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Abstract
Background: Older adults generally have low health and computer literacies, making it challenging for them to function well
in the eHealth era where technology is increasingly being used in health care. Little is known about effective interventions and
strategies for improving the eHealth literacy of the older population.
Objective: The objective of this study was to examine the effects of a theory-driven eHealth literacy intervention for older
adults.
Methods: The experimental design was a 2 × 2 mixed factorial design with learning method (collaborative; individualistic) as
the between-participants variable and time of measurement (pre; post) as the within-participants variable. A total of 146 older
adults aged 56–91 (mean 69.99, SD 8.12) participated in this study during February to May 2011. The intervention involved 2
weeks of learning about using the National Institutes of Health’s SeniorHealth.gov website to access reliable health information.
The intervention took place at public libraries. Participants were randomly assigned to either experimental condition (collaborative:
n = 72; individualistic: n = 74).
Results: Overall, participants’ knowledge, skills, and eHealth literacy efficacy all improved significantly from pre to post
intervention (P < .001 in all cases; effect sizes were >0.8 with statistical power of 1.00 even at the .01 level in all cases). When
controlling for baseline differences, no significant main effect of the learning method was found on computer/Web knowledge,
skills, or eHealth literacy efficacy. Thus, collaborative learning did not differ from individualistic learning in affecting the learning
outcomes. No significant interaction effect of learning method and time of measurement was found. Group composition based
on gender, familiarity with peers, or prior computer experience had no significant main or interaction effect on the learning
outcomes. Regardless of the specific learning method used, participants had overwhelmingly positive attitudes toward the
intervention and reported positive changes in participation in their own health care as a result of the intervention.
Conclusions: The findings provide strong evidence that the eHealth literacy intervention tested in this study, regardless of the
specific learning method used, significantly improved knowledge, skills, and eHealth literacy efficacy from pre to post intervention,
was positively perceived by participants, and led to positive changes in their own health care. Collaborative learning did not differ
from individualistic learning in affecting the learning outcomes, suggesting the previously widely reported advantages of
collaborative over individualistic learning may not be easily applied to the older population in informal settings, though several
confounding factors might have contributed to this finding (ie, the largely inexperienced computer user composition of the study
sample, potential instructor effect, and ceiling effect). Further research is necessary before a more firm conclusion can be drawn.
These findings contribute to the literatures on adult learning, social interdependence theory, and health literacy.
(J Med Internet Res 2011;13(4):e90) doi:10.2196/jmir.1880
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Introduction
Health literacy is “the degree to which individuals have the
capacity to obtain, process, and understand basic health
information and services needed to make appropriate health
decisions” [1]. This concept has drawn much attention recently
[2-6], with increasing well-documented evidence of both the
negative impact of poor health literacy on health outcomes and
health care costs [7] and the alarmingly low levels of health
literacy among American adults: a national survey showed only
12% of the adults in the United States have proficient health
literacy, and this proportion drops to 3% among older adults
[8].
Recently, information and communication technologies (ICTs)
are increasingly being widely used in health care [9,10],
presenting both opportunities and challenges for developing
and implementing effective health literacy interventions. As
government agencies such as the US National Institutes of
Health (NIH), nonprofit organizations such as medical
associations, and for-profit organizations alike are increasingly
putting health information online, the Internet has already
become an invaluable resource for high-quality health
information [11-13]. This resource, however, can only be useful
if the user has adequate eHealth literacy, or “the ability to seek,
find, understand, and appraise health information from electronic
sources and apply the knowledge gained to addressing or solving
a health problem” [14]. Individuals who have low health
literacy—for instance, older adults—are likely to also have low
computer and Internet literacy [15-17], thus facing a double
jeopardy in the eHealth era.
Existing literature provides little scientific evidence about
effective health literacy interventions [18], and even less about
effective interventions for improving the eHealth literacy of the
older population. Existing interventions focus predominantly
on simplifying medical materials and instructions [19-21]. This
“lowering-the-bar” approach is useful but limited given the
complexity of medical terminology and knowledge. Education
and training is another key approach to addressing the health
illiteracy crisis [22]. This approach requires an understanding
of health literacy as an active, lifelong learning process that
features continuous learning of new, valid health information
and unlearning of outdated, harmful information [22]. Such an
understanding is especially important in the context of ICTs
being increasingly used by health consumers, professionals, and
policy makers alike in health care [9,10]. As ICTs change at a
rapid rate, so do the requirements for health literacy skills [23].

Electronic Health Information for Lifelong Learners
The present study is a part of the Electronic Health Information
for Lifelong Learners (eHiLL) research project that aims to
address these gaps in the literature [4-6,24]. The goal of the
larger eHiLL research project is to generate scientific knowledge
about optimal learning conditions and strategies that can
effectively and efficiently improve older adults’ learning and
use of eHealth applications. To achieve this goal, the eHiLL
research project consists of a series of experimental studies
designed to examine the effects of various learning conditions
and strategies through theory-driven, hypothesis-testing, rigorous
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experiments. The eHiLL experimental studies build on an
understanding of health literacy as an active, lifelong learning
process that goes beyond the formal educational settings in early
life stages [22]. Importantly, guided by the literature on older
adults’ learning of computer technology, the eHiLL interventions
all feature key elements designed specifically to accommodate
older computer learners’ needs and preferences [4]. These
include (1) providing step-by-step, detailed instructions and
avoiding technical jargon [24,25], (2) providing hands-on
practice and encouraging questions [26], (3) making sure each
lesson builds on previous lessons and increases complexity
gradually [25,27], (4) ensuring the learners experience at least
some level of success at the initial stage of the training
[25,28,29], (5) conducting the training in a familiar, relaxed,
and supportive environment [27,29], and (6) offering the training
in the early morning hours, which is generally the optimal time
of day for older learners [30].
These key elements were fully incorporated in prior eHiLL
interventions and proven to be effective in improving older
adults’ eHealth literacy [4-6,24]. Building on and expanding
the success of these prior studies, the present study fully
incorporates these key elements while adding a new aspect—that
is, collaborative versus individualistic learning. Existing
literatures on adult learning and cognitive development in later
life provide a theoretical foundation for the collaborative versus
individualistic versions of the intervention tested in the present
study. The present study differs from prior eHiLL studies in
important ways. First, the only prior eHiLL study [6] that
involved both collaborative and individualistic learning had a
brief intervention time (the experimental session lasted 2 hours)
and it used a 16-minute-long video tutorial as the curriculum.
In comparison, the present study involved 2 weeks of
intervention for a total of 8 hours, using a paper-based
curriculum. Second, while the present study and prior eHiLL
studies [4,5,24] all used instructional materials drawn from the
same tutorial, the Xie and Bugg [4] and Xie [24] studies focused
on individualistic learning and the Xie [5] study was only on
collaborative learning. The present study is the first eHiLL study
that compares the relative effects of collaborative versus
individualistic learning over an extended period of intervention
time.

Collaborative Versus Individualistic Learning
Collaborative learning is one of the most common forms of
active learning. It can be defined as “any instructional method
in which students work together in small groups toward a
common goal,” ([31] p 223). Collaborative learning requires
learners to actively engage in the learning process by engaging
in meaningful activities and reflecting on what they are learning
from doing those activities [32]. Collaborative learning is often
contrasted with individualistic learning that features students
working on their own with little or no interaction with peer
students [33].
The superiority of collaborative learning over individualistic
learning is predicted by social interdependence theory, which
emphasizes the interdependence among group members by
arguing that the group is a “dynamic whole,” such that any
change in the state of a group member changes that of other
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group members [33]. The social interdependence among group
members can be positive, negative, or nonexistent. Positive
interdependence (collaboration) facilitates learning by promoting
collaboration among group members. It can be found when
individuals recognize that the only way they can achieve their
goals is when other group member also achieve their goals.
Negative interdependence (competition) exists when individuals
recognize that the only way they can achieve their goals is when
others fail to do so. It often results in obstructive interactions
impeding learning. Nonexistent interdependence (individualistic
efforts) exists when individuals perceive that their achievement
is not affected by others’ performance. It features no interaction
among group members as each member learns independently
[33,34].
Extensive empirical evidence supports the effectiveness of
collaborative learning. A meta-analysis of over 300 studies
shows that collaborative learning outperforms individualistic
and competitive learning in postsecondary and professional
settings [34]. However, there are still major gaps in the literature
that require further examination. Collaborative learning research
within the social interdependence tradition is predominantly
based on formal education of younger adults [33,34]. Whether
these findings can be generalized to older age groups in informal
educational settings is yet to be answered.
Recently, the cognitive-developmental literature has begun to
examine collaborative learning as a mechanism for improving
cognitive abilities in later life [35-37]. Some
(non-computer-related) studies find a positive impact of
collaborative learning on older adults’ performance [38,39].
However, there is also evidence that, compared with
individualistic learning, collaborative learning has no, or even
negative, impact [40-42]. A possible reason might be that
existing research within the cognitive-developmental tradition
generally does not provide detailed instructions to ensure
collaboration [42]. Instead, participants are simply instructed
to “work together” [43] or “collaborate as much as possible”
[40]. To ensure collaborative learning for older adults in
informal settings, it is critical to develop effective strategies
that really work.

Group Composition
Group composition may affect the “dynamic whole” of a group
and, subsequently, the learning process and outcomes [33,34].
Evidence suggests there is more collaboration in groups with
either female- or male-gender majority than in groups with equal
gender composition [44,45], and more collaboration in
same-gender groups than in mixed ones [44,46].
The time and effort spent on getting familiar with each other
and coordinating may negatively affect the learning process and
outcomes [43]. This argument finds support in research reporting
collaborative learning with familiar partners (typically defined
as related family members such as a spouse) being more
effective than that with unfamiliar partners in enhancing
cognitive performance [47] or in reducing the negative effects
of collaboration [40,41]. Yet evidence exists that, even with
familiar partners, collaborative learning does not generate more
benefits than individualistic learning in improving older adults’
cognitive performance [42].
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Ample evidence suggests that prior computer experience is a
strong predictor for older adults’ computer task performance
and learning outcomes [48-50]. Cody et al [28] in their study
of older computer learners found that “the same [computer
training] program was too challenging to some and insufficiently
stimulating to others” (p 282). Some researchers [25] suggest
forming homogeneous groups based on prior computer
experience to ensure the success of computer training for older
adults. This suggestion should be taken with caution, given that
to date research on computer training for older adults has
focused predominantly on individualistic learning while paying
little attention to collaborative learning (an important exception
is the Zandri and Charness study [51], which found promising
signs for the superiority of collaborative learning over
individualistic learning). While homogeneous groups based on
prior computer experience might work better than heterogeneous
groups in individualistic learning, this might not be the case for
the collaborative learning condition.

Research Questions and Hypotheses
The present study asked the following primary research question:
what impact might the intervention have on older adults’
computer and Web knowledge, procedural skills, eHealth
literacy efficacy, attitudes, and participation in their own health
care?
Under this primary research question, 2 subresearch questions
were asked: (1) what impact might the learning method
(collaborative; individualistic) have on the learning outcomes?,
and (2) what impact might group composition (based on gender,
prior familiarity with peers, and prior computer experience)
have on the learning outcomes?
The following hypotheses were tested: (1) hypothesis 1:
computer/Web knowledge, skills, and eHealth literacy efficacy
increase significantly from pre to post intervention (at the .05
level; same for all hypotheses), (2) hypothesis 2: collaborative
learning is significantly more effective than individualistic
learning in improving the learning outcomes, and (3) hypothesis
3: collaborative learning is significantly more effective than
individualistic learning in heterogeneous group compositions,
while individualistic learning is more effective than collaborative
learning in homogeneous group compositions.

Methods
Design
We used a 2 × 2 mixed factorial design with learning method
(collaborative; individualistic) as the between-participants
variable and time of measurement (pre; post) as the
within-participants variable.

Research Sites
The Hyattsville and New Carrollton branch libraries of the
Prince George’s County Memorial Library System served as
the primary research sites for this study. The Library System is
a publicly funded large, urban library system serving over
830,000 residents in Prince George’s County, Maryland, USA.
It has been serving as the primary research site for the larger
eHiLL research project since 2007 [4-6,24]. This Library System
J Med Internet Res 2011 | vol. 13 | iss. 4 | e90 | p.3
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was selected as the key site for the eHiLL research project
because it serves a large population of ethnic minorities,
particularly African American/black people. According to the
US Census Bureau, 66% of Prince George’s County residents
are African American/black, much higher than the 30% overall
rate of African American/black residents in Maryland or the
12% rate nationwide (http://www.census.gov). Partnering with
this Library System ensures the reach of eHiLL interventions
to individuals from this underserved minority group. The
Hyattsville and New Carrollton branch libraries of the Library
System provided free networked computers, space, and staff
support to facilitate the implementation of this study. The
geographic location of these branch libraries is convenient for
potential research participants and the researchers. Both are
within 10 miles of the University of Maryland and easily
accessible by car or public transportation.
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Participants
Standard recruitment techniques were used to recruit
participants. These included posting recruitment flyers in the
branch libraries and other local organizations (eg, senior centers,
community centers, and churches) and advertising in the Library
System’s newsletter. The inclusion criterion was age 60 years
and above, though on request and in cases where seats were
available, we accommodated individuals a few years younger.
A total of 146 older adults aged 56–91 years (mean 69.99, SD
8.12) participated in the present study during a 4-month period
(February to May 2011). We randomly assigned 72 participants
to the collaborative learning experimental condition and 74 to
the individualistic learning condition. Table 1 summarizes
participants’ basic characteristics, including demographics,
health status, and prior computer experience.
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Table 1. Participants’ basic characteristics
Variable

n

%

Female

96

69

Male

44

31

Less than high school graduate

15

11

High school graduate/GEDa

39

28

Vocational training

11

8

Some college/associate’s degree

33

23

Bachelor’s degree

25

18

Master’s degree or other postgraduate training

16

11

Doctoral degree

2

1

Asian

8

6

African American/black

90

64

White

30

21

Other

13

4

<20,000

38

28

20,000–29,999

28

20

30,000–39,999

14

10

40,000–49,999

8

6

50,000–59,999

9

6

60,000–69,999

6

4

70,000–99,999

4

3

≥100,000

3

2

Do not know for certain

12

9

Do not wish to answer

18

13

Poor

7

5

Fair

24

17

Good

75

53

Very good

25

18

Excellent

11

8

Yes

125

88

No

16

12

Every day

12

9

Every 2–3 days

27

20

Once a week

18

13

More than once a month

13

9

Gender

Highest level of education

Ethnic group

Household annual income range (US $)

Health status

English as primary language

Frequency of computer use
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Variable

a

n

%

Less than once a month

20

15

Never

48

35

General equivalency diploma.

Measures
Adapted from existing outcome measures of collaborative
learning (that focus on younger learners in formal educational
settings) and with necessary modifications based on the results
of a prior eHiLL study [5], outcome measures (dependent
variables) for the present study covered the following categories:
knowledge gains, skill gains, efficacy, attitudes, and changes
in participation in own health care. Learning preference,
familiarity with peers, prior computer experience, and basic
demographics were measured to serve as control variables.
(Copies of the instrument are available on request to the author.)

Computer/Web Knowledge
This was measured by objective tests of knowledge about
components of the computer and the Web. Participants were
shown an image of a computer and a screenshot of the
NIHSeniorHealth.gov website, and were instructed to write
down names of the main components of each image (eg,
keyboard, mouse, link, scroll bar). Computer knowledge and
Web knowledge were each measured by 5 items; each item
scored 1 point if answered correctly and 0 points if answered
incorrectly with a scoring range of 0–5.

consistency reliability (scale alpha = .89–.97) with good
test–retest reliability [23].

Attitude Toward the Class
This was measured by the following 5 items (items 3 and 4 were
modified from Pace and Kuh [54]):
1. Overall, what would you say about the instructor’s teaching?
(Anchors: 1: very poor; 2: poor; 3: fair; 4: good; 5: excellent)
2. Overall, was this computer class useful to you? (1: completely
useless; 2: useless; 3: somewhat useful; 4: useful; 5: very useful)
3. How would you evaluate your entire experience in this
computer class? (1: extremely dissatisfied; 2: dissatisfied; 3:
neither satisfied nor dissatisfied; 4: satisfied; 5: extremely
satisfied)
4. If you could start over again, would you go to the same
computer class you are now attending? (1: definitely not; 2:
probably not; 3: not sure; 4: yes; 5: definitely yes)
5. Would you want to recommend this training class to other
people similar to your age? (1: definitely not; 2: probably not;
3: not sure; 4: yes; 5: definitely yes)

Computer/Web Skills

Changes in Participation in Own Health Care

These were measured by procedural tests of the abilities to carry
out specific computer and Web operations. Each participant had
one computer to use during the testing. Participants were asked
to perform a number of operations on their computers
independently. Participants had up to 1 minute to complete each
operation. Sample operations were to open a Web browser; go
to the NIHSeniorHealth.gov Web site; increase text size; find
information on the Falls and Older Adults health topic; and open
a video. There were a total of 20 operations. Each operation
scored 1 point if successfully completed and 0 points if
unsuccessful, with a scoring range of 0–20.

This was measured by 12 items, including 6 items modified
from a Kaiser survey study [16], 5 items modified from a Pew
survey study [55], and an additional item added to supplement
the Kaiser and Pew items. (These items are detailed in Table 6
in the Results section where the results are reported.)

eHealth Literacy Efficacy
This construct was measured by the eHealth literacy scale [52],
which was built on the self-efficacy concept [53] to measure
perceived skills at and comfort with using the Internet for health
information and decision making. The main scale has 8 items.
Each item is on a 1- to 5-point Likert scale with the following
anchors: 1: strongly disagree; 2: disagree; 3: undecided; 4: agree;
5: strongly agree. Higher score indicates higher eHealth literacy
efficacy. A sample item is “I know how to find helpful health
resources on the Internet” (bold original). This scale has been
used in multicultural samples and has shown excellent internal

Attitude Toward the Individualistic Versus Collaborative
Learning Method
This was measured by the following item: “When I have to learn
a new skill, I prefer to learn alone, rather than with others” [51].
It was scored on a 1- to 5-point Likert scale with the following
anchors: 1: disagree strongly; 2: disagree; 3: undecided; 4: agree;
and 5: agree strongly.

Prior Experience
Prior experience (familiarity) with peers was measured by the
following item: “Are you related to or familiar with at least one
person taking this same computer class? (eg, spouse, sibling,
friend, acquaintance)”. Prior computer experience was measured
by the frequency of computer use.

Basic Demographics
Age, gender, education, health status, race/ethnicity, income,
and primary language were recorded.
Table 2 summarizes these measures and time(s) of measurement.
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Table 2. Measures used in the present study and the time(s) of measurement
Variable

Pre

Post

Computer/Web knowledge

X

X

Computer/Web skills

X

X

eHealth literacy efficacy

X

X

Changes in health behavior/decision making

X

Attitude toward the class

X

Attitude toward the individualistic versus collaborative learning method

X

Prior experience with peers

X

Prior computer experience

X

Basic demographics

X

Instructional Materials
This study used a set of instructional materials developed by
the National Institute on Aging (NIA) of the NIH, “Helping
Older Adults Search for Health Information Online: A Toolkit
for Trainers” [56]. This freely available toolkit is designed to
improve older adults’ ability to access and use NIH online health
information resources (eg, the NIHSeniorHealth.gov website).
By focusing on only NIH resources, this eHiLL intervention
avoids potential problems associated with the quality of online
health information [57,58]. The toolkit features detailed lesson
plans, in-class interactive exercises, take-home practice
exercises, and other supportive handouts (eg, a glossary of
computer terms). This toolkit was chosen because, first, it
contains key elements that, as addressed in the Introduction
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section above, facilitate older adults’ learning of computer
technology [24-30]; and second, it was tested in prior eHiLL
studies and proven to be effective [4,5,24].
The toolkit contains lesson plans (modules) designed to be used
independently or in any combination. We used 4 modules in
the present study to help older adults learn about (1) basic
computer terms (1 module), (2) NIHSeniorHealth.gov (2
modules), a website designed to accommodate age-related
changes in cognitive, physical, and sensory abilities [59], and
(3) evaluating the quality of online health information (1
module). Together, these 4 selected modules provide a good
coverage of the eHealth literacy skills as defined by Norman
and Skinner [14]. Table 3 [56] outlines the lesson plans and
goals of these 4 modules.
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Table 3. Lesson plans and goals included in the National Institute on Aging (NIA) toolkit (extracted from the toolkit [56]).
Class session

Lesson goals

Session 1: Internet Basics (NIA Module #1)

1. Learn basic computer terms
2. Practice using the mouse
3. Learn basic Internet terms
4. Learn how to get to a website
5. Learn how to explore a website
6. Learn how to use a search box
7. Learn how to use a site map

Session 2: Introduction to NIHSeniorHealth (NIA Module #2)

1. Use the Home Page to find health topics on NIHSeniorHealth
2. Use the Table of Contents of a health topic to find specific information
3. Navigate through a health topic
4. Enlarge, view, and close images
5. Find answers to health questions of personal interest

Session 3: NIHSeniorHealth Quizzes and Videos (NIA Module #3)

1. Recall how to use the Home Page of the NIHSeniorHealth website
2. Recall how to use the All Topics A–Z page to find health topics on the
NIHSeniorHealth website
3. Recall how to use the special features (optional)
4. Learn how to take online quizzes
5. Learn how to open, watch, and close a video
6. Learn how to open, read, and close a video transcript
7. Learn how to find answers to health questions of personal interest

Session 4: Evaluating Health Websites (NIA Module #9)

1. Reliable health information websites
2. The sponsor of a health website
3. The purpose of a health website
4. The authors of the health information
5. The reviewers of the heath information
6. The most recent update of the health information
7. The privacy policy of a health website
8. Clues about the accuracy of a website’s health information
9. The contact information for a health website

Procedure
The general procedures of the present study are similar to those
of prior eHiLL studies [4-6,24]. In the first session, participants
first signed the consent form (approved by the Institutional
Review Board of the University of Maryland). The pre
intervention survey questionnaire was then administered,
followed by the pre skill testing. The intervention began with
the completion of the pre testing. At the end of the last session,
the post intervention survey questionnaire was administered,
followed by the post skill testing. Each class met twice a week,
2 hours each time between 9:00 and 11:00 am, for a total of 2
weeks, at a library site. Class size was small (no more than 8
participants per class). The instructors, trained Master of Library
Science students, frequently provided immediate, positive, and
useful feedback when needed. Each participant had one
computer to work on during each session. The instructors
http://www.jmir.org/2011/4/e90/
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emphasized hands-on practice and provided relevant handouts
during each session. These procedural components were
carefully designed based on the literature on older adults’
computer learning [24-30] and proven to be effective in prior
eHiLL studies [4-6,24].
Compared with prior eHiLL studies [4-6,24], a unique
procedural aspect of the present study was the use of both
collaborative and individualistic learning methods. Building on
prior work on computer class structure for older learners that
focused primarily on individualistic learning [26] and the
common strategies used to promote collaborative learning
among younger adults in formal learning settings [33,34], and
adapting those strategies to accommodate the special needs and
preferences of older adult learners in the public library setting,
we used several strategies during the sessions to promote
individualistic or collaborative learning (Table 4).
J Med Internet Res 2011 | vol. 13 | iss. 4 | e90 | p.8
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Xie

Table 4. Class structure and strategies for the learning conditions
Activity/time

Individualistic learning

Collaborative learning

Housekeeping: 5 minutes

•

Welcome

•

Same as the individualistic condition

•

Instructor self-introduction

•

Participants self-introduction

•

Practical information

•

How long the class session will last

•

Where the restrooms are

•

Environment check

•

Everyone has a computer

•

Everyone can see instructor

•

Everyone can hear

•

Goal statement

•

Same as the individualistic condition

•

What the participants will know or be able
to do after this class session

•

Agenda

•

What will happen during this session

•

Steps and procedure

•

What instructor will do and what participants will do

•

Explain explicitly that everyone in the class •
is expected to learn independently

Explain explicitly that the class is expected
to learn together as a group

•

Encourage participants to ask the instructor •
any questions that they might have

Encourage participants to share with and
help peers with any questions that they
might have (and explain that instructor will
answer any remaining question)

•

Definitions, scope, background information •

Same as the individualistic condition

Lecture and demonstration, step-by-step instruc- •
tion (part 1): 20 minutes

Present material and demonstrate processes, •
following the instructions and examples
used in the National Institute on Aging
toolkit

Same as the individualistic condition

Overview: 5 minutes

Explanation of learning method: 1 minute

Introduction to the specific topic of this class
session: 5 minutes

Brief reflection: 2 minutes
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•

Encourage questions

•

Get confirmation after each step is explained and demonstrated

•

Check frequently to make sure everyone is
on the same page

•

Pause briefly and instruct participants
specifically to check their own notes and
reflect independently

•

Pause briefly and instruct each participant
specifically to compare notes with a peer
sitting next to him or her and reflect together with peer
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Activity/time

Individualistic learning

Collaborative learning

Continuation of lecture and demonstration: 20
minutes

•

Same as part 1 above

•

Same as the individualistic condition

Brief reflection: 2 minutes

•

Same as the first independent reflection
session above

•

Same as the first collaborative reflection
session above

Break: 5 minutes

•

Distribute handouts, which have in-class
•
practice exercises and detailed, step-by-step
instructions for completing the exercise

Same as the individualistic condition

Hands-on practice: 40 minutes

•

Participants perform the hands-on practice •
activity independently

Each participant pairs up with a peer to do
the hands-on practice activity together

•

Encourage participants to ask instructor
questions about the specific steps of the
exercise

•

Encourage participant to ask peers questions about the specific steps of the exercise

•

Help to answer each participant’s questions •

Participants discuss with peers and try to
answer peers’ questions (if, after peer discussion and exploration, questions remain,
then instructor will answer the remaining
questions)

Practice vs group reflection: 10 minutes

•

Same as above (participants continue to
•
engage in hands-on practice independently)

All participants (and instructor) sit in a circle to discuss, share, and reflect together

Closing: 5 minutes

•

Summarize content covered in this class
session

•

Distribute handouts for take-home exercises, which have detailed, step-by-step instructions for completing the exercises

•

Point out opportunities for coming back to
use the library’s computers to practice

•

Preview the topic of next class session

•

Thank participants for coming to this class
session and remind them to come to the
next class session

Data Analysis
The main statistical analyses conducted to test the hypotheses
were various techniques of analysis of variance (ANOVA).
These included multivariate repeated measures analyses,
one-way ANOVA, and univariate analysis of covariance.
Two-independent-samples tests (Mann-Whitney U) and
chi-square tests were used to compare the collaborative versus
individualistic samples.

Results
Comparing the Collaborative Versus Individualistic
Experimental Groups
Two-independent-samples tests (Mann-Whitney U) found no
significant difference in age (P = .13), education (P = .11),
health (P = .85), income (P = .32), and computer use frequency
(P = .06), and chi-square tests found no significant difference
in gender (P = .66), ethnicity (P = .07), primary language (P =
http://www.jmir.org/2011/4/e90/
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•

Same as the individualistic condition

.81), and familiarity with peers (P = 1.00) among participants
in the collaborative and individualistic experimental conditions.
Chi-square test also found no significant difference in the
retention rate of the 2 experimental conditions (P = .56); overall,
a total of 108 participants completed both the pre and post
testing, resulting in a 74% retention rate for this 2-week
intervention. These results suggest the 2 experimental groups
were comparable in these aspects.

Comparing Participants Who Completed the
Intervention Versus Those Who Did Not
Mann-Whitney U tests found no significant difference in age
(P = .51), education (P = .41), health (P = .42), income (P =
.78), and baseline computer knowledge (P = .80), Web
knowledge (P = .81), skills (P = .70), and eHealth literacy
efficacy (P = .12) between participants who completed both the
pre and post testing and those who completed only the pre
testing. Significant difference was found in computer use
frequency, with participants who completed both the pre and
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post testing reported having less prior use of computers than
those who completed only the pre testing (P = .007).

Changes From Pre to Post Intervention
Multivariate repeated measures analyses found that, overall,
computer knowledge, Web knowledge, procedural skills, and
eHealth literacy efficacy improved significantly from pre to
post intervention (F4,90 = 119.60, P < .001). Univariate repeated
measures analyses revealed significant improvement from pre
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to post intervention on each of these 4 measures (P < .001 in
all 4 cases; computer knowledge: F1,93 = 60.60; Web knowledge:
F1,93 = 54.92; procedural skills: F1,93 = 264.40; and eHealth
literacy efficacy: F1,93 = 229.31). Hypothesis 1 was strongly
supported. Further, effect sizes (measured by Cohen's d) with
regard to gains from pre to post intervention in computer and
Web knowledge, skills, and eHealth literacy efficacy ranged
from 0.88 to 2.25. The statistical power of these measures
reached 1.00 even at the alpha = .01 level (Table 5).

Table 5. Effect sizes and statistical power
Variable

Cohen's d

Percentile standing

Statistical power (alpha = .01)

Computer knowledge

1.05

84

1.00

Web knowledge

0.88

80

1.00

Procedural skill

1.70

95

1.00

eHealth literacy efficacy

2.25

99

1.00

Attitudes
Participants in both the collaborative and individualistic learning
conditions had overwhelmingly positive attitudes toward the
intervention. Across the 2 conditions, 99% (94/95) of
participants felt the instructor’s teaching was good or excellent;
95% (90/95) of participants felt the intervention was useful or
very useful; 98% (92/94) were satisfied or extremely satisfied
with the entire experience participating in the intervention; 84%
(79/94) said they would attend the same class if it started over;
and 98% (93/95) would recommend the intervention to their
age peers. Multivariate ANOVA found no significant difference
between participants in the collaborative and individualistic
conditions in all measures of attitude.
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It is worth noting, though, that 1 attitudinal measure, the
instructor’s teaching, approached a statistically significant
difference between the 2 experimental conditions (F1,104 = 3.34;
P = .07). While participants in both conditions had very positive
assessment of the instructor’s teaching, participants in the
individualistic learning condition had a slightly more positive
attitude toward the instructor’s teaching than those in the
collaborative learning condition (individualistic: mean 4.87, SD
0.35; collaborative: mean 4.72, SD 0.45).

Changes in Participation in Own Health Care
Across the collaborative and individualistic learning conditions,
a notable number of participants reported changes in various
aspects of participation in their own health care (Table 6).
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Table 6. Changes in participation in own health care as a result of the intervention
Yes

No

n

%

n

%

55

59

39

42

Since you started taking this computer class, have you talked with a doctor or other health 9
care provider about the information you found on NIHSeniorHealth?

10

84

90

Have you changed your behavior because of the health information you found on NIHSe- 51
niorHealth?

55

41

45

Have you made a decision about how to treat an illness or condition because of the infor- 56
mation you found on NIHSeniorHealth?

61

36

39

Have you changed your health insurance plan because of the information you found on
NIHSeniorHealth?

2

86

98

Have you changed your overall approach to maintaining your health or the health of
58
someone you help take care of because of the information you found on NIHSeniorHealth?

64

33

36

Has the information you learned from NIHSeniorHealth led you to ask a doctor new
questions or to get a second opinion from another doctor?

54

62

33

38

Has the information you found on NIHSeniorHealth changed the way you think about
diet, exercise, or stress management?

69

76

22

24

Has the information you found on NIHSeniorHealth changed the way you cope with a
chronic condition or manage pain?

51

57

38

43

Has the information you found on NIHSeniorHealth affected a decision about whether
to see a doctor?

37

42

52

58

Have you changed the way you take medicine because of the information you found on
NIHSeniorHealth?

32

36

58

64

Since you started taking this computer class, have you had a conversation with a friend
or family member about the health information you found on NIHSeniorHealth?

One-way ANOVA found no significant difference in the total
number of reported changes in participation in own health care
between participants in the collaborative and individualistic
learning conditions (P = .45).

Collaborative Versus Individualistic Learning Method
Multivariate repeated measures analyses found a significant
main effect of the learning method on computer knowledge,
Web knowledge, procedural skills, and eHealth literacy (F4,90
= 4.56, P = .002). To examine on which specific outcome
measure(s) the learning method showed a main effect, univariate
repeated measures analyses were performed and revealed a
significant main effect of the learning method on procedural
skills (F1,93 = 7.81; P = .006) and eHealth literacy (F1,93 = 8.64;
P = .004). Univariate analyses revealed no significant main
effect of the learning method on either computer knowledge (P
= .51) or Web knowledge (P = .47).
Interestingly, one-way ANOVA found a significant difference
in pre intervention procedural skills (F1,142 = 7.17; P = .008)
and eHealth literacy (F1,140 = 6.18; P = .01) between participants
in the individualistic and collaborative learning groups. Pre
intervention computer knowledge (P = .90) and Web knowledge
(P = . 94) did not differ significantly between the 2 experimental
groups. To examine whether the significant main effects of the
learning method on procedural skills and eHealth literacy as
revealed by the univariate analyses were due to significant
differences in these variables at the baseline, univariate analysis
of covariance was performed and, after controlling for pre
intervention procedural skills and eHealth literacy, respectively,
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the significant effects of the learning method on these variables
both disappeared (procedural skills: P = .36; eHealth literacy:
P = .06). These findings suggest that, when controlling for these
variables at the baseline, the learning method had no main effect
on knowledge, skills, and eHealth literacy efficacy. Hypothesis
2 was not supported.
Multivariate repeated measures analyses found no significant
interaction effect of the learning method (collaborative;
individualistic) and time of measurement (pre; post): P = .73.

Group Compositions
Groups in this study had 4 gender compositions (there was no
male-only group): female-only (14 participants in this group
composition), female majority (n = 96), equal number of female
and male (n = 10), and male majority (n = 13). Multivariate
repeated measures analyses found no significant 3- or 2-way
interaction effect of group gender composition, learning method,
and time of measurement (learning condition × gender
composition: P = .40; time × gender composition: P = .74; time
× learning condition × gender composition: P = .79). Further,
group gender composition had no significant main effect on the
outcome measures (P = .68).
Groups had 2 compositions based on familiarity with peers:
familiar with at least one other person in the same session (n =
37) and not familiar with anyone in the same session (n = 106).
Multivariate repeated measures analyses found no significant
3- or 2-way interaction effect of group familiarity composition,
learning method, and time of measurement (learning condition
× familiarity composition: P = .37; time × familiarity
J Med Internet Res 2011 | vol. 13 | iss. 4 | e90 | p.12
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composition: P = .80; time × learning condition × familiarity
composition: P = .88). Further, no significant main effect of
group familiarity composition was found (P = .53).
Similar to 2 prior eHiLL studies [5,6], computer use frequency
was used to categorize group composition based on prior
computer experience. “Experienced computer users” were
defined as individuals who use the computer every day or every
2–3 days a week, and “inexperienced computer users” were
defined as individuals who use the computer less than every
2–3 days a week. Using this criterion, we coded each session
into 1 of the following 5 groups: inexperienced user only (n =
36), inexperienced user majority (n = 88), equal number of
experienced and inexperienced users (n = 4), experienced user
majority (n = 10), and experienced user only (n = 1). These
groups were further recoded into 2 groups: groups with mixed
users (n = 102) and groups with either all inexperienced users
or all experienced users (n = 37). Multivariate repeated measures
analyses found no significant 3- or 2-way interaction effect of
group composition based on prior computer experience, learning
method, and time of measurement (learning condition × prior
computer experience composition: P = .40; time × prior
computer experience composition: P = .20; time × learning
condition × prior computer experience composition: P = .53).
Further, no significant main effect of group composition based
on prior computer experience was found (P = .54). Hypothesis
3 was not supported.

Learning Preferences
To examine the potential impact of attitude toward the
individualistic versus collaborative learning method (learning
preference), participants were recoded into a “matched” group,
in which participants’ learning preferences matched their
collaborative versus individualistic group assignments, and a
“no-match” group, where the preference and the group
assignment did not match. Multivariate repeated measures
analyses found neither an interaction effect among learning
preference matching, learning method, and time of measurement
(P = .18) nor a significant main effect of the learning preference
matching factor (P = .41).

Discussion
Older adults are in great need of health literacy interventions,
given that their needs for health information and services are
typically high [17,60-62] and yet their health literacy levels are
low [8]. Due to age-related changes in social environments and
individual abilities [63], interventions that target younger age
groups are unlikely to reach or have similar impact on older
adults. Further complicating the situation is that the requirement
for health literacy skills is a moving target, particularly in the
context of eHealth becoming increasingly prominent in
contemporary society [9,10]. As Norman [23] correctly points
out, as technology changes, so do the requirements for health
literacy skills.

Impact of the Overall Intervention
This study aimed to generate new scientific knowledge about
effective eHealth literacy interventions for the older population.
The primary research question was “What impact might the
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intervention have on the learning outcomes?” The analyses
revealed that computer knowledge, Web knowledge, procedural
skills, and eHealth literacy efficacy all improved significantly
from pre to post intervention (P < .001 in all cases). The effect
sizes of these improvements ranged from 0.88 to 2.25,
suggesting that the magnitude of these improvements was large
[64]. What these effect sizes mean is that, for instance, with
respect to improvements in eHealth literacy efficacy, an effect
size of 2.25 meant a learner increased from the 50th percentile
on the pre test to the 99th percentile on the post test on this
measure. These results strongly support the magnitude of the
effects of the intervention. Further adding to the strength of
these positive results is that the statistical power of these
measures was strong: it reached 1.00 even at the alpha = .01
level in all cases.
These findings are even more impressive when interpreted in
the context of the literature showing that “effect sizes of 0.8 are
rare for any [learning] intervention and require truly impressive
gains” ([31] p 224). Also, as summarized in several
meta-analyses, the effect sizes of prior collaborative learning
interventions (that focused on younger learners in formal
educational settings) ranged from 0.29 to 0.70 [33,65,66]. In
the present study, the effect size of the intervention on all
knowledge, skill, and efficacy measures was greater than 0.8,
suggesting the intervention has indeed resulted in “truly
impressive gains.” These results provide strong support that the
intervention, regardless of the specific learning method used,
was effective in improving older adults’ eHealth literacy.
Across the 2 experimental conditions, participants had
overwhelmingly positive views of the intervention. Notable
percentages of participants also reported changes in various
aspects of participation in their own health care. These findings
suggest the health information these participants obtained from
the intervention had affected their health behavior and decision
making, which is a key component of eHealth literacy [14].
These findings further suggest that the intervention, regardless
of the specific learning method used, was effective in improving
older adults’ eHealth literacy. These findings are particularly
meaningful in the context of the contemporary health care
system increasingly promoting shared medical decision making,
where patients are expected to participate more in their own
health care [60,67-71].
An important reason for the effectiveness of the intervention
tested in this study was that it fully incorporated the key
elements of successful computer training for older adults
[24-30], as outlined in the Introduction section above. These
key elements were proved effective in prior eHiLL studies
[4-6,24]. A unique aspect of this study was to compare the
effectiveness of the collaborative and individualistic learning
methods built into the intervention. The analyses yielded
interesting findings, as discussed in the next subsection.

Collaborative Versus Individualistic Learning Method
The analyses found neither an interaction effect of the learning
method and time of measurement nor a main effect of the
learning method on any of the outcome measures, suggesting
the collaborative and individualistic learning methods did not
differ in their relative effects. This finding deserves careful
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consideration. As reviewed above, the superiority of
collaborative learning over individualistic learning, as is well
documented in the literature, is based on studies of younger
learners in formal educational settings [33,34]. It is possible
that collaborative learning may simply not work as well for the
older population in informal settings. If this is the case, then
this study contributes to the literature by identifying some key
limits of the social interdependency theory.
In particular, the sample of this study consisted of primarily
inexperienced computer users: less than 9% of participants used
computers every day, while 35% of participants had never used
a computer before (participants who used computers less often
than every 2–3 days made up 72% of the study sample).
Engaging in collaborative learning might have been too
challenging for most participants who had to focus on their own
activities with little attention to spare to interact with and help
others, which is in line with the findings of prior research
[25,28]. Thus, the previously widely reported advantages of
collaborative learning over individualistic learning may not be
easily realized among individuals who have limited prior
computer experience.
Another way to look at this matter, however, is that perhaps
different collaborative learning strategies could be used to better
promote collaboration among inexperienced computer users.
The collaborative learning strategies used in this study were
carefully developed based on prior research on younger adult
learning in formal educational settings [33,34] and modified to
accommodate the older population in informal settings (see
Table 4). In reflection, however, there might not have been
sufficient consideration for the largely inexperienced user
composition of the study sample.
For logistical reasons, multiple instructors were hired on an
hourly basis to provide the instructions. It is likely that
individual differences in these instructors (eg, teaching style,
commitment, personality) may have affected the learning
outcomes. One indication of this possibility is that the measure
of the instructor’s teaching approached a statistically significant
difference between the 2 experimental conditions (P = .07).
Participants in the individualistic learning condition expressed
more positive views of the instructor’s teaching than those in
the collaborative learning condition. It is possible that this factor
might have helped at least partially offset any hypothesized
advantage of collaborative learning over individualistic learning.
The ceiling effect might have also affected the results: due to
the positive impact of either version of the intervention, it may
have been difficult to differentiate between the relative effects
of the collaborative versus individualistic versions of the
intervention. A possible solution for future research is to make
the knowledge and skill tests more challenging so that the
measures can be more sensitive to potential differences in
learning outcomes.

Group Composition
As reviewed above, the literature suggests that group
composition factors (based on gender, prior familiarity with
peers, and prior computer experience) may affect the learning
outcome. This study, however, found neither an interaction
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effect of any of these group composition factors with the
collaborative versus individualistic learning method nor a main
effect of any of these group composition factors. These findings
are in line with those of 2 earlier eHiLL studies [5,6].
Replicating the same findings in these 3 independent studies,
which differed in multiple ways (eg, intervention duration,
instructional materials, procedures, and participants), lends some
support to the generalizability of these findings. Note, though,
that the study samples of these 3 independent eHiLL studies
were similar: in each study the majority of the participants were
women, unfamiliar with their study peers, and inexperienced
computer users. While these findings might be generalized to
populations with similar characteristics, they may not be so to
populations with different characteristics. Also, as discussed
above, if there were insufficient strategies to fully promote
collaborative learning, then the potential effect of group
composition might have also been affected.
Participants who completed both the pre and post testing
reported less prior use of computers than those who completed
only the pre testing (P < .01), suggesting that participants who
used computers more often were more likely to drop out. One
possible reason is that the intervention, by design, started from
basic computer terms and increased in complexity gradually
(see Table 3). Yet this might not have been made clear to the
participants and some of them, after the first session, might have
gotten the impression that the class was too “basic” for them
and thus left. In future research, it will be necessary to fully
communicate to participants, during the very first session, all
the topics that will be covered in the remaining sessions.

Practical Implications
As in the earlier eHiLL interventions [4-6,24], the intervention
tested in the present study also involved productive partnerships
among local public libraries, a library and information science
academic program at a state university, and the NIH. These
local, state, and federal organizations bring complementary
resources to the project and, in doing so, help each organization
to achieve its mission [4]. The local public libraries provide the
facility and staff support for the project, helping the libraries
better serve socially, economically, and technologically
underserved library patrons. The library and information science
academic program provides the human resources through
well-trained and dedicated faculty and graduate students and,
in doing so, better achieves its research and educational
missions. The NIH provides reliable online health information
resources, and its involvement in this study helps promote the
use of these resources. Tapping into these well-established
public infrastructures ensures the intervention’s capacity for
scaling up (eg, it can be easily rolled out to other communities
across the country to improve older adults’ eHealth literacy).

Limitations and Future Directions
This study has some limitations. First, the sample was a
convenience one, consisting of mostly African American/black
people (64%), women (69%), and inexperienced computer users
(72%). The findings may not be representative of the older
population as a whole and should not be generalized without
caution. Future research will benefit from examining the issues
in a representative sample.
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Second, potential confounding factors might have affected the
relative effects of collaborative versus individualistic learning.
These include insufficient consideration for the inexperienced
user composition of the sample, instructor differences, and the
ceiling effect. It will be necessary in future research to test
strategies that can more fully promote collaboration among
participants who have limited computer experience, control for
instructor differences, and use more sensitive measurements to
eliminate a potential ceiling effect.
Third, eHealth literacy skills may involve different levels of
skills, with some skills being relatively easier to obtain and
others requiring more effort. In future research, it will be
necessary to develop more refined measures to assess changes
in skills on different levels (eg, skills in not only finding a
particular health topic on the NIHSeniorHealth.gov site but also
determining the quality of information on any health website).
Fourth, this experimental study did not have a qualitative
component. Future research can include qualitative data
collection and analysis, which may generate additional insights
into the learning process and the relative effects of collaborative
versus individualistic learning.
Fifth, this study did not include measures of participants’
potential practice of the skills outside of the intervention (eg,
at home or other locations). Future research may include these
measures to determine whether and how outside practice might
affect the effects of the intervention.
Finally, changes in participation in own health care were
measured in this study by self-report and at only one time point
(post intervention) with no follow-up beyond the intervention
period. In future research, it will be necessary to add more
objective measures (eg, physicians’ reports) and measure this
variable over time at multiple time points.

Conclusions
The findings of this experimental study contribute to the
literatures on adult learning, social interdependence theory, and
health literacy. This study used both objective and self-report
measures. The findings from both types of measures are
consistent and, together, provide strong evidence that the eHealth
literacy intervention tested in this study, regardless of the
specific learning method used, significantly improved
knowledge, skills, and efficacy. Participants also had
overwhelmingly positive attitudes toward the intervention.
Participants reported changes in participation in their own health
care as a result of the intervention, further supporting the
effectiveness of the intervention on improving older adults’
eHealth literacy. Collaborative learning did not differ from
individualistic learning in affecting the learning outcomes,
suggesting that the previously widely reported advantages of
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collaborative learning over individualistic learning may not be
easily applied to the older population in informal settings, though
several confounding factors might have contributed to this
finding. Further research is necessary before a more firm
conclusion can be drawn. Finally, group composition based on
gender, familiarity with peers, and prior computer experience
demonstrated no significant interaction or main effect on the
learning outcomes.
The study addressed an important social problem: the health
“illiteracy” problem among older adults, particularly those who
have low incomes, limited education, limited prior
computer/Internet experience, and/or belong to ethnic minority
groups. The findings of this study contribute to scientific
knowledge by advancing theory in older adult learning,
particularly the generalizability and application of the
collaborative versus individualistic learning method to the older
population in an informal setting, and the use of these learning
methods as an effective eHealth literacy intervention. By
focusing the content of learning on eHealth literacy knowledge
and skills, this study broadens current understanding of the
health literacy concept and interventions to address the
increasing importance of technology in health care. By
developing and testing the effectiveness of an eHealth literacy
intervention, this study shapes this newly emerging component
of health literacy (ie, eHealth literacy) that has increasing
significance in contemporary health care.
This study broadens current paradigms in health literacy by
using concepts and approaches novel to the field of health
literacy. First, while health literacy has been promoted as a
lifelong learning process [22], little attention has been paid to
examining the relative benefits of different instructional methods
(eg, individualistic versus collaborative learning) on older adults’
learning of health literacy knowledge and skills. Second, while
some prior interventions have involved the use of computers,
their primary approach is presenting medical materials on a
specific topic through a specially designed localized
computer-based system [21]. While such an approach has its
advantages (eg, targeting a very specific problem), it also has
limitations: it requires extensive resources (to develop and
update), and the knowledge and skills learned through this
approach are often difficult to generalize to other areas or
computer systems. In contrast, in the present study, we used the
high-quality Internet health information resources maintained
and updated by the NIH that focus on a broad range of medical
knowledge, and provide training to improve general knowledge
about and skills in finding information on any health topic that
might be of interest to an individual—and from a common
computer system. Thus, this eHiLL intervention is cost effective
and easily transferrable.

Acknowledgments
The author thanks the administrators and staff of the Prince George’s County Memorial Library System for facilitating the on-site
recruitment and logistics, the instructors for carrying out the instructions, graduate assistant Ivan Watkins for scheduling and
administering the data collection instruments, and graduate assistant Man Huang for administering the data collection instruments
and data entry. Special thanks to the reviewers and the editor for their constructive and helpful feedback on earlier versions of
http://www.jmir.org/2011/4/e90/

XSL• FO
RenderX

J Med Internet Res 2011 | vol. 13 | iss. 4 | e90 | p.15
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Xie

this manuscript. The Electronic Health Information for Lifelong Learners (eHiLL) research project is funded by a Faculty Early
Career Development Award from the Institute of Museum and Library Services (RE-04-09-0067-09; PI: Bo Xie) and an R01
grant from the National Institute on Aging and the Office of Behavioral and Social Sciences Research (OBSSR) in the Office of
the Director, National Institutes of Health (1R01AG041284-01; PI: Bo Xie).

Conflicts of Interest
None declared

References
1.
2.
3.
4.
5.
6.
7.
8.

9.
10.
11.

12.

13.
14.
15.

16.

17.
18.
19.
20.
21.
22.

US Department of Health and Human Services. Healthy People 2010: Understanding and Improving Health. 2nd edition.
Washington, DC: US Government Printing Office; 2000.
Stvilia B, Mon L, Yong JY. A model for online consumer health information quality. J Am Soc Inf Sci Technol
2009;60(9):1781-1791. [doi: 10.1002/asi.21115]
Lustria MLA. Can interactivity make a difference? Effects of interactivity on the comprehension of and attitudes toward
online health content. J Am Soc Inf Sci Technol 2007;58(6):766-776. [doi: 10.1002/asi.20557]
Xie B, Bugg JM. Public library computer training for older adults to access high-quality Internet health information. Libr
Inf Sci Res 2009;31(3):155-162. [doi: 10.1016/j.lisr.2009.03.004] [Medline: 20161649]
Xie B. Older adults, e-health literacy, and collaborative learning: an experimental study. J Am Soc Inf Sci Technol
2011;62(5):933-946. [doi: 10.1002/asi.21507]
Xie B. Experimenting on the impact of learning methods and information presentation channels on older adults' e-health
literacy. J Am Soc Inf Sci Technol 2011;62(9):1797-1807. [doi: 10.1002/asi.21575]
Nielsen-Bohlman L, Panzer AM, Kindig DA, Institute of Medicine. Health Literacy: A Prescription to End Confusion.
Washington, DC: National Academies Press; 2004.
Kutner M, Greenberg E, Jin Y, Paulsen C. National Center for Education Statistics. 2006. The Health Literacy of America's
Adults: Results From the 2003 National Assessment of Adult Literacy (NCES 2006-483) URL: http://nces.ed.gov/pubs2006/
2006483.pdf [accessed 2011-08-17] [WebCite Cache ID 610sP11KU]
Oh H, Rizo C, Enkin M, Jadad A. What is eHealth?: a systematic review of published definitions. J Med Internet Res
2005;7(1):e1 [FREE Full text] [Medline: 15829471] [doi: 10.2196/jmir.7.1.e1]
Hernandez LM. Health Literacy, eHealth, and Communication: Putting the Consumer First: Workshop Summary. Washington,
DC: National Academies Press; 2009.
Bylund CL, Sabee CM, Imes RS, Sanford AA. Exploration of the construct of reliance among patients who talk with their
providers about internet information. J Health Commun 2007;12(1):17-28. [doi: 10.1080/10810730601091318] [Medline:
17365346]
Fox S. E-patients with a disability or chronic disease. Washington, DC: Pew Internet & American Life Project; 2007 Oct
08. URL: http://www.pewinternet.org/~/media//Files/Reports/2007/EPatients_Chronic_Conditions_2007.pdf.pdf [accessed
2011-10-29] [WebCite Cache ID 62o2c4anF]
Huntington P, Nicholas D, Jamali HR, Russell C. Health information for the consumer: NHS vs the BBC. Aslib Proc
2007;59(1):46-67. [doi: 10.1108/00012530710725205]
Norman CD, Skinner HA. eHealth literacy: essential skills for consumer health in a networked world. J Med Internet Res
2006;8(2):e9 [FREE Full text] [doi: 10.2196/jmir.8.2.e9] [Medline: 16867972]
Jones S, Fox S. Generations online in 2009. Washington, DC: Pew Internet & American Life Project; 2009 Jan 28. URL:
http://www.pewinternet.org/~/media//Files/Reports/2009/PIP_Generations_2009.pdf [accessed 2011-10-29] [WebCite
Cache ID 62o2oy9hv]
Rideout V, Neuman T, Kitchman M, Brodie M. Kaiser Family Foundation. 2005 Jan. e-Health and the Elderly: How Seniors
Use the Internet for Health Information URL: http://www.kff.org/entmedia/upload/
e-Health-and-the-Elderly-How-Seniors-Use-the-Internet-for-Health-Information-Key-Findings-From-a-National-Survey-of-Older-Americans-Survey-Report.
pdf [accessed 2011-10-29] [WebCite Cache ID 62o3DMlkI]
Xie B. Older adults, health information, and the Internet. Interactions 2008;15(4):44-46.
Mika VS, Kelly PJ, Price MA, Franquiz M, Villarreal R. The ABCs of health literacy. Fam Community Health
2005;28(4):351-357. [Medline: 16166862]
Parker R, Kreps GL. Library outreach: overcoming health literacy challenges. J Med Libr Assoc 2005 Oct;93(4
Suppl):S81-S85. [Medline: 16239962]
Andrus MR, Roth MT. Health literacy: a review. Pharmacotherapy 2002 Mar;22(3):282-302. [Medline: 11898888]
Schaefer CT. Integrated review of health literacy interventions. Orthop Nurs 2008;27(5):302-317. [doi:
10.1097/01.NOR.0000337283.55670.75] [Medline: 18832992]
Kickbusch I. Kickbusch Health Consult. 2004. Background Paper: Improving Health Literacy in the European Union:
Towards a Europe of Informed and Active Health Citizens URL: http://www.ilonakickbusch.com/health-literacy/
health-literacy-gastein.pdf [accessed 2011-08-17] [WebCite Cache ID 610sfpbYK]

http://www.jmir.org/2011/4/e90/

XSL• FO
RenderX

J Med Internet Res 2011 | vol. 13 | iss. 4 | e90 | p.16
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
23.
24.
25.
26.
27.
28.
29.

30.
31.
32.
33.
34.
35.
36.
37.
38.

39.
40.
41.
42.

43.
44.

45.
46.
47.
48.
49.
50.

Norman CD. Skills essential for eHealth. In: Hernandez LM, editor. Health Literacy, eHealth, and Communication: Putting
the Consumer First: Workshop summary. Washington, DC: National Academies Press; 2009:10-14.
Xie B. Improving older adults' e-health literacy through computer training using NIH online resources. Libr Inf Sci Res
2012.
Mayhorn CB, Stronge AJ, McLaughlin AC, Rogers WA. Older adults, computer training, and the systems approach: a
formula for success. Educ Gerontol 2004;30(3):185-203. [doi: 10.1080/03601270490272124]
Van Fleet C, Antell K. Creating cyber seniors: older adult learning and its implications for computer training. Public Libr
2002;41:149-155.
Jay GM, Willis SL. Influence of direct computer experience on older adults' attitudes toward computers. J Gerontol B
Psychol Sci Soc Sci 1992;47(4):250-257.
Cody MJ, Dunn D, Hoppin S, Wendt P. Silver surfers: Training and evaluating Internet use among older adult learners.
Commun Educ 1999;48(4):269-286.
Czaja SJ, Charness N, Fisk AD, Hertzog C, Nair SN, Rogers WA, et al. Factors predicting the use of technology: findings
from the Center for Research and Education on Aging and Technology Enhancement (CREATE). Psychol Aging 2006
Jun;21(2):333-352. [doi: 10.1037/0882-7974.21.2.333] [Medline: 16768579]
Bean C. Meeting the challenge: training an aging population to use computers. Southeast Libr 2003;51(3):16-25.
Prince M. Does active learning work? A review of the research. J Eng Educ 2004;93(3):223-231.
Bonwell CC, Eison JA. Active Learning: Creating Excitement in the Classroom. ASHEERIC Higher Education Report
Series No. 1. Washington, DC: Jossey-Bass; 1991.
Johnson DW, Johnson RT, Smith K. Cooperative learning returns to college: what evidence is there that it works? Change
1998;30:27-35.
Johnson DW, Johnson RT, Smith K. The state of cooperative learning in postsecondary and professional settings. Educ
Psychol Rev 2007;19(1):15-29. [doi: 10.1007/s10648-006-9038-8]
Strough J, Margrett JA. Overview of the special section on collaborative cognition in later adulthood. Int J Behav Dev
2002;26(1):2-5. [doi: 10.1080/01650250143000300]
Elias JW, Wagster MV. Developing context and background underlying cognitive intervention/training studies in older
populations. J Gerontol B Psychol Sci Soc Sci 2007 Jun;62 Spec No 1:5-10. [Medline: 17565160]
Meegan S, Berg CA. Contexts, functions, forms, and processes of collaborative everyday problem solving in older adulthood.
Int J Behav Dev 2002;26(1):6-15. [doi: 10.1080/01650250143000283]
Fried LP, Carlson MC, Freedman M, Frick KD, Glass TA, Hill J, et al. A social model for health promotion for an aging
population: initial evidence on the Experience Corps model. J Urban Health 2004;81(1):64-78. [doi: 10.1093/jurban/jth094]
[Medline: 15047786]
Stine-Morrow EA, Parisi JM, Morrow DG, Park DC. The effects of an engaged lifestyle on cognitive vitality: a field
experiment. Psychol Aging 2008 Dec;23(4):778-786. [doi: 10.1037/a0014341] [Medline: 19140649]
Andersson J, Ronnberg J. Recall suffers from collaboration: joint recall effects of friendship and task complexity. Appl
Cogn Psychol 1995;9(3):199-211. [doi: 10.1002/acp.2350090303]
Andersson J, Ronnberg J. Collaboration and memory: effects of dyadic retrieval on different memory tasks. Appl Cogn
Psychol 1996;10(2):171-181. [doi: 10.1002/(SICI)1099-0720(199604)]
Margrett JA, Willis SL. In-home cognitive training with older married couples: individual versus collaborative learning.
Neuropsychol Dev Cogn B Aging Neuropsychol Cogn 2006 Jun;13(2):173-195. [doi: 10.1080/138255890969285] [Medline:
16807197]
Gould O, Kurzman D, Dixon RA. Communication during prose recall conversations by young and old dyads. Discourse
Process 1994;17(1):149-165. [doi: 10.1080/01638539409544863]
Maskit D, Hertz-Lazarowitz R. Adults in cooperative learning: effects of group size and group gender composition on group
learning. 1986 Presented at: Annual Meeting of the American Educational Research Association; April 16-20, 1986; San
Francisco, CA, USA.
Busch T. Gender, group composition, cooperation, and self-efficacy in computer studies. J Educ Comput Res
1996;15(2):125-135.
Underwood G, McCaffrey M, Underwood J. Gender differences in a cooperative computer-based language task. Educ Res
1990;13:21-39.
Margrett JA, Marsiske M. Gender differences in older adults' everyday cognitive collaboration. Int J Behav Dev 2002
Jan;26(1):45-59. [doi: 10.1080/01650250143000319] [Medline: 20657668]
Charness N, Kelley CL, Bosman EA, Mottram M. Word-processing training and retraining: effects of adult age, experience,
and interface. Psychol Aging 2001 Mar;16(1):110-127. [Medline: 11302360]
Nair SN, Czaja SJ, Sharit J. A multilevel modeling approach to examining individual differences in skill acquisition for a
computer-based task. J Gerontol B Psychol Sci Soc Sci 2007 Jun;62 Spec No 1:85-96. [Medline: 17565169]
Czaja SJ, Lee CC. The Internet and older adults: design challenges and opportunities. In: Charness N, Parks DC, Sabel BA,
editors. Communication, Technology and Aging: Opportunities and Challenges for the Future. New York, NY: Springer;
2001:60-78.

http://www.jmir.org/2011/4/e90/

XSL• FO
RenderX

Xie

J Med Internet Res 2011 | vol. 13 | iss. 4 | e90 | p.17
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
51.
52.
53.
54.

55.

56.

57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.

Xie

Zandri E, Charness N. Training older and younger adults to use software. Educ Gerontol 1989;15(6):615-631. [doi:
10.1080/0380127890150606]
Norman CD, Skinner HA. eHEALS: the eHealth Literacy Scale. J Med Internet Res 2006;8(4):e27 [FREE Full text] [doi:
10.2196/jmir.8.4.e27] [Medline: 17213046]
Bandura A. Social Foundations of Thought and Action: A Social Cognitive Theory. Englewood Cliffs, NJ: Prentice-Hall;
1986.
Pace RC, Kuh GD. Indiana University Center for Postsecondary Research and Planning, School of Education. 1988. College
Student Experiences Questionnaires URL: http://dpb.cornell.edu/documents/1000093.pdf [accessed 2011-10-29] [WebCite
Cache ID 62o4A8Umw]
Fox S. Online health search 2006. Washington, DC: Pew Internet & American Life Project; 2006 Oct 29. URL: http://www.
pewinternet.org/~/media//Files/Reports/2006/PIP_Online_Health_2006.pdf.pdf [accessed 2011-08-17] [WebCite Cache
ID 610snOh4j]
NIHSeniorHealth. National Institute on Aging. 2010 Oct 12. Helping Older Adults Search for Health Information Online:
A Toolkit for Trainers URL: http://nihseniorhealth.gov/toolkit/toolkit.html [accessed 2011-08-19] [WebCite Cache ID
613iGk3mp]
Childs S. Judging the quality of Internet-based health information. Perform Meas Metr 2005;6(2):80-96. [doi:
10.1108/14678040510607803]
Kunst H, Groot D, Latthe PM, Latthe M, Khan KS. Accuracy of information on apparently credible websites: survey of
five common health topics. BMJ 2002 Mar 9;324(7337):581-582 [FREE Full text] [Medline: 11884323]
Morrell RW, Dailey SR, Rousseau GK. Applying research: the NIHSeniorHealth.gov project. In: Charness N, Warner
Schaie K, editors. Impact of Technology on Successful Aging. New York, NY: Springer; 2003:134-161.
Xie B. Older adults' health information wants in the internet age: implications for patient-provider relationships. J Health
Commun 2009 Sep;14(6):510-524. [doi: 10.1080/10810730903089614] [Medline: 19731124]
Williamson K. Discovered by chance: the role of incidental information acquisition in an ecological model of information
use. Libr Inf Sci Res 1998;20(1):23-40. [doi: 10.1016/j.lisr.2009.03.004]
Asla T, Williamson K, Mills J. The role of information in successful aging: the case for a research focus on the oldest old.
Libr Inf Sci Res 2006;28(1):49-63. [doi: 10.1016/j.lisr.2005.11.005]
Birren J, Warner Schaie K. Handbook of the Psychology of Aging. 3rd edition. San Diego, CA: Academic Press; 1990.
Cohen J. Statistical Power Analysis for the Behavioral Sciences. 2nd edition. Hillsdale, NJ: L Erlbaum Associates; 1988.
Johnson DW, Johnson RT, Smith KA. Active Learning: Cooperation in the College Classroom. Edina, MN: Interaction
Book Co; 1991.
Springer L, Stanne M, Donovan S. Effects of small-group learning on undergraduates in science, mathematics, engineering
and technology: a meta-analysis. Rev Educ Res 1999;69(1):21-52. [doi: 10.3102/00346543069001021]
Brody DS. The patient's role in clinical decision-making. Ann Intern Med 1980 Nov;93(5):718-722. [Medline: 7212484]
Jones JA, Phillips GM. Communicating With Your Doctor: Rx for Good Medical Care. Carbondale, IL: Southern Illinois
University Press; 1988.
Ballard-Reisch DS. A model of participative decision making for physician-patient interaction. Health Commun
1990;2(2):91-104. [doi: 10.1207/s15327027hc0202_3]
McNutt RA. Shared medical decision making: problems, process, progress. JAMA 2004 Nov 24;292(20):2516-2518. [doi:
10.1001/jama.292.20.2516] [Medline: 15562133]
Benbassat J, Pilpel D, Tidhar M. Patients' preferences for participation in clinical decision making: a review of published
surveys. Behav Med 1998;24(2):81-88. [doi: 10.1080/08964289809596384] [Medline: 9695899]

Abbreviations
ANOVA: analysis of variance
eHiLL: Electronic Health Information for Lifelong Learners

Edited by G Eysenbach; submitted 29.06.11; peer-reviewed by ML Lustria, D Kaufman; comments to author 04.08.11; revised version
received 14.09.11; accepted 27.09.11; published 03.11.11
Please cite as:
Xie B
Effects of an eHealth Literacy Intervention for Older Adults
J Med Internet Res 2011;13(4):e90
URL: http://www.jmir.org/2011/4/e90/
doi:10.2196/jmir.1880
PMID:22052161

http://www.jmir.org/2011/4/e90/

XSL• FO
RenderX

J Med Internet Res 2011 | vol. 13 | iss. 4 | e90 | p.18
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Xie

©Bo Xie. Originally published in the Journal of Medical Internet Research (http://www.jmir.org), 03.11.2011. This is an open-access
article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0/),
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work, first published in the
Journal of Medical Internet Research, is properly cited. The complete bibliographic information, a link to the original publication
on http://www.jmir.org/, as well as this copyright and license information must be included.

http://www.jmir.org/2011/4/e90/

XSL• FO
RenderX

J Med Internet Res 2011 | vol. 13 | iss. 4 | e90 | p.19
(page number not for citation purposes)

