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Introduction

Hmong American immigrants are among the fastest grow-
ing ethnic groups in the United States (U.S.), with an 
increase of 40% from 2000 to 2010 [1]. However, they 
remain a critically underserved and under researched immi-
grant group within the Asian American community. This 
is concerning given the disproportionate number of health 
risks faced by the Hmong American community, such as 
the high prevalence of chronic conditions especially hepa-
titis B and cancer [2–5], as well as mental health concerns 
[6, 7]. Several contributing factors to the health disparities 
among Hmong American immigrants are their low use of 
preventive care, high rejection of formal health services, 
and delayed help seeking of critical health services [8]. For 
example, Yang et al. [9] found that roughly 16% of Hmong 
American immigrant women reported ever having a mam-
mogram compared to 82% for non-Hispanic white women.

Another potential contributing factor for the health dis-
parity issue could be that of low health literacy. Health lit-
eracy is often defined as “the degree to which individuals 
have the capacity to obtain, process and understand basic 
health information and services needed to make appropri-
ate health decisions” [10, p. vi], and has been demonstrated 
to be an important factor that impacts health outcomes. 
Although health literacy has not yet been extensively stud-
ied among Hmong American immigrants, a small number 
of studies suggest that low health literacy might be a prob-
lem among this population [11]. Hmong American immi-
grants have reported views of U.S. health care services as 
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confusing and incompatible with their beliefs about health 
[12], suggesting an overall distrust of the Western health 
care system. This distrust can lead to increased delay of 
seeking critical health services [13] and increased likeli-
hood of developing chronic and serious illnesses [14]. 
Additionally, in one of few a studies on health literacy and 
Hmong Americans, Lee and Vang [13] found that Hmong 
Americans reported low overall cancer literacy and cancer 
prevention knowledge. However, the potentially low health 
literacy within Hmong American immigrants is not just 
in regards to physical health issues but also mental health 
concerns. In a study that examined mental health literacy 
in Hmong and Cambodian American elders, Lee et al. [15] 
found that participants lacked basic knowledge about men-
tal disorders and available mental health services, and that 
the Hmong language itself did not have terminologies for 
major mental disorders.

Yet, despite the evidence that health literacy is signifi-
cantly connected to health disparities and utilization of 
services, and that health literacy is potentially problematic 
in this population, a scant number of studies over the years 
have explored health literacy among Hmong Americans. 
However, health literacy may be important factor towards 
addressing the immense health disparities and low utiliza-
tion of formal health services among Hmong American 
immigrants. Thus, it is important and timely to closely 
examine health literacy within this population.

Current Study

The purpose of this study is to examine the health literacy 
status of Hmong American immigrants as well as identify 
significant factors associated with health literacy within this 
population. It seeks to fill the existing gaps in the literature 
regarding the link between health literacy among Hmong 
Americans. The relevant factors explored in the present 
study were chosen based on Andersen’s behavioral model 
of health services use [16]. While the original intent of the 
model was to examine malleable individual factors related 
to health care services utilization, this model has also been 
found to be a good framework for exploring health literacy 
in ethnic and racial minority groups [17, 18]. The model 
categorizes factors into predisposing characteristics, ena-
bling resources, and need based factors [16]. Predisposing 
characteristics are defined as exogenous factors that facili-
tate or hinder the use of services, while enabling resources 
are defined as important conditions that would aid indi-
viduals in seeking health services. Finally, need factors are 
factors that measure the perceived need for health services.

Using this model, our conceptual framework explores 
the factors that significantly related to health literacy in 
Hmong Americans by adopting the three main compo-
nents: predisposing factors (age, years in the U.S., and 

marital status), enabling factors (income, usual place of 
care, and social or religious attendance), and need fac-
tors (health status and activities of daily living [ADLs]). 
The choice to include usual place of medical care in the 
model instead of health insurance status was largely due to 
extant literature indicating a high rate of health insurance 
among refugees and documented immigrants [19]. Addi-
tionally, social or religious group attendance was included 
to explore the effects of these variables on health literacy 
[20]. Specifically religion was included due to the finding 
that religion is an integral feature in the daily lives of many 
Hmong Americans, specifically the Shamanism and Chris-
tianity sectors [21]. To our knowledge, this study is the first 
to examine health literacy and predictive factors of health 
literacy among Hmong Americans.

Method

Research Design and Data Collection

This study employed a cross-sectional survey research 
design. Study participants were recruited through a purpo-
sive sampling frame through posting flyers at ethnic gro-
cery markets or beauty salons, word of mouth, and social 
media. The eligibility criteria were self-identifying as a 
Hmong American, being aged 18 and over, and willingness 
and ability to consent to participate in the study. Informed 
consent was obtained from all individual participants 
included in the study. For participating in the study, par-
ticipants were offered the option to be entered into a raf-
fle to win one of two $50 gift cards. Responses to a ques-
tionnaire were obtained through in-person interviews or 
online surveys with the in-person interviews conducted by 
three trained, bilingual Hmong American research assis-
tants. Interviews were conducted in Hmong or English, as 
determined by each participant’s preference. In addition to 
in-person interviews, the survey was administered via Sur-
vey Monkey, with the online survey also offered in either 
the Hmong or English language. This study was reviewed 
and approved by the University of Minnesota Institutional 
Review Board.

Measures

Dependent Variables

Due to the absence of culturally and linguistically appro-
priate health literacy instruments developed for Hmong 
Americans, this study measured health literacy using two 
questions, “I am confident to understand health information 
given by health care professionals.” and “I have experiences 
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of missing medication because I did not know how to take 
medication.” These questions were designed to tap into 
a person’s understanding of health information leading 
to a tangible health outcome (i.e., missing medication). 
Although these questions are not a comprehensive measure 
of health literacy, they were meant to serve as a proxy for 
the core concepts within health literacy. These questions 
were among a set of questions about the participants health 
beliefs, attitudes, and behaviors. The questions, along with 
the other ones, were piloted with a group of Hmong Ameri-
can immigrants in the community. Possible responses were 
measured on a 5-point Likert-type scale (strongly disagree 
[1] to strongly agree [5]) with higher score indicating a 
higher level of health literacy.

Independent Variables

The present study chose three sets of independent variables 
as guided by Andersen’s behavioral model. For the first set, 
predisposing factors of years in the U.S., marital status, and 
age were explored. Number of years in the U.S. was entered 
as a continuous variable while age and marital status were 
entered as dichotomous variables. Due to the unequal dis-
tribution of age in our sample, age was dichotomized into 
18–30 and 31 and greater. Marital status was coded as 
“married” versus “non-married,” with those who were sin-
gle, divorced, and widowed included in the non-married 
category. Next, enabling factors such as household monthly 
income (categorized into $1999 or less, $2000–$5999, and 
$6000 or more), usual place of medical care was dichoto-
mized as yes/no, and attendance in social or religious 
groups was dichotomized as yes/no. Finally, need factors 
included health status (rated as either “fair to poor health” 
or “good to excellent”) and ADLs (dichotomized as having 
ADL problems [yes] or none [no]).

Data Analysis

Univariate and bivariate analyses were conducted to deter-
mine the demographic characteristics of the study sample 
and their health literacy status. T-tests were conducted to 
compare the reported health literacy scores based relevant 
dichotomized demographic characteristics. For the income 
variable, ANOVA was performed to determine whether 
there were any differences in health literacy among the 
three income groups. For the age variable, a Pearson’s cor-
relation was computed to examine the correlation between 
age and health literacy. Additionally, to explore the main 
research question regarding the predictive factors of health 
literacy based on Andersen’s theoretical framework, a hier-
archical regression analysis was used. All of the statistical 
procedures were performed using the SPSS 22.0 software 
package (IBM Corp., 2013).

Results

Sociodemographics of the Sample

One hundred sixty-eight Hmong Americans were partici-
pated in this study. Briefly, there were more females (70%) 
than males and more than half (64%) of the study partici-
pants were 30 years old or younger (M = 29.2, SD = 8.6). 
Additionally, participants in the present study reported 
that they had been in the U.S. for a relatively long dura-
tion (mean = 25.6 years, SD = 6.2). Approximately 41% 
(n = 69) reported currently being married or cohabitating, 
and roughly half of participants held a bachelor’s degree or 
higher (45%). The majority of the sample reported being 
employed (79%, n = 131) with 37% of participants report-
ing a monthly income between $2000 and $5999. A major-
ity of the sample (70%) reported having a usual place of 
medical care and 87% stated that they had health insurance. 
Roughly 64% of respondents did not attend a social club 
or religious group and a little less than half of the study 
sample reported their health as being “very poor” to “fair” 
(45%). About 10% of the study sample reported current dif-
ficulties in activities associated with ADLs. The study sam-
ple’s complete sociodemographic characteristics with asso-
ciation to health literacy are shown in Table 1.

Health Literacy Status

More than half of the participants (56.5%) reported that 
they “strongly disagree” to “somewhat disagree” when 
asked whether they understood health information well. 
Additionally, 18.3% of the sample stated that they “strongly 
agree” to “somewhat agree” when asked if they’ve ever 
missed taking medication because they did not know how 
to take the medication. Overall health literacy was also 
examined by taking the summation of each participant’s 
response, with possible scores ranging from 2 to 10 with 
mean score of 6.9 (SD = 2.8) (Table 2).

Factors Predicting Health Literacy

Table 3 presents the hierarchical results on predictors of 
health literacy guided by Andersen’s behavioral model. 
In Step 1, predisposing factors were found to explain 6% 
of the variance in health literacy. Both age and the num-
ber of years in the U.S. were significant related to health 
literacy (p < .05, p ≤ .01). In Step 2, after adding income, 
usual place of care, and social or religious group attend-
ance, the enabling factors were found to explain 12% of 
variance. Age and years in the U.S. remained statisti-
cally significant, and social or religious group attend-
ance (p < .05) was also found to be significantly related 
to health literacy. In Step 3, the addition of the need 
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factors to the model further explained another 9% of the 
variance. However, after Step 3, age was no longer sig-
nificantly related to health literacy. Years in the U.S. and 
social or religious group attendance continued to be sta-
tistically significant (p < .05). In addition, the need fac-
tors of health status as well as difficulties with ADLs 
were also found to be significantly related to health liter-
acy (p ≤ .001, p < .05). The final model with all variables 

was found to explain 22% of the variance in health lit-
eracy (p < .001).

Discussion

The present study provided quantitative evidence that 
suggested poor health literacy in the Hmong American 

Table 1  Sociodemographic of the participants

Numbers can vary due to missing values and might not add up to 100% due to rounding

Frequency health literacy

% (N) M (SD) T/F p

Gender 1.73 0.09
 Male 29.8 (50) 7.38 (1.31)
 Female 70.2 (118) 7.76 (1.60)

Age (mean = 29.24, SD = 8.60) −0.24 0.81
 18–30 64.3 (108) 5.07 (1.41)
 ≥31 35.7 (60) 5.13 (1.70)

Education 3.48 0
 <Bachelor’s degree 45.4 (74) 7.23 (1.49)
 ≥Bachelor’s degree 54.6 (89) 8.02 (1.41)

Marital status −0.15 0.88
 Single or other 59.2 (100) 7.66 (1.41)
 Married or has partner 40.8 (69) 7.62 (1.68)

Employment 1.78 0.08
 No 20.6 (35) 7.26 (1.36)
 Yes 78.9 (131) 7.76 (1.55)

Income 0.91 0.4
 $1999 or less 32.0 (54) 7.48 (1.38)
 $2000–$5999 36.7 (62) 7.60 (1.59)
 $6000 or more 31.4 (53) 7.87 (1.52)

Usual place of care 2.26 0.03
 No 29.8(50) 7.24 (1.36)
 Yes 70.2(118) 7.81 (1.56)

Social or religious group attendance 2.87 0.01
 No 63.7(107) 7.38 (1.59)
 Yes 36.3(61) 8.07 (1.28)

Health status 4.49 0
 Very poor to fair 45.2 (76) 7.09 (1.49)
 Good to excellent 54.8 (92) 8.10 (1.41)

Health insurance 1.23 0.22
 No 13.0 (22) 7.27 (1.64)
 Yes 87.0 (147) 7.70 (1.50)

Difficulties with ADLs −2.39 0.02
 No 89.9(151) 7.74 (1.50)
 Yes 10.1(17) 6.82 (1.51)

Mean (SD) r Sig

Years in USA 25.61 (6.15) 0.186 0.02
Health literacy 7.65 (1.52) – –
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population. About half of the participants reported that 
they did not understand health information well. Addition-
ally, a fifth of the study sample reported having previously 
experienced difficulties with functional aspect of health lit-
eracy, such as medication management. This suggests that 
the overall health literacy level found in this sample may 
be lower in comparison to the general population where the 
prevalence of marginal health literacy ranges from 20 to 
26% [22]. Although a few sporadic studies that have sug-
gested that low health literacy is a problem in the Hmong 
American immigrant population [12], the present study is 
the first to demonstrate such by using a measure of health 
literacy. This finding is concerning given that health infor-
mation is necessary for success in navigation of the health 
care system. Specifically, functional literacy is critical for 
the management of preventive health behaviors and treat-
ments and is the basic skill needed to effectively navigate 
the demands of daily living [23]. The results suggest the 

need to not only focus on improving health knowledge, 
but also the need to prioritize the assessment and interven-
tion of functional aspect of health literacy among Hmong 
American immigrant population.

The hierarchical regression analyses found that only one 
predisposing factor (i.e., years in the U.S.), one enabling 
factor (i.e., social or religious attendance), and both need 
factors (i.e., health status and ADLs difficulties) were sig-
nificant in predicting health literacy levels among Hmong 
American immigrants. The findings regarding living years 
in the U.S. and its positive relationship with health literacy 
are in line with previously published studies (Garbers et al. 
2010). The present study’s finding regarding the significant 
relationship between years in the U.S. with health literacy 
suggests that more attention should be paid to accultura-
tion factors in general. While limited English proficiency 
(LEP) has previously been found to be an important barrier 
to health literacy, particularly for various Asian American 

Table 2  Descriptive analysis on health literacy

The second item was reverse scored for regression analysis

N (%) Total M (SD)

Strongly disagree Disagree Somewhat disagree/agree Agree Strongly agree

I am confident to understand health 
information given by health care profes-
sionals

15 (8.9) 9 (5.3) 70 (41.4) 48 (28.4) 27 (16.0) 3.37 (1.09)

N (%) Total M (SD)

Strongly agree Agree Somewhat disagree/agree Disagree Strongly disagree

I have an experience of missing medica-
tion because I did not know how to take 
the medication

7 (4.1) 5 (3.0) 19 (11.2) 42 (24.9) 96 (56.8) 4.27 (1.05)

Table 3  Hierarchical 
regression analysis on health 
literacy (N = 160)

*p < .05. **p ≤ .01. ***p ≤ .001

Model 1 Model 2 Model 3

B SE β B SE β B SE β

Predisposition factors
 Age −0.65 0.32 −0.20* −0.66 0.31 −0.21* −0.51 0.30 −0.16
 Years in the US 0.07 0.02 0.30** 0.06 0.02 0.24* 0.05 0.02 0.22*
 Marital status 0.02 0.28 0.01 −0.02 0.28 −0.01 0.08 0.27 0.03

Enabling factors
 Income 0.09 0.16 0.05 0.04 0.15 0.02
 Usual place of care 0.42 0.27 0.13 0.23 0.26 0.07
 Social or religious attendance 0.56 0.25 0.18* 0.58 0.24 0.18*

Need factors
 Health status 0.80 0.23 0.26***
 ADLs difficulties −0.80 0.38 0.16*
F 3.58* 3.60* 5.27***
R² 0.06* 0.12* 0.22***
ΔR² 0.05* 0.09* 0.17***
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subgroups [17, 24], acculturation is dynamic and complex 
process and has been found to play a significant role in the 
various aspects of health literacy [25]. As such, more atten-
tion needs to be paid to the exploring the different aspects 
of acculturation.

Interestingly, age was not significant after controlling 
for all other variables, contrasting with previous studies 
[24–28]. Previous research have suggested that the elderly, 
often defined as age 65 and older, tended to report lower 
health literacy than their younger counterparts. Although 
age was initially significantly related to health literacy, our 
findings ceased to replicate the association between age and 
health literacy once other variables were introduced. This 
finding highlights the importance of taking a more com-
prehensive approach to studying factors related to health 
literacy.

Among the enabling factors, attendance in various 
social and religious groups was also found to be signifi-
cantly related to health literacy. While the relationship 
between religion and health has previously been studied 
[27–32], less is known about its role in health literacy. 
However, there is research that generally support social 
support as a mediating or moderating factor of health lit-
eracy. For example, Lee et  al. [33] found that social sup-
port may provide some buffering for those with low health 
literacy. Osborn et  al. [34] also found that social support 
plays a major role in the pathway linking health literacy 
to diabetes self-care. Similarly, Johnson et al. [20] demon-
strated that among those with limited health literacy having 
a trusted confidant, a subtype of social support, increased 
their level of medical information adherence. This an area 
that future researchers may want to explore further so that 
greater understanding regarding the significant relationship 
can be gained, particularly given that religion and religious 
practices are considered important influences [35].

Similarly, the finding that both health status and ADLs 
difficulties were identified to be significantly related to 
health literacy also mirrored results from previous stud-
ies Wolf et al. [28], Kindig et al. [36]. Those with limited 
health literacy had worse health status, were less likely to 
be able to manage their health, and had lower use of pre-
ventive services. As need factors associated independently 
with health literacy, these may be important factors that 
future interventions could target.

Limitations of the study

There are several limitations to this study. First, as men-
tioned above, the study employed a non-parametric sam-
pling technique that limits the generalizability of the 
findings to the entire Hmong American population. Addi-
tionally, the current sample’s demographics are slightly dif-
ferent from the Hmong American population at large with a 

higher proportion of female, slightly older, more educated, 
and higher income individuals [37, 38], again affecting the 
generalizability of the results to the Hmong American pop-
ulation. Second, the use of two different modes of survey 
administration (i.e., online and in-person interviews) posed 
limitations on the interpretation of the study’s findings. 
Third, though the study initially aimed for an equal number 
of male and female participants, there were more females 
in the study (70%), limiting the scope of our gender analy-
sis. Lastly, due to the lack of linguistically and culturally 
matched health literacy measurements, this study used a 
two-item questionnaire that likely did not tap into all health 
literacy domains [39].

Implications of the Findings for Practice and Policy

The present exploratory study of health literacy in Hmong 
American immigrants has the potential for several signifi-
cant implications. The findings highlight the importance of 
studying this population, not as a part of a larger aggregated 
Asian American group, but as its own heterogeneously dis-
tinct ethnic group as well as the importance of studying 
cultural and contextual factors. It is imperative that more 
population based and longitudinal health literacy studies 
are conducted among Hmong Americans. Further research 
could confirm the study’s finding enabling for causal 
claims. This strategy can help inform the development of 
strategic plans to address and allocate health resources for 
those at an elevated risk of not obtaining or understand-
ing basic health information. In particular, individuals who 
are newly settled in the U.S., at increased risks for health 
conditions, or those who are socially or religiously dis-
connected may be important groups to target. However, it 
would be important for health information to not just be 
linguistically matched but also be presented in ways that 
incorporate the patient’s existing cultural understanding of 
health and illness. For example, instead of a language con-
cordant brochure that provides textual information, alterna-
tive modes of health messaging to improve health literacy 
can be delivered through oral storytelling, visual images, or 
digital narratives that center on patients’ existing cultural 
health views.

Additionally, our preliminary finding on the significance 
of social and religious attendance has tremendous impli-
cations for assessment and clinical practices, particularly 
given the role social or religious support systems play in 
the Hmong American community [21]. Clinicians may 
benefit from taking on a more strengths-based approach 
by exploring social and religious participation as a part of 
assessment and intervention, rather than a deficit approach 
by just focusing on low health literacy levels. Knowing the 
patient’s level and type of social and religious connection 
can potentially enable the health provider to capitalize on 
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the patient’s built-in resources, such as existing social ties, 
thereby increasing the patient’s health literacy level. In 
sum, the health disparities among Hmong Americans and 
other immigrant populations can be ameliorated through 
more culturally and empirically targeted health literacy 
research and intervention approaches.
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