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ABSTRACT
This publication makes the case for policy action to strengthen health literacy. Evidence, including the results of the European Health Literacy 
Survey, is presented that supports a wider and relational whole-of-society approach to health literacy that considers both an individual’s level 
of health literacy and the complexities of the contexts within which people act. The data from the European Health Literacy Survey show 
that nearly half the Europeans surveyed have inadequate or problematic health literacy. Weak health literacy skills are associated with riskier 
behaviour, poorer health, less self-management and more hospitalization and costs. Strengthening health literacy has been shown to build 
individual and community resilience, help address health inequities and improve health and well-being. Practical and effective ways public 
health and other sectoral authorities and advocates can take action to strengthen health literacy in a variety of settings are identified. Specific 
evidence is presented for educational settings, workplaces, marketplaces, health systems, new and traditional media and political arenas.
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The WHO Solid Facts series was launched 15 years ago 
as an accessible source of intelligence on important 
and promising public health topics deemed worthy of 
more policy attention and action. It has two purposes. 
First, it aims to distil the best available evidence on 
these topics based on often-complex scientific stud-
ies and reviews. Second, it identifies policy implica-
tions and action points that could convert these ideas 
into realities. Importantly, in addressing these goals, 
the Solid Facts series has also appraised the strength 
of available evidence and identified where research 
and more solid facts are needed. Distilling evidence is 
especially challenging for cutting-edge public health 
concepts and the need to attract the attention of deci-
sion-makers. The strength and the extent of the avail-
able evidence may vary depending on the subject area, 
setting, health system or methods applied.

Several factors make health literacy a compelling and 
timely topic in the Solid Facts series. Literacy and health 
literacy are fundamental components of pursuing 
health and well-being in modern society. As societies 
grow more complex and people are increasingly bom-
barded with health information and misinformation 
and confront complex health care systems, becom-
ing a health-literate person has become a growing 
challenge. Importantly, we now understand that poor 
health literacy adversely affects people’s health. Literacy 
has been shown to be one of the strongest predictors 

of health status along with age, income, employment 
status, education level and race or ethnic group. Never-
theless, although understanding of literacy and health 
literacy as critically important determinants of health 
continues to grow, they remain neglected areas of pub-
lic health action and research. This publication aims to 
help to change this situation.

To this end, this publication provides a concise over-
view of evidence on health literacy. Most evidence, until 
recently, has come from the United States of America 
and mainly focuses on people’s functional health lit-
eracy (people’s ability to read and understand basic 
health-related information) and the management of 
chronic diseases. The European Health Literacy Survey, 
summarized here, has generated a rich new source of 
high-quality data on the comprehensive health literacy 
of general populations that enables comparisons both 
within and between countries and has made major 
inequities visible. Importantly, the European Health Lit-
eracy Survey tools can serve as a basis for strengthening 
capacity to measure how the many promising interven-
tions described here may affect population health.

This publication emphasizes information about prac-
tical and effective ways public health and other sec-
toral authorities and advocates are taking action to 
strengthen people’s health literacy. It especially focuses 
on the health literacy–friendliness of the various 

Foreword
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settings in which people live, play and work. In doing 
so, it remains well grounded in the values and principles 
put forward by the Ottawa Charter for Health Promo-
tion. We hope the book will be used as a tool for spread-
ing awareness, stimulating debate and research and, 
above all, for informing policy development and action.

Health literacy is a key dimension of Health 2020, the 
European health policy framework adopted by Mem-
ber States in 2012. Health literacy is both a means 
and an outcome of actions aimed at promoting the 
empowerment and participation of people in their 
communities and of people in their health care. Tak-
ing action to enhance health literacy provides a unique 
platform for the health sector and its own organiza-
tions and professionals to demonstrate their leadership 
capacity. As described here, addressing health literacy 
requires a whole-of-society approach – many sectors, 
settings and actors need to work together to improve 
the health literacy of individuals and communities and 
to make environments easier to navigate in support of 
health and well-being.

This book is the result of a systematic and compre-
hensive effort to review scientific and experiential 
evidence and to identify implications for policy and 
interventions, drawing on the expertise, suggestions 
and inputs of individuals from many academic cen-
tres and disciplines as well as frontline practitioners in 

various sectors and settings. Although much remains 
to be learned, especially about the effectiveness and 
efficiency of interventions in various settings, such as 
mass media and social media, growing European and 
global studies, surveys and experience provide a rich 
and promising evidence base on which to draw.

Finally, a special word of thanks is given to the editorial 
team for the effective way they drove and coordinated 
the whole preparation process and for their excellent 
editorial work.

Zsuzsanna Jakab
WHO Regional Director for Europe

Note of caution

Although much can be learned from the activities of oth-
ers, this guide is not promoting the wholesale adoption 
of any policy or programme intervention. Policies are 
subject to political systems and actors and require under-
standing the context in which they are to effect change. 
Any planned programme intervention should also rec-
ognize the potential effect of cultural differences on the 
communication and understanding of health informa-
tion. Native language, socioeconomic status, gender, race 
and ethnicity along with mass culture – news publishing, 
advertising, marketing, and the plethora of health infor-
mation sources available through electronic channels – 
all influence the choice of health literacy interventions.

v
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Knowledge societies in the 21st century confront a 
health decision-making paradox. People are increas-
ingly challenged to make healthy lifestyle choices 
and manage their personal and family journeys 
through complex environments and health care 
systems but are not being prepared or supported 
well in addressing these tasks. “Modern” societies 
actively market unhealthy lifestyles, health care sys-
tems are increasingly difficult to navigate (even for 
the best educated people), and education systems 
too often fail to provide people with adequate skills 
to access, understand, assess and use information to 
improve their health.

This paradox has resulted in a health literacy crisis 
in Europe and beyond. The recent European Health 
Literacy Survey found that nearly half of all adults 

in the eight European countries tested have inad-
equate or problematic health literacy skills that 
adversely affect their health literacy.

Weak health literacy competencies have been 
shown to result in less healthy choices, riskier behav-
iour, poorer health, less self-management and more 
hospitalization. They significantly drain human 
and financial resources in the health system. Policy 
action to address the health literacy crisis has been 
slow to emerge at all levels. This publication aims to 
help to change this situation. The range of evidence 
presented supports a wider and relational concept 
of health literacy that considers both an individual’s 
level of health literacy and the complexities of the 
contexts within which people act (Fig. 1). Both need 
to be measured and monitored.

Introduction

Fig. 1. Interactive health literacy framework

Source: Parker R. Measuring health literacy: what? So what? Now what? In Hernandez L, ed. Measures of health literacy: workshop summary, Round-
table on Health Literacy. Washington, DC, National Academies Press, 2009:91–98.

Skills and abilities Demands and complexity
Health
literacy
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Mitic W, Rootman I. An intersectoral approach for 
improving health literacy for Canadians. Ottawa, Pub-
lic Health Agency of Canada, 2012.

Parker R. Measuring health literacy: what? So what? 
Now what? In Hernandez L, ed. Measures of health 
literacy: workshop summary, Roundtable on Health 
Literacy. Washington, DC, National Academies Press, 
2009:91–98.

Part A focuses on why policy action to address 
health literacy is needed. A case is made for viewing 
inadequate or problematic health literacy as a key 
determinant of health, a high-prevalence problem, 
a drain on human and financial resources and an 
obstacle to development.

Part B focuses on how action in a range of settings 
and sectors can enhance health literacy. Evidence 
is presented on how these actions can combine to 
empower and enable people to make sound health 
decisions in the context of everyday life – at home, 
in the community, at the workplace, in the health 
care system, in the educational system, in the mar-
ketplace and in the traditional and social media.

Part C focuses on building policy to support the 
strengthening of health literacy at the global, 
regional, national and local levels.

Each chapter focuses on an issue, presents evidence 
for why this issue is important and identifies a range 
of evidence-informed interventions that have been 
shown to work (Box 1). A list of useful sources is pro-
vided for each topic.

Key sources

Comparative report on health literacy in eight EU mem-
ber states. The European Health Literacy Project 2009–
2012. Maastricht, HLS-EU Consortium, 2012 (http://
www.health-literacy.eu, accessed 15 May 2013).

Box 1. Note of clarification

The field of health literacy is a work in progress. Because 
health literacy is complex, it is not very amenable to ran-
domized controlled trials. Evidence was included if the 
editors and reviewers felt that the intervention is 
reasonably  certain to strengthen health literacy. These 
promising interventions – to use a term introduced by 
the Institute of Medicine of the United States National 
Academies – are described with the hope that they will 
attract the interest and support of policy-makers, be 
 rigorously tested and, if found to be cost-effective, 
brought to scale. This book is intended for multiple 
 audiences. Policy-makers and those who advise them 
can take note and develop legislation, assign resources 
and create programmes based on the priorities identified 
and actions recommended. Public health practitioners 
and those from other sectors can look at where their 
practices fit and do not fit with the action identified and 
(1) share their experiences to build a richer inventory of 
health literacy initiatives; (2) seek collaboration with oth-
ers who are engaging in similar activities to build inter-
sectoral synergy; and (3) support the collection of 
evaluation data to examine and document promising 
practices.
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Making the case for investing in 
strengthening health literacy

A

Health literacy has gained considerable attention 
across the globe in recent years. Research from 
around the world is quickly deepening understand-
ing of the vast potential that optimizing health lit-
eracy can have in improving health and well-being 
and reducing health inequities. Nevertheless, most of 
this research is still based on small populations with 
a focus on the functional health literacy of patients. 
That is why the results of the European Health Lit-
eracy Survey have represented such a breakthrough 
and encouraged this publication. Part A introduces 
the concept of health literacy and reviews three key 
evidence-informed arguments that can be made 
in advocating for policy action and investing in 
strengthening population health literacy and the 
health literacy–friendliness of the systems within 
which people seek and use information.

The first section introduces the European Health Lit-
eracy Survey. The second topic argues for the impor-
tance of health literacy as a determinant of health 

– one that is closely related to other social determi-
nants of health such as general literacy, education, 
income and culture. The relationships between 
noncommunicable diseases and health literacy 
are discussed as an example. Third, key results of 
the European Health Literacy Survey are presented 
that show a very high prevalence of inadequate 
and problematic health literacy across Europe. How 
health literacy relates to migrants and minority 
populations is presented as an example. Finally, the 
ways health literacy can enhance the resilience of 
both individuals and communities are reviewed. An 
example from the Netherlands is presented.

Key source

D’Eath M, Barry MM, Sixsmith J. A rapid evidence 
review of interventions for improving health literacy. 
Stockholm, European Centre for Disease Prevention 
and Control, 2012.

3
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1

People cannot achieve their fullest 
health potential unless they are able 
to take control of those things which 
determine their health.

Ottawa Charter for Health Promotion1

Health literacy defined

Health literacy has been defined in many different 
ways since it was first introduced as a term and con-
cept. This book uses a broad and inclusive definition 
developed in 2012 by the European Health Literacy 
Consortium:

1  The First International Conference on Health Promotion, meeting 
in Ottawa in 1986, responding to growing expectations for a new 
public health movement around the world defined and outlined 
principles and action areas for health promotion. The Ottawa Char-
ter for Health Promotion defined health promotion as “the process 
of enabling people to increase control over, and to improve, their 
health. To reach a state of complete physical, mental and social 
well-being, an individual or group must be able to identify and to 
realize aspirations, to satisfy needs, and to change or cope with the 
environment. Health is, therefore, seen as a resource for everyday 
life, not the objective of living. Health is a positive concept empha-
sizing social and personal resources, as well as physical capacities. 
Therefore, health promotion is not just the responsibility of the 
health sector, but goes beyond healthy life-styles to well-being.”

Health literacy is linked to literacy and entails  people’s 
knowledge, motivation and competences to access, 
understand, appraise and apply health information in 
order to make judgements and take decisions in every-
day life concerning health care, disease prevention and 
health promotion to maintain or improve quality of life 
during the life course.

Conceptual model of the European 
Health Literacy Survey

Many conceptual approaches to health literacy 
have been developed during the past decade. This 
publication follows the conceptual model devel-
oped by the European Health Literacy Consortium 
for the European Health Literacy Survey (Fig. 2), 
which identifies 12 subdimensions of health literacy 
related to competencies of accessing, understand-
ing, appraising and applying health-related infor-
mation within health care, disease prevention and 
health promotion settings (Table 1).

This model and definition, which integrates medi-
cal and public health views of health literacy, was 
developed through a systematic literature review 
and content analysis of 17 peer-reviewed definitions 
and 12 conceptual frameworks found in extensive 
literature reviews. The model can serve as a basis for 
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developing interventions for enhancing health liter-
acy and has provided a conceptual basis for devel-
oping and validating measurement tools, capturing 
the dimensions of health literacy within health care, 
disease prevention and health promotion settings. 
A comprehensive instrument to measure health 
literacy, the European Health Measurement Instru-
ment, was constructed with 47 questions measur-
ing the perceived difficulty of health-relevant tasks 
such as:

•	 	understanding	what	your	doctor	says	to	you;
•	 	assessing	whether	the	information	about	illness	

in the mass media is reliable;
•	 	finding	information	on	how	to	manage	mental	

health problems such as stress or depression;

•	 	understanding	 information	on	food	packaging;	
or

•	 	participating	 in	 activities	 that	 improve	 health	
and well-being in your community.

This questionnaire has been tested on populations 
with sample sizes of 1000 in eight European coun-
tries: Austria, Bulgaria, Germany (North Rhine–West-
phalia), Greece, Ireland, the Netherlands, Poland and 
Spain.

How was health literacy measured?

A comprehensive general index of health liter-
acy was constructed using the scores on the 47 

Fig. 2. Conceptual model of health literacy of the European Health Literacy Survey

Source: adapted from: Sørensen K et al. Health literacy and public health: a systematic review and integration of definitions and models. BMC 
Public Health, 2012, 12:80.
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questions and transformed into a scale from 0 to 50, 
where 0 represents the lowest and 50 the highest 
health literacy score. Based on this, thresholds and 
ranges for four levels of health literacy were defined: 
inadequate, problematic, sufficient and excellent 
health literacy. To identify vulnerable groups, limited 
health literacy was defined as inadequate or prob-
lematic health literacy. These data allow for compar-
isons both within and between these countries and 
have made major inequities visible.  See Chapter 3 
for more details.

Key sources

Comparative report on health literacy in eight EU 
member states. The European Health Literacy Project 

2009–2012. Maastricht, HLS-EU Consortium, 2012 
(http://www.health-literacy.eu, accessed 15 May 
2013).

Ottawa Charter for Health Promotion. Geneva, World 
Health Organization, 1986 (http://www.who.int/
healthpromotion/conferences/previous/ottawa/
en/index.html, accessed 15 May 2013).

Sørensen K, Brand H. Health literacy lost in transla-
tions? Introducing the European Health Literacy 
Glossary. Health Promotion International, 2013, 
doi:10.1093/heapro/dat013.

Sørensen K et al. Health literacy and public health: a 
systematic review and integration of definitions and 
models. BMC Public Health, 2012, 12:80.

Table 1. The European Health Literacy Survey: the 12 subdimensions as defined by the conceptual 
model

Health literacy Access or obtain 
information relevant 
to health

Understand 
information relevant 
to health

Appraise, judge or 
evaluate information 
relevant to health

Apply or use 
information relevant 
to health

Health care 1) Ability to access 
information on medical 
or clinical issues

2) Ability to understand 
medical information 
and derive meaning

3) Ability to interpret 
and evaluate medical 
information

4) Ability to make 
informed decisions on 
medical issues

Disease prevention 5) Ability to access 
information on risk 
factors

6) Ability to understand 
information on risk 
factors and derive 
meaning

7) Ability to interpret 
and evaluate 
information on risk 
factors

8) Ability to judge 
the relevance of the 
information on risk 
factors

Health promotion 9) Ability to update 
oneself on health issues

10) Ability to 
understand health-
related information and 
derive meaning

11) Ability to interpret 
and evaluate 
information on health-
related issues

12) Ability to form a 
reflected opinion on 
health issues

Source: adapted from: Sørensen K et al. Health literacy and public health: a systematic review and integration of definitions and models. BMC 
Public Health, 2012, 12:80.
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Health literacy – a key determinant of 
health

2

…  literacy is a stronger predictor of 
an individual’s health status than in-
come, employment status, education 
level and racial or ethnic group.

Weiss Health literacy and patient safety: help patients 
understand. Manual for clinicians

What is known

1.  High literacy rates in population groups 
benefits societies. Literate individuals partici-
pate more actively in economic prosperity, have 
higher earnings and employment, are more 
educated and informed and contribute more 
to community activities and enjoy better health 
and well-being.

2.  Limited health literacy (as measured by 
reading skills) significantly affects health. 
Limited health literacy is associated with less 
participation in health-promoting and disease 
detection activities, riskier health choices (such 
as higher smoking rates), more work accidents, 
diminished management of chronic diseases 
(such as diabetes, HIV infection and asthma), 
poor adherence to medication, increased 

hospitalization and rehospitalization, increased 
morbidity and premature death. The European 
Health Literacy Survey used a more comprehen-
sive measure of health literacy to demonstrate 
a strong and continuous correlation between 
health literacy and self-assessed health (Fig. 3). 
Further, other models including other relevant 
social determinants of health and health liter-
acy as independent variables have shown that 
health literacy influences self-assessed health. 
Thus, health literacy can be assumed to have a 
specific direct and independent effect on self-
assessed health.

3.  Limited health literacy follows a social gra-
dient and can further reinforce existing 
inequalities. People with limited health literacy 
most often have lower levels of education, are 
older adults, are migrants and depend on various 
forms of public transfer payments. How limited 
general literacy affects people’s health cannot 
always be clearly separated from how limited 
health literacy affects people’s health. This is an 
ongoing debate. The European Health Literacy 
Survey confirms a social gradient for education, 
by showing that health literacy is significantly 
higher among people with more education in 
all participating countries, but this differs some-
what between countries (Fig. 4).
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4.  Building personal health literacy skills 
and abilities is a lifelong process. No one 
is ever fully health literate. Everyone at some 
point needs help in understanding or acting on 
important health information or navigating a 
complex system. Even highly educated individu-
als may find health systems too complicated to 
understand, especially when a health condition 
makes them more vulnerable.

5.  Capacity and competence related to health 
literacy vary according to context, culture 
and setting. They depend on individual and 
system factors. These factors include communi-
cation skills, knowledge of health topics, culture 

and the specific characteristics of the health care, 
public health and other relevant systems and 
settings where people obtain and use health 
information. When these services or systems, for 
example, require knowledge or a language level 
that is too high for the user, health suffers.

6.  Limited health literacy is associated with 
high health system costs. Limited health lit-
eracy cost more than US$ 8 billion, an estimated 
3–5% of the total health care budget in Canada 
in 2009. In 1998, the United States National 
Academy on an Aging Society estimated that 
the additional health care costs caused by lim-
ited health literacy were about US$ 73 billion. 

Fig. 3. Self-assessed health status according to scores on the General Health Literacy Index for the 
7780 respondents in the European Health Literacy Survey

Source: adapted from: Comparative report on health literacy in eight EU member states. The European Health Literacy Project 2009–2012. Maastricht, 
HLS-EU Consortium, 2012 (http://www.health-literacy.eu, accessed 15 May 2013).
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Fig. 4. Mean scores on general health literacy by level of education in accordance with the 
International Standard Classification of Education (levels with n > 10) for each country and the 
7770 respondents

Source: adapted from: Comparative report on health literacy in eight EU member states. The European Health Literacy Project 2009–2012. Maastricht, 
HLS-EU Consortium, 2012 (http://www.health-literacy.eu, accessed 15 May 2013).

There are no comparative data for European 
health systems yet, but weak health literacy is 
also expected to drain the resources of health 
systems in European welfare states that provide 
nearly universal access.

What is known – promising action areas

1.  Approach health literacy as a whole-of-
government and whole-of society issue. 
Health literacy is not only the responsibility of 

individuals or of policy-makers or profession-
als in the health sector ; rather, it crosses mul-
tiple boundaries, professions and sectors (Fig. 
5). Multiple stakeholders need to be involved. 
Initiatives to build health literacy must be 
grounded in the settings of everyday life (see 
Part B).

2.  Involve multiple health literacy stakehold-
ers. Although Fig. 5 depicts the connections 
between stakeholders as being rigidly linear and 
radiating outwards like spokes on a wheel, they 
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more accurately crisscross and intersect “... like 
a tangled pile of spaghetti, weaving in and out 
of other paths that rarely ever leave the plate” 
(Christakis & Fowler, 2009). In so doing, they illus-
trate the complex interconnectedness between 
and among the myriad stakeholders at every 
level of public service.

3.  Develop plain-language initiatives. Plain lan-
guage means communication that the listener or 
reader can understand the first time they hear or 
read it. Providing meaningful and reliable infor-
mation is required to build health literacy. Health 
information materials should be sensitive to dif-
ferences and diversity in cultures, sex, age and 
individuals in their content and format (Box 2).

Fig. 5. Major stakeholders involved in health literacy

General
public

Community-based 
organizations

Groups 
at risk for low 

health literacy
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government  
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Educators 
and health 
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community

Business 
community

Health care 
facilities

Faith-based 
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News and
electronic

media

Adult educators 
and literacy 

practitioners

Health
literacy

Source: adapted from: Mitic W, Rootman I. An intersectoral approach for improving health literacy for Canada; a discussion paper. Vancouver, Public 
Health Association of British Columbia, 2012.
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4.  Invest in measurement and research. Sur-
veys of health literacy and the health literacy–
friendliness of systems should be conducted. 
Research to support effective intervention 
needs funding. A first important step in this 
direction at the European level has been the 
European Health Literacy Survey, which should 
be extended to more countries of the European 
Union and of the WHO European Region and 
repeated at regular intervals.

Key sources

Christakis N, Fowler J. Connected. New York, Little, 
Brown and Company, 2009.

Comparative report on health literacy in eight EU 
member states. The European Health Literacy Project 
2009–2012. Maastricht, HLS-EU Consortium, 2012 
(http://www.health-literacy.eu, accessed 15 May 
2013).

Eichler K et al. The costs of limited health literacy: 
a systematic review. International Journal of Public 
Health, 2009, 54:313–324.

Kickbusch I, Maag D. Health literacy. In: Heggen-
hougen K, Quah S, eds. International encyclopedia 
of public health. Vol. 3. San Diego, Academic Press, 
2008:204–211.

Mitic W, Rootman I. An intersectoral approach for 
improving health literacy for Canada; a discussion 
paper. Vancouver, Public Health Association of Brit-
ish Columbia, 2012.

Plain Language Association International [web site]. 
Ottawa, Plain Language Association International, 
2013 (http://www.plainlanguagenetwork.org, 
accessed 15 May 2013).

Weiss BD. Health literacy and patient safety: help 
patients understand. Manual for clinicians. 2nd ed. 
Chicago, American Medical Association Foundation 
and American Medical Association, 2007 (http://
www.ama-assn.org/ama1/pub/upload/mm/367/
healthlitclinicians.pdf, accessed 15 May 2013).

Box 2. Plain-language initiatives

The European Commission launched a Clear Writing cam-
paign in 2010 to make all types of documents, in all lan-
guages, shorter and simpler. In the United Kingdom, the 
plain-English movement has existed since the late 1970s. 
Many government offices, such as the Office of Fair Trad-
ing, have encouraged the spread of plain language by 
requiring it in certain consumer contracts. The other main 
actors in plain English include local authorities, health ser-
vices and large financial corporations. In Finland, the new 
government, installed in 2011, is promoting plain lan-
guage in legislation, administration and communication 
with citizens. Other countries such as Sweden, the United 
States of America, Germany and Australia also have plain-
language initiatives and/or legislation.
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Example: noncommunicable diseases

What is known

1.  Increasing rates of noncommunicable dis-
eases. Noncommunicable diseases are the lead-
ing causes of death across the WHO European 
Region. More than 75% of all deaths are caused 
by one of four chronic diseases: cancer, heart 
disease, diabetes and respiratory disease (Fig. 
6). Noncommunicable diseases frequently result 
in chronic conditions, and health literacy plays 
a crucial role in enabling people to manage 
chronic diseases themselves. A growing number 
of people have one or two chronic conditions as 
they get older, with 52% of such people younger 

than 65 years. People with poor health literacy 
have more difficulty in managing chronic or 
long-term conditions on a day-to-day basis. This 
includes planning and adjusting lifestyle, mak-
ing informed decisions and knowing when and 
how to access health care services.

2.  Health literacy is an important factor in pre-
venting noncommunicable diseases. Non-
communicable diseases, such as cancer, heart 
disease and diabetes, are associated with mul-
tiple modifiable risk factors, mainly behavioural 
determinants: lack of physical activity, poor 
dietary habits, smoking and alcohol use. Health 
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literacy is associated with these types of health 
behaviour. Limited health literacy is often linked 
with other determinants of noncommunica-
ble diseases. For example, lower health literacy 
is more prevalent in older population groups, 
low-income population groups and among cul-
tures in transition, which are also more prone 
to developing noncommunicable diseases. The 
European Health Literacy Survey included indi-
cators for four types of health-related behaviour 
or risks: smoking, alcohol, body mass index and 
physical exercise. Each showed quite different 
associations, varying by indicator and country. 
Of these, the amount of physical exercise was 

most consistently and strongly associated with 
health literacy (Fig. 7): the higher the health 
literacy, the higher the frequency of physical 
exercise. This applies to differing degrees to all 
participating countries, except for Spain.

What is known to work – promising 
areas of action

A wealth of experience has contributed to under-
standing how to improve and contribute to tack-
ling noncommunicable diseases through health 
literacy. Effective interventions focus on three main 
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areas: supporting people with lower health literacy, 
improving health literacy capacity and improving 
the organizational, government, policy and system 
practice. Much research in this field is not yet cate-
gorized as health literacy research but is considered 
under other headings such as health education, 
health promotion, behaviour research and the like.

1.  Develop and support the prevention of 
noncommunicable diseases through a wide 
range of health literacy interventions. Evi-
dence shows that, to be effective, noncommu-
nicable disease interventions related to health 
literacy need to be of high intensity, based on 
theory, pilot tested before full implementation, 
emphasize building skills and have a health pro-
fessional deliver the intervention. Interventions 
that influence outcomes indirectly work by inter-
mediately increasing knowledge or self-efficacy 
or by changing behaviour. Coalitions such as 
the Partnership to Fight Chronic Disease in the 
United States of America and the Chronic Dis-
ease Alliance in Europe work intersectorally and 
inter-organizationally at the regional, national 
and local levels to influence policy develop-
ment. Such coalitions can help raise awareness 
and advocate for stronger policies to address 
chronic disease and disability. They also con-
tribute to empowerment by involving patients, 
providers, community organizations, business, 
labour and health policy expert groups.

2.  Build interventions on good empirical data. 
Comprehensive measurement of health literacy 
provides guidance on what interventions might 
need to be put in place to respond to individu-
als and communities with limited health literacy. 

The European Health Literacy Questionnaire, for 
example, can be used to assess the health liter-
acy of specific groups. Austria has used this for 
adolescents and in various regions. Germany is 
including the subscale focusing on health pro-
motion in a national health impact assessment, 
and the Questionnaire will be applied in the Dia-
betes Literacy project supported by the Euro-
pean Union to measure health literacy among 
people with diabetes.

Key sources

Beaglehole R et al. Priority actions for the non-
communicable disease crisis. Lancet, 2011, 
377:1438–1447.

Berkman ND. Low health literacy and health out-
comes: an updated systematic review. Annals of 
Internal Medicine, 2011, 155:97–107.

Comparative report on health literacy in eight EU 
member states. The European Health Literacy Project 
2009–2012. Maastricht, HLS-EU Consortium, 2012 
(http://www.health-literacy.eu, accessed 15 May 
2013).

Gazanio TA, Galea G, Reddy KS. Scaling up interven-
tions for preventing chronic disease: the evidence. 
Lancet, 2007, 370:1939–1946.

Levin-Zamir D, Wills, J. Health literacy, culture and 
community. In: Begoray D, Gillis DE, Rowlands G, eds. 
Health literacy in context: international perspectives. 
Hauppauge, NY, Nova Science Publishers:99–123.
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Nearly half of all Europeans have in-
adequate and problematic health lit-
eracy skills.

What is known

1.  Low literacy levels are common. Many chil-
dren, adolescents and adults have limited lit-
eracy skills, even in economically advanced 
countries with strong education systems.

2.  Limited health literacy is very common. Like 
general literacy, health literacy can be measured 
at the individual, organizational, community and 
population levels. The European Health Literacy 
Survey revealed that 12% of all respondents 
have inadequate general health literacy and 
35% have problematic health literacy. Limited 
health literacy in Europe is thus not just a prob-
lem of a minority of the population.

3.  Countries vary greatly. Inadequate health lit-
eracy comprised between 2% and 27% of the 
population in the eight countries. Limited (inad-
equate plus problematic) health literacy varied 
between 29% for the Netherlands and 62% for 
Bulgaria (Fig. 8).

4.  Certain groups are more vulnerable. Specific 
vulnerable groups have much higher propor-
tions of limited health literacy than the general 
population in Europe, including lower social 
status (low self-assessed social status, low level 
of education, low income and problems in pay-
ing bills), with worse health status (measured 
by self-perceived health, long-term illness and 
limit ations in activities because of health prob-
lems) or relative old age. Again, the diversity in 
Europe is very pronounced (Table 2).

Excellence in measurement starts with clarity about 
what needs to be measured and the purpose. There 
are more than 20 tools for measuring health literacy. 
The existing measures of health literacy are still too 
oriented towards individuals and must be expanded 
to include the collective level (including commu-
nities) and assessing the literacy-friendliness of 
ma terials, organizations and environments (Table 3).

What is known to work – promising 
areas for action

1.  Strengthening health literacy helps to 
address health inequalities. The people 
who struggle most with limited health liter-
acy are most often older people, members of 

Limited health literacy: an underestimated 
problem and equity challenge

3
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ethnic minorities, recent immigrants, people 
with lower levels of education and/or low profi-
ciency in the national language and those who 
depend on public transfer payments. The impli-
cations for these more vulnerable groups are 
that limited health literacy often correlates with 
a lack of ability to effectively self-manage health, 
access health services, understand available 
and relevant information and make informed 
health-related decisions. Targeted initiatives can 
strengthen health literacy among vulnerable 
groups and can help to address gaps in health 
inequality. Measures to strengthen health liter-
acy among children are key.

2.  Invest in measurement: what gets meas-
ured gets done. Measuring and monitoring 
health literacy through population surveys can 
help to develop and evaluate policy and ensure 
that services are accessible to and respond to 
individuals with limited health literacy. Invest-
ment in health literacy aiming at long-term 
improvement should be based on solid empiri-
cal data covering all age groups. Evaluating 
the success of interventions requires monitor-
ing not only health literacy but also the condi-
tions in which health literacy is acquired and 
used throughout the life course and how they 
change.

Fig. 8. Percentage distributions of general health literacy for each country and the 7795 
respondents 

Source: adapted from: Comparative report on health literacy in eight EU member states. The European Health Literacy Project 2009–2012. Maastricht, 
HLS-EU Consortium, 2012 (http://www.health-literacy.eu, accessed 15 May 2013).
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3.  Ensure ongoing measurement. Repeated 
measurements can help in demonstrating 
whether interventions are effective or not. 
Europe now has a unique instrument at its dis-
posal, and the European Health Literacy Survey 
study should be applied to more countries and 
be conducted regularly.

4.  Support research to expand and improve 
current measures in many settings. Given 
the relative lack of real-world implementation 
research involving representative populations, 
public health agencies should develop mutu-
ally beneficial partnerships with health literacy 
researchers to help develop, identify, implement 
and evaluate health literacy interventions.

Table 2. Percentage of people with limited (inadequate or problematic) health literacy in specific 
very vulnerable groups for countries and the total sample

Indicator Category Austria Bulgaria Germany Greece Spain Ireland Netherlands Poland Total

Social status Very low 78 80 59 80 84 64 50 60 74

Self-perceived health Poor or very poor 86 83 56 83 78 56 41 72 73

Education (International 
Standard Classification 
of Education level)

Level 0 or 1 63 76 58 77 74 51 41 100 68

Able to pay for 
medication

Very difficult 78 81 40 66 55 60 57 62 67

Able to afford doctor
Fairly difficult or 
very difficult

76 80 56 61 68 56 42 74 66

Limited activities 
because of health 
problems

Severely limited 82 81 55 80 77 56 35 66 66

Monthly household 
income

Less than €800 38 84 56 70 70 58 38 62 66

Able to pay for 
medication

Fairly difficult 67 72 66 60 72 51 35 67 64

Difficulty in paying bills Most of the time 67 75 47 61 62 61 33 42 63

Long-term illness
Yes, more than 
one

78 83 58 74 69 45 33 54 61

Age 76 years or older 73 75 54 72 71 46 29 65 61

Social status Low 59 62 64 57 59 53 48 64 60

Source: adapted from: Comparative report on health literacy in eight EU member states. The European Health Literacy Project 2009–2012. Maastricht, 
HLS-EU Consortium, 2012 (http://www.health-literacy.eu, accessed 15 May 2013).
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Table 3. Ways of measuring health literacy

Type of measure Purpose and limitations 

Clinical screening tests: reading 
comprehension, word recognition and 
numeracy 

Identifying difficulties when attempting to understand and use health information, 
including medical labels and instructions. They may result in a sense of shame and stigma 
among people with limited literacy. They are applied at the individual level in face-to-face 
interviews and incompletely cover health literacy concepts.

Proxy measures of health literacy using 
population literacy surveys 

Provides an estimate of the proportion of the population who may have inadequate skills 
to meet the complex demands of everyday life. Incomplete coverage of health literacy 
concepts. Provide little guidance for developing or applying interventions. 

Direct survey measures a person’s ability 
to understand, access, appraise and use 
health information and health services 

This is a rapidly advancing field. New scales applied to groups or populations can provide 
information to enable practitioners, organizations and planners to provide better services 
for people with limited health literacy and inform policy responses.



19

Limited health literacy: an underestimated problem and equity challenge

Example: migrants and minorities

One of every 33 people today is a mi-
grant, but the percentage of migrants 
varies between countries. The WHO 
European Region has an estimated 75 
million migrants, 8% of the population.

What is known

1.  Migrants generally score lower on literacy 
and health literacy measures. Educational 
resources and information programmes only 
partly reach migrants, often because of eco-
nomic and social barriers. Lack of affordable 
second-language courses for adults, for exam-
ple, creates a barrier for migrants who want to 
improve their literacy.

2.  Migrants have poorer access to and use less 
information and health promotion, disease 
prevention and care services. Numerous stud-
ies show that interventions aimed at increasing 
access to cancer screening, mental health ser-
vices, diabetes education, smoking cessation, HIV 
programmes and child immunization are less suc-
cessful for migrant populations. This also applies 
to ethnic minority populations such as the Roma.

3.  The European Health Literacy Survey following 
Eurobarometer methods included only EU citizens 
in its samples, but their migration background 
was surveyed (respondents with migration 

background being defined as having one or both 
parents born in another country than the one in 
which the respondent was interviewed). Only in 
Germany (North Rhine–Westphalia), where migra-
tion background with nearly 20% was highest, did 
respondents with migration background score 
significantly lower on general health literacy.

What is known to work – promising 
areas for action

1.  Develop specific health literacy strategies 
for migrants. Specific migrant-friendly strat-
egies can make systems more responsive to 
migrant needs. Migrant users and communi-
ties can be engaged in planning, implement-
ing and evaluating these strategies through 
patients, cultural mediators in health settings 
and patients’ organizations.

2.  Environmental interventions. Effective inter-
ventions include the use of patient navigators, 
translated signage or pictograms and providing 
health care interpreters. Providing signage in 
minority languages not only helps ethnic minor-
ity patients find their way around hospitals but 
also creates a sense of belonging and inclusive-
ness. Although plain language is important in 
conveying messages, other means of commu-
nication such as images, photographs, graphic 
illustrations, audio and videos should be consid-
ered in producing materials.
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3.  Health provider training can improve com-
munication by taking into account simplified 
messaging and cultural sensitivity. Migrant-
friendly health providers should elicit infor-
mation about health literacy and language 
proficiency that may affect people’s ability to 
undertake health care. People should receive 
appropriate treatment and care sensitive to their 
ethnicity, sex, abilities, age, religion and sexual 
orientation. Diagnosis with relevant informa-
tion and explanations should be communicated 
to people in their preferred language. Cultural 
mediators who explain and make understood 
various perspectives on health and disease are 
critical for many issues such as diagnostic treat-
ment, surgery or treatment procedures. Profes-
sional interpreters should be used in obtaining 
informed consent from migrant patients.

4.  Networking and intersectoral interven-
tions. Health care organizations can catalyse 
migrant-friendly action with other sectoral and 
stakeholder organizations such as pharmacies, 
social work departments, schools, criminal and 
justice departments, voluntary organizations 
and companies (Box 3). 

Key sources

Adult Literacy and Lifeskills Survey (ALL). Washington, 
DC, National Center for Education Statistics, 2012 
(http://nces.ed.gov/surveys/all, accessed 15 May 
2013).

Apfel F et al. Health literacy – “the basics”. Revised ed. 
Somerset, World Health Communication Associates, 
2011:23–30 (for summary of commonly used health 
literacy metrics) (http://www.whcaonline.org/publi-
cations.html, accessed 15 May 2013).

Brach C et al. Attributes of a health literate organiza-
tion. Washington, DC, Institute of Medicine, 2012 
(http://www.iom.edu/~/media/Files/Perspectives-
Files/2012/Discussion-Papers/BPH_HLit_Attributes.
pdf, accessed 15 May 2013).

Comparative report on health literacy in eight EU 
member states. The European Health Literacy Project 
2009–2012. Maastricht, HLS-EU Consortium, 2012 
(http://www.health-literacy.eu, accessed 15 May 
2013).

Equality and diversity [web site]. Bradford, Bradford 
Teaching Hospitals Foundation Trust, 2013 (http://
www.bradfordhospitals.nhs.uk/about-us/equality-
and-diversity, accessed 15 May 2013).

EU High Level Group of Experts on Literacy. Act now! 
Report of the EU High Level Group of Experts on Liter-
acy. Brussels, European Commission, 2012.

Health literacy. Research and evaluate: overview 
and methods for measuring health literacy. Atlanta, 
United States Centers for Disease Control and 

Box 3. Case studies

The Bradford Teaching Hospitals Foundation Trust in 
the United Kingdom has a formal Communication with 
Patients Steering Group that has developed guidelines 
for patient information.

A nongovernmental organization alliance trained health 
mediators to work in Roma communities to improve the 
health of Roma children.
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Prevention, 2011 (http://www.cdc.gov/healthlit-
eracy/researchevaluate/index.html#Assessment, 
accessed 15 May 2013).

Jordan JE, Osborne RH, Buchbinder R. Critical 
appraisal of health literacy indices revealed variable 
underlying constructs, narrow content and psycho-
metric weaknesses. Journal of Clinical Epidemiology, 
2011, 64:366–379.

Learning a living: first results of the Adult Literacy and 
Life Skills Survey. Paris, Organisation for Economic 
Co-operation and Development, 2012 (http://www.
oecd.org/education/country-studies/34867438.pdf, 
accessed 15 May 2013).

Literacy assessment instruments. Chapel Hill, NC Pro-
gram on Health Literacy, 2011 (http://nchealthlit-
eracy.org/instruments.html, accessed 15 May 2013).

Literacy in the information age: final report of the Inter-
national Adult Literacy Survey. Paris, Organisation for 
Economic Co-operation and Development, 2000 
(http://www.oecd.org/education/skills-beyond-
school/41529765.pdf, accessed 15 May 2013).

Marmot M et al. Fair society, healthy lives. London, 
Marmot Review, 2008 (http://www.hospitaldr.co.uk/
features/marmot-review-reducing-health-inequali-
ties-in-england, accessed 15 May 2013).

National Research Council. Measures of health lit-
eracy: workshop summary. Washington, DC, National 
Academies Press, 2009 (http://www.nap.edu/open-
book.php?record_id=12690, accessed 15 May 
2013).

Pleasant A. Health literacy measurement: a brief review 
and proposal. Washington, DC, Institute of Medicine 
of the National Academies, 2009 (http://www.iom.
edu/~/media/Files/Activity%20Files/PublicHealth/
HealthLiteracy/Pleasant.pdf, accessed 15 May 2013).

van Hoof P. Improving health for Roma children – 
together for better health, for us, by us. Arlington, 
VA, Changemakers, 2013 (http://www.change-
makers.com/intrapreneurs/entries/improving-
health-roma-childrentogether-better-health-us, 
accessed 15 May 2013).
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Health is created in the context of 
every day life, and health literacy ori-
ginates in and helps shape the socio-
cultural context in which  people live. 
Empowerment, equity, co-production 
and cultural capital have been shown 
to be positively associated with 
 people’s health.

Thomas Abel Theoretical reflections on health lit-
eracy as personal resources and community assets 
(unpublished)

What is known

1.  Health literacy is an asset for individuals 
and communities. Investment in strengthen-
ing health literacy is likely to yield a substantial 
return in health and well-being at both the indi-
vidual and community levels. People acquire 
and use personal health literacy based on the 
social environments in which they live, and 
social action can improve these environments. 
Combined with appropriate social resources, 
health literacy can become an asset that will sup-
port people in becoming more resilient (have 

a sense of adaptation, recovery and bouncing 
back despite adversity or change) and active 
for health: for example, by adopting healthier 
lifestyles or demanding their rights as patients 
as well as taking action to improve health in 
the community and contribute to sustainable 
development.

2.  Health literacy is an important form of 
social capital. Communities benefit from the 
health literacy of their members, and commu-
nity members benefit from community sup-
port and resources – such as self-help groups 
and neighbourhood support – in enhancing 
their health literacy. Such characteristics make 
health literacy a part of people’s cultural capi-
tal. Cultural capital is linked to health outcomes 
and people’s opportunities to be active for their 
health. Possessing and applying cultural capital 
– in the form of knowledge, values, norms and 
skills – increases peoples’ potential to pursue 
healthy lifestyles and is positively associated 
with peoples’ health.

3.  Health literacy means empowerment. Health 
literacy is rooted in the health promotion move-
ment, with the aim to empower people as citi-
zens, members of the workforce, consumers and 
patients so that they can better make decisions 

Health literacy builds resilience among 
individuals and communities

4
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about their health and improve their skills in 
managing themselves. Empowerment is both a 
process through which people gain more con-
trol over their lives, their health and its determi-
nants and an outcome that reflects the ability of 
people – individuals or communities – to influ-
ence the world. Through empowerment, health 
literacy programmes contribute to democratiz-
ing the health care system and to achieving a 
stronger commitment to health and well-being 
in communities and in society at large (Box 4).

competencies needed to function in modern 
society. Just as there is a universal right of access 
to health care, the universal right of access to 
health literacy should be recognized, and pro-
grammes to build health literacy should be 
introduced accordingly as an essential dimen-
sion of strengthening health systems (Box 5).

Box 4. Capacity of a health-literate person

Ideally, a health-literate individual is able to seek and 
assess the health information required:

•	 	to	 understand	 and	 carry	 out	 instructions	 for	 self-
care, including administering complex daily medical 
regimens;

•	 	to	plan	and	achieve	the	lifestyle	adjustments	required	
for improving their health;

•	 	to	make	informed	positive	health-related	decisions;
•	 	to	know	how	and	when	to	access	health	care	when	

necessary; and
•	 	to	share	health-promoting	activities	with	others	and	

address health issues in the community and society.

Box 5. National Literacy Programme

In the Netherlands, 1.5 million people (10% of the adult 
population) are functionally illiterate. In 2004, the foun-
dation Reading & Writing was initiated, spearheading the 
National Literacy Programme, a truly intersectoral pro-
gramme with the involvement of all ministries, employers’ 
organizations, labour unions, the business community 
and nongovernmental organizations. The Programme 
approaches literacy from a human rights perspective. In 
the training programmes, improving skills is combined 
with learning more about important issues for life, such 
as health, childcare and nutrition.

What is known to work – promising 
areas for action

1.  Build policies that recognize literacy 
and health literacy as a right. Literacy and 
health literacy are part of the fundamental 

2.  Health literacy benefits from diversity. 
Health literacy initiatives work best when they 
customize approaches based on understanding 
the diversity of how individuals and communi-
ties approach health. The roles of family, social 
context, culture and education need to be fac-
tored into the development of all health literacy 
messages and proposals.
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Example: Netherlands Alliance for Health 
Literacy

In the Netherlands, combining efforts for empower-
ment of individuals or communities with improve-
ment of health sector communication yields the 
best results in improving health literacy.

Tackling health literacy in the Netherlands is based 
on a strong lobby for patients’ rights, which resulted 
in clear legislation as well as longstanding pro-
grammes for improved communication in the health 
care sector. The National Literacy Programme, which 

focuses on general literacy, facilitates intersectoral 
collaboration in adult education and empower-
ment of people with limited literacy.

The National Alliance for Health Literacy was cre-
ated in 2010 and has now more than 60 member 
organizations: patients, providers, health institu-
tions, health insurance providers, academe, industry, 
business community, etc. (Fig. 9). The aim of the Alli-
ance is to advocate for incorporating health literacy 

Fig. 9. National Alliance for Health Literacy
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into the daily operations of health institutions, to 
share knowledge and experience and to plan joint 
action. The Alliance has a web site with information 
and organizes regular meetings and workshops. The 
Alliance supports organizations for empowering 
individuals and communities.

Health literacy approach in the 
Netherlands

Patient groups are well organized in the Nether-
lands, and their umbrella organizations provide 
a strong political lobby. At the institutional level – 
such as hospitals – patient councils negotiate with 
management for patient-friendly measures. Patients’ 
rights are laid down in legislation on informed con-
sent, which obliges health care providers to provide 
proper understandable information and to get the 
patient’s approval before treatment. In 2011, the 
National Health Council produced advice for the 
Minister of Health on tackling limited literacy in the 
health sector. This will further strengthen the posi-
tion of vulnerable patients and their legal rights 
with regard to informed consent.

The Netherlands has a decades-long tradition of 
special health communication for migrants and 
minority groups, often in foreign languages, using 
information materials and involving mediators, 
interpreters and trainers. Based on research into 
 inequities in health, the health communication pro-
grammes were broadened to people with limited 
literacy to ensure that these groups could access 
health services adequately.

Health care institutions, hospitals, home care organ-
izations and health insurance providers are revising 
their health information on web sites, in brochures, 
in folders and on signs in buildings. They get sup-
port from specialized communication experts, who 
work closely with people with limited literacy. Smart 
solutions, such as prepackaged medication, remote 
sensors, tablet PCs, phone text messages with 
appointment reminders and interactive web sites, 
are applied to simplify complicated health inter-
ventions or guide people through administrative 
procedures. Sensitizing and building the capacity of 
health workers is an important part of the work, and 
their professional organizations support this.

Key sources

Abel T. Cultural capital and social inequality in 
health. Journal of Epidemiology and Community 
Health, 2008, 62:e13.
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structure and agency to reduce health inequalities. 
Social Science and Medicine, 2012, 74:236–244.
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improving health literacy for Canada. Ottawa, Public 
Health Agency of Canada, 2012.
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The relationship between people as 
citizens, consumers or as patients 
with the institutions that affect their 
health is significantly influenced by 
two interacting factors: their levels of 
health literacy and the willingness of 
such institutions to recognize divers-
ity and share or give power for more 
equal, inclusive and accountable re-
lationships. A high level of health lit-
eracy allows for an expansion of de-
cisions and actions through control 
over resources and decisions that af-
fect one’s life.

Rudd & Anderson The health literacy environment 
of hospitals and health centers. Partners for action: 
making your healthcare facility literacy-friendly

Health literacy is a relational concept. Importantly, 
health literacy means not just developing individ-
ual skills but also the interaction between people 
and their environments and enhancing power and 
voice individually and with others. Health literacy 

programmes, for example, contribute to co-pro-
ducing health by improving communication and 
by addressing the power balance between service 
users and providers or laypeople and specialists.

Health literacy is very context specific. This has 
major implications for health literacy research. It has 
different meanings in various sociocultural contexts 
relevant to health. During the past 20 years, many 
approaches and tools have been developed to 
strengthen health literacy in various settings and for 
different population groups. Action must take place 
in many sectors: health professionals urge the edu-
cation sector to improve the literacy skills of popu-
lations, but the health sector itself must take action 
to remove literacy-related barriers to information, 
services and care.

Research focusing on the links between the literacy 
skills of patients and health outcomes has estab-
lished that many health outcomes are associated 
with patients’ limited literacy skills. However, one 
cannot make a judgement about literacy without 
examining both sides of the equation – such as the 
reader and the book, the listener and the speaker, 
the skills of the person using the tool and the quality 
of the tool itself. How well do health professionals 
communicate with patients? How health literacy–
friendly are health care organizations, workplaces 

Taking action to create and strengthen 
health literacy–friendly settings

B
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B. Taking action to create and strengthen health literacy–friendly settings

and supermarkets? The interaction of settings, 
 people and professionals is crucial in developing 
policies and programmes that address health liter-
acy and in evaluating them. In daily life, the interface 
between the organization and settings and people 
is critical. In the health care sector, the interface with 
professionals plays a very important role (Fig. 10).

Fig. 10. Health literacy interface

Settings People Professionals

Health literacy interface
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Health is created and lived by people 
within the settings of their everyday 
life; where they learn, work, play and 
love.

Ottawa Charter for Health Promotion

What are health-literate settings?

The settings-based approach to health promotion 
involves a holistic and multidisciplinary method that 
integrates action across risk factors. It recognizes the 
importance of context and has been applied in cities, 
schools, hospitals, workplaces, universities, prisons 
and other organizational settings. Healthy settings 
make a clear commitment to health and well-being 
and set out transparent strategies to reach that goal. 
The key principles of healthy settings include com-
munity participation, partnership, empowerment 

and equity. Health literacy is a key concept in health 
promotion and is a key dimension of healthy set-
tings. Health-literate settings infuse awareness of 
and action to strengthen health literacy throughout 
the policies, procedures and practices of the set-
tings. They embrace strengthening health literacy 
as part of their core business. 

This part of the publication presents the promising 
evidence on addressing these dynamics in differ-
ent settings: the educational setting, the school, the 
workplace, the market environment, the health care 
setting, mass media and communication and social 
media. In improving health literacy, research atten-
tion and resources must be focused on identifying 
and removing the barriers that constrain effective 
action. What works and does not work in the many 
social and physical environments that can contrib-
ute to improving health literacy needs to be exam-
ined carefully.

Attributes of health-literate settings
5
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What is a healthy city? 

The WHO European healthy cities movement has 
been a key factor in spreading the health promotion 
message in Europe and beyond to decision-makers, 
politicians, citizens and professionals in many sec-
tors. A healthy city is conscious of health and striv-
ing to improve it. It continually creates and improves 
its physical and social environments and expands 
the community resources that enable people to 
mutually support each other in performing all the 
functions of life and developing to their maximum 

potential. Successfully implementing this approach 
requires innovative action – through leadership for 
health, explicit political commitment, intersectoral 
partnerships and participation, it creates health lit-
eracy throughout the city. This way of working and 
thinking includes involving local people in deci-
sion-making, requires political commitment and 
organizational and community development and 
recognizes the process to be as important as the 
outcomes. Health literacy plays an important role in 
achieving the goals of the healthy cities movement 
(Box 6).

Health literacy is a key attribute of a 
healthy city

6

Box 6. How health literacy contributes to a healthy city

A health-literate city:

•	 	recognizes	at	the	highest	political	level	the	importance	of	becoming	and	remaining	health	literate	and	gives	this	priority	
through policies and interventions;

•	 	strives	systematically	to	improve	the	health	literacy	of	its	people,	its	communities,	various	social	groups	and	its	institutions	
and services;

•	 	has	leaders	who	understand	the	high	relevance	of	health	for	the	well-being	of	the	city	overall	and	the	need	to	continually	
invest in and enhance the social assets of the city, including health literacy, community resilience, community empower-
ment and participation and social networking;

•	 	is	 committed	 to	 intersectoral	work	across	government	because	decision-makers	 in	many	 sectors	understand	 the	high	
relevance of health and seek health co-benefits and synergy in their policies in cooperation with the health sector;

•	 	provides	individuals	and	communities	with	skills	and	knowledge	because	healthy	people	and	communities	are	one	of	the	
key assets of cities;

•	 	aids	citizens	in	navigating	through	the	health,	education	and	social	service	systems,	making	the	healthy	choice	the	easier	
choice in settings under city jurisdiction;
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Box 6. contd

•	 	uses	a	range	of	media	to	deliver	consistent	and	understandable	messages	and	applies	plain-language	principles;
•	 	regularly	reviews	programmes,	encourages	innovation	and	adapts	services	to	the	health	literacy	requirements	of	the	most	

vulnerable people;
•	 	works	with	the	private	sector	and	the	many	voluntary	organizations	 in	 the	city	as	well	as	adult	 learning	 institutions	 to	

improve the overall level of health literacy in the city;
•	 	regularly	measures	the	levels	of	health	literacy	in	the	city;	and
•	 	is	committed	to	accountability	and	transparency.
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Health citizenship requires a combi-
nation of personal and social respon-
sibility from individuals, but even 
more so it requires the institutions of 
society to promote choice, empower-
ment, self-management, responsive-
ness and participation in health and 
well-being.

Cayton & Blomfield Health citizenship – leaving 
behind the policies of sickness

The Institute of Medicine of the United States 
National Academy of Sciences compiled a set of 10 

attributes of health-literate health care organizations 
based on the outcomes of more than two decades 
of health literacy research (Table 4 and Fig. 11). These 
attributes can mostly be extended to organiza-
tions in general. These strategies are not meant to 
be prescriptive. There are many paths to becoming 
a health-literate organization. Individual health care 
organizations (and other public health and sectoral 
agencies) will probably choose different strategies. 
Each should test how well its strategies work with 
the populations it serves and share the results of 
its efforts with others. Similarly, different agencies 
will choose which attributes to address first and 
how thoroughly to address those attributes before 
broadening their efforts to encompass additional 
attributes. The attributes described can be applied 
to all systems that work to strengthen health literacy.

Attributes of health literacy–friendly 
organizations

7

Table 4. Attributes of a health-literate health care organization

A health-literate health care organization: Examples

Has leadership that makes health literacy integral 
to its mission, structure and operations

•	 	Develops	and	implements	policies	and	standards
•	 	Sets	goals	for	improving	health	literacy	improvement,	establishes	accountability	

and provides incentives
•	 	Allocates	fiscal	and	human	resources
•	 	Redesigns	systems	and	physical	space

Integrates health literacy into planning, 
evaluation measures, patient safety and quality 
improvement

•	 	Conducts	health	literacy	organizational	assessments
•	 	Assesses	the	impact	of	policies	and	programmes	on	individuals	with	limited	

health literacy
•	 	Factors	health	literacy	into	all	patient	safety	plans
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A health-literate health care organization: Examples

Prepares the workforce to be health literate and 
monitors progress

•	 	Hires	diverse	staff	with	expertise	in	health	literacy
•	 	Sets	goals	for	training	staff	at	all	levels

Includes populations served in designing, 
implementing and evaluating health information 
and services

•	 	Includes	individuals	who	are	adult	learners	or	have	limited	health	literacy
•	 	Obtains	feedback	on	health	information	and	services	from	individuals	who	use	

them

Meets the needs of populations with a range of 
health literacy skills while avoiding stigmatization

•	 	Adopts	universal	precautions	for	health	literacy,	such	as	offering	everyone	help	
with health literacy tasks

•	 	Allocates	resources	proportionate	to	the	concentration	of	individuals	with	limited	
health literacy

Uses health literacy strategies in interpersonal 
communication and confirms understanding at 
all points of contact

•	 	Confirms	understanding	(such	as	using	the	teach-backa, show-me or chunk-and-
checkb methods)

•	 	Secures	language	assistance	for	speakers	of	languages	other	than	the	dominant	
language

•	 	Limits	to	two	to	three	messages	at	a	time
•	 	Uses	easily	understood	symbols	in	way-finding	signage

Provides easy access to health information and 
services and navigation assistance

•	 	Makes	electronic	patient	portals	user-centred	and	provides	training	on	how	to	
use them

•	 	Facilitates	scheduling	appointments	with	other	services

Designs and distributes print, audiovisual and 
social media content that is easy to understand 
and act on

•	 	Involves	diverse	audiences,	including	those	with	limited	health	literacy,	in	
development and rigorous user testing

•	 	Uses	a	quality	translation	process	to	produce	materials	in	languages	other	than	
the dominant language

Addresses health literacy in high-risk situations, 
including care transitions and communication 
about medicines

•	 	Gives	priority	to	high-risk	situations	(such	as	informed	consent	for	surgery	and	
other invasive procedures)

•	 	Emphasizes	high-risk	topics	(such	as	conditions	that	require	extensive	
self-management)

Communicates clearly what health plans cover 
and what individuals will have to pay for services

•	 	Provides	easy-to-understand	descriptions	of	health	insurance	policies
•	 	Communicates	the	out-of-pocket	costs	for	health	care	services	before	they	are	

delivered

a  The teach-back technique is used in clinical encounters with patients. After describing a diagnosis and/or recommending a course of treat-
ment, the health professional should ask the patient to reiterate what has been discussed by reviewing the core elements of the encounter 
so far. The health professional should be specific about what the patient should teach back and be sure to limit instruction to one or two 
main points. If a patient provides incorrect information, the health professional should review the health information again and give the 
patient another opportunity to demonstrate understanding. Using this method, the health professional can be assured that the patient has 
adequately understood the health information presented.

b  After health professionals communicate one important message – a chunk of instructions – they check how much the patient understood.

Source: adapted from: Brach C et al. Attributes of a health literate organization. Washington, DC, Institute of Medicine, 2012 (http://www.iom.
edu/~/media/Files/Perspectives-Files/2012/Discussion-Papers/BPH_HLit_Attributes.pdf, accessed 15 May 2013).

Table 4. contd
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Fig. 11. Elaborations on the foundations of a health-literate organization

Source: adapted from: Brach C et al. Attributes of a health literate organization. Washington, DC, Institute of Medicine, 2012 (http://www.iom.
edu/~/media/Files/Perspectives-Files/2012/Discussion-Papers/BPH_HLit_Attributes.pdf, accessed 15 May 2013).
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Health is vital to education. Educa-
tion is vital to health. Healthier stu-
dents, families and communities have 
higher levels of academic achieve-
ment and are more productive in 
 later years. Educational interventions 
play a central role in promoting and 
strengthening health literacy.

Nutbeam Health literacy as a public health goal: 
a challenge for contemporary health education and 
communication strategies into the 21st century

What is known

1.  Literacy influences people’s ability to access 
information. Research studies in education and 
adult literacy indicate that literacy influences 
the ability to access information and navigate 
in literate environments, affects cognitive and 
linguistic abilities and affects self-efficacy. An 
individual’s level of literacy directly affects their 
ability to access health information, learn about 
disease prevention and health promotion, fol-
low health care regimens and communicate 
about health messages with other people  
(Fig. 12).

Educational settings
8

Fig. 12. Model of compatible levels of influence and the education system to strengthen health 
literacy
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2.  Lifelong learning strongly predicts health 
literacy. Recent studies of the determinants of 
health literacy among older adults found that 
participation in lifelong learning, both formal 
and informal, is one of the strongest predic-
tors of health literacy among this population 
group. Interventions encouraging people to be 
lifelong learners (either participating in struc-
tured learning or through daily activities such 
as daily reading or learning computer skills) are 
therefore considered to be likely to facilitate the 
development and maintenance of health liter-
acy skills.

3.  Wide-ranging and mutually reinforcing 
learning opportunities are critical. Increas-
ing numbers of studies explain that people 
learn health literacy in the social and cultural 
contexts in which they live. As such, health lit-
eracy requires a broad variety of learning oppor-
tunities. Some of these opportunities are inside 
major societal institutions such as the school 
system or the health care system. However, simi-
lar to most basic life skills, people learn in all their 
settings and activities, and improving health 
literacy is therefore not confined to such insti-
tutions. Other contexts such as family, friends, 
peer groups and mass media are important. This 
means that wide-ranging learning opportuni-
ties in health literacy should be offered in vari-
ous personal and social learning contexts. Since 
social learning and engagement require posi-
tive feedback, any attempts to promote health 
literacy should provide such positive feedback, 
which fosters gratifying experiences of being 
able to achieve change in health status and its 
determinants.

What is known to work – promising 
areas for action

1.  Build the foundations for health literacy in 
early child development. The opportunities 
that very young children have to learn are criti-
cal for the following years. These include inter-
acting with parents and other family members, 
early childhood education programmes, play, 
child-to-child programmes and many learning 
opportunities within childcare settings. Learning 
for well-being especially focuses on such learn-
ing opportunities.

2.  Develop and support health-promoting 
schools approaches. Health-promoting schools 
as a settings approach aims to combine chang-
ing individual behaviour with changing organi-
zations and policy. An ecological perspective 
recognizes that developing essential knowledge 
and life skills (including those required for health 
literacy) is part of the larger social system or ecol-
ogy. It consists of three interacting components, 
including a broad health education curriculum 
supported by the supportive school environ-
ment and the ethos of the school and its part-
nerships and services. The health-promoting 
schools approach is compatible with the ecolog-
ical model, which emphasizes action and inter-
action between individuals, levels and systems: 
intrapersonal factors; interpersonal factors; insti-
tutional factors; community factors; and public 
policy factors (Box 7).

3.  Addressing the barriers to adult learning. 
Policy actions and interventions to address social 
inequities in education and education-related 
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differentials in health literacy must be based 
on a clear understanding of why people do not 
engage with learning activities as well as know-
ing the system and structural barriers and policy 
enablers. The reasons why people do not take 
part in learning have been identified: lack of 
motivation related to perceptions that the learn-
ing is not relevant to them, lack of interest or self-
confidence and previous negative experiences. 
Cost, lack of time and/or transport or childcare 
and language (especially for non-native speak-
ers) are common obstacles. Poor awareness of 
options and lack of the necessary information 
or availability and affordability of the right type 
of course or learning environment may further 
block participation. Learning programmes for 
adults with limited skills can also positively influ-
ence their children’s learning.

4.  Combined and tailored approaches work 
best. Combined approaches to strengthen-
ing health literacy such as using multimedia 

are more effective than single approaches. 
Approaches that are tailored to the specific audi-
ence are more effective than those that are not. 
Tailored approaches imply understanding the 
perceptions, attitudes, behaviour, learning and 
media channel preferences (such as print, televi-
sion and social and other web media) of various 
population groups. Groups could be segmented 
based on demographic or attitudinal factors.

5.  Participatory approaches are promising. 
Applying participatory education principles 
(which promote reflection, discussion and shar-
ing between and among the learners) appears 
to help parents in accessing, understanding and 
using health information to benefit their own 
health and that of their children.

6.  Exploring new learning approaches for 
health and well-being. Learning for well-
being offers an integrative framework, giving a 
purpose to learning, creating a space that gath-
ers different actors to collaborate beyond their 
silos and supporting multiple types of literacy.

Learning for well-being (Box 8):

•	 	underlines	 the	 uniqueness	 and	 diversity	 of	 all	
children and the need to develop systems that 
take account of this fact;

•	 	considers	 children	 as	 competent	 partners,	
nurturing personal responsibility more than 
compliance;

•	 	understands	learning	not	only	as	a	cognitive,	but	
as an integral process with many dimensions;

•	 	moves	 from	 standardized	 education	 to	 child-
centred education; and

Box 7. Case study: health-promoting 
schools

Bertelsmann Stiftung’s programmes, Anschub.de (Alli-
ance for Healthy Schools and Education in Germany) 
and Kitas bewegen (“good and healthy kindergartens”) 
are implemented in several regional education minis-
tries in Germany through mixed public-private partner-
ships. They link health and education, carrying out health 
interventions to achieve long-lasting improvement in 
the quality of education and learning within an overall 
context of children’s development. Indicators of success 
include various aspects of the learning and teaching 
process; leadership and management; and the school 
climate and culture.
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•	 	moves	 from	 sectoral	 to	 systemic	 solutions	 in	
policy and society.
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Elham Palestine is a programme (in the West Bank and 
the Gaza Strip), supported by the Universal Education 
Foundation, for improving the physical, mental and 
social well-being of children and youth and enhancing 
their learning environments. It identifies, supports and 
disseminates innovative practices and is supported by 
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local structures, nurturing entrepreneurship in the edu-
cational community, based on a belief in the capacity of 
local communities to stimulate systemic change.

©Universal Education Foundation/Elham Palestine
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The protection of the market is fre-
quently more important than the 
protection of health. A political de-
bate about health literacy is a debate 
about power and transparency: it is 
about a citizen’s right to know about 
the origin and composition of food, 
about hospital infection rates, about 
which outlets sell alcohol to minors 
and about levels of pollution in a way 
that it can be understood broadly and 
easily.

Kickbusch Health literacy, social determinants and 
public policy

What is known

1.  Communities are key settings for health 
literacy. People make daily health-related deci-
sions in their homes and communities. Fami-
lies, peer groups and communities are usually 
primary sources of health information. They 
help to shape functional health literacy skills 
related to product and service choices. These 

sources can provide important information 
about behaviour that promotes and protects 
health and prevents disease as well as alterna-
tive therapies, self- and family care, available 
support services and first aid. By supporting and 
promoting interactive and individual health lit-
eracy capacity, communities can activate the 
cultural capital of their members and contrib-
ute to broader community development and 
strengthening social capital.

2.  Daily choices for consumers are made dif-
ficult. In everyday life, making healthy choices 
can be difficult because the information about 
which types of behaviour or which products are 
healthy can be contradictory or not fully under-
stood. For example, people often misjudge the 
number of calories they are consuming or the 
amount of exercise they take. People shopping 
do not always easily understand the composi-
tion of products such as processed food or judge 
the accuracy of health claims – since not many 
of these provide easily understandable informa-
tion or labelling. Most are not organized to make 
the healthier choice the easier choice. Neverthe-
less, even with access to information, people 
often make choices by emotional or situational 
impulses – which is the basis of many marketing 
strategies (Fig. 13).

Marketplace and community settings
9
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Watch out for  
diabetes!

You must eat a
healthy diet!

You must be
more active!

Don’t watch
TV!

Don’t do
drugs

Don’t
smoke

Are you a candidate
for heart disease?

Don’t eat
junk food!

So much information! So many choices to be made! What does it all mean?

What is known to work – promising 
areas of action

1.  Build supportive environments for consum-
ers. Although people do need to understand, 
for example, which kinds of foods are good for 
their health, it is increasingly recognized that 
health literacy support measures are needed in 
the consumer environment, especially in rela-
tion to food and beverages. Examples include:

	 •	 	clear	 labelling:	 for	 example,	 indicating	 the	
number of calories in a meal or a beverage;

	 •	 	a	 traffic	 light	 system:	 for	example,	 indicating	
healthier and less healthier choices;

	 •	 	consumer	 design	 strategies:	 for	 example,	
placing the healthy food in attractive and eas-
ily accessible settings; and

	 •	 	consumer	right-to-know	and	product	liability	
laws.

2.  Provide reliable health information re-
sources. Most important is ensuring access to 
reliable, relevant and understandable informa-
tion that is enforced by law (such as product 
information regarding processed food) or made 
available by a government institution (such as 
kiesBeter.nl or NHS Choices) or by independ-
ent actors such as foundations (such as Weisse 
Liste). Patients and consumers have a right to be 

Fig. 13. Making healthy choices

Source: adapted from: WestOne Services (2013).
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empowered and supported, not only by good 
and independent information but also by means 
of counselling and advocacy.

3.  Successful interventions start where people 
are and use multiple approaches. Action is 
taken in the settings where people live, work and 
play. Interventions acknowledge a wide variety 
of learning styles and use multiple approaches 
(Box 9). Regulating the promotion of tobacco, 
alcohol and high-density and high-sugar foods 
to children, for example, has been shown to 
effectively reduce consumption when com-
bined with awareness-raising and information 
campaigns based on understanding of the per-
ceptions, knowledge and attitudes of the popu-
lations whose behaviour needs to be changed.

4. Make the healthier choice the easier choice: 
use nudging to catalyse change in behaviour. 
The term nudge describes any aspect of the choice 
architecture that alters people’s behaviour in a pre-
dictable way without forbidding any options or 
significantly changing their economic incentives. 
Engaging in nudge approaches requires health pro-
fessionals to shift from their role as an expert telling 
people what to do to become knowledge brokers 
and choice architects (Box 10).

Box 9. Case study: workers in hairdressing 
salons

In the United Kingdom, the workers in hairdressing 
salons have been targeted for general hand hygiene 
purposes, influenza prevention messages and reducing 
the occupational hazard of skin problems as a result of 
chemicals or inadequate drying. Keeping written infor-
mation to a minimum, “bad hand day” packs contain a 
simple leaflet, poster, stickers and fridge magnets deliv-
ered through the mail following a media campaign, per-
sonal delivery by local authorities, posters in trade outlets 
and trade journals and education sessions in training col-
leges and prove to be extremely effective. In eastern Eng-
land, a Heads Up! campaign has made use of the salon 
setting and the interaction with clients to raise the issue 
of mental health as part of the Time to Change national 
campaign on tackling mental health stigma. The workers 
were able to direct clients to materials and service infor-
mation made available in the salon relevant to topics that 
arose in conversation.

Box 10. Examples of nudging activities

Smoking nudges could include making nonsmoking 
more visible though mass-media campaigns with the 
message that the majority do not smoke and most smok-
ers want to stop and by reducing cues for smoking by 
keeping cigarettes, lighters and ashtrays out of sight.

Alcohol nudges could include serving drinks in smaller 
glasses and making lower alcohol consumption more 
visible by mass-media campaigns with the message that 
the majority do not drink to excess.

Diet nudges might include designating sections of 
supermarket trolleys for fruit and vegetables and making 
salad rather than chips the default side-order.

Physical activity nudges might include making stairs, not 
lifts, more prominent and attractive in public buildings 
and making cycling more visible as a means of transport, 
such as through city bicycle hire schemes.

Source: Marteau T et al. Judging nudging: can nudging 
improve population health? British Medical Journal, 2011, 
342:d228.

Key sources

Kickbusch I. Health literacy, social determinants 
and public policy. 20th IUHPE World Conference on 
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About 350 million working days are 
lost in the European Union each year, 
with stress and depression recog-
nized as a major cause of sickness. The 
European working-age population is 
expected to shrink between 2020 and 
2060 by 13.6%, and the number of 
workers older than 65 will increase.

Healthy workplace, healthy society: blueprint for 
business action on health literacy

What is known

1.  Behaviour change for health in the work-
place can be effective. Workplace health and 
well-being programmes have proven particu-
larly effective in encouraging sustained healthy 
behavioural change and health education. 
These programmes work best not as add-on 
offerings but when integrated into core organi-
zational strategies (Box 11). Interventions in the 
workplace are highly effective especially for 
men, who are more difficult group to reach with 
health messages than women. Workplace inter-
ventions have been shown to help prevent acci-
dents, lower the risk of industrial or occupational 

diseases, improve lifestyle choices and reduce 
the risk of noncommunicable diseases. They 
have also been shown to counter stress factors 
(including job (in)security, demands and control 
and effort and reward in the workplace2) and 
issues related to achieving an appropriate work–
life balance.

2.  There is a strong business case for investing 
in strengthening health literacy. Strength-
ening health literacy as part of comprehensive 
health and well-being programmes improves 
attendance, performance, engagement and 
retention as well as health care costs. Where the 
employer is responsible for health care costs, 
the return on investment has been estimated as 
being 4:1.

2  The demand–control model and the effort–reward imbalance 
model are two work stress models that help to identify particu-
lar job characteristics important for employee well-being. The 
demand–control model predicts that the most adverse health 
effects of mental strain occur when job demands are high and 
the ability to make decisions is low. The effort–reward imbal-
ance model assumes that emotional distress and adverse health 
effects occur when there is a perceived imbalance between 
efforts and occupational rewards.

Workplace settings
10
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What is known to work – policy and 
other interventions

1.  A strategic approach to workplace health 
literacy programmes can be developed 
(Fig. 14).

 Action shown to be effective includes:

•	 	leadership	 by	 top	 management	 on	 healthy	
workplace initiatives;

•	 	engaging	 people	 at	 all	 levels	 from	 the	 board-
room to the shop floor;

•	 	engaging	 employees’	 and	 stakeholders’	 devel-
opment and ongoing implementation through 
good branding and continual communication;

•	 	creating	 the	 right	 environment	 within	 the	
organization, aligning with other priorities and 
integrating initiatives with established work-
place wellness and other employee assistance 
programmes (Box 11);

•	 	addressing	relevant	issues;
•	 	including	interventions	that	address	a	range	of	

learning styles;
•	 	maintaining	momentum	and	freshness	long	term;
•	 	involving	families;
•	 	keeping	the	message	and	the	programme	sim-

ple and aligned to business needs;
•	 	reflecting	 the	 diversity	 of	 the	 workforce	 and	

being culturally sensitive; and
•	 	evaluating	 the	 impact	 with	 robust	 measures	

before and after the interventions.

2.  Ensuring environmental support for 
healthier choices. Effective initiatives include 
healthy on-site dining, catering and vending; 
open stairwells, walking paths and signposts 

Box 11. Case study: workplace wellness 
programmes

Johnson & Johnson has developed and implemented 
a comprehensive, holistic, onsite wellness programme 
for their employees since 1979. This programme affects 
more than 115 500 employees worldwide and includes 
the following features:

•	 	financial	 incentives	 for	 employees	 to	 complete	 a	
health risk assessment and counselling process;

•	 	onsite	 health	 education	 and	 health	 coaching,	 with	
employees able to access health services including 
stress management and wellness coaching and 
instant biometric health screenings such as height, 
weight, body mass index, blood glucose testing and 
cholesterol testing; 

•	 	access	to	fitness	facilities	and	exercise	rooms;
•	 	vending	 machines	 that	 offer	 healthy	 snack	 and	

beverage choices;
•	 	smoke-free	campuses;	and
•	 	personalized	health	referrals	for	employees	who	need	

ongoing assistance  for illness and managing risks. 

Evaluations of the programme conducted between 
1995–1999 and again from 2007–2009 have shown 
high staff participation in the programme, lower overall 
corporate health care spending and lower employee 
absenteeism. The programme has also significantly 
reduced risk factors  for employee health, including 
sedentary behaviour (from 39% to 20%), smoking (from 
12% to 4%), high blood pressure (from 14% to 6%) and 
high cholesterol (from 19% to 5%). 

3.  Changing working environments put more 
responsibility on employees. Some busi-
nesses in the service sector have become virtual, 
with nomadic employees travelling or working at 
different sites. This change means that employ-
ers have less control over health and well-being 
programmes, and new ways of strengthening 
employees’ health literacy are emerging.
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marking distances and/or encouraging physi-
cal activity; break rooms with stretching aids; 
and free filtered water. Moreover, efforts to 
reach family members through employee edu-
cation and targeted communication, healthy 

dinners-to-go offered in the employees’ café, 
family and/or community access to company 
fitness facilities; and corporate support of physi-
cal education in schools, playgrounds and parks 
have been shown to have positive effects.

Fig. 14. Blueprint for Business Action on Health Literacy

Source: Healthy workplace, healthy society: blueprint for business action on health literacy. Brussels, Joint Venture of Business Action on Health Lit-
eracy, CSR Europe, 2013 (http://www.csreurope.org/pages/en/hl_blueprint.html, accessed 15 May 2013).
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3.  Provide incentives for changing behaviour. 
Workplaces can provide incentives to employees 
to adopt healthy lifestyles. Subsidizing employ-
ees who choose not to commute to work by 
car, for example, increases the proportion of 
employees that walk or cycle to work. Other 
incentives include lowering health premiums for 
employees at higher risk of developing a chronic 
illness who complete health risk appraisals and 
recommended health-coaching activities. Peer 
support programmes have also been shown 
to improve health outcomes and lower costs  
(Box 12).
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Box 12. Case studies: workplace 
peer support and health promotion 
programmes

Volkswagen, a car manufacturer headquartered in Ger-
many, actively involved employees by creating health 
circles in many company sectors. These problem-solving 
groups were tasked with identifying health-related prob-
lems and possible measures for improvement. This initia-
tive, supported by training, halved absenteeism from 24 
days per employee in 1986 to 12 days in 1996 and saved 
personnel costs of roughly US$ 50 million per year as a 
result of improved health.

Another study among firefighters in the United States of 
America found that peer support was effective in improv-
ing diet, physical activity and general well-being. A study 
in the transport sector in the United States of America 
found that peer support programmes reduced substan-
tially related injuries, with a benefit–cost ratio of 26:1.

The NHS (National Health Service) National Institute for 
Health and Clinical Excellence in England has produced 
a series of guidelines addressing the evidence based 
for workplace health promotion programmes includ-
ing smoking cessation, physical activity and mental 
well-being.
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Health information is often inacces-
sible because the literacy demands of 
health systems and the literacy skills 
of average adults are mismatched.

Rima E. Rudd Health service interventions – navigat-
ing health systems and partnering with health profes-
sionals (unpublished)

What is known

1.  Navigating increasingly complex health 
care systems is a major challenge for 
patients and their families. Health institu-
tions are complex structures and busy working 
environments with multiple entrances, busy 
hallways and layered signs and postings and are 
filled with the sounds of the foreign languages 
of medicine, nursing and varied allied health 
professions. Such institutions require sophisti-
cated navigation skills. Initial studies have found 
multiple but similar barriers across countries 
and locations. They include problematic web 
sites, phone interactions and street signs; poorly 
marked entrances, passageways and destination 
points; complex maps that do not match signs 
or place colours; jargon-filled forms for health 
and family background information for legal 
documents such as informed consent and for 

critical directions such as those for test prepara-
tions or for discharge home care. This can be a 
great challenge for adults and even more diffi-
cult for children and adolescents.

2.  Patients face multiple literacy require-
ments and increasingly difficult decisions. 
This may include: evaluating information for 
credibility and quality, analysing relative risks 
and benefits, calculating dosages, interpreting 
test results or locating health information. To 
accomplish these tasks, individuals may need to 
be: visually literate (able to understand graphs 
or other visual information), computer literate 
(able to operate a computer), information liter-
ate (able to obtain and apply relevant informa-
tion), media literate (able to distinguish reliable 
information from promotions) and numerically 
or computationally literate (able to calculate or 
reason numerically).

3.  Health information materials are often 
poorly written and literacy demands are 
excessive. A strong body of evidence indicates 
that the literacy demands of health materials (in 
print and online) are clearly mismatched with 
the literacy skills of average adults with second-
ary school education. More than 1500 peer-
reviewed studies indicate that health materials, 
across a wide array of content areas and formats 
(such as patient brochures, discharge instruc-
tions or medicine directions, forms, lists and 

Health care settings
11
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charts) have been poorly designed, poorly writ-
ten and geared to a very sophisticated audience.

4.  Health providers’ written and spoken com-
munication has insufficient clarity and 
quality. The skills of health professionals in 
communicating with patients have been asso-
ciated with health outcomes. Studies show that 
patients require definition of terms, concrete 
examples, illustrations, narratives and reminder 
cues. They require help with solving problems 
and need to be actively encouraged to ask ques-
tions. Good experience has been gained with 
best practice guidelines.

5.  New “business” models can create new 
obstacles. The adoption of a business approach 
to health reform, guided by efficiency outcome 

measures, has often led to reorienting prior-
ities. The economic values inherent in an indus-
trial and/or for-profit approach have in many 
places replaced fundamental commitment to 
access and care for many vulnerable people, 
such as low-income, older and unemployed 
people. Time management of health profes-
sional visits, for example, reduces the amount of 
contact time and opportunities for information 
exchange between providers (especially doc-
tors) and patients.

6.  Health literacy affects the use of health 
services. The European Health Literacy Survey 
shows that health literacy in European coun-
tries is slightly but significantly correlated with 
the use of health care services, such as the fre-
quency of using hospital services (Fig. 15).

Fig. 15. Frequency of hospital service use in the last 12 months according to scores on the General 
Health Literacy Index for the 7764 respondents in the European Health Literacy Survey 

Source: adapted from: Comparative report on health literacy in eight EU member states. The European Health Literacy Project 2009–2012. Maastricht, 
HLS-EU Consortium, 2012 (http://www.health-literacy.eu, accessed 15 May 2013).
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What is known to work – promising 
areas for action

1.  Reframe health literacy as a challenge to 
systems, organizations and institutions. 
Several key reports on health literacy have 
uniformly recommended that health systems 
actively strive to understand the needs of their 
population and design care delivery models in 
a manner that accommodates everyone. Over-
all, limited health literacy should be framed not 
as a problem of patients and citizens, rather as 
a challenge to health care providers and health 
systems to reach out and more effectively com-
municate with patients, citizens and families. 

A wide variety of effective evidence-informed 
interventions have been reported (Table 5).

2.  Establish a policy to promote health liter-
acy in all communication materials. Health 
systems should consider establishing policies 
that promote health literacy in written, multime-
dia and Internet-based communication directed 
to the public as a first response to health lit-
eracy. This includes enforcing plain-language 
approaches to health. Evidence-informed stand-
ards are available for ensuring plain-language 
communication and user-testing of materials 
and tools in health (Table 6). The way health 
information is offered in print, online and in 

Table 5. Improving the health literacy environment in health care facilities: a toolbox

Focus Challenges Suggested action

Web •	 	Generally	designed	for	attractiveness	rather	than	use •	 	Improve	navigation	and	the	return	to	the	home	
page

•	 	Enable	users	to	make	enquiries
•	 	Provide	answers	to	common	enquiries

Phone •	 	Recorded	information	is	often	spoken	very	rapidly
•	 	The	operator	cannot	answer	many	questions
•	 	Wait	times	are	long	and	disconnections	are	common

•	 	Develop	recordings	with	care	and	pilot	them
•	 	Provide	orientation	and	training
•	 	Provide	scripts	for	frequently	asked	questions

Entry •	 	Signage	is	not	clear
•	 	Different	entrances	are	not	marked	by	purpose

•	 	Clarify	street	and	entry	signs

Way-finding •	 	The	information	desk	is	often	welcoming,	but	the	
directions are not always clear

•	 	Many	workers	do	not	know	the	facility	layout
•	 	Maps	are	very	complex
•	 	Signs	do	not	apply	consistent	or	common	words

•	 	Provide	orientation	and	training	in	using	plain	
language

•	 	Provide	orientation	booklets	for	patients
•	 	For	new	construction:	do	not	leave	signs	to	the	

discretion of the designers
•	 	Consider	all	staff	as	ambassadors	and	provide	

orientation to the facility

Talk •	 	Medical	jargon	abounds •	 	Orientation	for	all	staff
•	 	Plain-language	training
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discussions should change. Recommendations 
related to print and online materials include calls 
for institutional review boards with minimum 
requirements for rigorous pilot testing with 
members of the intended audiences, evidence 
of revisions related to ease of use and clarity and 
reports of assessment processes and findings.

3.  Make health literacy sensitivity a qual-
ity criterion for health care management. 
Health literacy has to be included as a relevant 
criterion in assessing the quality of professionals 
and institutions. Taking “universal precautions” 

for health literacy means applying best practices 
for spoken communication to all health care pro-
fessionals who interact with patients. Measures 
related to literacy and/or health literacy must be 
integral to any internal programme evaluation 
to obtain feedback as to whether ongoing ini-
tiatives are reducing or exacerbating health lit-
eracy disparities, and users have to be included 
in the processes of planning, governance and 
quality assurance and improvement. This also 
includes creating shame-free environments in 
which patients and visitors feel comfortable in 
asking for help, people feel welcomed, where 

Table 6. Plain-language approaches in health care settings

Focus Challenges Suggested action

Vocabulary and 
sentence length

•	 	Overuse	of	jargon
•	 	Use	of	medical	and	other	scientific	terms	that	are	not	

defined
•	 	Use	of	long	and	complex	sentences

•	 	Use	plain	language
•	 	Use	clear	and	simple	(but	not	simplistic)	written	and	

spoken language
•	 	Use	child-friendly	language

Organization and 
structure

•	 	Materials	are	not	written	with	the	audience	in	mind	
or with attention to the reading process

•	 	People	are	often	overwhelmed	with	information	
presented in complex formats

•	 	Design	for	reading	ease
•	 	Check	for	clarity
•	 	Use	organizational	and	navigational	cues
•	 	Organize	information	by	reader	preference	and	

priority
•	 	Pilot	written	materials
•	 	Use	teach-back	for	spoken	information

Design and 
development 
processes

•	 	Materials	are	often	designed	from	the	professional	
perspective

•	 	The	production	of	material	lacks	professional	rigour
•	 	Medical	encounters	are	structured	for	the	patient	

with scarce room for question asking 

•	 	Regulate	the	development	and	review	of	critical	
texts

•	 	Require	piloting	with	members	of	the	intended	
audience, including children and adolescents

•	 	Encourage	and	support	people	in	asking	questions	
and setting agendas

Rigour •	 	Few	if	any	requirements	are	in	place	for	designing,	
piloting and producing materials

•	 	Few	protocols	are	in	place	for	assessing	the	
communication skills of health professionals

•	 	Develop	and	apply	regulations	for	designing,	
piloting and producing critical health texts

•	 	Teach	and	apply	teach-back	methods
•	 	Institute	communication	requirements	for	licensing	

exams 
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help is offered to everyone, clear signs and post-
ings ease the burden of finding one’s way, mate-
rials are provided and are well designed for use 
and talk is friendly and jargon-free.

4.  Invest in professional education. Health care 
providers should be trained to communicate 
more effectively to help them care for people 
with limited health literacy. Training should focus 
on improving clinicians’ communication skills 
and understanding of cultural sensitivity, gen-
der differences and various age groups. Further, 
clinician skills need to be improved for foster-
ing mutual learning, partnership-building, col-
laborative goal-setting and behaviour change 
for people with chronic diseases. Training works 
best when it is informed by users with limited 
health literacy, who are often underrepresented 

in clinical research. New types of professionals 
are needed who can guide individuals towards 
their health goals. New professionals are needed 
in the community and in all clinical settings to 
act as advocates, counsellors and guides.

5.  Use the International Network of Health 
Promoting Hospitals and Health Services 
as well as European patient organizations 
to foster health literacy. The health-literate 
health care organization is an important model 
for hospitals and health services. Health literacy 
is a core concept for implementing health pro-
motion. The setting-oriented approach is a rel-
evant area in the strategies and policies of the 
Network. Networks such as this are therefore an 
important resource for promoting health-liter-
ate hospitals.
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Example: adherence to medication

Directions for use and warnings on 
prescription drug labelling are often 
unclear, clinician communication dur-
ing health care encounters is often 
incomplete, pharmacies may fail to 
counsel people or provide required 
documentation to ensure that a med-
ication is used safely, and discharge 
instructions from hospitals may be 
too difficult to comprehend and fol-
low.

Michael S. Wolf Promoting health literacy among 
health systems (unpublished)

What is known

1.  Medication errors are common, danger-
ous and preventable. Problematic prescribing 
and drug labelling, coupled with known missed 
opportunities by doctors and pharmacists to 
verbally counsel people on new prescriptions, 
have been identified as root causes of medica-
tion errors, adverse events and poorer clinical 
outcomes. This problem persists despite the 
increasing availability of electronic record sys-
tems and technologies in medicine and phar-
macy practices.

What is known to work – promising 
areas for action

1.  The Universal Medication Schedule has been 
widely promoted and tested as a way to 
standardize the way doctors write medica-
tion instructions so that they are explicit and 
patient-centred: “take two pills in the morning 
and take two pills in the evening” versus “take 
two tablets by mouth twice daily” (Fig. 16). By 
leveraging an electronic health record system, 
these instructions can be made uniform across 
all medicines, and complementary, one-page 
medication information sheets can be gener-
ated automatically at checkout to promote 
safe and appropriate use. Studies have already 
shown that the Universal Medication Schedule 
can significantly improve patients’ ability to 
correctly demonstrate how to use prescribed 
medicine and to find the most efficient way to 
take a multi-drug regimen and support proper, 
sustained adherence. By working at the point 
of pharmacy, these same Universal Medica-
tion Schedule instructions can be imparted 
through a pharmacy records system, so there 
is concordance between the communication 
from the prescriber and the pharmacy. In the 
end, the drug label instruction, which may 
reflect the most tangible source of informa-
tion repeatedly viewed by patients, will have 
these more explicit and easy-to-understand 
directions. 
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Fig. 16. Example of the Universal Medication Schedule

Source: adapted from: Wolf M. A universal medication schedule to 
promote patient understanding and use. Rockville, MD, Agency for 
Healthcare Research and Quality, 2009 (www.ahrq.gov/legacy/
about/annualconf09/wolf/wolf.ppt, accessed 15 May 2013).

take 1 tablet in the morning (or bedtime)

take 1 tablet in the morning
1 tablet in the evening

take 1 tablet in the morning
1 tablet at noon
1 tablet in the evening

take 1 tablet in the morning
1 tablet at noon
1 tablet in the evening
1 tablet at bedtime

take 1 or 2 tablets
Wait at least 4 hours before taking again
Stop at 6 tablets in 1 day

Morning: 06:00–08:00

Noon: 11:00–13:00

Evening: 16:00–18:00

Bedtime: 21:00–23:00
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What is known

1.  The health outcomes for people with dia-
betes who have limited literacy can be 
improved significantly. Personalized edu-
cation, in which people with diabetes have 
direct contact with a provider, has more effect 
on diabetes knowledge and self-efficacy than 
multimedia interventions with no personal-
ized contact. Comprehensive programmes for 
managing diabetes have the greatest effect on 
the clinical outcomes of people with limited 
literacy. Self-management behaviour improves 
with interventions focused on goal-setting and 
action plans.

2.  Randomized clinical trials indicate that health 
outcomes such as systolic blood pressure 
and glycated haemoglobin (HbA

1c
) can be 

improved among people with diabetes with 
high and limited literacy through comprehen-
sive programmes for managing diabetes but not 
through automated telephone support, multi-
media interventions or group visits.

What is known to work

1.  Develop and support programmes for 
self-managing chronic disease. Supporting 

health literacy and empowering people with 
chronic disease and their families to successfully 
self-manage disease means providing not only 
relevant health information but also opportuni-
ties and an environment to develop skills, con-
fidence and knowledge. This includes reducing 
the complexity of health-related information. 
The effectiveness of all options is enhanced by 
creating environments that encourage service 
providers to combine traditional care with peer-
led self-management support that incorporates 
new roles for service users. Behaviour improves 
with interventions focused around goal-setting 
and action plans (Box 13).

Example: programmes for self-managing 
chronic disease

Box 13. Chronic disease self-management 
programmes

An example of supporting the health literacy of people 
living with chronic conditions is the programmes for self-
managing chronic disease now being implemented in 
several European countries such as Denmark, England, 
the Netherlands and Switzerland (originally developed 
at Stanford University). One well-established programme 
is the Expert Patient Programme in the United Kingdom 
based on self-care groups led by patient peers, adapted 
to community needs and based on patients understand-
ing and being involved in their care.
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Key sources

Brach C et al. Attributes of a health literate organiza-
tion. Washington, DC, Institute of Medicine, 2012 
(http://www.iom.edu/~/media/Files/Perspectives-
Files/2012/Discussion-Papers/BPH_HLit_Attributes.
pdf, accessed 15 May 2013).

Brach C et al. Health literacy in action: design, devel-
opment and measurement. Rockville, MD, Center 
for Delivery, Organization and Markets, Agency 
for Healthcare Research and Quality, 2009 (http://
www.ahrq.gov/about/annualconf09/brach3.htm, 
accessed 15 May 2013).

Brady T et al. A meta-analysis of health status, health 
behaviors, and health care utilization outcomes of 
the Chronic Disease Self-Management Program. 

Preventing Chronic Disease: Public Health Research, 
Practice and Policy, 2013, 10:120112.

The health literacy web site of the United States 
Centers for Disease Control and Prevention (http://
www.cdc.gov/healthliteracy, accessed 15 May 2013) 
provides tips and tools for health professionals to be 
more effective communicators and health literacy 
training for anyone working to communicate health 
information to the public.

Institute of Medicine. Health literacy: a prescription to 
end confusion. Washington, DC, National Academy 
of Sciences, 2004.

International Network of Health Promoting Hospi-
tals and Health Services [web site]. Copenhagen, 
International Network of Health Promoting Hospi-
tals and Health Services, 2013 (http://www.hphnet.
org, accessed 15 May 2013).

Cindy Irvine’s Health and literacy compendium (Bos-
ton, Health and Literacy Initiative, World Education, 
1999 (http://healthliteracy.worlded.org/docs/comp, 
accessed 15 May 2013)) contains more than 80 cita-
tions to print and web materials. These cover the 
links between health status and literacy status; how 
to assess and develop easy-to- read health education 
materials; how to teach health with literacy in mind, 
and how to teach literacy using health content; 
background information on literacy and participa-
tory education methods; curricula and materials on a 
variety of health topics  for adults with limited literacy 
skills; bibliographies and databases of easy-to-read 
or multilingual health information and brochures; 
and bibliographies and databases of materials about 
the connections between health and literacy.

Box 13. contd

Such programmes tend to be group-based self-manage-
ment courses 6–8 weeks long with structured weekly 
sessions of about 2.5 hours and predominantly offered 
in community settings. Two trained peer leaders, at least 
one of which has a chronic condition, facilitate the inter-
active sessions. People living with various chronic con-
ditions and/or family members can attend the courses. 
Both training of leaders and facilitating the weekly ses-
sions are based on a structured manual.

Reviews and a meta-analysis on the outcomes of these 
programmes conclude that moderate to strong evi-
dence indicates that the programmes improve self-rated 
health, health distress, pain, fatigue, the management of 
cognitive symptoms, physical activity and self-efficacy. 
Implementing them on a large scale could contribute to 
improving public health.
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Rudd R. Oxford bibliographies: health literacy. 
Oxford, Oxford Bibliographies, 2011 (http://www.
oxfordbibliographies.com/view/document/obo-
9780199756797/obo-9780199756797-0033.xml, 
accessed 15 May 2013).

Rudd & Anderson’s The health literacy environment 
of hospitals and health centers. Partners for action: 
making your healthcare facility literacy friendly (Cam-
bridge, MA, Health and Adult Literacy and Learn-
ing Initiative, Harvard School of Public Health, 
2006 (http://www.hsph.harvard.edu/healthliter-
acy/ files/2012/09/healthliteracyenvironment. pdf, 
accessed 15 May 2013)) includes a set of review 
tools and offers an approach for analysing literacy-
related barriers to health care access and navigation. 
It was designed to assist chief executive officers, 
presidents, programme directors, administrators 
and health care workers at hospitals or health cen-
tres to consider the health literacy environment of 
their facilities and to analyse ways to better serve 
their patients.

Simply put – a guide for creating easy-to-understand 
materials. 3rd ed. Atlanta, United States Centers for 
Disease Control and Prevention, 2009 (http://www.
cdc.gov/healthcommunication/ToolsTemplates/
Simply_Put_082010.pdf, accessed 15 May 2013).

WHO Collaborating Centre for Health Promotion in 
Hospitals and Health Care [web site]. Vienna, Ludwig 
Boltzmann Institute, 2013 (http://www.hph-hc.cc, 
accessed 15 May 2013).

Wolf M. A universal medication schedule to pro-
mote patient understanding and use. Rockville, MD, 
Agency for Healthcare Research and Quality, 2009 
(www.ahrq.gov/legacy/about/annualconf09/wolf/
wolf.ppt, accessed 15 May 2013).

Youmans S, Schillinger D. Functional health lit-
eracy and medication management: the role of 
the pharmacist. Annals of Pharmacotherapy, 2003, 
37:1726–1729.
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Mass-media communication can sup-
port health literacy in many ways. For 
most Europeans, the primary and most 
trusted information sources are their 
health care professionals, but most 
seek out supplementary information 
from a variety of mass-media sources.

Franklin Apfel Mass mediated health communica-
tions and health literacy (unpublished)

What is known

1.  Information alone is not enough. Message 
communication approaches focused on craft-
ing information and sending messages are not 
enough to positively influence people’s choices. 
Research results and experience from across the 
wider social and behavioural sciences, including 
social marketing, social psychology, behavioural 
economics and neurosciences, increasingly 
provide practical and often cost-effective, solu-
tions to helping people to “make judgments 
and take decisions in everyday life concerning 
health care, disease prevention and health pro-
motion to maintain or improve quality of life 
during the life course” (Sørensen K et al. Health 
literacy and public health: a systematic review 

and integration of definitions and models. BMC 
Public Health, 2012, 12:80) (Box 14).

Media and communication
12

Box 14. Case study: social marketing to 
enhance health literacy related to avian flu

During the 2005–2006 avian influenza outbreak in Turkey, 
UNICEF coordinated a multisectoral, multiagency task 
force that used social marketing techniques to deliver 
target-specific communications to hard-to-reach high-
risk population groups. Focus groups and interviews 
were conducted with mothers living in the rural eastern 
part of Turkey to better understand their perceptions and 
risk behaviour (such as bringing chickens into the house 
to keep them warm), identify messages and incentives 
that could reduce risk and mass media and community 
channels (such as language-specific radio and television 
broadcasts) that could deliver reliable, understandable 
information appropriate to the literacy level of the popu-
lation. The intelligence gathered also informed advocacy 
strategies for policies for compensating farmers for poul-
try losses.

2.  Communication is an integral part of com-
prehensive public health initiatives. Com-
munication has been credited with reducing 
some forms of risky behaviour (such as unpro-
tected sexual intercourse); promoting uptake 
of disease prevention measures and treatment 
(such as the use of seat-belts and medication 
labelling); and enhancing adherence to medi-
cation and treatment regimens. Positive effects 
have been attributed to programmes that tai-
lor health information to the needs of target 
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audiences, model health-promoting norms and 
lifestyles, conduct campaigns for reducing risk 
behaviour and actively advocate for policies that 
make healthier choices easier, such as advertis-
ing bans on tobacco and alcohol and banning 
smoking in public places (Box 15).

3.  Health-compromising mass-media commu-
nication. From the earliest age, people receive 
messages from multiple sources, some of which 
are highly problematic and directly undermine 
positive health behaviour. The aggressive global 
commercial marketing of tobacco, alcohol and 
unhealthy food and beverages, for example, 
continues to lead people towards unhealthy 
lifestyles and contributes significantly to the 
rapidly increasing burden of noncommunicable 
diseases.

What is known to work – promising 
policy and other interventions

1.  Levelling the communication playing field. 
Enforced restrictions on hazard-related market-
ing, such as bans on tobacco and alcohol adver-
tising (to reduce consumption and save lives) 
allow more space for health-promoting mes-
sages to be heard and seen. Free (or reduced-
cost) public access to social advertising time and 
space as part of licensing regulations gives pub-
lic health messages access to important (and 
otherwise prohibitively expensive) mass-media 
outlets, such as television, radio and cinemas. 
Freedom of information acts and regulations 
protecting open media underlie the potential 
effectiveness of any advocacy action and require 
rigorous support and continual monitoring for 
compliance. Social media (such as Facebook, 
Twitter and YouTube) have enabled new and 
unprecedented opportunities for public health 
communication (Chapter 13).

2.  Enhance public health communication 
capacity. Strategic approaches to using mass 
media to enhance individual and population 
health literacy include strengthening the capa-
city to deliver audience-centred information, 
actively countering misinformation, influencing 
behaviour and advocating for health literacy–
friendly environments and policies. Health com-
municators and educators can learn from the 
communication approaches successfully used 
by commercial advertisers and marketers. These 
include targeting and market segmentation 
techniques to deliver tested and tailored health 
messages and information.

Box 15. Enhancing the health literacy of 
policy-makers in Ukraine

Social marketing can also be used to enhance the health 
literacy of professionals, organizations and policy-makers. 
Ukraine’s tobacco control campaign, for example, used 
social marketing approaches to advocate for pictorial 
package labels in 2010. The campaign focused on edu-
cating parliamentarians as its primary target group about 
what the new proposed tobacco law related to labelling 
and taxation would mean for health and the economy. 
Tactics focused on “making ourselves indispensable”. 
Organizers actively supported the drafting of the legisla-
tion in a working group of the Parliamentary Committee 
on Health Issues and relentlessly countered the argu-
ments of the tobacco industry with the help of members 
of parliament.
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  Educational entertainment (edutainment) ap-
proaches positively influence health literacy 
learning and action. Studies indicate that edu-
tainment, especially when it is combined with 
other methods and approaches such as move-
ment-building strategies and interpersonal 
communication, has been highly effective in 
several contexts. In some countries, for example, 
discussing immunization on soap operas has 
increased the number of mothers seeking vac-
cination for their children.

3.  Actively counter misinformation and ensur-
ing quality. Establishing quality assurance 
systems to prevent misinformation and miscom-
munication can help to facilitate the delivery of 
reliable and coherent health information. Accred-
itation schemes for health literacy–friendly 
information materials can be established at 
institutional levels. Media health literacy skills are 
needed to distinguish credible, reliable and inde-
pendent information from sales-driven product 
marketing and advertising. Media literacy works 
towards deconstructing media communication, 
taking it apart to show how it is made (Box 16).

4.  Enhance equity in electronic health 
(eHealth) literacy. Health gains among highly 
eHealth-literate people have created new ine-
qualities in digital health information. Groups 
at higher risk need to be educated and assisted 
and technology designed with accessibility by 
all in mind (Box 17).

Key sources

European Commission: public health [web site]. 
Brussels, European Commission, 2013 (http://
ec.europa.eu/health/ index_en.htm, accessed 15 
May 2013).

Global epidemic: Ukraine [web site]. Washington, 
DC, Campaign for Tobacco-Free Kids, 2013 (http://
global.tobaccofreekids.org/en/global_epidemic/
ukraine, accessed 15 May 2013).

Health on the Net (HON) code of conduct for medi-
cal and health web sites [web site]. Chêne-Bourg, 
Switzerland, Health on the Net Foundation, 2013 
(http://www.hon.ch/HONcode/Conduct.html, 
accessed 15 May 2013).

Box 16. Independent sources of health 
information

Independent municipal, national and international 
health information sources, such as WHO, the European 
Commission or NHS Direct in the United Kingdom, can 
help people in distinguishing fact from fiction. Health 
web sites in general, however, lack quality control. Some 
quality standards and certifications, such as the Health 
on the Net standards, have been developed for quality 
control of health web sites but have not yet been applied 
globally and have not been shown to make web sites 
easier to understand.

Box 17. What is eHealth literacy?

Specifically, eHealth literacy is defined as 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. Unlike other 
distinct forms of literacy, eHealth literacy combines facets 
of literacy skills and applies them to eHealth promotion 
and care. At its heart are six core skills (or types of literacy): 
traditional literacy, health literacy, information literacy, 
scientific literacy, media literacy and computer literacy.
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Life Regional Advocacy Center [web site]. Kyiv, Life 
Regional Advocacy Center, 2013 (http://center-life.
org/en, accessed 15 May 2013).

Making preparation count: lessons from the avian 
influenza outbreak in Turkey. Copenhagen, WHO 
Regional Office for Europe, 2006 (http://www.euro.
who.int/document/e89139.pdf, accessed 15 May 
2013).

NHS Direct [web site]. London, NHS, 2013 (http://
www.nhsdirect.nhs.uk, accessed 15 May 2013).

Norman CD, Skinner HA. eHealth literacy: essential 
skills for consumer health in a networked world. 
Journal of Medical Internet Research, 2006, 8:e9.

Sørensen K et al. Health literacy and public health: a 
systematic review and integration of definitions and 
models. BMC Public Health, 2012, 12:80.

WHO Regional Office for Europe [web site]. Copen-
hagen, WHO Regional Office for Europe, 2013 
(http://www.euro.who.int, accessed 15 May 2013).

World Health Organization [web site]. Geneva, 
World Health Organization, 2013 (http://www.who.
int, accessed 15 May 2013).
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Health organizations should go 
where people already are online (on 
social media), rather than just build 
their own isolated web islands of 
“read-only” information portals and 
expect people to come and visit.

Maged N. Kamel Boulos Using social media for 
improving health literacy (unpublished)

What is known

1.  Social media can potentially improve users’ 
capacity to obtain, process and understand 
health information and services needed 
to make appropriate health decisions. Viral 
social marketing (reaching out to many more 
people, more quickly and with minimal costs, 
compared with other forms of marketing and 
advertising) is among the strongest aspects of 
social media and can play an important role 
in health education, promotion and outreach 
programmes. For example, viral marketing and 
other social media techniques have been suc-
cessfully used to promote condom use in Turkey.

2.  Online social networks and participatory 
communication methods can also provide 

excellent opportunities for peer-to-peer 
support. Patients and members of the gen-
eral public supporting each other can contrib-
ute to reducing the burden on conventional 
health care systems (Box 18). PatientsLikeMe, a 
social networking site for patients with various 
medical conditions, is now a classic example 
of online patient-to-patient support, and those 
using it often report several perceived benefits 
and improved disease self-management and 
outcomes.

3.  The mobile social web is now enabling 
people to easily share, rate, recommend 
and find software apps (applications) cov-
ering almost any topic, including health. 
The advent of smartphones, small-form-factor 
tablets and the latest generations of operating 
systems and web browsers that support the 
concept of apps and associated app stores or 
markets has made downloading and installing 
software easy and popular. For example, more 
than 1 million people downloaded a mobile app 
for trusted and reliable health advice offered by 
the NHS in England in its first six months after 
launch in May 2011.

4.  Smartphones and their apps are rapidly 
and radically transforming health care, 
especially the care of people with long-
term conditions. This enables health care to 

Social media and mobile health
13
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become more mobile at the point of need and 
more participatory by engaging all involved 
stakeholders, including patients, non-clinical 
caregivers, the general public, clinicians and 
others. Many of the available and planned spe-
cialized mobile apps have significant potential 

in reducing health care costs and improving 
clinical outcomes (Box 19). Given the growing 
popularity and broad range of health-related 
mobile apps available today, the United States 
Food and Drug Administration is now proposing 
guidelines that outline the types of mobile apps 
the agency plans to oversee: the medical apps 
that could present a risk to patients if the apps 
do not work as intended.

Box 18. Teen2Xtreme

T2X (Teen2Xtreme) is an online site that harnesses the 
power of social media to improve adolescents’ health lit-
eracy. Run jointly by the UCLA School of Public Health 
and Health Net, Inc. in the United States of America, T2X 
offers a Facebook-linked, teen-only community of users, 
with teen- and professionally produced content, compe-
titions, games, quizzes, polls, blogs, video clips (YouTube) 
and other interactive and participatory communication 
methods. T2X covers lifestyle issues for teens, such as 
nutrition, fitness, stress management, substance abuse 
and sexual behaviour. A screenshot of the T2X welcome 
page shows how various social media elements have 
been successfully integrated into the portal. The portal 
goes where teens already are on the social web and uses 
the same social media interfaces with which they are 
familiar, all while providing a unique, distinctive wrapper, 
with carefully selected teen quotes, colours and style that 
would appeal to a teenage audience, motivate them and 
foster their engagement with one another and with the 
service content.

Source: T2X Club, an online video series in which teens explore 
friendships, relationships, health topics, and school: (http://
www.t2x.me/club.aspx; also available on YouTube: http://www.
youtube.com/user/t2xTheClub.)

Box 19. Plain-language medical dictionary

The Plain Language Medical Dictionary, created by the 
University of Michigan’s Taubman Health Science Library, 
is available both on the web and as an iPhone app. This 
dictionary converts medical language into everyday Eng-
lish and could prove handy to individuals struggling to 
understand the exact and correct meaning of the medi-
cal terms that they encounter online.

The few terms shown in this screenshot of the app, such 
as abdomen, ability, absorption and accelerate, remind 
clinicians, scholars and policy-makers with a professional 
background how such terms that might be considered 
simple and self-explanatory can confuse many other peo-
ple, even highly literate people. This is why such online 
dictionary apps and tools are important. For example, the 
word unsweetened could confuse people with diabetes 
with limited reading skills, who may only recognize the 
sweetened part of unsweetened and not the prefix, thus 
leading to inappropriate behaviour.
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5.  Social media pose higher risks than other 
conventional media (such as television and 
print material) because of the much wider (and 
faster) outreach of the social web and its mes-
sage and its partly uncontrollable and non-
moderated nature in which virtually anyone can 
publish whatever they want. The risks include 
spreading misinformation and disinformation, 
which can propagate very rapidly through viral 
messages, videos and electronic word of mouth 
and even through the social media accounts 
of reputable organizations that get hacked. 
The viral nature of the social web means that 
information and misinformation can travel and 
get boosted very fast (the water ripple effect), 
especially during times of mass stress and panic. 
Further, on the social web, the source (an impor-
tant clue in assessing information credibility) is 
often omitted or lost (such as in Twitter retweets 
limited to 140 characters), and the information 
is sometimes paraphrased in a way that dis-
torts the original message or takes it out of its 
intended context.

What is known to work – promising 
areas for action

1.  Create trustworthy social media channels. 
Consumers can be educated and guided on 
how to critically appraise online health informa-
tion and where to find good information online 
using the same social media tools and streams, 
while plenty of good material can be promoted 
by creating trustworthy social media channels 
for this purpose and socially marketing these 
channels. Examples include the official channels 

for the NHS Choices in England and United 
States Centers for Disease Control and Preven-
tion and anti-tobacco campaigns on Facebook.

2.  Monitor and moderate. Users should be 
allowed to post and comment, since this is the 
essence of social media. Nevertheless, social 
media masters should regularly monitor and 
moderate their content for any forms of spam, 
abuse or violations of copyright or patient pri-
vacy. Account administrators should also pro-
tect their presences with strong passwords to 
prevent spammers from hacking their accounts. 
Organizations should develop and enforce 
clear policies and guidelines on what their staff 
members can post on various social media and 
should also allocate sufficient personnel time 
and resources to monitor their social media 
presences. This task can be very demanding 
but can be partly helped by identifying, training 
and appointing online community leaders from 
among patients (expert e-patients) and the gen-
eral public to assist in moderating and facilitat-
ing social media postings.

3.  Tailor channels to audiences. Social media 
content and choice of media (such as using a 
blog post, a YouTube video, using both media or 
a dedicated mobile app) need to be tailored to 
suit the profiles and preferences of target audi-
ences and their levels of reading with under-
standing. Involving representatives from the 
target audiences in planning, implementing, dis-
seminating and evaluating online health infor-
mation and services is very important. A strategy 
based on shared-audience information sets 
(based on evidence-informed material originally 
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compiled for clinicians) can be adopted to maxi-
mize the efficiency of content authoring and 
delivery in relation to varying degrees of patient 
literacy, from the expert patient to the layperson 
with very limited literacy. Even the most readable 
(social media) posts will remain difficult to fully 
and properly understand for much of the popu-
lation. For this reason, in addition to written text, 
online health information providers should also 
consider alternative and complementary social 
media modalities such as interactive games and 
live seminars in virtual worlds and plain-English 
videos (or in other languages as appropriate), so 
that no one is left behind.

Key sources

PatientsLikeMe [web site]. Cambridge, MA, Patient-
sLikeMe, 2013 (http://www.patientslikeme.com, 
accessed 15 May 2013).

T2X (Teen2Xtreme) [web site]. Teen2Xtreme, 2013 
(http://www.t2x.me, accessed 15 May 2013).

Plain Language Medical Dictionary [online database]. 
Ann Arbor, Taubman Health Science Library, Univer-
sity of Michigan, 2013 (http://www.lib.umich.edu/
plain-language-dictionary, accessed 15 May 2013).

Resources available from United States 
agencies

The United States Centers for Disease Control and 
Prevention uses social media extensively in its pub-
lic health campaigns and outreach activities. It offers 

an online health literacy course, health literacy train-
ing materials and a social media toolkit and provides 
a monthly health communication publication on 
health literacy, social media and social marketing.

In addition, the United States Office of Disease Pre-
vention and Health Promotion has created an online 
guide to writing and designing easy-to-use health 
web sites. It also hosts an open-source, online portal 
that contains key tools, research reports, and other 
resources for individuals interested in health literacy, 
health communication and eHealth. These tools 
could be useful to both public health practition-
ers and other individuals interested in developing 
social media content.

Health Literacy for Public Health Professionals 
[online course]. Atlanta, United States Centers for 
Disease Control and Prevention (http://www.cdc.
gov/healthliteracy/training/index.html, accessed 15 
May 2013).

Simply put – a guide for creating easy-to-understand 
materials. 3rd ed. Atlanta, United States Centers for 
Disease Control and Prevention, 2009 (http://www.
cdc.gov/healthcommunication/ToolsTemplates/
Simply_Put_082010.pdf, accessed 15 May 2013).

Gateway to health communication and social mar-
keting practice [web site]. Atlanta, United States 
Centers for Disease Control and Prevention, 2013 
(http://www.cdc.gov/healthcommunication, 
accessed 15 May 2013).

The health communicator’s social media toolkit. 
Atlanta, United States Centers for Disease Con-
trol and Prevention, 2011 (http://www.cdc.gov/
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healthcommunication/ToolsTemplates/SocialMe-
diaToolkit_BM.pdf, accessed 15 May 2013).

Health literacy online: a guide to writing and designing 
easy-to-use health web sites. Washington, DC, Office 
of Disease Prevention and Health Promotion, United 
States Department of Health and Human Services, 
2010 (http://www.health.gov/healthliteracyonline/
index.htm, accessed 15 May 2013).

Health communication, health literacy and e-health 
[web site]. Washington, DC, Office of Disease Preven-
tion and Health Promotion, United States Depart-
ment of Health and Human Services, 2013 (http://
health.gov/communication/Default.asp, accessed 
15 May 2013).
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This publication has presented strong evidence 
for why policy action to address health literacy is 
needed and has highlighted a wide range of prom-
ising interventions that are being and can be carried 
out by many stakeholders to strengthen health liter-
acy. This part summarizes key action areas that can 
contribute to developing policies for health literacy 
on all levels. These action areas include: champion-
ing and leading for health literacy across society, 
aligning with the values and principles of the public 
good, advocating to put health literacy on the pub-
lic policy agenda, strengthening the evidence base 
of health literacy through support for research and 
monitoring, building adequate capacity for action 
and finding effective ways to work together for 
health literacy at the European Region level.

Health literacy needs champions and 
leadership across society

1.  Politicians, professionals, civil society and 
the private sector can all contribute to 
addressing health literacy challenges. As 
discussed above, many actors, agencies and set-
tings are actively promoting, developing and 
implementing health literacy initiatives. Some 
countries have health literacy networks, coali-
tions and alliances. Some of these have been 

strategically established alongside organizations 
that support patient empowerment and health 
promotion. Professional organizations and civil 
society organizations throughout Europe that 
promote patient participation, public health and 
consumer rights can be important advocates 
for health literacy. The International Union for 
Health Promotion and Education has established 
a Global Working Group on Health Literacy. Alli-
ances such as the NCD Alliance3 can help take 
the health literacy agenda forward in relation 
to the global challenge of noncommunicable 
diseases. The private sector can make signifi-
cant contributions. Corporate social responsi-
bility can include providing reliable information 
to patients and consumers, as should all health 
reporting, marketing and advertising. In par-
ticular, the mass media and the information and 
communication industry can work with patients 
and consumers to contribute to better informa-
tion, experience exchange and transparency 

3  The NCD Alliance was founded by four international federations of 
nongovernmental organizations representing the four main non-
communicable diseases – cardiovascular disease, diabetes, cancer 
and chronic respiratory disease. Together with other major interna-
tional nongovernmental organization partners, the NCD Alliance 
unites a network of over 2000 civil society organizations in more 
than 170 countries. The mission of the NCD Alliance is to combat 
the NCD epidemic by putting health at the centre of all policies

Developing policies for health literacy at the 
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and accountability for health. Networks such as 
healthy cities, health-promoting schools, health-
promoting universities, healthy workplaces and 
health-promoting hospitals can significantly 
strengthen the health literacy agenda.

2.  The health sector can lead by example. It 
can create enabling health care settings that 
empower individuals and promote and support 
health literacy. It is a core part of the profes-
sional duty for health professionals to improve 
their communication skills and to develop the 
health literacy skills of their patients. Training all 
health professionals is essential – new types of 
professionals are needed in the community and 
in all clinical settings who can act as advocates, 
change agents, counsellors and guides. National 
health services and health insurers in insurance-
based health systems can create incentives for 
action in the health sector to support health lit-
eracy, and patient and consumer organizations 
can advocate for greater patient involvement 
and health literacy–friendly health care settings. 
Including representatives of patients in plan-
ning, governance and improving the quality of 
all health care organizations can be an effec-
tive means of making these organizations more 
health literate–friendly, as experience from the 
Netherlands shows.

3.  International and regional agencies can 
provide moral and political platforms for 
action. For example, Health 2020, the Euro-
pean policy for health and well-being, acknowl-
edges health literacy as a determinant of health 
and well-being, offering a unique and timely 
opportunity for accelerating action. The Political 

Declaration of the High-level Meeting of the 
General Assembly on the Prevention and Con-
trol of Non-communicable Diseases, European 
Union white papers and declarations of the 
United Nations Economic and Social Council call 
for investment in health literacy research and 
action, providing critically important political 
mandates.

Aligning with the values and principles 
of the public good

1.  Health-related rights and access to infor-
mation are needed. Health literacy is a key 
dimension of health citizenship. It is a funda-
mental skill all people need to promote health, 
prevent disease and live with chronic disease in 
modern society. Health literacy is a public health 
imperative. Health literacy is a strong predictor 
of health status that is linked with age, income, 
employment status, education level and race or 
ethnic group. Everyone, including children and 
adolescents, has a right to health information 
and health systems that they can understand 
and navigate. They also have a right to informa-
tion as consumers in relation to products that 
can adversely affect their health.

2.  Reducing health inequities. Health literacy 
follows a social gradient in all countries across 
the European Region and beyond. Half of all 
Europeans have inadequate or problematic 
skills. The implications for these groups is that 
their limited health literacy often correlates 
with a lack of ability to effectively self-manage 
health, access health services, understand 
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available and relevant information and make 
informed health-related decisions. Targeted ini-
tiatives can strengthen health literacy among 
vulnerable groups and can help address health 
inequities.

3.  Reducing societal costs. Limited health lit-
eracy incurs significant costs to society, health 
systems and individuals and their families. 
Building health literacy is a long-term strategy 
that requires long-term investment. National, 
regional or local governments can provide sup-
portive environments that foster the commit-
ment to health literacy. They can make a high 
level of health literacy an explicit goal of health 
policy as well as of education policy. Health lit-
eracy is a key outcome measure for early child 
development, school curricula and lifelong 
learning for health and well-being that need to 
be promoted across the life course.

4.  Building capacity to sustain change. 
Strengthening health literacy not only improves 
health but also builds resilience to help indi-
viduals and communities navigate their way 
to health-sustaining resources and actions.

Advocating – putting health literacy on 
the public policy agenda

1.  Develop national and local strategies that 
strengthen health literacy. Some countries 
have already moved in this direction and have 
included health literacy as a separate strategy or 
as a part of other national strategies for health or 
education. For instance, in Wales, health literacy 

is an important part of the strategy to overcome 
inequalities in health; in Austria, health literacy 
has been included as one of 10 national health 
goals. Examples from Ireland and the Nether-
lands also provide excellent examples.

2.  Make standards for health-literate organi-
zations part of quality management and 
corporate social responsibility. Institutions 
such as workplaces, schools, hospitals and retail 
outlets can develop and adopt health literacy 
standards at the appropriate policy levels. This 
approach includes plain-language initiatives 
as a means of providing meaningful, reliable, 
simple and practical information for citizens, 
patients and consumers. Standards for health lit-
eracy must also become an integral part of what 
is expected of the producers of health-related 
goods and services.

3.  Adopt a multidimensional approach to 
building health literacy. To reach target pop-
ulations, initiatives to build health literacy are 
best grounded in settings of everyday life. Poli-
cies and approaches must be sensitive to differ-
ences in cultures, gender, age and individuals in 
their content and format. Most countries have 
agencies to address problems related to lim-
ited general literacy, and health literacy should 
become an important part of their tasks.

Strengthen the evidence base for health 
literacy

1.  Invest in research. Developing institutional 
policy requires investing in interdisciplinary 
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research that demonstrates the benefits of tack-
ling health literacy for the organizations con-
cerned. This may include reduced costs (fewer 
no-shows and better adherence), improving the 
quality of care and improving patient satisfac-
tion. Win-win is the best starting-point for suc-
cess. Health insurance providers can incorporate 
attention for vulnerable groups in their contract 
conditions with health care providers when it 
reduces costs. Surveys of health literacy and the 
health literacy–friendliness of systems should 
be conducted at regular intervals to allow com-
parisons over time. Research should not only 
focus on adults but also include children and 
adolescents.

  This publication has presented a wide variety 
of promising initiatives. Priorities need to be 
set and investment made in key developmen-
tal areas, such as analysing the effects of mass 
media and social media and better understand-
ing how environmental interventions affect 
individual health literacy.

2.  Better measurement and comparative data 
at all levels of governance is needed. Existing 
measures of health literacy are still too oriented 
towards the individual and must be expanded 
to include the collective level (including com-
munities) and to assess the literacy friendliness 
of materials, organizations and environments. 
Better research will provide better directives for 
organizations to improve education and self-care 
interventions for individuals, patient care, quality 
of the services provided, the service responses 
to community needs and the nature, content 
and delivery of health promotion messages.

Working together at the European level

1.  European organizations should work 
together to expand the European Health 
Literacy Survey. This can serve as a barometer 
to measure the effectiveness of whole-of-gov-
ernment and whole-of-society approaches to 
health and well-being – also within the organi-
zations. It is recommended that health literacy 
be included in the European Union’s framework 
for key competencies for lifelong learning. The 
European Health Literacy Survey should be 
sustained, have dedicated funding, be applied 
to more countries and be conducted at regu-
lar intervals through the continued support of 
the European Union, the WHO and countries. 
The instrument can also be used to assess and 
benchmark the health literacy of specific groups 
and of the effectiveness of policies, programmes 
and projects related to health and well-being 
across government sectors and societies.

2.  Support European centres of excellence. 
Such centers could help drive the momentum 
for health literacy further and support both a 
research and an action agenda. They can help 
expand networks on health literacy in the WHO 
European Region. Health literacy is an excel-
lent health action area on which the EU and 
the WHO Regional Office for Europe can join 
forces together with other European and global 
actors – especially in relation to the role of inno-
vation in health, given the increasing relevance 
of health information technologies and social 
media in promoting health literacy.
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Box 20. Ireland: a multistakeholder approach
In Ireland, the multistakeholder collaboration between the National Adult Literacy Agency (NALA), the Department of Health, 
the Health Service Executive, academe and the pharmaceutical company MSD has offered an effective approach to making 
operational health literacy initiatives and influencing policy surrounding health literacy.

Health literacy has been on the periphery of the public policy agenda in Ireland since 2002. The initial stimulus emerged from 
the International Adult Literacy Survey, which revealed that 55% of Ireland’s population surveyed in 1995 had very limited 
literacy skills. This was a shocking finding, and the NALA, a not-for-profit organization founded in 1980, responded to these 
findings in several ways, including exploring the relationship between literacy and health literacy. NALA carried out a qualita-
tive research project using focus groups with a sample of its literacy learners alongside a sample of health care professionals. 
Their findings and recommendations for health literacy policy and strategies were published in 2002.

Over the years, NALA has worked closely with the Department of Health, Health Promotion Unit and Health Service Executive, 
which have supported NALA’s health literacy initiatives. A recent important development in moving the health literacy agenda 
forward has been Ireland’s participation in the European Health Literacy Survey. The Survey found that 39% of the people 
surveyed in Ireland have inadequate or problematic health literacy.

In 2007, a second stimulus emerged in the form of MSD, a multinational pharmaceutical company based in Ireland, for which 
health literacy became a key element of their corporate social responsibility agenda. Collaboration between NALA and MSD 
was forged.

In 2007, the MSD-NALA health literacy collaboration launched the Crystal Clear MSD Health Literacy Awards. This initiative is 
designed to recognize those driving change in health literacy across education and training, health writing and patient com-
munication, to encourage best practice and to reward innovation in the field. The submissions for the Crystal Clear MSD Health 
Literacy Awards have increased steadily since 2007, and the quality of innovations and submissions has improved. The Awards 
are formally launched with a public relations campaign twice each year with coverage in the national media, including radio 
and television.

NALA has produced a wide range of supportive materials to promote health literacy. Plain-English teaching materials, training 
of communication staff in health care settings, health literacy research and developing health literacy awareness tools such as 
a health literacy audit tool and DVD all form a part of the ongoing daily work of NALA. Other materials include an NALA policy 
brief on health literacy in Ireland in 2009, literacy audit for health care settings in 2009, a toolkit for literacy-friendly health care 
settings and NALA Audit Project 2010, a report on the health literacy audits of four varying health care settings (a primary care 
centre, a community care setting, a hospital diabetes clinic and an information centre in a children’s hospital).

NALA is currently seeking to ensure that their health literacy audit tool will become integrated into the standards for health 
care as prescribed and assessed by the Health Information and Quality Authority. NALA is also seeking to integrate health 
literacy into all national health campaigns and screening projects and the training at undergraduate level for a range of health 
care practitioners. Within the Health Literacy National Advisory Panel (an element of the European Health Literacy Project), 
NALA has been selected as the chair of the advisory panel for the future in seeking to further influence national health policy 
on health literacy.

3.  Support learning exchange. European organ-
izations should engage with developing health 
literacy networks. Health Literacy Europe is a 
rapidly growing network for professionals work-
ing in research, policy and practice. It was estab-
lished as part of the European Health Literacy 

Project and launched in 2010 at the European 
Health Forum Gastein. Countries are already 
taking national, regional and local initiatives. 
Supporting this exchange of learning can help 
everyone progress faster (Boxes 20 and 21).
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Box 21. Swiss Health Literacy Alliance

The Swiss Health Literacy Alliance connects stakehold-
ers from the health care and educational systems with 
researchers, politicians, representatives of the health 
care industry and the mass media with the common 
goal of promoting health literacy in Switzerland. The Alli-
ance aims to drive the sociopolitical agenda, develops 
and implements strategies and concepts for promoting 
health literacy and supports the realization of specific 
projects in Switzerland together with partners from 
inside and outside the Alliance.

The members of the Swiss Health Literacy Alliance are: 
Health Promotion Switzerland, the Swiss Society for Pub-
lic Health, Careum, the Swiss Medical Association (FMH) 
and MSD – Merck Sharp & Dohme AG.
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