthcare providers, four nurse practitioners, and
nine pediatricians clinically rated children’s asthma severity
and control. The majority of adults was mothers (86.8%) and
African American (87.2%), and had a high school education
or less (54.8%). A slight majority of the children were male
(62.3%) and about three-fourths (74.7%) of them had Med-
icaid coverage. Based on the REALM, used for screening
only, about half (48%) of parents had less than adequate
health literacy, while only 9.3% tested as such on the
TOFHLA, the study health literacy assessment (see Table 1).

As hypothesized, better parent health literacy was sig-
nificantly associated with better child asthma control for both
provider ratings and the ACQ (see Table 2). Parents with

higher health literacy were more likely to have a child the
provider rated as having well-controlled asthma ( p = 0.007).
TOFHLA scores were negatively associated with ACQ
scores ( p = 0.013); each one-point increase in health literacy
score indicating a decrease of 0.015 in asthma control score
(lower score = better control).

Our secondary hypotheses were not confirmed. Parents’
TOFHLA scores were not associated with the number of
clinic visits, hospitalizations, or ED visits due to asthma
during the past year or the number of school days missed (see
Table 2). Prior healthcare utilization and missed school days
data were not available for almost one-third of the sample due
to a lack of documentation in the children’s health records.
Missing data were from 49% of Health Department patients
compared to 15% of Children’s patients. A post hoc com-
parison of the ACQ, asthma control, AKQ, and TOFHLA
scores between the two clinic groups revealed no significant
differences ( p = 0.732, 0.076, and 0.141 respectively).

AKQ scores were generally high, with 76.2% scoring 10
of 12 or better. Parents’ asthma knowledge was significantly
associated with their health literacy; each one-point increase
in AKQ meant TOFHLA scores increased by 2.8 points
( p < 0.0001; see Table 2). The scores were moderately corre-
lated (r= 0.334, p < 0.0001). Furthermore, increased parent
asthma knowledge is associated with better child asthma con-
trol. As the AKQ score increased by one point, ACQ scores
decreased by 0.091 ( p < 0.05). Scores were negatively corre-
lated (r= –0.130, p = 0.03), indicating improved asthma control.

The multiple regression results shown in Table 3 compare
scores on the TOFHLA, ACQ, and AKQ with demographics
and asthma severity. TOFHLA scores were higher for whites
( p = 0.003), those with higher education ( p < 0.0001), and
those with All Kids insurance (compared to private insur-
ance; p = 0.022). All white parents had adequate health lit-
eracy compared to the majority of African Americans (100%
vs. 89.4% respectively). ACQ scores were higher for whites
( p = 0.011) and those rated by the healthcare provider with
severe compared to mild ( p = 0.004) or moderate ( p = 0.030)
persistent asthma. AKQ scores were higher for whites
( p = 0.001) and those with higher education ( p = 0.002).

For the 271 children who had healthcare provider–rated
asthma control, the provider-rated control and ACQ cate-
gory were moderately correlated (r= 0.408; p < 0.001).
Healthcare providers rated 51% of the children as having
controlled asthma, whereas the ACQ scores only classified
33.1% of children as controlled (see Table 4).

Discussion

This study represents findings from a predominately Af-
rican American urban sample. Higher parent health literacy
was associated with more parent asthma knowledge and
better child asthma control, but not with child healthcare
utilization or missed school days. Furthermore, more parent
asthma knowledge was associated with better asthma control.

We found only two other studies that assessed parent
health literacy’s association with child asthma control. Wood
et al. assessed parent health literacy with the Newest Vital
Sign,43 and asthma control with a single 1–10 scale provider
rating in 198 African American children. They found no
relationship between parent health literacy and child asthma
control or healthcare utilization.32 Ghandi et al.33 report an
indirect relationship only between parent health literacy

Table 1. Study Sample Descriptors

n %

Relationship to child
Parent 256 91.1
Grandparent 19 6.8
Other relative 6 2.1

Gender—parent
Male 13 4.6
Female 268 95.4

Race—parent and childa

African American 245 87.2
White 36 12.8

Gender—child
Male 175 62.3
Female 106 37.7

Health insurance—child
Medicaid 210 74.7
All Kids 20 7.1
Private 44 14.7
None or unknown 7 2.5

Employment status—parentb

Full time outside of home 133 47.3
Part time outside of home 39 13.9
At home—full or part time 11 3.9
Not employed 93 33.0

Education level—parent
Less than high school 48 17.1
High school diploma or GED 106 37.7
Some post-high school 83 29.5
College graduate or higher 44 15.7

Annual household income
< $20,000 141 50.2
‡ $20,000 95 33.5
Refused 45 16.3

Parent health literacy
REALM (scored adequate; > 60 of 66) 135 48.0
TOFHLA (scored adequate; > 75 of 100) 255 90.7

Child’s Asthma Severityb (clinician rating)
Intermittent 13 4.7
Mild persistent 106 38.0
Moderate persistent 136 48.7
Severe persistent 24 8.6

aOne child was reported as white with African American parent.
bData missing from medical record for some participants.
REALM, Rapid Estimates of Adult Literacy Measure; TOFHLA,

Test for Functional Health Literacy in Adults; GED, General
Equivalency Diploma.
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measured by the s-TOFHLA34 and child asthma control
measured by 10 items.44 The discrepancy in our findings
with these previously reported results may reflect differences
in the samples or the measures used to assess health literacy
and/or asthma control. Finding that parent health literacy is
associated with child asthma control is consistent with other

studies that report health literacy’s effects on asthma care
and morbidity among minorities. African American parents’
health literacy has been found to be associated with self-
efficacy to manage their children’s asthma,32 and minority
parents’ self-efficacy has been related to child asthma
symptoms,45 which are markers of asthma control.

Table 2. Parent Health Literacy (TOFHLA Score) Association with Child Asthma-Related

Healthcare Utilization, Missed School Days, Asthma Knowledge, and Asthma Control

Summary
Negative binomial regression

mean (SD) Coefficient (SE) Rate ratio p-Value

Asthma healthcare utilization in past yeara

Outpatient clinic visits 3.4 (4.6) –0.02 (0.01) 0.98 0.192
ED visits 1.3 (2.9) –0.008 (0.02) 0.99 0.661
Hospitalizations 0.5 (1.4) –0.007 (0.03) 0.99 0.796

School days misseda 6.2 (10.5) 0.02 (0.02) 1.02 0.327

Simple linear regression

Coefficient (SE) p-Value

Asthma knowledge 10.1 (1.3) 0.05 (0.01) <0.0001
Child asthma control

ACQ 1.6 (0.98) –0.015 (0.006)b 0.013

n (%) Logistic regression

Clinician rating Coefficient (SE) p-Value

Controlled 143 (51) - 0.04 (0.01)b 0.007
Not controlled 128 (45)

aData missing from medical record for some participants.
bPer one point increase in score.
ACQ, Asthma Control Questionnaire; ED, emergency department.

Table 3. Multiple Regression Associations of Sample Demographics with Health Literacy,

Asthma Control, and Asthma Knowledge Scores

Health literacy (TOFHLA) Asthma control (ACQ) Asthma knowledge (AKQ)

Regression model Regression model Regression model

n Mean (SD) Coefficient p-Value Mean (SD) Coefficient p-Value Mean (SD) Coefficient p-Value

Race
White 36 94.5 (4.6) .

0.003
1.08 (0.96) .

0.011
10.9 (1.1) .

0.001African
American

245 87.1 (10.2) - 6.06 1.67 (1.00) 0.52 10.0 (1.3) - 0.85

Education
£ High school 154 85.1 (11.6) - 6.51

<0.001
1.78 (0.98) 0.27

0.052
9.8 (1.3) - 0.56

0.002> High school 127 91.8 (5.9) . 1.36 (0.94) . 10.4 (1.1) .
Income

< $20,000 141 87.1 (10.3) .
0.839

1.76 (0.94) .
0.227

10.0 (1.2) .
0.822‡ $20,000 95 90.1 (9.6) - 0.30 1.32 (1.00) - 0.18 10.4 (1.4) 0.04

Insurance
None 6 86.3 (14.8) 0.82

0.033

1.50 (0.48) 0.03

0.681

10.7 (0.5) 1.11

0.179
Medicaid 210 87.8 (10.1) 0.59 1.70 (1.00) 0.20 10.0 (1.3) 0.10
All Kids 20 82.0 (11.5) - 6.73 1.48 (0.99) 0.01 9.9 (1.5) - 0.20
Private 45 92.5 (6.1) . 1.13 (0.87) . 10.6 (1.2) .

Asthma severity
Intermittent 13 84.9 (12.8) - 1.34

0.349
1.56 (0.78) - 0.67

0.034
9.6 (1.7) - 0.20

0.263Mild persistent 106 87.6 (11.0) - 3.96 1.47 (0.88) - 0.68 10.1 (1.3) - 0.01
Moderate

persistent
136 88.6 (9.2) - 2.81 1.60 (1.04) - 0.50 10.2 (1.2) 0.30

Severe persistent 24 89.7 (8.5) . 2.11 (1.09) . 9.8 (1.4) .
., the base level.
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DeWalt et al. found that parent health literacy was as-
sociated with ED visits, hospitalizations, and missed school
days among inner-city children with asthma.29 Shone et al.
found similar findings for healthcare use.31 In contrast, we did
not find these relationships, similar to findings in urban up-
state New York31 and Midwestern urban African American32

cohorts. The lack of association in our study may be real or
may reflect a smaller sample or a bias in the analyses, as these
data were missing for approximately 31.5% of our sample.

We used two measures of asthma control for our primary
outcome: the ACQ and provider ratings. Both have limita-
tions. The ACQ questions were answered by the parent, with
the child present and completing the spirometry measure.
Previous studies have found that parents may not accurately
report on their children’s asthma, partly because they are not
always with the child, especially school-age children such as
in our sample.46 Providers’ ratings of control are subjective
and have been found to overestimate the improvement in
asthma symptoms among their patients.47 As children in this
study were attending return visits, provider ratings may have
been subjectively biased toward better control. This sug-
gestion is strengthened by our finding that the majority
(64%) of asthma control ratings was discordant, mostly due
to a higher rating of control by the provider.

Similar to other disparity reports, we found higher rates of
adequate health literacy among whites than African Ameri-
cans.48 We also found race significantly related to ACQ and
AKQ scores, with African Americans scoring worse on asthma
knowledge and control. This may, in part, explain why African
American children suffer disproportionate asthma morbidity
and mortality, as well healthcare use.8,49

The child’s asthma control relies on the parent’s ability for
symptom management at home, which includes medication
use, symptom monitoring, and following an asthma action
plan. The parent needs to be able to read the asthma action
plan, understand how to monitor symptoms, and use medica-
tion such as a metered-dose inhaler properly. Paradoxically, an
appropriate asthma action plan relies upon the parent providing
accurate information to the healthcare provider. Low literacy
adults with asthma often lack these skills;14–16 low literacy
parents likely lack them as well. While health literacy may be
difficult to change, how and what skills parents are taught has
the potential to improve children’s asthma outcomes.

There are several limitations to this study that should be
noted. This sample had lower rates of inadequate (1.9%) and

marginal (7.5%) health literacy than has been reported in the
literature (26% and 20% respectively),50 as determined by
scores on the TOFHLA, possibly reflecting the relatively high
level of education of this sample (45.2% have education
beyond high school). The ACQ was answered by the parent
for the child, although the child could be consulted and did
perform a spirometry test, but this deviated from the way the
measure was validated and may overrepresent children’s
asthma control.51 The AKQ used in this study has not been
validated against other measures, although it contains many
of the concepts found in longer more rigorously tested mea-
sures of asthma knowledge. Providers’ ratings of child asth-
ma control were clinical judgments, and inter-rater reliability
was not assessed. However, all providers had treated these
children before and therefore based judgments on both
present and past experience with the child. Likewise, asthma
severity was a clinical judgment based on the child’s asthma
history and medication required for symptom control. There
is potential for error due to the clustering effect of patients per
physician or clinic, which was not tested due to the unbal-
anced number of patients per physician and clinic. The large
proportion of missing data for healthcare utilization and
school days missed may have resulted in underpowered
analysis. Furthermore, the outcomes for this study may be
underreported, as the higher than anticipated proportion of
adequate health literacy participants limited power for the
primary analysis. Finally, these findings may not be gener-
alizable to other populations or to other parts of the country.

This is the first study to report a direct relationship be-
tween parent health literacy and child asthma control. Stu-
dies done to date have been cross-sectional with relatively
small samples. Studies may have been underpowered, the
designs may limit the ability to draw causal inference, and
are further limited by using self-reported healthcare utili-
zation. Therefore, larger, prospective studies examining the
role of parent health literacy’s impact on pediatric health
outcomes and potential mediating factors are needed.

Healthcare providers should be aware of health literacy
barriers as a reason for poor asthma control, and should tailor
education and treatment plans with this in mind. Alter-
natively, universal precautions for health literacy have been
recommended; that is, treating each patient as at risk for low
health literacy by providing simple language explanations
and checking understanding.52,53 Free health literacy toolkits
are available to assist healthcare providers implement such
methods.54 Instituting universal precaution policies for
asthma patients have the potential to improve parental un-
derstanding of asthma management, which may improve
adherence and, ultimately, children’s asthma control.
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5. Chabra A, Chávez GF, Adams EJ, Taylor D. Characteristics
of children having multiple Medicaid-paid asthma hospi-
talizations. Matern Child Health J 1998;2:223–229.

6. McConnochie KM, Russo MJ, McBride JT, Szilagyi PG,
Brooks AM, Roghmann KJ. Socioeconomic variation in
asthma hospitalization: excess utilization or greater need?
Pediatrics 1999;103:e75.

7. Miller JE. The effects of race/ethnicity and income on early
childhood asthma prevalence and healthcare use. Am J
Public Health 2000;90:428–430.

8. Lieu TA, Lozano P, Finkelstein JA, et al. Racial/ethnic var-
iation in asthma status and management practices among
children in managed Medicaid. Pediatrics 2002;109:857–865.

9. Kennedy S, Stone A, Rachelefsky G. Factors associated
with emergency department use in asthma: acute care in-
terventions improving chronic disease outcomes. Ann Al-
lergy Asthma Immunol 2003;90:45–50.

10. Clayton K, Monroe K, Magruder T, King W, Harrington K.
Inappropriate home albuterol use during an acute asthma
exacerbation. Ann Allergy Asthma Immunol 2012;109:
416–419.

11. Cooper WO, Hickson GB. Corticosteroid prescription fill-
ing for children covered by Medicaid following an emer-
gency department visit or a hospitalization for asthma. Arch
Pediatr Adolesc Med 2001;155:1111–1115.

12. Finkelstein JA, Barton MB, Donahue JG, Algatt-Bergstrom
P, Markson LE, Platt R. Comparing asthma care for Med-
icaid and non-Medicaid children in a health maintenance
organization. Arch Pediatr Adolesc Med 2000;154:563–568.

13. David C. Preventive therapy for asthmatic children under
Florida Medicaid: changes during the 1990s. J Asthma
2004;41:655–661.

14. Mancuso CA, Rincon M. Impact of health literacy on
longitudinal asthma outcomes. J Gen Intern Med 2006;21:
813–817.

15. Mancuso CA, Rincon M. Asthma patients’ assessments of
healthcare and medical decision making: the role of health
literacy. J Asthma 2006;43:41–44.

16. Williams MV, Baker DW, Honig EG, Lee TM, Nowlan A.
Inadequate literacy is a barrier to asthma knowledge and
self-care. CHEST 1998;114:1008–1015.

17. DeWalt DA, Berkman ND, Sheridan S, Lohr KN, Pignone
MP. Literacy and health outcomes—a systematic review of
the literature. J Gen Inter Med 2004;19:1228–1239.

18. Yin HS, Johnson M, Mendelsohn AL, Abrams MA, San-
ders LM, Dreyer BP. The health literacy of parents in the
United States: a nationally representative study. Pediatrics
2009;124:S289–298.

19. Morrison AK, Myrvik MP, Brousseau DC, Hoffmann RG,
Stanley RM. The relationship between parent health liter-
acy and pediatric emergency department utilization: a
systematic review. Acad Pediatr 2013;13:421–429.

20. Georges CA, Bolton LB, Bennett C. Functional health liter-
acy: an issue in African-American and other ethnic and racial
communities. J Natl Black Nurses Assoc 2004;15:1–4.

21. Rothman RL, DeWalt DA, Malone R, et al. Influence of
patient literacy on the effectiveness of a primary care-based
diabetes disease management program. JAMA 2004;292:
1711–1716.

22. Weiss BD, Reed RL, Kligman EW. Literacy skills and
communication methods of low-income older persons. Pa-
tient Educ Couns 1995;25:109–119.

23. Jacobson TA, Thomas DM, Morton FJ, Offutt G, Shevlin J,
Ray S. Use of a low-literacy patient education tool to en-
hance pneumococcal vaccination rates—a randomized
controlled trial. JAMA 1999;282:646–650.

24. Scott TL, Gazmararian JA, Williams MV, Baker DW.
Health literacy and preventive health care use among
Medicare enrollees in a managed care organization. Med
Care 2002;40:395–404.

25. Baker DW, Gazmararian JA, Williams MV, et al. Health
literacy and use of outpatient physician services by Medi-
care managed care enrollees. J Gen Intern Med 2004;19:
215–220.

26. Baker DW, Gazmararian JA, Williams MV, et al. Func-
tional health literacy and the risk of hospital admission
among Medicare managed care enrollees. Am J Public
Health 2002;92:1278–1283.

27. Baker DW, Parker RM, Williams MV, Clark WS, Nurss J.
The relationship of patient reading ability to self-reported
health and use of health services. Am J Public Health 1997;
87:1027–1030.

28. Schillinger D, Grumbach K, Piette J, et al. Association of
health literacy with diabetes outcomes. J Am Med Assoc
2002;288:475–482.

29. DeWalt DA, Dilling MH, Rosenthal MS, Pignone MP. Low
parental literacy is associated with worse asthma care
measures in children. Ambul Pediatr 2007;7:25–31.

30. Rosas-Salazar C, Apter AJ, Canino G, Celedon JC. Health
literacy and asthma. J Allergy Clin Immunol 2012;129:
935–942.

31. Shone LP, Conn KM, Sanders L, Halterman JS. The role of
parent health literacy among urban children with persistent
asthma. Patient Educ Couns 2009;75:368–375.

32. Wood MR, Price JH, Dake JA, Telljohann SK, Khuder SA.
African American parents’/guardians’ health literacy and
self-efficacy and their child’s level of asthma control.
J Pediatr Nurs 2010;25:418–427.

33. Gandhi PK, Kenzik KM, Thompson LA, et al. Exploring
factors influencing asthma control and asthma-specific
health-related quality of life among children. Respir Res
2013;14:26.

34. Parker RM, Baker DW, Williams MV, Nurss JR. The Test
of Functional Health Literacy in Adults—a new instrument
for measuring patients literacy skills. J Gen Intern Med
1995;10:537–541.

35. National Asthma Education Program. Asthma Knowledge
Quiz (Asthma IQ). Bethesda, MD: NHLBI, 1992.

36. Juniper EF, O’Byrne PM, Guyatt GH, Ferrie PJ, King DR.
Development and validation of a questionnaire to measure
asthma control. Eur Respir J 1999;14:902–907.

37. Davis TC, Long SW, Jackson RH, et al. Rapid estimate of
adult literacy in medicine: a shortened screening instru-
ment. Fam Med 1993;25:391–395.

38. Jastak S, Wilkinson GS. The Wide Range Achievement
Test—Revised. Wilmington, DE: Jastak Associates, 1984.

39. Al Sayah F, Williams B, Johnson JA. Measuring health
literacy in individuals with diabetes: a systematic review
and evaluation of available measures. Health Educ Behav
2013;40:42–55.

HEALTH LITERACY IMPACT ON PEDIATRIC ASTHMA OUTCOMES 25



40. Smith SG, Curtis LM, Wardle J, von Wagner C, Wolf MS.
Skill set or mind set? Associations between health literacy,
patient activation and health. PloS One 2013;8:e74373.

41. Coyle YM, Aragaki CC, Hynan LS, Gruchalla RS, Khan
DA. Effectiveness of acute asthma care among inner-city
adults. Arch Intern Med 2003;163:1591–1596.

42. Juniper EF, Gruffydd-Jones K, Ward S, Svensson K. Asthma
Control Questionnaire in children: validation, measurement
properties, interpretation. Eur Respir J 2010;36:1410–1416.

43. Weiss BD, Mays MZ, Martz W, et al. Quick assessment of
literacy in primary care: the newest vital sign. Ann Family
Med 2005;3:514–522.

44. Patino CM, Okelo SO, Rand CS, et al. The Asthma Control
and Communication Instrument: a clinical tool developed
for ethnically diverse populations. J Allergy Clin Immunol
2008;122:936–943 e936.

45. Flores G, Bridon C, Torres S, et al. Improving asthma
outcomes in minority children: a randomized, controlled
trial of parent mentors. Pediatrics 2009;124:1522–1532.

46. Yawn BP, Brenneman SK, Allen-Ramey FC, Cabana MD,
Markson LE. Assessment of asthma severity and asthma
control in children. Pediatrics 2006;118:322–329.

47. Juniper EF, Chauhan A, Neville E, et al. Clinicians tend to
overestimate improvements in asthma control: an unex-
pected observation. Prim Care Respir J 2004;13:181–184.

48. Kutner M, Greenberg E, Jin Y, Paulsen C. The Health
Literacy of America’s Adults: Results from the 2003 Na-
tional Assessment of Adult Literacy. U.S. Department of
Education, National Center for Education Statistics, 2006.

49. Oraka E, Iqbal S, Flanders WD, Brinker K, Garbe P. Racial
and ethnic disparities in current asthma and emergency

department visits: findings from the National Health In-
terview Survey, 2001–2010. J Asthma 2013;50:488–496.

50. Paasche-Orlow MK, Parker RM, Gazmararian JA, Nielsen-
Bohlman LT, Rudd RR. The prevalence of limited health
literacy. J Gen Intern Med 2005;20:175–184.

51. Dell SD, Foty R, Becker A, Franssen E, Chapman KR.
Parent-reported symptoms may not be adequate to define
asthma control in children. Pediatr Pulmonol 2007;42:
1117–1124.

52. Institute of Medicine. Innovation in Health Literacy Re-
search Workshop Summary. Washington, DC, 2011.

53. Nielsen-Bohlman L, Panzer AM, Kindig DA. Institute of
Medicine. Health Literacy: A Prescription to End Confusion.
Washington, DC: The National Academies Press, 2004.

54. DeWalt DA, Callahan LF, Hawk VH, et al. Health Literacy
Universal Precautions Toolkit. Vol AHRQ Publication No.
10-0046-EF. Rockville, MD: Agency for Healthcare Re-
search and Quality, 2010.

Address correspondence to:
Kathleen F. Harrington, PhD, MPH

Division of Pulmonary, Allergy, and Critical Care Medicine
University of Alabama at Birmingham

618 20th Street South
Birmingham, AL 35233-2010

E-mail: kharring@uab.edu

Received for publication May 2, 2014; accepted after revision
September 17, 2014.

26 HARRINGTON ET AL.


