J Fam Econ Iss (2016) 37:140-155
DOI 10.1007/s10834-016-9482-7

=
@ CrossMark

ORIGINAL PAPER

Building Health Insurance Literacy: Evidence from the Smart
Choice Health Insurance™ Program

Suzanne Bartholomae' - Mia B. Russell?

Published online: 20 February 2016
© Springer Science+Business Media New York 2016

Abstract With the passage of the Patient Protection and
Affordable Care Act (ACA) of 2010, the health insurance
literacy of Americans became a critical issue. In response,
a consumer education program was created and tested by
university researchers and educators associated with
Cooperative Extension. This article draws extensively on
the emerging literature on health insurance literacy and on
data from participants in the Smart Choice Health Insur-
ance ™ program. The intent of the study was to understand
socio-demographic and environmental variables that pre-
dict initial health insurance literacy and gains in health
insurance literacy. A standardized instrument measuring
health insurance literacy was used to collect the data.
Multivariate analysis showed higher income consumers
demonstrated greater initial health insurance literacy scores
compared to middle income consumers, whereas younger,
male and lower educated consumers reported lower initial
health insurance literacy. After participating in the Smart
Choice Health Insurance™ program, consumers who made
greater gains in their health insurance literacy tended to be
female, higher income, and consumers residing in states
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that showed supportiveness of the ACA. The findings
highlight the importance of considering sociodemographic
characteristics in program design and delivery, as well as
how contextual issues, such as the political environment,
might impact the delivery of educational efforts. Findings
from the analyses help inform ways to adapt and tailor
educational opportunities that focus on health insurance
literacy for a range of consumers.

Keywords Health insurance literacy - Health insurance -
Affordable Care Act - Consumer education - Program
evaluation

The goal of the Patient Protection and Affordable Care Act
(ACA) of 2010 was to increase access to health insurance
and health care options through advanced premium tax
credits, cost-sharing subsidies, and expansion of the Medi-
caid program (Roby et al. 2013; Tanner 2013). However, a
critical barrier to expanding health insurance coverage is a
lack of consumer knowledge about options and responsi-
bilities (Kaiser Family Foundation [KFF] 2013). According
to a recent poll, over half of the uninsured were unaware that
the ACA provides financial help to low and moderate
income Americans (KFF 2014). The Health Reform Moni-
toring Survey found that 61 % of consumers who were still
uninsured after the first open enrollment period had heard
“little” or “nothing” about tax credits or cost-sharing sub-
sidies introduced by the ACA (Dorn 2011). In addition,
success of health care reform is attributable, at least par-
tially, to consumers’ health insurance literacy (Paez et al.
2014). Many consumers do not understand important terms,
features, or how to shop and compare health insurance plans
(American Public Health Association 2012; Consumers
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Union 2011; Kim et al. 2013; Loewenstein et al. 2013).
Together, these findings present an opportunity to increase
awareness and understanding of the ACA and to address
health insurance literacy.

Health insurance literacy is defined as the “knowledge,
ability, and confidence to find and evaluate information
about health plans, select the best plan for his or her family
for their own or their family’s financial and health circum-
stances, and use the plan once enrolled” (Consumers Union
2011, p. ii). Health insurance literacy is a relatively new
phenomenon that can be conceptualized as the integration of
health literacy and financial literacy, which are two types of
consumer literacy (Fitzgerald et al. 2015; McCormack et al.
2009). In the context of the ACA, financial literacy is rele-
vant to the selection and use of insurance whereas health
literacy may be relevant to understanding new consumer
protections under the ACA (e.g., essential health benefits
including preventive care) (Fitzgerald et al. 2015). Health
insurance literacy is distinct from health literacy in the
financial understanding required to estimate costs as well as
the ability to understand different benefit structures (Paez
et al. 2014). The common ground between health insurance
literacy and health literacy is the knowledge “about health
services and one’s health status, and the ability to use this
information to make decisions” (Paez et al. 2014, p. 226).
McCormack et al. (2009) developed a conceptual model for
health insurance literacy that describes the associations:
“basic financial literacy influences a person’s choice of
health insurance (or lack thereof) and use of the health care
system, which feeds into their health-related numeracy and
health insurance literacy levels” (p. 228). Similar to finan-
cial literacy research (Buckland 2010; Fernandes et al.
2014), McCormack et al.’s (2009) model recognizes the
importance of individual variables (e.g., age, education,
race, and culture) and system-level variables (e.g., use of
health care services, health insurance). Researchers have
been concerned with the impact of socio-demographic fac-
tors on health and financial literacy rates (Kutner et al. 2006;
Logan et al. 2015). Consumers with low literacy levels may
not understand the financial and health implications of
health insurance plans and may distrust the information
received from employers and insurance companies (Con-
sumers Union 2011).

The purpose of this study was to investigate health
insurance literacy in two ways: (1) by testing associations
of sociodemographic and environmental characteristics and
health insurance literacy in a community sample, and (2)
by assessing whether particular sociodemographic and
environmental characteristics (e.g., state’s supportiveness
of ACA) are associated with having greater gains in health
insurance literacy after participating in a community-based
health insurance literacy curriculum called Smart Choice
Health Insurance™ (Smart ChoiceTM). A strength of the

study is the use of a clearly defined, conceptualized, and
psychometrically tested measure of health insurance liter-
acy (Paez et al. 2014). By assessing program evaluation
data from a health insurance literacy program, the study
can help: (1) assess which groups are more or less health
insurance literate, and (2) assess differential gains achieved
in health insurance literacy by examining which groups
respond to educational programming.

Background

Passage of the ACA is a politically contentious issue, with
numerous attempts to repeal and defund the law. The ACA
established minimum federal standards that states were
required to meet when implementing the law, yet states
were given flexibility in participation and implementation
(Holahan et al. 2014; Roby et al. 2013). Consequently, a
consumer’s experience and interface with insurance is
influenced by a state’s commitment to the ACA. For
example, consumers were impacted by whether a state
created a health insurance marketplace or expanded Med-
icaid (Holahan et al. 2014; Roby et al. 2013). The ACA
funded navigator and in-person assistor programs to assist
consumers through outreach, education, and enrollment.
According to an Urban Institute report, states with state-
based marketplaces had $20.97 (US) per uninsured person
to spend on outreach, education, and enrollment assistance,
compared to $5.90 (US) per uninsured person in federally
facilitated marketplaces (Holahan et al. 2014).

The ACA addressed several factors associated with
consumers’ abilities to select a health insurance plan and
make use of their health insurance benefits; however,
during implementation, consumers’ health insurance liter-
acy received less attention (Paez et al. 2014). For example,
some states restricted the number of plans an insurer could
offer on the health insurance marketplace to simplify the
consumer’s health insurance shopping experience (Dash
et al. 2013). The study reported here expects that a state’s
environment that is supportive of the ACA would con-
tribute positively to a consumers’ health insurance literacy
because of the quality and level of support given to out-
reach and education efforts. Effective outreach and edu-
cation may increase health insurance literacy.

American’s Lack of Health Insurance Literacy

Under the ACA, uninsured consumers were expected to
make an enrollment decision—one that requires a rela-
tively high level of prose, document, and numerical liter-
acy. For these reasons, health insurance literacy is essential
to the well-being of American families (Kim et al. 2013).
Possessing a high level of both health and financial literacy
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is necessary, given the complexity of the marketplace, the
abundance of choices in coverage, and the required
understanding of individual family and health needs as well
as financial considerations. Unfortunately, most Americans
have been shown to be deficient in consumer literacy
measures. Of the US population, 36 % of adults are at a
low level of health literacy and only 12 % have proficient
health literacy, described as the skills necessary to read
long and complex health-related communication (Kutner
et al. 2006). Almost 90 % of adults report difficulty using
health information to make an informed health decision
(America’s Health Insurance Plans 2013). With respect to
financial literacy, Americans were only able to correctly
answer an average of 2.88 questions on a five question
financial literacy test (FINRA 2013). In another study,
40 % of US adults gave themselves a grade of C, D, or F on
their knowledge of personal finance (National Foundation
for Credit Counseling 2013), indicating a subjective rating
of below average to failing scores on financial literacy.

Most Americans are not literate when it comes to health
insurance; they lack understanding of: (1) basic health
insurance terms like premium, deductible, copayment, and
(2) how to use their health insurance (American Institutes
for Research [AIR] 2014; American Institutes of CPAs
[AICPA] 2013). One study found that more than half of
those polled were unable to define at least one of common
health insurance terms (AICPA 2013) and another found
that only 20 % could correctly estimate the cost incurred
during a routine doctor visit (AIR 2014). A study of older
adults and the Medicare program found low to moderate
health insurance literacy levels (McCormack et al. 2009).

Several studies suggest that consumers want to better
understand health insurance terminology, plan costs, and the
details of their health insurance benefits (Consumers Union
2011; Kim et al. 2013; Sinaiko and Hirth 2011). Most
American adults (75 %) were moderately or very confident
they knew how to use health insurance, yet when presented
with a cost-sharing scenario only 20 % could estimate the
correct cost of a doctor’s visit (Paez et al. 2014). The study
also found that less than half (42 %) of those surveyed were
unlikely or somewhat likely to find out what their health
plan covered before they went for health care services (Paez
et al. 2014). To reduce the complexity and suboptimal
decision-making, consumers prefer fewer options and
information that is presented in a single or simplified format
(Hibbard et al. 2002; Loewenstein et al. 2013).

Health Insurance Literacy and Sociodemographic
Characteristics

Prior studies show that consumer literacy differs by

sociodemographic characteristics. For example, individuals
with low health literacy tend to be low income, lower
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educated, older, and members of minority groups (Kutner
et al. 2006). Sociodemographic characteristics associated
with below average financial literacy scores include low
income and less educated individuals (Lusardi and Mitchell
2011), women (Fonseca et al. 2010), Hispanics (Hogarth
et al. 2003), African Americans (Hogarth et al. 2003),
younger adults (in their 20s) (Lusardi and Mitchell 2011)
and older adults (retirees and near retirees) (Agarwal et al.
2009).

Similarly, consumers with low levels of health insurance
literacy are typically younger, minority status, have lower
levels of income and education, and use fewer health care
services (Paez et al. 2014). A KFF survey, Assessing
Americans’ Familiarity with Health Insurance Terms and
Concepts, found health insurance literacy to be a concern
for both insured and uninsured consumers, but uninsured
consumers had lower scores than those with insurance
(Norton et al. 2014). Another study found the health
insurance literacy of older adults was lowest among those
with lower education and income and older adults with
poorer health (McCormack et al. 2009). Health insurance
literacy also varies by type of insurance plan. Consumers
with an employer-provided insurance plan tend to have
higher levels of health insurance literacy compared to those
on Medicare or Medicaid or without health insurance
(Kutner et al. 2006; Loewenstein et al. 2013).

Newly Eligible Consumers Lack Experience
with Health Insurance Coverage

As a result of the ACA, many consumers are purchasing
insurance for the first time. Leading up to the enactment of
the ACA, several consumer and health-policy organiza-
tions conducted small- and large-scale qualitative and
quantitative studies to determine the effectiveness of out-
reach strategies and tactics to enroll the uninsured in health
care coverage (Cox-Chapman and Lee 2013). Lessons from
the field suggested that when it comes to enrolling in health
care coverage, consumers know very little and those likely
to benefit the most know even less (KFF 2013). A national
study commissioned by Enroll America found that most
consumers who were eligible for the marketplace had
negative experiences that framed their expectations around
the health insurance purchase (Perry and Undem 2013).
Most marketplace eligible consumers have found it hard to
locate a plan they could afford (77 %); understand the
details and fine print of a plan (70 %); find a plan covering
all of their health care needs (66 %); and know where to
look for a plan (55 %) (Perry and Undem 2013). In their
previous health insurance shopping experience, more than
half of marketplace eligible consumers did not find and
purchase a plan. To reduce barriers to purchasing health
insurance, the findings suggest facts and information about
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costs and coverage of health insurance and the ACA be
presented in a way that is credible, raises awareness,
addresses skepticism, and motivates people to learn (Perry
and Undem 2013).

Addressing Health Insurance Literacy: Smart
Choice Health Insurance™

Although the ACA provides greater consumer protection,
researchers and practitioners advocate for improved health
insurance education (Frank and Lamiraud 2009; Hanoch
and Rice 2011; Hibbard et al. 2002; Wroblewski 2007).
Several federal agencies (e.g., Centers for Medicare and
Medicaid [CMS]) and national organizations such as
Families USA, Enroll America, Consumers Union, and
Cooperative Extension are working to increase consumers’
health insurance literacy and bring momentum to this issue.
With health insurance in the public spotlight, Smart
Choice™ was developed to capitalize on a teachable
moment and help Americans take control of their personal
and family financial health coverage needs. The Smart
Choice™ curriculum and workshop materials were devel-
oped by a national work group of state specialists and
Extension educators, with leadership from the University
of Maryland Extension and the University of Delaware
Cooperative Extension.

Grounded in research and theory, Smart Choice™ is an
entrepreneurial, comprehensive, unbiased curriculum
designed to improve consumers’ health insurance literacy
by equipping them with the tools needed to make the best
possible decision when choosing health insurance plans for
themselves and their families. The Smart Choice™ pro-
gram design was informed by research that identified a
consumer’s outlook and motivation, as discussed earlier
(Perry and Undem 2013). In addition, segmentation
research on the uninsured from the Centers for Medicare
and Medicaid Services (CMS 2013) also informed the
development of the Smart Choice™ curriculum. For
example, consumers at 400 % federal poverty level (FPL)
or less suggests that financial security and plan security
were important motivators for all audiences. The most
important driver for looking into new options for coverage
for uninsured and low-income individuals is plan afford-
ability—the idea of finding a plan that fits their budget
(Perry and Undem 2013). These motivators and concepts
are addressed in the Smart Choice™ curriculum through
the facilitation of a case study, discussion, and construction
of a monthly spending plan.

Health Insurance Literacy Program Design

The Smart Choice™ curriculum addresses multiple popu-
lations by incorporating respect for diversity with regard to

ideas, principles, and language. Smart Choice™ materials,
available in English and Spanish, written at the seventh
grade level, address barriers of reaching audiences with
low rates of literacy and English fluency. Outreach analysis
by KFF (2013) concluded that “having outreach materials
and application forms available in plain language and in
multiple languages may reduce enrollment barriers for
individuals with limited English proficiency and low lit-
eracy” (p. 6). Additionally, Smart Choice™ was grounded
in adult learning theory and principles. The Smart Choi-
ce™ curriculum provides clear, measurable learning and
behavioral objectives explicitly linked to learning theory,
evaluation questions linked to learning objectives, and
opportunities for active engagement of learners. Program
materials (e.g., vocabulary puzzle, worksheets, and case
studies) were developed to support adult learning princi-
ples and active engagement through learner-centered
instruction. Interactive audience response was integrated
through TurningPoint© clicker technology, a software and
hardware tool that collects real-time responses from par-
ticipants. The interactive nature of the clicker technology
and program materials was designed to enhance participant
learning and learning styles.

Smart Choice™ Pilot

Smart Choice™ was piloted in seven states (Delaware,
Iowa, Maryland, Michigan, Minnesota, North Dakota,
and Oregon) during the first open enrollment of the ACA
between September 2013 and May 2014. The commu-
nity-based educational program reached over 1000 con-
sumers. Some of those consumers were: Extension
educators and staff; university residential facilities staff,
healthcare professionals, navigators, direct-care profes-
sionals, Medicaid and Medicare recipients, and Certified
Application Counselors. Workshops were conducted at
Extension offices, worksites, community centers, schools,
libraries, and hospitals. The curriculum was piloted again
in 2015.

Extension faculty teaching the workshops volunteered to
become certified to teach the new curriculum. During the
initial pilot phase, 39 Extension educators in 25 states were
trained through an intensive two-day face-to-face training
period between August and November 2013. During the
train-the-trainer workshops, Extension educators partici-
pated in a consumer Smart Choice™ workshop and then
focused on teaching the curriculum. They explored the
Educator Toolkit, including PowerPoint® slides, evaluation
protocol, and supplemental learning materials. The edu-
cators reviewed effective adult education and learner-cen-
tered teaching techniques and learned about health reform.
Additional supports were available, including consultation,
website and resource portal, and webinars.
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The main objectives of the current study were to
investigate the determinants of health insurance literacy
and to assess which determinants were associated with
gains achieved in health insurance literacy. We asked the
following research questions:

(1) Were any sociodemographic and environmental
characteristics associated with health insurance
literacy?

(2) Did the gains achieved in health insurance literacy
benefit differentially among Smart Choice™ partic-
ipants’  sociodemographic and environmental
factors?

Data and Methodology
Data

Data used in the current analyses were collected as part of
the program evaluation. Outcome evaluation data are built
into the Smart Choice™ program using TurningPoint©
audience-response system technology, a data collection and
assessment tool that is often referred to as clicker tech-
nology. In cases where the technology was not available,
paper—pencil tests were administered. The purpose of the
data collection was to determine program effectiveness on
health insurance literacy and confidence about the health
insurance decision. Workshop participants were informed
of the purpose of the research at the beginning of the
workshop. The informed consent and confirmation that all
responses are anonymous and confidential were read aloud
and displayed via PowerPoint® to ensure comprehension
regardless of literacy level.

To assess the health insurance literacy levels, a health
insurance literacy instrument measured the ability to make
informed health insurance decisions and level of confi-
dence in the decision. Additionally, an overall confidence
measure and six demographic items were included. Testing
was spread throughout the workshop to reduce testing
fatigue. The first pre-test was given before the start of the
program and the second portion of the pre-test was given in
the middle of the program prior to the health insurance plan
comparison section. The post-test collected additional item
responses and participant demographics at the conclusion
of the workshop to determine if participants experienced a
change in confidence and capability to make a health
insurance decision. Educator information was also col-
lected through open-ended questions submitted to the
research team post-program delivery. The data for this
project came from 134 workshops conducted in seven
states between September 2013 and March 2014. Partici-
pants were recruited through a variety of efforts including
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fliers, newspaper advertisements and articles, radio
announcements and interviews, and electronic newsletters.
Due to missing data and a few who refused to consent to
participation, the current analyses were restricted to 623
cases with complete socio-demographic and health insur-
ance literacy data.

Measures
Health Insurance Literacy

The dependent variable for the study included 11 items
from AIR’s validated 21-item Health Insurance Literacy
Measure that assesses self-confidence and behavior with
choosing and using health insurance (Paez et al. 2014).
Smart Choice™ program developers identified 11 items
that matched the curriculum learning objectives of building
self-confidence and behaviors associated with choosing
health insurance. Participants rated the first four questions
on a 4-point Likert scale, from not at all confident to very
confident, that they could: (1) choose the best health plan,
(2) understand health insurance terms, (3) know how to
estimate health care needs, and (4) know what questions to
ask to choose the best health plan. On a 4-point Likert
scale, participants rated the next seven items from not at all
likely to very likely that they would: (1) see which doctors
and hospitals are covered in health insurance plans, (2)
understand what they have to pay for prescription drugs,
(3) understand what they would have to pay for emergency
visits, (4) understand what they would have to pay for
specialist visits, (5) find out if they had to meet a deductible
for health care services, (6) find out if their plans covered
unexpected costs such as hospital stays, and (7) understand
how health insurance plans differ. Health insurance literacy
was measured at the start of the program as a pre-test; the
identical 11 items were also asked at the conclusion of the
programming as a post-test. The 11-item measures were
averaged. Initial health insurance literacy (pre-test mean)
was 2.64 (standard deviation [SD] 0.75) and health insur-
ance literacy at the conclusion (post-test) of the program
was 3.24 (SD 0.66). The health insurance literacy scale
showed acceptable reliability with Cronbach’s alphas of
0.914 (pre-test) and 0.939 (post-test).

To identify characteristics associated with gains in
health insurance literacy, a dichotomous variable Gains in
Health Insurance Literacy was constructed. The dependent
variable can be thought of as achieving a desirable level of
improvement in health insurance literacy/not achieving a
desirable level of improvement in health insurance literacy.
Subjects who had large gains in health insurance literacy at
the end of the program were categorized based on a split in
the distribution of the change score (post-health insurance
literacy minus pre-health insurance literacy). Large gains
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in health insurance literacy were defined as a cut off of .90
or greater in the health insurance literacy change score.
Participants with a large gain were coded with a 1 and the
lower gains group was coded as 0. The split was based on a
combination of the statistical properties of the sample and
the nature of the distribution of the score. How people
cluster on health insurance literacy has yet to be examined
or established (Paez et al. 2014), even with established
parameters the sample in this study is likely distinct from
the general population. Benchmarks of the measure have
not been established; our sample will contribute to estab-
lishing a baseline or groupings of high and low health
insurance literacy (Paez et al. 2014).

Socio-Demographic Characteristics

Participants were asked about their individual characteris-
tics, including age, gender, race/ethnicity, education,
income, and insured status. For age, participants chose
from one of five categories: 18-29, 30—49, 50-64, 65-75,
and over 75. Response categories were dummy coded, with
participants 65 years and older collapsed into one category,
and the 50-64 year old group served as a reference. Gender
was coded as male = 1, female = 0. Participants chose
from six race/ethnicity categories and were re-categorized
and dummy coded as White/Non-Hispanic (reference
group), Black/African American, and Other (Asian/Pacific
Islander, Hispanic or Latino, Native American or American
Indian, and Other). Participants identified their total annual
income (US) from all sources—Iless than $25,000, $25,000
to $49,999, $50,000 to $74,999, and $75,000 and over.
These were dummy coded, with middle income ($25,000 to
$49,999) serving as a reference group. Participants indi-
cated the highest level of education completed. Four cat-
egories were used including high school graduates or less,
some college or associate’s degree (reference group),
bachelor’s degree, and graduate degree. Participants con-
firmed whether they currently had health insurance (unin-
sured = 1, insured = 0). Information on the type of
insurance plan (e.g., public, private, employer-sponsored)
was not collected and is a limitation of this measure.

Environmental Characteristics

Two environmental variables were constructed based on
the state where the program was delivered (Delaware,
Iowa, Maryland, Michigan, Minnesota, North Dakota, or
Oregon). State supportiveness for the ACA was determined
by the governor’s official position on the Supreme Court
challenge of Medicaid expansion (KFF 2012). If the state
had a supporting position the participant received a 1. If the
state challenged the position, the participant received O.
Minnesota took no position in the litigation and was scored

a 0. A variable was constructed for a state’s uninsured rate
in 2013 (Majerol et al. 2014). Participants received a 1 if
the state had an uninsured rate less than 10 % and a O if the
uninsured rate was more than 10 %.

Methodology

To identify determinants of health insurance literacy, a
multivariate regression model was run to examine the
association between socio-demographic and environmental
factors and health insurance literacy (pre-test measure).
After identifying individual and environmental character-
istics that predict initial health insurance literacy, hierar-
chical logistic regression was used to estimate the
association of sociodemographic and environmental char-
acteristics with the likelihood of achieving gains in health
insurance literacy. Variables were entered in three blocks.
Initial health insurance literacy was entered as a control in
the first block; sociodemographic characteristics were
added in the second block; and finally, a block of envi-
ronmental variables was included. The dependent variable
was a dichotomous variable (e.g., achieving a desirable
level of improvement in health insurance literacy/not
achieving a desirable level of improvement in health
insurance literacy); therefore, logistic regression was used
as an appropriate method of analysis.

Results
Sample Description

Descriptive statistics are presented in Table 1 including
percentages and means for each variable. These summary
statistics are presented for the entire sample and by gains to
health insurance literacy. The health insurance literacy pre-
and post-test scores demonstrated some negative skewness,
but they were acceptable levels. The mean pre-test health
insurance literacy score was 2.64 (SD 0.75); the mean post-
test score was 3.24 (SD 0.65). Over half of the participants
came into the workshop with low health insurance liter-
acy—61.6 % scored a 1 or 2 on the 4-point measure, with
only one percent measuring a four, indicating high health
insurance literacy. Post-intervention health insurance lit-
eracy measure showed improvement among participants,
with 11.6 % scoring a four and only 4.8 % scoring a one,
compared to 20.7 % on the pre-test measure. There were
positive and significant changes in all of the health insur-
ance literacy items from pre- to post-test in analyses not
shown here. Health insurance literacy from pre-test to post-
test improved in almost nine of ten (86.8 %) participants;
3.9 % experienced no change; and, 9.3 % experienced a
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Table 1 Summary of descriptive statistics (N = 623)

Sociodemographic and Health insurance literacy  Full Achieved smaller gain in health Achieved greater gains in health
environmental characteristics mean (pre-test) sample insurance literacy insurance literacy
N =623 N =364 N = 259

Total sample 100.0 % 58.4 % 41.6 %

Health insurance literacy (Mean- 2.64 2.87 2.08
pre-test)

Health insurance literacy (Mean 3.24 3.18 3.37
post-test)

Difference in health insurance .59 32 1.29
literacy (post — pretest)

Ager
18 to 29 years old 2.09 9.6 % 8.6 % 122 %
30 to 49 years old 2.57 271 %  28.0 % 25.0 %
50 to 64 years old 2.72 554 % 551 % 56.1 %
65 + years old 297 7.8 % 8.4 % 6.7 %
Male 2.31 284% 278 % 30.0 %
Female*** 2.77 716 % 722 % 70.0 %

Race
Whites 2.65 852% 847 % 86.7 %
Black 2.69 6.7 % 7.0 % 6.17 %
Other 2.45 8.0 % 8.4 % 7.2 %

Income ***(US)
Less than $25,000 2.29 252 % 253 % 25.0 %
$25,000 to $49,999 2.53 292 % 269 % 35.0 %
$50,000 to $79,999 2.79 247 % 264 % 24.0 %
$75,000 and over 3.02 209 % 214 % 194 %

Education***
H.S. or less 2.33 207 %  20.1 % 222 %
Some college 2.62 36.8 % 37.7 % 344 %
College degree 2.77 263 %  26.6 % 25.6 %
Graduate degree 2.87 16.2 % 15.6 % 17.8 %
Has health insurance 2.65 80.7% 813 % 79.4 %
No health insurance 2.62 19.3 % 18.7 % 20.6 %

Environmental variables
State supports ACA 2.61 29.5 % 26.0 % 38.3 %
State does not support ACA 2.70 705 %  74.0 % 61.7 %
State uninsured rate < 10 % 2.68 62.4.6 % 65.0 % 56.1 %
State uninsured rate > 10 % 2.62 376 %  35.0 % 43.9 %

Achieved fewer gains in health insurance literacy: x> significant at .01 for Age and State Support of ACA

# p < 0.01; #* p < 0.001

decline in their health insurance literacy from pre-test to
post-test.

The majority of participants were White (85.2 %) and
female, less than one-third were male (28.4 %). More
than half of participants were middle-aged; 55.4 % were
between 50 and 64 years old. Almost one-third of par-
ticipants had income in the $25,000 to $49,999 (US)
category, with equal proportions in the $25,000 or less
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and $50,000 to $74,999 (25 %). In terms of education,
less than a quarter (20.7 %) had a high school diploma or
less, 36.8 % had some college, 26.3 % % were college
educated, and 16.2 % had a graduate degree. About
19.3 % of participants reported being currently uninsured,
a rate slightly higher than the national rate of 13 % in
2013, the period when workshops were conducted (KFF
2015a).
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Results of Ordinary Least Square Regression

The first research question involved differential effects of
sociodemographic and environmental factors on health
insurance literacy. Using an Ordinary Least Square (OLS)
regression analysis, health insurance literacy (pre-test
measure) was regressed on socio-demographic and envi-
ronmental characteristics. The estimated regression coef-
ficients and 7 test statistics are displayed in Table 2. Results
of the OLS regression show that age was associated with
health insurance literacy. Relative to middle-aged partici-
pants, participants ages 18 to 29 (f = —1.92, p < .000)
reported lower health insurance literacy. Gender was a
predictor of health insurance literacy, male participants had
a lower health insurance literacy score (ff = —.211,
p < .000) compared to female participants. The coeffi-
cients for race were not statistically significant
(BBiack = -052, 18; Pomer = 022, ns). Income was associ-
ated with health insurance literacy. Compared to middle-
income participants ($25,000 to $49,999), individuals in
the higher income categories had higher health insurance

literacy  (B$s0,000-$74,000 = 086, p <.049, Bs75000+ =
.194, p < .000). Relative to participants who had some
college education, individuals with a high school degree
reported lower health insurance literacy (f = .018,
p < .021). The effect of having no insurance coverage was
not statistically significant (f = -.006, ns). Environmental
characteristics were not associated with health insurance
literacy. Residing in a state supportive of the ACA
(fp = .038, ns) and with a low uninsured population
(B = —.030, ns) was not associated with the health insur-
ance literacy.

Results of Logistic Regression

The second research question addressed differential effects
of achieving a desirable gain or improvement in health
insurance literacy. The overall model for each logistic
regression was statistically significant. Logistic regression
analyses showed that after controlling initial health insur-
ance literacy (pre-test), the entry of the sociodemographic
characteristics added to the model’s explanatory power (the

Table 2 OLS regression

Coefficients t p-value
B SE 8
Socio-demographic factors
Age (reference group 50-64 years old)
18 to 29 years —.485%** 097  —192  —4985 .000
30 to 49 years —.107" 064 —.064 —1.662 .097
65 + years 1827 104 .066 1.746 .081
Male —.349%x% 063 —-211 —=5551 .000
Race (reference group White)
Black .153 117 052 1.309 .191
Other .061 108 .022 .565 572
Income(reference group $26,000 to $49,999 US)
<$25,000 —.126% 076  —-.074 —1.653 .099
$50,000 to $74,999 .148* 075  .086 1.975 .049
>$75,000 3567 083  .194 4.268 .000
Education
High school or less —.181%* 078  —-.099 2313 .021
College degree .015 071 .009 205 .838
Graduate degree .024 086  .012 277 782
Uninsured .034 .070  .018 480 .632
Environmental variables
State supports ACA .063 073  .038 .864 388
State insured rate <10 % —.045 062 —-.030 —.738 461
Intercept 2.740%** .090 30.599 .000
F 11.722%%%*
R’ 225
Adjust R? 205

Socio-demographic and environmental factors associated with health insurance literacy (N = 623)
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block y* = 51.43, p <.000). The entry of the environ-
mental characteristics in Model 3 also enhance explanatory
value in the model (the block x2 = 22.21, p < .000).

After controlling for initial health insurance literacy and
entering the sociodemographic characteristics, gender
predicted the odds of a participant’s gain in health insur-
ance literacy. Logistic regression results are shown in odds
ratio (OR), a change of less than one results in the decrease
in the odds. Compared to females, males had a 58.4 %
lower likelihood to achieve a significant improvement in
their health insurance literacy (OR of 0.416 means a
58.4 % decrease in the odds, e.g., 1—0.462). The odds of a
participant achieving gains in health insurance literacy
were higher among African American participants com-
pared to White participants. A change in the OR of 2.66
means African Americans are 2.66 times more likely to
achieve gains in health insurance literacy compared to
White participants.

Compared to middle income participants ($25,000 to
$49,999), being in the highest income category ($75,000 or
greater) was associated with a greater likelihood of
achieving a gain in health insurance literacy: High-income
participants had a 1.98 times greater odds of achieving a
gain in health insurance literacy. At a marginally significant
level, participants in the lowest income ($25,000 or less,
OR = 0.59, p =.068) and education categories (high
school or less, OR = 0.60, p = .085) had a lower likeli-
hood of gains in health insurance literacy relative to middle
income participants. The other age and education categories
as well as insurance status were not significantly associated
with gains in health insurance literacy in the second model.
Participants with a high school degree or less moved from
being marginally significant in the socio-demographic
model to significant in the environmental model.

When environmental variables were added in Model 3,
the significance of gender persisted, with males being
53.8 % less likely to make gains in health insurance liter-
acy relative to females. The significant association of high
income also persisted. Higher income participants were 2.1
times more likely to make gains in health insurance literacy
compared to middle income participants. Being African-
American no longer predicted the odds of gains in health
insurance literacy (p = .538). Participants with a high
school degree or less (OR = 0.52, p = .030) had reduced
odds of making gains in health insurance literacy compared
to college educated participants. Examining the addition of
environmental factors, participants in a state not supportive
of the ACA were 2.96 times more likely to achieve greater
gains in a consumer’s health insurance literacy score. The
state’s percent of uninsured was not associated with gains
in health insurance literacy (Table 3).
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Discussion

The purpose of this study was to identify factors that
contribute to health insurance literacy and gains in health
insurance literacy at the end of the Smart Choice™ pro-
gram. Given the benefits of health insurance coverage, an
increased understanding of people’s health insurance lit-
eracy is important for designing and delivering effective
education programs that focus on improving health insur-
ance literacy. Identifying socio-demographic and environ-
mental factors help inform us about who can benefit from
an educational program, and ways to adapt and tailor
educational opportunities. The results of the study provide
support for different associations between individual socio-
demographic characteristics and health insurance literacy,
as well as some evidence about the importance of where
one lives and one’s environment at the time of the
education.

Age was not associated with gains in health insurance
literacy, but in the OLS model health insurance literacy
model, the youngest program participants had significantly
lower health insurance literacy relative to middle-aged
participants. With certain tasks and decisions, like health
insurance, there is evidence that individuals who are less
experienced think they are worse than average (Rutter
et al.1998), which might explain the lower post-health
insurance literacy measure among young adults in our
sample. Among the uninsured, CMS (2013) segmentation
research describes the “Healthy and Young” (47.8 % of
nonelderly uninsured US adults) as consumers who are less
likely to value health insurance, who take their health for
granted and are not highly motivated to enroll in insurance
(pp. 9-10). Given this segmentation research, another
explanation of this finding is the notion of relevance and
readiness. Younger adult consumers may not be ready for
health related information and perhaps health insurance
literacy does not feel particularly relevant, given their
higher perceived health status (CMS 2013). However,
young adults have the greatest uninsured rate of any age
group (RWIJF 2013; Tanner 2013) and the lowest rate of
access to employer-based insurance (Young Adults and the
ACA 2010). Almost half report problems paying medical
bills (Young Adults and the ACA 2010). Approximately
30 % of young adults (age 19-29) do not have insurance,
which is more than one in five of the entire uninsured
population in America (RWIJF 2013; Tanner 2013; Young
Adults and the ACA 2010). Yet, one in six young adults
has a chronic illness, such as cancer, diabetes, or asthma
(CMS 2015). The ACA provides an opportunity to improve
access to health care for young adults. It also represents an
unprecedented investment in the prevention, diagnosis, and
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Table 3 Summary of logistic regression analysis for greater gains in health insurance literacy onto individual characteristics and environment

characteristics (N = 623)

Model 1: control (pretest score)

Model 2: socio- Model 3: environmental

demographics
B ef b el B &l
Control variable
Pre-test score —1.81%** .164 —2.44%%% .09 —2.57 .08
Socio-demographic variables
Age (reference group 50-64 years old)
18-29 years old —.14 .87 —.15 .86
3049 years old -33 72 -39 .68
65+ years old —.58 .56 —.61 .54
Male —.88*** 42 —.77** 46
Race (reference group White)
Black .98* 2.66 28 1.32
Other —.26 77 —.78 46
Income (reference group $26,000 to $49,999 US)
Less than $25,000 -.537 59° —.50" 61
$50,000 to $79,999 .06 1.06 —.06 .94
$75,000 or more r .69% 1.98 16%* 2.14
Education (reference group some college)
H.S. or less —-.51F .60 —.65% 52
College degree —.02 98 —.04 .96
Graduate degree 51 1.66 .35 1.42
No health insurance —.131 .88 —.09 913
Environmental variables
State Support of ACA 1.08%#* 2.96
State Uninsured Rate < 10 % —.211 .810
Constant 4.33%%* 76.27 6.347%%* 566.28 6.61%%%* 739.40
—2 Log likelihood 653.39 601.9 579.75
Model y> 192.49%** 243,93 266.14%**
Block x> 192.49%#* 51.43%%% 22.21%%%
Nagerlkerke R? 358 44 468
Degrees of freedom 1 14 16

Age reference group: 50 to 64 years. Male = 1. Race reference group: White. Income reference group: $25,000 to $49,999 (US). Education

reference group: Some college or associates
¢® = exponentiated B
T p <0.10; * p < 0.05; ** p < 0.01; *** p < 0.001

management of chronic health conditions in younger
generations.

These factors indicate that young adults could benefit
from improved health insurance literacy to help them
understand health insurance and the important considera-
tions when selecting a plan. The question remains whether
literacy from an educational program or some other out-
reach tactic can be effective. Most young adults report
being unaware of how the ACA will affect them, however,
once they receive basic coverage information, they indicate

interest in coverage (Begley 2013). It is important for
future consumer education to target young adults with a
relevant message, through a channel or in a format of
delivery that is appealing. Less than 10 % of the individ-
uals who came to the program were 29 years old or
younger, a possible indication that workshops are not a
draw for this group.

Gender was significantly related to health insurance
literacy. The findings from the OLS analysis indicated
males had significantly lower health insurance literacy, and
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further analysis showed that males did not achieve gains in
health insurance literacy compared to women. This finding
is consistent with a national study that measured literacy
and health literacy across all age groups: “The average
health literacy score for women was 6 points higher than
the average health literacy score for men. A higher per-
centage of men (by a margin of 4 percentage points) than
women had Below Basic health literacy” (Kutner et al.
2006, p. 10). Health insurance literacy is a component of
financial literacy (Kim et al. 2013). Our findings are con-
trary to the gender-based differences that have emerged in
the study of financial literacy, with females typically faring
slightly worse with financial literacy compared to men
(Bucher-Koenen et al. 2014; Lusardi and Mitchell, 2008).
It also contradicts the literature that has found men to be
more overconfident about financial issues than women
(Barber and Odean 2001). However, studies have found
gender differences in health care and health behavior
(Bierman 2007; Peerson and Saunders 2011; Vart 2010).

Women typically play a lead role in managing family
health care issues. The men in our sample may have had
limited experience with health insurance because of the
role of women. Insurance is a risk management product and
men tend to be greater risk takers than women. Men who
feel more vulnerable may have been overrepresented in the
program audience. Additionally, how men access, inter-
pret, and apply information has been found to differ from
women (Johnson and Learned 2004). The finding that men
did not achieve gains in health insurance literacy indicates
that, moving forward, health insurance literacy educational
programming and informational outreach should consider
gender differences. The notion of targeted educational
programming is also found in the financial literacy litera-
ture (Joo and Grable 2004).

Our findings support the existing literature related to
consumer financial education that has more often found the
effects of low income and low education to be negatively
associated with outcomes compared to highly educated and
high income individuals (Bernheim and Kotlikoff 2001;
Lyons et al. 2007). The current analyses showed that pro-
gram participants with the lowest level of education had
lower health insurance literacy, relative to college educated
participants. Although only marginally significant, partici-
pants with the lowest income had lower health insurance
literacy. In terms of gains in health insurance literacy, the
highest income groups achieved gains in health insurance
literacy. These finding are congruent with studies on con-
sumer literacy measures. For example, several financial
literacy studies have shown below average financial liter-
acy scores to be associated with low income and less
educated individuals (Bernheim and Kotlikoff 2001;
Lusardi and Mitchell 2011). In their study of consumer
literacy related to credit reports and credit scores, Lyons
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et al. (2007) showed that less literate consumers tended to
be less educated and have lower incomes. Consumer
learning is often achieved by real-world interaction and/or
the school of hard knocks. However, this segment of the
population—low income and lower educated consumers—
tend to have greater uninsured rates (Majerol et al. 2014),
reducing the likelihood of interacting with health insurance
and the issues surrounding the health insurance decision
(Smith and Medalia 2014).

A notable finding of the study was the association
between a state’s supportiveness of the ACA and gains
achieved in health insurance literacy. Residing in a state
that took an opposing stand to Medicaid expansion in the
Supreme Court challenge was associated with lower gains
in health insurance literacy among the consumers attending
the program. This finding highlights the importance of the
context and environment of educational programming, and
is consistent with findings on the importance of context and
consumer literacy (Buckland 2010). States who were sup-
portive of implementing the ACA actively developed
marketing and outreach campaigns and enrollment strate-
gies, as well as websites and materials that targeted unin-
sured consumers (Holahan et al. 2014; Roby et al. 2013);
these efforts may be reflected in these findings.

A state’s effort to provide outreach and education is
influenced by the political nature of the ACA. The current
study is based on information collected from a health
insurance literacy program delivered during a time of
major and historic legislative health reform (Dolan and
Mokhtari 2013). The program in this study was delivered to
consumers when information was particularly confusing
due to misinformation and political messaging. Since its
passage, Congress has tried to repeal the ACA over 50
times. Furthermore, another US Supreme Court ruling on
whether to strike down tax credits in states not running
their own marketplace was decided in the summer of 2015.
As of this writing, 30 states and the District of Columbia
have expanded or have Medicaid expansion plans, another
signal of state support or lack of support (KFF 2015b). The
intention of the health insurance literacy program was to
provide non-political, non-biased education in a highly
contentious environment. Interestingly, gains in health
insurance literacy were greater in those states that were
supportive of ACA implementation, perhaps reflecting the
importance of a positive learning environment.

Some of the variables in the current analysis were not
significantly associated with health insurance literacy or
gains in health insurance literacy. For example, whether a
participant had insurance was not significant, but it was
thought to have served as a proxy for experience and lit-
eracy because research has found that older consumers and
those use more health services are more literate, which
implies learning by doing to be an aspect of health
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insurance literacy (Paez et al. 2014). Similarly, the percent
of uninsured in a state’s population was not associated with
health insurance literacy. Greater health insurance literacy
might have been demonstrated among the insured and
among those in states with lower insured rates but our
analysis did not bear this out. It is also possible that con-
sumers may have insurance but not understand it. The
current analysis highlights socio-demographic variables
that identify vulnerable segments of the population—
younger, males, low income, lower educated consumers
and consumers who reside in a state that does not support
the ACA. Additionally, the study demonstrates the
promising value of a health insurance literacy program.

There are several limitations to this study. The gener-
alizability is reduced because: (1) a non-random sample
was used, (2) the approach was quasi-experimental vs.
experimental (there was no designed control group), and
(3) potential bias was introduced by the self-selection of
the participants. The study is not longitudinal. It does not
follow consumers after they make an enrollment decision.
The sample may be biased by the over-representation of
women. Another limitation is that other measures, not
represented in this study, may be associated with an indi-
vidual’s health insurance literacy. For example, studies
examining financial literacy education have identified
factors with predictive power including personality traits,
family characteristics, and societal factors (like capitalist
economy, social structures, power relationships) (Fernan-
des et al. 2014; Forté 2014; Gudmunson and Danes 2011).
The data were collected from seven states, each of which
had their own unique implementation of the ACA,
including outreach strategies. The study did not collect the
level of consumer exposure to outreach and enrollment
information which might also influence health insurance
literacy outcomes. Future studies would benefit from
additional explanatory variables and design changes to
reduce limitations. Despite these limitations, this study
demonstrates the importance of educators considering the
socio-demographic and environmental characteristics of
consumers when trying to increase health insurance
literacy.

Implications and Conclusion

By increasing health insurance literacy, consumers can
make more optimal decisions which could ultimately lead
to improved health outcomes (Kim et al. 2013; Loewen-
stein et al. 2013). The findings from the current study can
be used to identify specific populations who may have
greater gains in health insurance literacy at the end of a
program, or alternatively, identifying those at risk for not
achieving gains in health insurance literacy at the end of an

educational program. Once groups are identified they can
then be provided with the appropriate education or out-
reach tactic that promotes health insurance literacy to
achieve better educational outcomes. The findings show
that gender and education are associated with a risk of
lower gains in health insurance literacy at the end of the
program. In this case, being male and having a high school
degree or less was associated with lower gains in health
insurance literacy. For males, the lower gains achieved in
health insurance literacy could be the program design. The
interactive, case study approach of the program might not
have resonated with the men participating in the program,
as there is some evidence that men want clear, straight-
forward explanations (Osborne 2004). This finding pro-
vides evidence that the Smart Choice™ program designers
and other educators consider gender differences in future
program modifications.

Participants with the lowest educational achievement
were also at risk for not achieving the gains in health
insurance literacy as anticipated. Smart Choice™
empowers consumers to tackle the often-intimidating task
of selecting health insurance coverage by explaining the
process in plain language, outlining differences in plans,
and highlighting the factors that may influence their deci-
sions. However, the findings suggest that this program, and
other education and outreach, needs to more fully under-
stand and be able to address the vulnerabilities of this
population. Consumer misunderstanding and lack of
knowledge further complicate a decision that involves
choosing appropriate levels of coverage, evaluating cov-
erage needs, and examining financial aspects of coverage
(Consumer Reports 2012; Consumers Union 2011; Kim
et al. 2013). The implications may be that the program
materials and activities are not simple enough, an impor-
tant strategy to improve health insurance literacy (Amer-
ica’s Health Insurance Plans 2013).

A practical implication that can be derived from the
findings is that consumers need help navigating the health
insurance decision (Frank and Lamiraud 2009; Hanoch and
Rice 2011). As the first release of a series of Cooperative
Extension consumer health insurance literacy programs,
Smart Choice™ is designed to reduce confusion, increase
capability, and increase confidence of consumers as they
make health insurance plan decisions (Russell et al. 2014).
These findings provide evidence that consumer education
can affect health insurance literacy. Cooperative Extension
is well positioned to offer such education with their
100 year history of youth and adult education and their
network of universities and offices in all states and coun-
ties. Educators have an opportunity to teach consumers to
make informed choices by offering information and edu-
cation on the topic of health insurance and health care
reform. Extension and other professional educators have
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the expertise to address the gap in health insurance literacy.
Though the ACA provided for navigators, certified appli-
cation counselors, and insurance agents and brokers to
assist consumers through outreach, education, and enroll-
ment, many do not have sufficient expertise or time to
educate consumers in a way that enables them to make
independent decisions. Furthermore, the geographical
reach of navigators and counselors is limited, reflecting the
difficulty that states with federally facilitated marketplaces
are having in creating strong enrollment assistance pro-
grams (Hagan 2012). Thus, many consumers are without
assistance or adequate assistance to make a Smart
Choice™.

The ACA is a major force shaping contemporary family
realities and will affect their access to and cost of care that
could affect both financial and health outcomes of con-
sumers. They need educators able to put health insurance
purchases into a broader personal and family perspective
(Kim et al. 2013) that meets the individual and family
health needs with available financial resources. The ACA
has created new opportunities to provide more affordable
health care options for individuals and families, but the
benefits of affordability will be realized only if consumers
are informed of these new options. For the current insur-
ance consumer, managing spending can be extremely dif-
ficult when navigating health insurance expenditures
(Braun 2012). Health care costs have become unaffordable
for many because family earnings are unable to meet
budget requirements and fewer people have employer-
sponsored health insurance (Smith and Medalia 2014). The
Smart Choice™ program delivered information on the
cost-savings available as a result of new mandates, but the
current study did not measure knowledge gains related to
information on the ACA. The findings provided insight into
gains achieved in health insurance literacy but future
studies should determine whether individuals learned about
new options under the ACA and whether they were able to
take advantage of the new benefits that help lower monthly
health insurance premiums and out-of-pocket costs.

These findings also represent an opportunity to increase
awareness and understanding of ways to reduce family
health insurance costs, particularly among those vulnerable
populations identified in the study. Health care costs con-
tinue to rise and increasingly play a pivotal role in a
family’s budget. In fact, Americans spend more on health
care than on housing, food, national defense, or trans-
portation (Tanner, 2013). In 2013, a family of four, on
average, spent between 21 and 25 % of their household
budget on healthcare expenses (Gould et al. 2013). As a
result, individuals and families suffer financial conse-
quences of health care costs or medical debt. According to
the 2012 National Health Interview Survey, just over 1 in 4
American families experienced some problem paying for
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their medical bills (Cohen and Kirzinger 2014). The burden
of medical bills and debt among families has been on the
rise, largely due to stagnant income and high out-of-pocket
spending. Some families are at greater risk—uninsured
families, low-to-moderate income families, and families
with children report a greater incidence of problems asso-
ciated with medical bills and medical debt (Cohen and
Kirzinger 2014; Pollitz et al. 2015).

The US Census Bureau reported a drop in the uninsured
rate between 2013 and 2014 from 13.3 to 10.4 % (Rovner
2015). Among the 8.8 million adults gaining coverage are
younger and low to moderate income consumers, typically
with limited health insurance literacy. These estimates, in
hand with the findings from the current study support
continued efforts to boost Americans’ self-confidence and
competency with choosing and using health insurance.
Policy and programs need to address the health insurance
literacy of low income consumers eligible for obtaining
health insurance through marketplace exchanges, their
employers, Medicare, and Medicaid. The current study
found young adult consumers and consumers in the lowest
income category had lower health insurance literacy
(p = .10). These same consumers did not make significant
gains at the end of the health insurance literacy educational
program, yet they would likely benefit the most. These
findings imply that the program may need to find a more
effective way to reach younger, low income individuals
through program design and delivery.

The importance of context and environment is high-
lighted in the finding that consumers from states not sup-
portive of the ACA tended to have a lower likelihood of
achieving gains in health insurance literacy. The program
was designed to provide a balanced, unbiased view of the
ACA with sensitivity to its political considerations. Smart
Choice™ does not advocate for any one specific plan or
source of plan but instead teaches consumers how to make
their own informed decisions. The finding about state
supportiveness implies that a neutral, unbiased educational
program was not enough to cut through the highly con-
tentious political environment for participants in states not
supportive of the ACA, despite the design of the program
and the neutral stance of the educators. The finding concurs
with financial literacy literature: learning is contextual
(Buckland 2010). The successful implementation of the
ACA depends on consumers who are aware and informed
about their new rights and responsibilities related to health
insurance. As the ACA gains more acceptance and
becomes less politicized, it is possible that greater gains
can be made by participants in an educational program
addressing health insurance literacy.

Consumers who become educated about health insur-
ance would have the health insurance literacy necessary to
understand and act upon health plan information consistent
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with their health and financial needs and the confidence to
do so. When families enroll in health insurance, they are
able to access comprehensive coverage and cost savings
that will improve health outcomes and overall quality of
life. The skills consumers gain can be used for making
other informed health decisions thus increasing the effect
and impact educators have on their audience. Health
insurance literacy is a way to help strengthen the financial
and health well-being of American families. Although
education will not pay the medical bills, understanding why
health insurance is important and how to select and use an
affordable plan as part of financial and health well-being
will contribute to financial stability.

Very limited health insurance literacy research has
been conducted. Given its emerging nature, the current
study extends the literature on programming and policy
issues related to health insurance literacy. Smart Choice™
was designed to help consumers understand changes
brought about by the ACA as well as enable consumers to
make more accurate cost estimates and determine which
health insurance plans best fit their needs, wants, and
financial situation. This current study identified several
individual factors that affect health insurance literacy,
including consumer’s age, gender, income, and education.
Most markedly, the state’s supportiveness of the ACA
was found to be associated with gains in health insurance
literacy, highlighting the importance of context when
learning.

In the best of times, individuals and families are chal-
lenged to make health insurance purchases. The difficulties
faced by individuals and families when selecting health
insurance, the complicated nature of the decision and the
product, and the lack of consumer knowledge and skills to
make an optimal health insurance choice were highlighted
in a recent review (Kim et al. 2013). With implementation
of the ACA, the health insurance literacy of Americans will
continue to gain attention. Based on the current study, it is
clear that there are differences across sociodemographic
characteristics in health insurance literacy. The work
related to health insurance literacy by both educators and
policy makers must continue.
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