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Although Hispanics have a documented high risk of limited health literacy, there is a scarcity of research with this population group,
and particularly with Hispanic immigrants who generally confront language barriers that have been related to low health literacy.
The National Action Plan to Improve Health Literacy identiﬁed community-based English-language instruction as a strategy that
can facilitate a health literate society. However, the literature lacks discussion on this type of intervention. This randomized control
trial aimed to test the feasibility of using conventional English-as-a-second-language (ESL) instruction for improving health literacy
among Spanish-speaking adults. Objectives included the development, implementation, and evaluation of a health literacy=ESL
curriculum. The Test of Functional Health Literacy in Adults (TOFHLA) in English was used to assess health literacy levels.
Analyses included independent sample t test, chi-square, and multiple linear regression. A total of 155 people participated. Results
showed a signiﬁcantly higher increase in the TOFHLA posttest score in the intervention group (p ¼ .01), and noticeable differences in
health literacy levels between groups. Results indicate that ESL constitutes a promising venue for improving health literacy among
Spanish-speaking adults. Incorporating health literacy-related content may provide additional beneﬁts.

Health literacy has been deﬁned as ‘‘the degree to which
individuals can obtain, process, and understand the basic
health information and services they need to make appropriate health decisions’’ (Ratzan & Parker, 2000, pp. v-vi).
However, health literacy encompasses a variety of social
and life skills, such as the ability to read and understand text,
use quantitative information, speak and listen effectively,
understand disease processes, use technology, and network
and interact socially. It also encompasses self-efﬁcacy and
motivation to act for individual and social beneﬁt (American
Medical Association, 1999; Baker, 2006; Milne et al., 2010;
Nutbeam, 2000).
Certain population groups are more likely to experience
limited health literacy. These include racial=ethnic groups
other than Whites, recent refugees and immigrants, and nonnative speakers of English (U.S. Department of Education,
2006). This is because health literacy is inﬂuenced by
language and communication skills, socioeconomic status,
cultural background, and past experiences such as with the
health care system (U.S. Department of Health and Human
Services, 2010). Most Hispanic immigrants not only face a
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University of New Mexico, MSC09 5060, 1 University of New
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new culture and language when coming to the United States,
but they also must deal with an unfavorable socioeconomic
situation. Therefore, they are particularly at risk of having
limited health literacy. The 2003 National Assessment of
Adult Literacy (NAAL) conﬁrmed that Hispanics presented
lower levels of health literacy in comparison to other population groups. Furthermore, Hispanics did not experience
gain in literacy levels between 1992 and 2003, but rather they
dropped 18 points in prose and 14 points in document
literacy (U.S. Department of Education, n.d.).
Other reports have pointed out that there is a scarcity of
data on the health literacy levels of populations with limited
or no English language skills, including Spanish-speaking
adults. (U.S. Department of Health and Human Services,
2010). This must be addressed, as it has been suggested that
limited English proﬁciency may constitute a greater healthrelated risk than low health literacy among Hispanics and
other ethnic groups (Sentell & Braun, 2012). The 2003 NAAL
did ﬁnd that adults who spoke only Spanish before starting
school had the lowest average health literacy, equivalent
to ‘‘below basic’’ health literacy (Kutner, Greenberg, Jin, &
Paulsen, 2006). Local=regional studies with Spanishspeaking adults conﬁrm these results. A recent study in
California found persistent low health literacy among
Hispanics with low English proﬁciency (Sentell, & Braun,
2012). Clinical-based studies conducted in North Carolina,
New York, and California found high prevalence of low
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health literacy among male and female patients (Brice et al.,
2008; Garbers, Schmitt, Rappa, & Chiasson, 2010; Sudore
et al., 2009). One study with primary care patients on the
U.S.-Mexico border found that more than 98% had adequate
health literacy (Penaranda, Diaz, Noriega, & Shokar, 2012).
The discrepancies may be related to the disparate designs,
populations, and instruments used by these studies.
The recognized need for more health literacy data in
Spanish-speakers may be related to a gap in federal funding.
A review of the 2011 health literacy support by the National
Institutes of Health showed that out of 47 awarded research
studies, only 2 involved Hispanic populations (National
Institutes of Health, 2011). This is discouraging considering
the documented connection between health literacy and
health disparities (Paasche-Orlow, & Wolf, 2010) and the
growth of the Spanish-speaking population. Spanish speakers are projected to represent over 60% of the population that
speaks a language other than English in 2020, or between 39
and 42 million people (Ortman & Shin, 2011).
Consistent with the need for research and data, there exists
a pressing demand for interventions that address the health
and literacy needs of Hispanics. Practitioners are looking
for effective interventions for Spanish speakers. Federal
funding for understanding and advancing health literacy
has generally supported research on how to measure health
literacy, and clinical-based, disease-speciﬁc approaches directed toward mitigating low health literacy by simplifying
written materials and artiﬁcially directing communicative
interactions (e.g., readability tests, plain language, teach back,
storytelling; Al Sayah, Majumdar, Williams, Robertson, &
Johnson, 2013; Fraser et al., 2013; Sheridan et al., 2011;
Taggart et al., 2012; U.S. Department of Health and Human
Services, 2010). For the most part, these efforts have not provided evidence of the speciﬁc design features that effectively
improve health outcomes related to differences in health literacy levels (Berkman et al., 2011), nor have they translated into
more literate and healthy communities.
The National Action Plan to Improve Health Literacy
(NAPIHL) identiﬁed highest priority strategies that will promote a health literate society. These include providing support and expanding local efforts to provide adult education
and English-language instruction. Speciﬁcally, the NAPIHL
emphasizes the importance of community-based opportunities for education, such as English as a second language
(ESL) programs. It recommends collaborations among the
adult literacy and ESL communities and health care partners;
and recognizes the need to increase basic research and for the
development, implementation, and evaluation of practices
and interventions to improve health literacy (U.S. Department of Health and Human Services, 2010). Despite these
recommendations, studies that partner with communitybased adult education programs to deliver health literacy
instruction are scarce. A recent study reported on a collaborative partnership between six adult education centers with
the purpose of incorporating health literacy instruction
(Chervin, Clift, Woods, Krause, & Lee, 2012). Others have
discussed the potential beneﬁts of adult education for health
literacy and health education (Freedman, Echt, Cooper,
Miner, & Parker, 2012). The literature lacks discussion on
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community-based interventions for Hispanics, and on the
feasibility of using ESL instruction for promoting health
literacy among Spanish speakers.
This exploratory study aimed to test the feasibility of using
conventional ESL instruction for improving health literacy
among Spanish-speaking adults. Objectives included the
development, implementation, and evaluation of a health
literacy curriculum which can be integrated into ESL instruction. The study, funded by the National Heart, Lung, and
Blood Institute, was conducted in El Paso, Texas, and
received institutional IRB approval from the two collaborative partners: The University of Texas at El Paso and El Paso
Community College.

The Health Literacy & ESL Study
Justiﬁcation
Educators and administrators have traditionally recognized
and valued the relation between literacy and health (Rudd,
Zahner, & Banh, 1999). Studies have shown that ESL
students are interested in learning about health issues
(Povenmire & Hohn, 2001), and health content in ESL
instruction can develop both language skills and critical
thinking (LaMachia, & Morris, 2001). Furthermore,
researchers have called for the integration of literacy, culture,
and language (Andrulis & Brach, 2007). The Institute of
Medicine (2004) identiﬁed language as an important component of health literacy. Throughout the United States, the language of the health care system is English, and racial=ethnic
immigrants have more difﬁculties understanding health
information related to services and beneﬁts, which adversely
inﬂuences their ability to access health care (Becker &
Lhajoui, 2004; Gee, 2000). Research has shown that English
proﬁciency is a much better predictor of the impact of
language barriers on health and health care than primary
language (Flores, Abreu, & Tomany-Korman, 2005). Some
studies have found that for nonnative English speakers, the
length of time living in the U.S. plays a signiﬁcant role in
English proﬁciency scores (Educational Testing Service, 2003).
Interdisciplinary Team
The Health Literacy & ESL Study developed a collaborative
partnership between the University of Texas at El Paso
and El Paso Community College, and gathered an interdisciplinary team that included researchers from ﬁelds of
health education, communication and adult literacy, and
practitioners from a local community college with a strong
commitment to adult education. Researchers provided the
research design and data collection tools while the practitioners, with existing ties with the participating community,
were instrumental in recruiting and retaining participants,
and facilitating the implementation and evaluation of the
curriculum.
Curriculum
The Health Literacy & ESL Curriculum combines health
literacy content and English-language instruction, and was
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speciﬁcally designed for Spanish-speaking adults with a
low-to-intermediate level of English proﬁciency. It integrates
theories of health literacy and health behavior research and
practice, sociocultural theories of literacy and communication, and adult learning principles. The goal is to familiarize students with the particular literacy demands of health
care settings (e.g., writing, reading, and communicating),
so they are better equipped to navigate these settings. The
language-related content of the curriculum focuses on
improving participants’ English language proﬁciency in
listening, speaking, reading, and writing. To achieve this
goal, it incorporates a conventional ESL instruction book:
Excellent English 2 (Forstrom, Vargo, Pitt, & Velasco,
2008). The health literacy-related content focuses on
developing skills related to prose, documents, numeracy,
clinical practices, preventive practices, and navigation of
the health care system. This component was developed by
the research team using existing resources and materials,
including bilingual materials from Salud para su Corazón
(Health for your Heart), a cardiovascular health promotion
program developed by the National Heart, Lung, and Blood
Institute, National Institutes of Health. The program has
successfully been implemented in Hispanic communities
(Medina, Balcázar, Luna Hollen, Nkoma, & Soto Mas,
2007). Additional information on the development process,
theoretical framework, and content of the curriculum has
been previously reported (Fuentes, Soto Mas, Mein, &
Jacobson, 2011; Mein, Fuentes, Soto Mas, & Muro, 2012;
Soto Mas, Mein, Fuentes, Thatcher, & Balcázar, 2013).
The curriculum was ﬁrst presented to a small group of
ESL teachers and students, who provided feedback on content and format. It was then piloted over a 2-week period
with a group of 12 ESL students. The ﬁnal version consists
of 12 units to be implemented in 6 or 12 weeks. Preliminary
evaluation results have been published previously (Fuentes
et al., 2011; Soto Mas et al., 2013).
Evaluation
The Health Literacy & ESL Study was implemented in a
6-week course in fall 2010 and spring 2011. To facilitate
access as well as retention, the program was offered at three
different locations throughout the implementation area. Two
ESL teachers were recruited, and they received a stipend
equivalent to the typical ESL teacher salary. To maximize
consistency, one teacher was trained to teach the developed
curriculum to all treatment groups. The second teacher
received an orientation on the conventional ESL curriculum,
Excellent English 2, used as a base for the Health Literacy &
ESL Curriculum, and taught it to all control groups. The
conventional ESL program is not speciﬁc to health literacy.
However, in addition to the traditional grammar, vocabulary, reading, writing, and listening=speaking activities, it
also includes content aimed at developing civic and life
skills (e.g., make an appointment, use community resources,
communicate schedule information) as well as math (e.g.,
complete a bar graph, calculate net pay). In addition, two
units are related to health: ‘‘ailments and injuries,’’ and ‘‘food
and nutrition.’’

Method
The study used a two-arm randomized controlled trial with a
pre posttest design. Two main hypotheses were tested.
Hypothesis 1: Participants in the intervention group will
demonstrate greater posttest health literacy scores
compared with participants in the control group.
Hypothesis 2: Participants in the intervention group will
demonstrate greater posttest health literacy levels
compared with participants in the control group.
The intervention group received the developed curriculum, while the control group received the conventional
ESL curriculum.
Participants were recruited from the community through
local Spanish radio and television stations. The inclusion criteria was as follows: (a) able to read and write Spanish, (b) 21
years of age or older, (c) no previous participation in formal
health=cardiovascular
education=prevention
program,
(d) low=intermediate level of English proﬁciency—able to
read, write and speak English at a basic level. Those who
met criteria (a), (b), and (c) were grouped by location and a
percentage randomly selected to complete the Combined
English Language Skills Assessment (Association of Classroom Teacher Testers). The Combined English Language
Skills Assessment is a standard computerized English proﬁciency test (inclusion criterion d). Those who met all the
inclusion criteria were randomly assigned to either the intervention or control group. When more than one family member or relative qualiﬁed, only one person per household was
selected for the study. People who did not qualify for the
study were referred to other ESL programs in the community.
Health literacy was assessed using the English version
of the Test of Functional Health Literacy in Adults
(TOFHLA), which has shown to be a valid and reliable
instrument (Parker, Baker, Williams, & Nurss, 1995).
TOFHLA measures adult functional health literacy -both
numeracy and reading comprehension- using actual healthrelated materials such as prescription bottle labels and
appointment slips. The TOFHLA consists of a 50-item reading comprehension and 17-item numerical ability test, taking
up to 22 minutes to administer. Each item answered correctly
is assigned a score of one; incorrect items are given a score of
zero. The numeracy raw scores are converted to scaled scores,
which results in a range from 0 to 100 for the total test.
Participants receiving a score of 59 or below are considered
to have inadequate functional health literacy; those scoring
60–74 have marginal functional health literacy, and those
scoring 75 and above have adequate functional health
literacy (Nurss, Parker, & Baker, 1995). For this study, the
TOFHLA was administrated in a group setting, rather than
one on one. Participants were provided with a hard copy of
the test, and general completion instructions were read
out loud to the group. Each item in the numeracy section
included the prompt and related questions, and a blank
space. Participants were asked to read the prompts and write
the answer to the questions in the space provided. The time
allotted was 10 minutes. The reading comprehension section
was included without modiﬁcations, and consisted of all
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three passages (A: X-Ray Preparation; B: Medicaid Rights
and Responsibilities; C: Hospital Consent Form). As
recommended by the test instructions, the time allotted was
12 minutes.
Participants were also asked to complete a brief bilingual
demographic questionnaire that included questions on
length of time in the United States and whether they had
previously attended ESL classes and for how long (see
Table 1). The pretest was administered by trained members
of the research team immediately prior to the ﬁrst session.
All participants who attended the last session completed
the posttest. Only participants who completed more than
75% of the sessions were included in the ﬁnal analysis.
SAS 9.2 and IBM SPSS 20.0 were used to perform data
analysis, including descriptive and inferential statistics. Data
quality consisted of cross-checking 100% of the cases. There
was a focus on calculating frequencies of responses to each
Table 1. Characteristics of participants (%)

Age (years)
20–30
31–45
46 or more
Sex
Male
Female
Place of birth
Mexico
United States
Other
Years in the United States
Less than 1
1–3
4–7
8 or more
Missing
Highest level of education
Elementary school
Middle school
High school
Associate=technical degree
Bachelor’s degree
Master’s degree
Doctoral degree
Missing
Attended ESL classes
Yes
No
Missing
Length of ESL classes
Less than 1 semester
1–2 semesters
1–2 years
More than 2 years
Missing

Intervention
(n ¼ 95)

Control
(n ¼ 86)

9.5
46.3
44.2

9.3
33.7
57.0

22.1
77.9

19.8
80.2

95.8
2.1
2.1

89.5
9.3
1.2

1.05
15.79
10.53
63.16
9.47

3.49
9.30
5.81
77.91
3.49

6.32
5.26
42.11
22.11
18.95
4.21
0.00
1.05

6.98
18.60
37.21
16.28
18.60
0.00
2.33
0.00

78.95
21.05
0.00

84.88
13.95
1.16

1.05
18.95
45.26
5.26
29.47

8.14
16.28
36.05
17.44
22.09

Note. TOFHLA ¼ Test of Functional Health Literacy in Adults.

question, computing averages and scores, and comparing
responses between the control and intervention groups.
Descriptive statistics were produced to describe the sample
characteristics. Means and standard deviations were calculated for continuous variables. Frequency and percentages
were calculated for categorical variables. For baseline comparison of the intervention and the control groups, we used
two sample t test or chi-square test on different demographic
and socioeconomic variables. For testing signiﬁcant changes
in TOFHLA scores in the intervention and the control group,
respectively, we used paired-sample t test on cases with
complete pre and posttest data. For the main hypothesis of
intervention effectiveness, we compared the posttest
TOFHLA score in the intervention and the control group
by two-sample t test.
Health literacy level was estimated based on total
TOFHLA score. To compare pre- and posttest categorical
results, as well as between intervention and control groups,
a change in health literacy level index was developed as follows: 0 ¼ failed to improve (e.g., those participants who were
at the inadequate or marginal health literacy level and who
did not improve their level at posttest); 1 ¼ improved (e.g.,
those who improved by one or more levels); 2 ¼ maintained
adequate level (e.g., those with adequate level at pre- and
posttest). A contingency table of change in health literacy
level by group was constructed and Pearson’s chi-square test
was performed to analyze signiﬁcant differences between
groups in the frequency distribution of fail to improve,
improve, and maintain adequate level.

Results
A total of 181 pretest and 155 posttest evaluations (77 intervention and 78 control) were computed. The retention rate
was 86.1%. The demographic characteristics of participants
are included in Table 1. The intervention and control groups
were compared for demographic variables as well as baseline
health literacy (outcome variable). Length of English classes
attended (p ¼ .010) and total TOFHLA (p ¼ .032) were the
only unbalanced variables.
Table 2 includes TOFHLA mean pre, posttest score by
demographic subgroup. For many of the variables, the frequency distributions are skewed to the point that it was not
possible to assess their relation with the TOFHLA score
(e.g., almost 93% of the participants were born in Mexico).
However, participants who were less than 45 years old had
higher baseline TOFHLA scores than those who were 46 or
older. This pattern persisted in the posttest. Similarly, those
who attended English classes for more than 1 year had a
higher average baseline TOFHLA score than did those who
attended English classes for 1 year or less. For the post test
TOFHLA, those who attended one semester or more of
English classes had a higher average that those with less than
one semester of classes (see Table 2).
To test Hypothesis 1, the average TOFHLA score in both
treatment groups was compared through an independent
sample t test for the unadjusted analysis. The mean posttest
TOFHLA score was 72.79 (SD ¼ 12.387, n ¼ 77) in the
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Table 2. TOFHLA scores across subgroups
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Demographic subgroup
Age
20–30 years
31–45 years
46 or more years
Sex
Male
Female
Place of birth
Mexico
United States
Other
Time in the United States
Less than 1 year
1–3 years
4–7 years
8 or more years
Missing
Highest education
Elementary school
Middle school
High school
Associate or technical degree
Bachelor’s degree
Master’s degree
Other professional degree
Missing
Attended ESL classes
Yes
No
Missing
Length of ESL classes
Less than 1 semester
1–2 semesters
1–2 years
More than 2 years
Missing

Pretest, M  SD (n)

Posttest, M  SD (n)

65.35  18.53 (17)
65.45  15.37 (73)
61.66  16.81 (91)

74.50  11.98 (14)
75.70  12.52 (60)
71.17  12.11 (81)

64.16  15.42 (38)
63.37  16.73 (143)

71.00  13.95 (30)
73.78  11.97 (125)

62.99  16.54 (168)
70.00  14.61 (10)
72.33  11.59 (3)

72.59  12.31 (142)
78.00  11.76 (10)
88.33  01.52 (3)

61.50  9.03 (4)
62.83  15.90 (23)
57.93  15.31 (15)
65.27  16.39 (127)
54.25  18.37 (12)

68.33  28.36
74.65  12.75
70.84  10.93
74.12  11.59
65.40  18.37

(3)
(20)
(13)
(109)
(10)

64.58  13.64
55.67  18.02
64.85  15.76
63.63  16.79
64.76  16.45
65.75  19.63
64.50  34.64
— (1)

69.75  11.55
68.11  11.67
74.54  12.46
69.86  13.79
77.03  10.18
77.66  13.32
70.50  16.26
— (1)

(8)
(18)
(63)
(29)
(31)
(3)
(2)

(12)
(21)
(72)
(35)
(34)
(4)
(10)

63.82  16.73 (148)
62.44  15.35 (32)
— (1)

73.72  11.99 (131)
70.65  14.59 (23)
— (1)

60.13  11.49
58.63  15.45
65.46  17.01
66.65  18.12
63.11  15.83

57.14  18.51
72.55  11.37
75.37  11.88
75.23  11.40
72.19  12.87

(8)
(32)
(74)
(20)
(47)

(7)
(29)
(65)
(17)
(37)

Note. TOFHLA ¼ Test of Functional Health Literacy in Adults.

intervention group, and 73.69 (SD ¼ 12.437, n ¼ 78) in the
control group. The independent sample t test produced a p
value of .652. The intervention group had an average change
score on TOFHLA before and after intervention of 12.85
(SD ¼ 10.63, n ¼ 77), and in the control group 8.16
(SD ¼ 11.91, n ¼ 78). An independent-sample t test for the
change scores lead to a p value of .01, which indicates a
signiﬁcantly higher increase in the TOFHLA score in the
intervention group.
In addition, an adjusted analysis was conducted using
multiple linear regression with the postintervention
TOFHLA as the dependent variable, and the group membership as an independent variable adjusted for two covariates:
preintervention TOFHLA and the length of ESL classes
which were not balanced at the baseline. The adjusted analysis lead to a p value of 0.1268 for the group membership
and the baseline TOFHLA signiﬁcantly predicted posttest
TOFHLA (p < .001). To analyze the change of TOFHLA

before and after intervention, an adjusted analysis was
conducted using multiple linear regression with the change
score as the dependent variable, the group membership as
an independent variable adjusted for another covariate:
length of ESL classes, which is unbalanced at the baseline.
This adjusted analysis yielded a similar p value of .01 for
the group membership in the unadjusted analysis.
In summary, the pre=posttest change difference was
signiﬁcantly higher in the intervention compared with the
control group, although the intervention did not produce a
higher average TOFHLA score. In addition, there was a statistically signiﬁcant difference in the average change scores of
TOFHLA between intervention and control (p ¼ .01) after
adjusting for length of ESL classes at baseline. There was
not a statistically signiﬁcant difference in the average
postintervention TOFHLA scores between intervention and
control groups even after adjusting for baseline TOFHLA
and length of English classes.
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intervention group and a 10% decrease in the control. The
contingency table analysis yielded noticeable differences
between the intervention and control group by category:
50.72% vs. 49.28% in the ‘‘failed to improve’’ category;
56.94% vs. 43.06% in the ‘‘improved,’’ and 47.50% vs.
52.50% in the ‘‘maintained adequate level’’ (Figure 2). However, a chi-square test resulted in a p value of .5891, which
indicates that the intervention and control groups did not
have a signiﬁcant difference in the percentages of people on
the three categorical random variables deﬁned earlier.

Discussion
Fig. 1. Pretest and posttest health literacy level by group
(percentage of respondents).

Health literacy levels by group are represented in Figure 1.
Overall, only 27.6% (n ¼ 50) of all participants scored at the
adequate level of functional health literacy at baseline, and
50.3% (n ¼ 78) did so at posttest. Similarly, while 36%
(n ¼ 64) scored at the inadequate level at baseline, only
14.2% (n ¼ 22) were at this level at posttest. Less noticeable
changes were observed at the marginal level of functional
health literacy (37% baseline vs. 35.5% posttest).
Regarding Hypothesis 2, differences between groups in
health literacy level were assessed. In the intervention group
the percentage of participants at the inadequate functional
health literacy level decreased at posttest by 30%; while the
percentage at the adequate functional health literacy
increased by 24%. In the control group, the percentage at
the inadequate functional health literacy level decreased at
posttest by 11%; while the percentage at the adequate functional health literacy increased by 21%. At the marginal level
of functional health literacy, there was a 6% increase in the

Fig. 2. Clustered bar chart of categorized changes in health
literacy level by group.

The main purpose of this randomized controlled trial was to
test the feasibility of using conventional ESL instruction for
improving health literacy among Spanish-speaking adults. It
was hypothesized that participants in the intervention group
will demonstrate greater posttest health literacy scores and
health literacy levels compared with participants in the control group. Results indicate that the intervention was more
effective in increasing the average TOFHLA score, which
improved by almost 13 points (12.85) in the intervention
group and by only 8.2 points in the control group. It is important to emphasize that a 13-point improvement in TOFHLA
score could move a participant to or closer to an adequate
functional health literacy level. Although the analysis did
not yield a signiﬁcant score difference between groups, this
was probably because the randomization failed to balance
the baseline scores. In addition, it is important to remember
that the control group received a complete ESL program that
included health and health literacy domain-speciﬁc content
(ailments and injuries; food and nutrition; math; and life=
social skills).
The results of the analyses on the categorical data are
encouraging and showed a higher percentage of improvement in health literacy level in the intervention group in comparison to the control. Although there was an improvement
on all levels of health literacy across groups, the intervention
was more successful in moving participants to signiﬁcantly
higher levels of health literacy. Proportionally more participants in the intervention group moved from the inadequate
functional health literacy category to higher levels (the percentage change between pre- and posttest for this category
was 30% in the intervention and 11% in the control).
These results suggest that ESL instruction may be a
recommended approach for improving health literacy among
Spanish-speaking adults, and that the Health Literacy & ESL
Curriculum may constitute an effective tool for this type of
intervention. Previous evaluation research on the developed
curriculum also indicated high acceptability and satisfaction
by students with the format and content of the curriculum,
as well as positive perceived beneﬁts related to health and
English-language instruction (Fuentes et al., 2011; Soto
Mas et al., 2013).
Regarding demographic subgroup differences in
TOFHLA score, the homogeneity of the sample precluded
the identiﬁcation of signiﬁcant differences. However, it
appeared that age and previous participation in English
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instruction had an effect on health literacy scores. These
results support previous literature emphasizing English
language as an important component of health literacy in
the United States (Institute of Medicine, 2004). However,
they should be interpreted cautiously given the exploratory
nature of the study and the homogeneity of the sample.
Further research is recommended. Other studies with
Hispanics have found that those who were educated beyond
high school were signiﬁcantly more likely to have increased
levels of health literacy, and that age, gender, income, and
citizenship status were not signiﬁcant predictors of health
literacy (Boyas, 2013).
It is worthwhile to discuss the unique approach taken by
the study. To achieve its purpose the Health Literacy &
ESL Study developed a collaborative partnership that was
instrumental in gathering an interdisciplinary group of
researchers and practitioners, and contributed existing community resources towards the planning, implementation,
and evaluation of the study. The partnership between two
reputable local education institutions increased the trust and
interest of the community in the program and provided added
perceived conﬁdence in its potential beneﬁts. Recruitment was
highly facilitated by the experience of the practitioners with
the community: More than 600 people inquired about the
study after a promotional announcement at a local Spanish
television station. Similarly, the community college contributed its infrastructure for the delivery of the intervention.
Classes were offered at existing teaching sites throughout
the community, which facilitated access and retention: More
than 86% of participants completed the program.
From this perspective, the study’s purpose, design, and
strategy were consistent with at least three of the recommendations proposed by the National Action Plan to Improve
Health Literacy. These relate to the following needs:
(a) expand local efforts to provide adult education and
English language instruction; (b) build partnerships, including community-academia partnerships; and (c) increase basic
research and the development, implementation, and evaluation of practices and interventions to improve health literacy
(U.S. Department of Health and Human Services, 2010). In
addition, the study’s population included an ethnic minority
group in pressing need of health literacy interventions.
Limitations
This was an exploratory study designed for the collection of
preliminary data with a relatively small sample: generalizations should be made cautiously. Results may only apply to
Spanish-speaking Hispanic adults with the same characteristics as those of the study’s population. Similarly, the curriculum was speciﬁcally developed for adults with a low to
intermediate level of English, and may only be appropriate
for this population group. The sample size was small and
homogeneous, which did not allow for comparative analyses
between subgroups (e.g., demographic subgroups). The study
did not conduct follow-up assessments, and it is not known
whether observed changes persisted over time. Health literacy was assessed through the TOFHLA in English, which
may have an effect on the total score considering that the

primary language of the participants was Spanish. The
administration of the TOFHLA was adapted to accommodate the needs of a group setting. Although the content of
the test was not altered, results may not be comparable to a
one-on-one administration. Given that an identical version
of the TOFHLA was used in the pretest and posttest, there
may be a threat to internal validity because of a possible
pretest-treatment interaction, considering that the participants may have experienced the treatment differently
or have been alerted to speciﬁc concepts because of their
experience with the pretest. Also, there is a chance that the
participants remembered certain items from the pretest,
which could inﬂuence the results of the posttest. However,
there was a 6-week period between the pretest and the posttest, limiting the impact of the potential threat. Similarly,
since both groups took the same test any bias from taking
it twice should even out across groups. Last, the intervention,
the curriculum, was facilitated by two different ESL teachers.
Despite the fact that they were trained and observations were
made as part of the quality control of the study, variations in
the delivery of the instruction may have affected comparative
results.
Conclusions
ESL constitutes a promising venue for improving health
literacy among Spanish-speaking adults. Incorporating
health literacy-related content into a standard ESL curriculum may provide additional beneﬁts. The Health Literacy &
ESL Curriculum may be recommended as a tool for improving health literacy among Spanish-speaking adults.
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