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Foreword by the WHO Director-General      v

The burden caused by the epidemic of noncommunicable 
diseases (NCDs) and mental health conditions and their 
modifiable risk factors on people, communities and 
economies is a major challenge to health, well-being and 
sustainable and equitable development. Governments need 
to address the urgency of investing in healthy populations 
and resilient health systems, with increased investments  
in prevention, screening, early diagnosis and appropriate 
treatment for NCDs. They must do so through inclusive, 
contextual and equity-driven strategies that are fit for local 
purposes and with a commitment to leaving no one behind.

A key enabler to accelerating progress towards the NCD targets in the 
Sustainable Development Goals is health literacy, to support people, 
communities and organizations to understand, recognize and take effective 
actions to protect and promote their own health.

This report provides practical recommendations for developing health 
literacy interventions to support countries to systematize the co-design  
of health literacy actions to enhance the impact of policies, programmes  
and services for the prevention and control of NCDs and mental health 
conditions, and their modifiable risk factors and determinants.

These recommendations draw from the findings of 16 case studies from 
low- to high-income countries, which have generated data supporting the 
development of locally owned and fit-for-purpose NCD strategies that are 
more likely to be embraced, implemented and sustained, especially among 
disadvantaged and poor communities.

The imperative is for rapid development and systematic implementation of 
country-relevant, context-specific solutions. The wide-scale implementation 
of the guidance contained in this report by World Health Organization (WHO) 
Member States will generate implementable and sustainable NCD health 
literacy development actions that respond to local contexts and demand.  
This will help to drive progress towards the WHO Triple Billion targets and 
improve health and well-being for current and future generations.

 
Tedros Adhanom Ghebreyesus

Foreword by the  
WHO Director-General 
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Being left behind
Being left behind relates to the motto of the Sustainable Development Goals  
– “Leave no one behind”. This refers to groups or communities that are not 
included in services or do not have equitable access to health information and 
services for the prevention and control of NCDs. It indicates a gap in society 
where groups or communities are missing out on opportunities to prevent 
and control NCDs or to maintain, manage or improve their health, which 
leads to poorer health status compared with other groups in the society.

Co-design
This is the active and meaningful engagement and participation of relevant 
stakeholders (e.g. people with lived experiences, community members, 
health workers, clinicians and other professionals, managers, policy-makers) 
throughout the process of designing health-care services and health-
promotion activities, drawing on their experience and in-practice wisdom.

Determinants of health 
These are the range of personal, social, economic and environmental factors 
that determine the healthy life expectancy of individuals and populations. 
Health determinants vary for countries, regions, communities, villages, 
families and individuals.

Globally relevant perspective of health literacy 
A globally relevant perspective of health literacy recognizes the diverse ways 
in which knowledge is produced, transferred, exchanged and used in 
different countries, cultures and settings around the world, especially how 
knowledge accumulates in families, communities and societies through daily, 
often communal, activities and social interactions within these diverse 
settings. This perspective recognizes that different strategies will almost 
certainly be required in different cultures and settings, and that deep 
engagement with local communities is needed to develop the most 
appropriate strategies.

Health literacy
This represents the personal knowledge and competencies that accumulate 
through daily activities and social interactions and across generations. 
Personal knowledge and competencies are mediated by the organizational 
structures and availability of resources that enable people to access, 
understand, appraise and use information and services in ways that  
promote and maintain good health and well-being for themselves and  
those around them.

Key terms  
and concepts
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Key terms  
and concepts

In this report, four different facets of health literacy are explored: community 
health literacy, health literacy development, health literacy of an individual, 
and health literacy responsiveness. Distinguishing these is important when 
taking a globally relevant perspective on health literacy for the purpose of 
improving health and equity in diverse settings.

Community health literacy

This refers to health literacy-related assets (knowledge, resources, 
abilities), including:

 ● knowledge held by people in the community;
 ● the extent to which knowledge is trusted, circulated and adapted 

freely in a community;
 ● health-promoting customs embedded in cultural beliefs and norms, 

and in traditional or emerging practices of daily life;
 ● relationships between the community and outside sources of 

information.

Family, peer and community conversations and interactions are central  
to determining community health literacy, behaviours and outcomes.

Health literacy development

This refers to the ways in which health workers, services, systems, 
organizations and policy-makers (across government sectors and 
through cross-sectoral public policies) build the knowledge, confidence 
and comfort of individuals, families, groups and communities through 
enabling environments. Enabling environments support people to access, 
understand, appraise, remember and use information about health and 
health care, through verbal, written, digital and other communication 
channels and social resources, for the health and well-being of 
themselves and those around them, within the circumstances and 
demands of their daily lives.

Health literacy of an individual

As viewed from a globally relevant perspective, this is people’s 
knowledge, confidence and comfort – which accumulate through daily 
activities and social interactions and across generations – to access, 
understand, appraise, remember and use information about health  
and health care, for the health and well-being of themselves and those 
around them.

Health literacy responsiveness

This refers to the extent to which health workers, services, systems, 
organizations and policy-makers (across government sectors and 
through cross-sectoral public policies) recognize and accommodate 
diverse traditions and health literacy strengths, needs and preferences  
to create enabling environments that optimize equitable access to and 
engagement with health information and services, and support for the 
health and well-being of individuals, families, groups and communities.
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National Health Literacy Demonstration Projects (NHLDPs)
NHLDPs were designed and supported by the WHO Global Coordination 
Mechanism on the Prevention and Control of Noncommunicable Diseases 
Global Expert Working Group on Health Education and Health Literacy for 
NCDs. NHLDPs implement the Optimising Health Literacy and Access 
(Ophelia) process in various forms, depending on the needs and resources  
of each project context.

NHLDP teams develop, refine, test and evaluate health literacy actions that 
develop and respond to health literacy strengths, needs and preferences. 
These actions can range from low- or no-cost actions that are easy to 
implement through to complex multilevel health literacy actions. Each project 
collects evidence about health literacy actions that prove effective for the 
prevention and control of NCDs and, importantly, the context in which the 
actions proved effective and why. The long-term purpose of a programme  
of NHLDPs is to promote and support sustainable and scalable health literacy 
development and responsiveness actions in communities, organizations, 
health systems, and local, regional and national policies to accelerate the 
prevention and control of NCDs.

Optimising Health Literacy and Access (Ophelia) process
This is a co-design approach used frequently in health literacy development. 
It generally uses multidimensional health literacy or digital health literacy 
questionnaires such as the Health Literacy Questionnaire (HLQ) and the 
eHealth Literacy Questionnaire (eHLQ), which specifically investigate the 
diverse health literacy strengths, needs and preferences of individuals and 
groups of people. In this way, the process uncovers who is being left behind 
and why services are not effective for them, and provides information about 
what to do next. The Ophelia process uses meaningful engagement to 
understand and build on local knowledge and wisdom and international 
evidence to co-design, develop and implement health literacy actions that  
are accessible, sustainable and useful for the people who need them. The 
Ophelia Manual (1) provides a detailed step-by-step method to undertake 
health literacy development projects, including the NHLDPs.

People
In this document, the term “people” refers not only to individuals but also to 
collectives such as families, communities and groups associated by kinship or 
land, and nations.

Settings
Health literacy development is undertaken across all settings where people’s 
knowledge, understanding and behaviour about health can be influenced. 
This includes prenatal environments, people’s homes, villages and cities, 
schools and workplaces – that is, all the places where people are exposed  
to health-related information and where their health behaviours may be 
influenced.



The report is a designated WHO Global Public Health Good and, as such, is in 
line with the primary function of WHO to ensure access to authoritative and 
strategic information about matters that affect human health. Effectively 
delivering on this function involves influencing the actions of others in ways 
that can be shown to improve health outcomes and equity. To accelerate 
efforts to prevent and control NCDs and mental health conditions, Member 
States are encouraged to explore and implement a wide range of health 
literacy development and responsive actions.
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2.1

Noncommunicable diseases (NCDs) are the 
leading cause of death in the world, resulting  
in 277 million deaths among people aged  
30–70 years between 2000 and 2019, most living 
in low- and middle-income countries (LMICs) (2). 

Introduction
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2.1 An estimated 40.8 million people worldwide died from NCDs in 2019, equivalent  
to 74% of all deaths. Four NCDs caused most of these deaths: cardiovascular 
diseases (17.9 million), cancer (9.3 million), chronic respiratory diseases  
(4.1 million), and diabetes (1.5 million). Among these deaths, 17 million were 
premature deaths before age 70 years, of which over 86% were in LMICs (2). 

The World Health Organization (WHO) estimates that the prevalence of 
current tobacco use among people aged 15 years and over declined globally 
from 27.3% in 2010 to 23.6% in 2019 (3). Only 32 Member States are currently 
on track, however, to achieve the WHO voluntary target of a 30% relative 
reduction in tobacco use between 2010 and 2025 (3). 

Since 2010, little progress has been made in reducing the harmful use of 
alcohol, and development and implementation of effective alcohol control 
measures have been uneven between countries and WHO regions (4). 

In 2016, the prevalence of physical inactivity for adults aged 18 years or over 
was 27.5%. Prevalence of insufficient physical activity is twice as high in 
high-income countries (HICs) as in low-income countries, and insufficient 
activity increased by 5% in HICs between 2001 and 2016 (5). 

The burden of mental health conditions remains high. According to the latest 
global burden of disease estimates for 2019, mental, neurological and 
substance use disorders make up 10% of disability-adjusted life-years lost 
worldwide and 25% of years lived with disability (compared with 7% and 26%, 
respectively, in 2010) (1). About 700 000 people died by suicide in 2019, and it 
was the fourth leading cause of death in people aged 15–29 years (6). 

In 2016, 9 out of 10 people breathed air that did not meet the WHO air quality 
guidelines, and more than half the world’s population was exposed to air 
pollution levels at least 2.5 times over the safety standard set by WHO (7). 

Recognizing the challenge posed by NCDs and their risk factors and 
determinants, the United Nations Sustainable Development Goals (SDGs) 
prioritized responses to the global burden of NCDs with a commitment to reduce 
by a third premature mortality from NCDs through prevention and treatment 
and the promotion of mental health and well-being by 2030 (Target 3.4) (8).

The world is currently off track to achieve SDG Target 3.4 and other NCD-
related SDGs with irregular progress across the world according to the latest 
United Nations report (9). The WHO World Health Statistics 2021 (10) reveals 
that the world has seen progress in combatting NCDs since 2000 (10), but this 
progress is not comparable to that made for curbing communicable diseases 
and is unequal across regions and income groups. 

Despite the rapid progress made between 2000 and 2019 in reducing the  
risk of premature death from each of the four main NCDs, the momentum  
of change dwindled during 2010–2016, with annual reductions in premature 
mortality rates slowing. 

In addition, global ambitions to accelerate progress on universal health 
coverage are increasingly unlikely unless concerted action on NCDs occurs 
(11). All income categories of countries have demonstrated almost no 
progress since 2000 in expanding universal health coverage service capacity 
and access coverage for the prevention, screening, early diagnosis, and 
appropriate treatment of NCDs (12). 

Health literacy development for the prevention and control of NCDs: Volume 2. A globally relevant perspective
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2.1 A crisis such as the COVID-19 pandemic further highlights the vulnerability  
of people living with or affected by NCDs when health services for prevention 
and control are disrupted. In May 2020, WHO conducted a rapid assessment 
of the initial impact of the COVID-19 pandemic on NCD resources and 
services, to which 163 Member States (84%) responded (13). Data revealed 
that people living with NCDs appear to be two to four times more likely to 
become severely ill with or die from COVID-19, while measures such as 
lockdowns increase behavioural risk factors such as physical inactivity, 
unhealthy diets, higher alcohol consumption, and mental health issues. 

In addition, more than 60% of responding countries reported complete or 
partial disruptions to management services for NCDs during the COVID-19 
pandemic (14). Governments need to progressively cover their populations 
with cost-effective high-impact policies and legislative and regulatory 
measures to reduce risk factors for NCDs, and to provide health services, 
medicines, vaccines and health technologies for the prevention, screening, 
early diagnosis and treatment of NCDs and rehabilitation of people living 
with NCDs. Investment in the prevention and control of NCDs is possible 
because cost-effective, high-impact interventions already exist, but they are 
not sufficiently tailored, implemented and scaled up in LMICs. Progress in 
NCDs towards relevant targets needs a major boost.

As evidenced during the COVID-19 pandemic, another challenge to the 
prevention and control of NCDs is the proliferation of health information, 
health misinformation and health disinformation, online and offline, which 
have been described as “infodemics” (15). The spread of inaccurate health 
information is not new, but the internet has enabled such information to be 
diffused at a much greater speed, leading to potential negative health 
consequences. For example, the misconception that the measles, mumps 
and rubella vaccine leads to autism was the likely cause of several measles 
outbreaks in the United States (16). The flood of information, misinformation 
and disinformation combined with a substantial amount of marketing 
messages, means that health literacy is undeniably an essential skill in the 
twenty-first century (17). 

Health literacy is central to the prevention and control of NCDs (18). 
Improving the health knowledge of individuals is seldom enough, however, 
to achieve behaviour change, because NCDs are a combination of genetic, 
physiological, environmental, economic, commercial, cultural and 
behavioural factors of both individuals and communities (19). When healthy 
options are not available, accessible and affordable, efforts to support 
behaviour change of individuals will likely be futile. Hence, it is essential  
to think about health literacy from a social-ecological perspective (Fig. 2.1).  
In this way, health literacy support makes sense when the people, organizations, 
societal contexts and public policy issues surrounding individuals are all 
taken into consideration. As such, a whole-of-society approach involving 
multisectoral policy activities using both top-down and bottom-up practices  
is needed in the pursuit of developing health literacy for the prevention and 
control of NCDs.
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2.1 Fig. 2.1. The social-ecological perspective of health literacy showing the 
determinants of health literacy from the individual to public policy

The aim of health literacy development is to support  
WHO Member States to develop and implement locally 
relevant health policies, systems, services and workforces 
that are able to respond to the health literacy needs of 
people and communities for the prevention and control  
of NCDs across settings. 

This report advances health literacy from an abstract concept to practical 
action areas to prevent and control NCDs. It details a co-design approach, 
informed by health literacy, to support Member States to collaboratively 
address and redress local health disparities and health and equity outcomes. 
Collaboration occurs through national NCD policies and programmes,  
and through partnerships with regional, city, community and village 
organizations, health services and community members. The co-design 
process commences with diverse situational analyses and meaningful 
engagement with community members, and people living with or affected 
by NCDs, and deliberately includes groups missing out or excluded.  
This approach is important to achieve the depth and breadth of health  
and equity improvements within and across Member States through the 
health literacy development processes and activities detailed in this report.

VOLUME 2

  

fig.xx

Public policy
and society Organizations

Community and
interpersonal responses Individual
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2.2

To prepare Member States to respond to their health literacy needs, it is 
important to first understand how health literacy is developed. In recent 
years, the concept of health literacy has evolved from a narrow focus on 
reading and numeracy skills to a multidimensional concept inclusive of social 
and cultural contexts (20-23). It is now recognized that most of what people 
do in accessing, understanding, appraising, remembering and using health 
information involves conversations, interactions and shared thinking with 
others. There is also increasing evidence that when we focus health education 
and health promotion activities on families and local social networks, and the 
ways in which health is discussed in these groups, it is possible to achieve 
greater change than through activities that focus on individuals alone (24-26).

In the past, theories and research about health literacy occurred mainly in 
Australia, Europe and North America, where discourses of individual 
autonomy and choice over health and well-being are most common. Recent 
thinking has drawn on the perspectives and experiences of many more 
countries, and indigenous and minority communities, to expand the 
understanding of the role of traditional knowledge, the cultural practices 
through which people learn, and especially the importance of day-to-day 
interactions with family, friends, peers and other social networks, including 
social media. The reality is that for many people in most parts of the world, 
health decisions and actions are part of family, community or cultural 
processes, practices, beliefs or religious teachings (22, 23, 27-30). 

A presumption of individual autonomy has often led to health literacy 
programmes, interventions and activities that focus solely on encouraging 
behaviour change in individuals. These individualistic approaches do not 
recognize that health literacy is a social practice, especially in contexts where 
making decisions is a result of collective action (23, 29, 31). Individualistic 
approaches have also overlooked the infrastructures, policies and 
environments that shape and guide societies, and that these can be barriers 
to or enablers of health-related decision-making (32, 33). A lack of recognition 
of the ways health literacy is influenced by social practices and settings 
means that health literacy actions that target individuals are often insufficient 
because they do not respond to community-level health literacy strengths, 
needs and preferences. They also miss opportunities to positively, and 
communally, influence health behaviours and promote enabling policies  
and environments to improve community disparities and health outcomes. 
The shortcomings of individualistic approaches have important implications 
for the development of health literacy for most (6 billion out of 7 billion) of 

A globally relevant  
perspective of  
health literacy

Key message

A globally relevant 
perspective of health 
literacy recognizes that 
health knowledge 
accumulates in individuals, 
families, communities, and 
societies through daily, 
often communal, activities 
and social interactions in 
diverse contexts, cultures 
and countries.
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2.2 the world’s people who live in societies characterized by communal cultures 
(34, 35) where community needs, goals and actions take precedence over 
those of individuals.

To ensure broad applicability and relevance, this report is based on a 
definition of health literacy that takes a globally relevant perspective, 
inclusive of the view of health literacy as a social practice. Health literacy 
initiatives, from local through to national, that recognize and accommodate 
local social practices will contribute to health and equity improvements 
among individuals, families, groups, communities, organizations, services 
and systems.

A globally relevant perspective of health literacy includes: 
People’s knowledge, confidence and comfort – which accumulate 
through daily activities and social interactions, and across generations –  
to access, understand, appraise, remember and use information about 
health and health care, for the health and well-being of themselves  
and those around them.

A globally relevant perspective of health literacy acknowledges, respects  
and works within local social and cultural contexts to enable meaningful 
activities to improve health and equity outcomes.

A great challenge that we have to overcome is to understand how we  
can learn with each other, respecting the local context and needs.  
How can we overcome the challenges for adaptation or taking context  
into account when transferring complex interventions? We need to 
understand how the interventions can interact within different contexts  
to produce similar outputs. 
 
Sónia Dias, National School of Public Health, Coordinator,  
Public Health Research Center, and Vice-President, Scientific Council,  
Universidade Nova de Lisboa, Portugal
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2.2.1

People rarely make decisions about sustained daily activities or major life 
issues in isolation from the other people in their lives (36-38). In many 
cultures, communities and social contexts, decision-making for health has 
various levels of involvement from other people, including friends, family, 
village members, health workers, and other community networks that may 
involve organizations, services and systems (23, 28, 39, 40). The degree  
to which individuals have responsibility for and take action to access, 
understand, appraise, remember and use health information and services 
depends largely on the family, community or society in which they live.  
Thus, health literacy develops through people’s daily activities and social 
interactions where ideas and information about health and health care  
are exchanged. In these ways, health literacy is a characteristic not only  
of individuals but also of groups of people and of whole communities.

A helpful way to look at how health literacy exists in diverse communities is 
to consider communal (or collectivist) and individualistic cultures, social 
contexts and cultural norms as existing on a continuum. At one end are 
societies that operate communally and where individuals belong, from birth, 
to groups such as a family or extended family, or a village, ethnic group or 
nation. An individual’s role in the group is usually defined, and group goals, 
conformity, loyalty and (at least superficial) social harmony are prioritized.

Past health literacy research originates mainly from western countries 
where discourses of individual autonomy over and choice about health and 
well-being tend to prevail, and these lend themselves to activities that focus 
on encouraging behaviour change in individuals. For many people in most 
parts of the world, however, health decisions and actions occur within 
family, community and cultural practices and beliefs, which means that 
health choices are often restricted by social and environmental factors 
beyond the control of individuals. 

At the other end of the continuum are societies in which individuals have a 
great deal of autonomy (individualistic social contexts), where ties between 
individuals are loose, and individual achievement, freedom and uniqueness 
are valued. Personal goals are prioritized over group goals, and differences 
and confrontations are common and acceptable (31, 41-43). The most 
strongly individualistic cultures identified in global research include Australia, 
the United Kingdom of Great Britain and Northern Ireland, the United States,  
and some Western European countries (e.g. Germany, the Netherlands) (44). 
These are the same cultures in which the majority of health literacy research 
has been undertaken over the past 30 years (20).

Health literacy: 
a social practice

Key message

People usually get health 
information, decide on  
what it means for them,  
and make decisions about 
how to use the information 
through interactions with 
other people in their 
families and communities, 
as well as in health services 
and systems. As such,  
health literacy is developed 
through daily activities  
and social interactions, 
especially in societies 
characterized by  
communal cultures.
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2.2.1 Between the two ends of this continuum are contexts in which varying 
degrees of communal and individualistic influences are embedded in the 
society or in groups within the society. The care of children, young people, 
elderly people, people with disabilities, and many migrant and refugee 
groups function on principles of communal (e.g. family, community or 
societal) decision-making and group goals, including within otherwise 
individualistic social contexts. Social changes in countries may affect these 
cultural dimensions; for example, a trend towards individualistic attitudes  
has been observed among the generally communal culture in Japan (45). 
There can also be variations of individualistic or communal attitudes among 
individuals in different social contexts and social relations (46). Health literacy 
development and population-wide measures and surveys need to recognize 
and accommodate this range of social and cultural perspectives.

Most people live in communal societies and this 
profoundly affects health literacy development

Communal and individualistic cultures exist on a continuum.  
 
At one end of the continuum are societies that primarily operate 
communally. An individual belongs to groups and social harmony is 
prioritized. In Africa, Asia, Central and Eastern Europe, the Middle East, 
much of Oceania and South America, communal cultures dominate. At the 
other end of the continuum are primarily individualistic societies where 
personal goals are prioritized. These are the main societies in which the 
conceptualization of health literacy has occurred, and typical health literacy 
measurement and response approaches largely reflect these cultures; 
examples include Australia, the United Kingdom, the United States and 
some western European countries. 
 
There are varying degrees of communal and individualistic influences 
embedded in all societies – for example, migrant groups from communal 
cultures living in primarily individualistic cultures, or social changes toward 
individualistic attitudes within communal cultures. There can also be 
variations of individualistic or communal attitudes among individuals in 
different social contexts and social relations. Hence, health literacy 
development needs to recognize the diverse range of social and cultural 
perspectives.

Health literacy development for the prevention and control of NCDs: Volume 2. A globally relevant perspective
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2.2.2

NCDs are recognized as the one of the major challenges of the twenty-first 
century (47). The main NCDs are heart disease and stroke, chronic lung 
disease, diabetes, cancer and mental health conditions. These conditions 
have common risk factors (Fig. 2.2) and social, economic, environmental and 
commercial determinants. There is a complex interplay between these risk 
factors, physical health, the determinants and mental health conditions. 
Declining physical health can lead to poor mental health, and poor mental 
health can accelerate the development of physical NCDs.

NCDs are known as chronic diseases because of their long duration (19). Over 
a lifetime, exposure to risk factors makes the prevention and control of NCDs 
complicated and challenging. Thus, daily health-related decisions are required, 
and health literacy plays a central role in the prevention and control of NCDs. 
Challenges include people being aware of risk factors and being able to 
modify them or engage in long term behaviour change. Health literacy is also 
important for palliative care, home-based care for people who are chronically 
ill, focusing on self-efficacy, and competency of family members and care 
givers to manage chronic illness. There may also be misinformation and 
disinformation (especially through digital media), and local or regional  
vested commercial interests such as income gained from sales of unhealthy 
commodities (e.g. alcohol, tobacco products, sugary drinks). Public health 
campaigns have frequently had a focus on provision of information only, 
omitting actions that would reduce causal mechanisms that lead to exposure 
to or uptake of NCD risks. 

Misinformation is defined as “information that is contrary to the epistemic 
consensus of the scientific community regarding a phenomenon” (16). 
Studies of disease outbreaks such as Ebola and H1N1 found that a lot  
of misinformation is political in nature and indicates a lack of trust in 
government or traditional institutions (48, 49). Marketing from groups with 
vested interests, and from the politicization of health issues, can lead to 
vast media coverage and generate mixed messages, which can affect how 
individuals and policy-makers view and understand health problems (50). 
Hence, transparency in health communication is essential to build trust (51).

Key message

Health literacy is essential 
for people to understand 
what NCD risk factors and 
determinants are, whether 
or not they are at risk, the 
chronic nature of NCDs, and 
the daily health-related 
decisions they may need  
to make for the prevention 
and control of NCDs for 
themselves, their families  
and their communities.

Understanding the  
relationship between  
NCDs and health literacy 
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2.2.2 In daily life, the causal relationships between risk factors and disease 
development may go unnoticed or may be inconsistent with how people 
experience disease development in themselves or in people they know. 
Health literacy development approaches are needed to support individuals 
and the communities they live in to understand NCDs and take action to 
reduce NCD risk factors.

Fig. 2.2. The noncommunicable diseases (NCDs) health literacy dilemma: 
disconnect between people’s experiences of, and beliefs and attitudes about 
disease risk factors and the determinants of disease

People may or may not know something is a risk, or they may know it is  
a risk, but may not be able to avoid it because it is endemic or a cultural  
or social norm. In daily life, the causal relationship between risk factors  
and disease development may go unnoticed or may be inconsistent with  
how people experience disease development in themselves or other people 
they know. Health literacy development approaches are needed to support 
individuals, and the communities they live in, to understand NCDs and take 
action to reduce NCD risk factors. 

The management of NCDs is also affected in similar complicated and 
challenging ways. Providing information to a community about how to 
manage a NCD may not be effective if people feel they are not permitted  
to use a service for fear of social exclusion or stigma, or if they cannot 
navigate a complex health-care system, or if health professionals are not 
sensitive and responsive to people’s health literacy needs. 
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2.2.2 Context-specific, culturally sensitive, age-appropriate NCD health  
literacy interventions that consider the full range of mechanisms leading  
to exposure to risk factors and service engagement need to be put in place  
to complement policies and programmes, including regulatory and fiscal 
measures, that governments and other authorities have in place. An 
understanding of mechanisms related to health literacy will assist in the 
development and implementation of effective NCD prevention and control 
activities (52, 53). See also Volume 4. Case studies from WHO National Health 
Literacy Demonstration Projects and the Ophelia Manual (1) for planning and 
implementing NHLDPs.

It is important to address the various social, economic, environmental, 
technological and commercial determinants of health by creating accessible 
and enabling environments where people feel confident, empowered and 
supported to effectively address NCD risk factors.

By recognizing the centrality of daily health-related decisions, modifiable  
risk factors and determinants can be seen within the context of the daily lives 
of individuals, families and communities, and across the lifespan. This view  
of health in social contexts allows for a holistic approach to health such that 
organizations and policy-makers can recognize that:

 ● people are often unaware that they are exposed to risk factors;
 ● the impacts of risk factors and determinants of health are cumulative;
 ● people experience their health and well-being as a resource for daily life. 

Therefore, ill-health is viewed as a limitation to what people need or want to 
do, rather than as discrete and separate pathologies or diagnoses, which is 
the dominant disease paradigm in most forms of health care (54). 

The recognition of health literacy as a social practice is important because  
it promotes a whole-of-society approach to tackling NCDs, risk factors and 
determinants. When addressing modifiable risk factors, health literacy is 
relevant across the WHO Best Buys and other recommended interventions 
(55). Health literacy provides information about the strengths and limitations 
that communities and community members may have for engaging in NCD 
prevention and care. It also allows for understanding and advocating for 
policy, regulatory and legal measures to reduce exposure to risk factors  
(e.g. alcohol, tobacco products, sugary drinks). Health literacy information 
can be used to improve health and social care systems, educational systems  
(for children and health professionals), and workplaces to increase the 
quality, access and reach of information and services for NCDs. 

Considering the pervasive influences of NCD risk factors across different 
sectors, health literacy actions should not only focus on individuals but  
also be undertaken in communities and organizations and embedded in 
policies. Health promotion activities should engage Member State and 
non-Member State actors in a multisectoral way. It is expected that applying 
health literacy thinking to create environments in which it is easier for 
people to make healthy choices and adopt healthy practices will reduce 
health inequities.
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2.2.3

NCDs are a complex health literacy challenge because they can be caused by 
activities, environments and circumstances that are integral to people’s daily 
lives, and sometimes these are unavoidable or even unnoticeable. 

Considering health literacy as a social practice recognizes that daily life  
often involves routine and socially accepted activities, including some that 
are not necessarily healthy (e.g. tobacco use, harmful use of alcohol, diets 
high in trans fats, sugar or salt). Adopting alternative behaviours to promote 
health and prevent and control NCDs can be difficult or impossible for 
individuals when those behaviours go against expected and familiar social  
or cultural behaviours (56, 57). Therefore, it can sometimes be inappropriate 
or even unsafe (culturally, socially or psychologically) for individuals to 
change their health behaviours if the change would result in a risk of them 
being stigmatized or discriminated against or going against strongly held 
traditions and beliefs.

On the other hand, circumstances (e.g. being in a socioeconomically 
disadvantaged position) may limit healthy choices: such as being able  
to access or afford food for a healthy diet. These circumstances can also lead 
to psychosocial stress triggering mental health issues or uptake of NCD risk 
behaviours such as the use of alcohol or tobacco. Systemic inequities (e.g. 
due to race, gender or religion) and social stigma are often part of the daily 
lives of many people who live in disadvantaged circumstances (e.g. refugee 
camps, chronic childhood malnutrition, oppression in many forms). When 
these factors are daily life circumstances, changing behaviours for health, 
including mental health, can be a low priority (58). 

Furthermore, NCD risk factors can be part of the environment in which 
people live, sometimes for decades (e.g. air, land or water pollution; lack  
of safe space for exercise; lack of access to healthy food; abundance of and 
ease of access to obesogenic foods; use of tobacco or alcohol); for example, 
in 2016, air pollution contributed to 24% of cases of stroke, 28% of lung 
cancer and 43% of chronic obstructive pulmonary disease (59). Risk factors 
may be present in the available resources (e.g. fuel for cooking,  cooking with 
fire in an enclosed space, the only food they can afford to buy). 

NCDs are described as “a slow-motion disaster” given that overt symptoms 
may take years to emerge (47). For many people, especially when whole 
communities are exposed, it is difficult to comprehend that continuous 
exposure to unhealthy lifestyles and environments can lead to the development 
of a disease that has no early warning signs. The slow onset of symptoms 

NCDs: a health  
literacy challenge

Key message

NCD interventions that  
seek only to change the 
behaviour of individuals  
are not likely to be effective 
when people have little or 
no knowledge of, or control 
over, the NCD risk factors 
and determinants affecting 
them. To manage the NCD 
health literacy challenge,  
it is necessary to know and 
work within the context  
of local traditions, people’s 
daily activities and social 
interactions, and to 
understand the drivers of 
the interconnected risk 
factors and social, economic 
and environmental 
determinants of NCDs. 
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2.2.3 also means that many people do not know they need to alter their 
behaviours now, or they do not want to change their behaviours now to 
prevent a disease that may, but may not develop in the future. Effective 
prevention and control of NCDs rely largely on people being able to engage 
in healthy behaviours daily, often within the contexts of their families, 
communities and environments. Health literacy is therefore a strategic 
approach to address the NCD epidemic.

Providing information (e.g. through posters, pamphlets, television and radio) 
for knowledge acquisition is a common approach to educate people about 
NCDs and their risk factors to encourage them to change their health 
behaviours (60, 61). Such information can be a good starting point for 
sensitizing a population about simple health issues. The provision of written 
information alone, however, may create health inequities because more 
educated and resourced individuals or communities tend to better understand 
the information, and more easily adopt the healthy recommendations, than 
poorly educated or under-resourced individuals and communities. 
Information alone may not lead people to change their daily activities when 
their social practices, circumstances and environments prevent them from 
doing so (62, 63). These factors need to be considered when planning for any 
health promoting activities. Hence, a whole-of-society approach using both 
top-down and bottom-up actions is needed. 

To prevent and control NCDs, health literacy needs must be addressed,  
and social, environmental and economic determinants of health must be 
systematically tackled.

Behaviour change is possible only in environments that enable the change 
and make healthy decisions the easy decisions. Given the slow onset of NCD 
symptoms, governments need to provide regulatory policies, early detection, 
screening and prevention programmes, and treatment of NCDs (19, 64, 65). 
Understanding people’s health literacy needs within their societal contexts is 
important for enabling healthy behaviours. Communities, health services, 
government agencies, private sectors and policy-makers need to be 
responsive to these needs and work collaboratively to create the necessary 
enabling environments.

Enhancing health literacy by providing information alone often does not 
generate meaningful behaviour change. Behaviour change in response to 
simplistic information campaigns is more likely to occur in people who are 
already well-educated, well-informed and well-resourced. It is important  
to provide an enabling environment (e.g. regulatory, legal, fiscal, 
environmental, economic) to make healthy choices readily available.
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2.2.4

Health literacy development works across health and non-health sectors  
to embed health literacy into clinical, organizational and national processes 
and policies. In this way, health literacy development supports meaningful 
health literacy actions to build the strengths and resilience of communities, 
organizations and political structures for the prevention and control of NCDs.

Health literacy development refers to: 

The ways in which health workers, services, systems, organizations  
and policy-makers (across government sectors and through cross-
sectoral public policies) build the knowledge, confidence and comfort  
of individuals, families, groups and communities through enabling 
environments. Enabling environments support people to access, 
understand, appraise, remember and use information about health and 
health care, through verbal, written, digital, and other communication 
channels and social resources, for the health and well-being of themselves 
and those around them, within the circumstances and demands of their 
daily lives. 

In order to ensure policy-makers understand and provide effective health 
literacy-responsive actions, they too need to have enhanced capacity  
to make health-related decisions using a broad health literacy lens to 
understand the impacts of their decisions about health policies on 
populations. It is important to support key policy-makers to have health 
literacy actions for NCDs across sectors that deal, for example, with trade 
agreements and the many sectors that affect the environments that can 
profoundly determine health (e.g. for Ministry of Commerce, Ministry  
of Environment, Ministry of Urban Planning, Ministry of Foreign Affairs).  
Of course, the Health Ministry needs to have capacity to enhance the health 
literacy responsiveness of other sectors. 
 
Suvajee Good, Regional Advisor, Health Promotion and Social Determinants 
of Health, Programme Coordinator, Department of Ethics and Social 
Determinants, World Health Organization Regional Office for South-East Asia

Health literacy development:  
a priority for the prevention  
and control of NCDs

Key message

Health literacy development 
needs to prioritize context-
appropriate, locally  
co-designed initiatives, 
services, environments  
and, importantly, national 
health literacy-informed 
NCD policies in order  
to leave no one behind. 
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2.2.4 Health literacy is critical to the success of equitable health policies and 
programmes that seek to accelerate prevention and control of NCDs because 
investigation into the health literacy of communities provides insight into 
who is being left behind and who is not accessing or receiving benefit from 
health services. Ultimately, health literacy development needs to be 
undertaken by Member States to improve existing programmes and to 
develop new programmes to effectively prevent and control NCDs.

Health literacy is one of the three pillars in the WHO Shanghai Declaration on 
Health Promotion (2016) to achieve sustainable health development by 2030 
(66). Health literacy is also included in WHO NCD-related policy documents to 
guide NCD policies, programmes and interventions to be more effective and 
to reach more people (67). Not every country, however, has initiatives to 
measure, develop or research health literacy. It is also possible that some 
countries are implementing effective programmes and using practices that 
could be considered as health literacy development, but are not labelled as 
such (68). Some countries have already developed health literacy policies that 
seek to reduce inequities and improve health outcomes (69, 70). Health 
literacy policies usually function in two ways: standalone policies to advance 
health literacy among sectors and stakeholders, and integrated policies that 
seek to integrate health literacy into new or existing policies (70).

In recent years, some HICs have developed standalone health literacy 
policies: for example, Austria, Canada, Germany, Norway, Portugal, Scotland, 
Switzerland and the United States (68, 69, 71). The focus of these policies is  
on health literacy progress at the national level and in a general way. 
Integrated health literacy policies have been developed by HICs and LMICs: 
Australia, Bhutan, China, the Islamic Republic of Iran, Israel, Myanmar, Nepal, 
New Zealand, the Russian Federation, Sweden and Thailand (68, 72, 73). 
Policies and programmes in these countries include health literacy progress  
in multisectoral collaborations to improve communication between health 
care practitioners and clients, and improve people’s general awareness and 
knowledge about NCDs and associated risk factors (70). 

Policies and programmes that make health concepts and services locally 
understandable, meaningful, appropriate and accessible are health literacy-
responsive. Health literacy responsiveness is a practice of recognizing and 
responding to the health literacy needs of people and communities in 
meaningful ways according to sociocultural contexts. 
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2.2.4 Health literacy responsiveness refers to: 

The extent to which health workers, services, systems, organizations,  
and policy-makers (across government sectors and through cross-
sectoral public policies), recognize and accommodate diverse traditions 
and health literacy strengths, needs and preferences, to create enabling 
environments that optimize equitable access to and engagement with 
health information and services, and support for the health and well-
being of individuals, families, groups and communities.

A health literacy-responsive approach to the prevention and control of NCDs 
enables and supports health behaviour changes within the social structures 
and practices of communities. Importantly, health literacy responsiveness 
prioritizes the effort of gaining insights into why some NCD interventions, 
particularly those that target individual behaviour change, have limited reach 
or are ineffective in some social contexts.

Health literacy policies and initiatives in some countries have enabled 
progress in some areas of health (68, 72). The individualistic approach still 
dominates health literacy research and measurement, however, and this can 
perpetuate health disparities, especially in communal cultures. Member 
States need to prioritize national policies to prevent and control NCDs that 
embed a globally relevant perspective of health literacy development and 
responsiveness.  

Health literacy responsiveness identifies people who are being left behind, 
what their needs are and how to address them, with the aim to inform 
targeted, contextual and appropriate national, organizational and local 
responses.  

Health literacy development for the prevention and control of NCDs: Volume 2. A globally relevant perspective
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2.3

To tackle the NCD health literacy challenge through effective actions,  
a whole-of-society approach is required. Improving the health literacy  
of populations is a continuous process of health literacy development  
and health literacy responsiveness. It involves:

 ● understanding the health literacy needs and strengths of different 
population groups;

 ● identifying which groups in which communities are missing out;
 ● working with local communities to co-design fit-for-purpose solutions  

to address local needs;
 ● improving access to health information and services;
 ● creating enabling environments – this is important for every person  

in a community, and particularly for groups experiencing vulnerability. 

Understanding how health literacy is developed, and responding to health 
literacy strengths, needs, and preferences, will support Member States to 
develop comprehensive health literacy policies and strategies that: 

 ● advocate for the recognition of health literacy diversity across sectors;
 ● make health systems responsive to the health needs of all community 

groups;
 ● provide health literacy-responsive education across populations about 

what healthy practices and health choices are and what effective use  
of health services means;

 ● support communities to strive for healthy options and reject unhealthy 
influences;

 ● reduce overall health care cost in the long term. 

Fig. 2.3 shows the influence of context and how health literacy is developed 
among communities, and on practical action areas for multisectoral health 
literacy development to improve health and equity outcomes. Determinants 
of health are the foundations of health literacy development because they 
influence social practices, education and media, which lead to the diverse 
health knowledge that can be held within and across communities. Fig. 2.3 
also displays the health literacy actions, learnings and barriers that are 
influenced by individual, community, organizational and policy settings and 
in which practical actions for health literacy development can be taken. 

Strengthening the  
health literacy  
of populations

Key message

Improving the health literacy 
of populations is a continuous 
process of health literacy 
development and health 
literacy responsiveness and 
requires a whole-of-society 
approach.
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2.3 Fig. 2.3. Integrated conceptual framework for health literacy development

a  Mother’s knee is a concept whereby infants learn about social practices and health-related 
information from the people caring for them, often while sitting on their knee. 
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2.3.1

Health literacy is strongly influenced by determinants of health (the top block 
of Fig. 2.3), which underpin social structures, norms and practices, and are 
the starting points for health literacy development. These health determinants 
vary among countries, regions, communities, villages, cities, families and 
individuals, and so it is expected that health literacy also varies across these 
different contexts. 

Each country, and the diverse communities within each country, have  
deeply embedded historical, geographical, legal, political, sociocultural, 
environmental, economic, commercial, traditional, ancestral and religious 
characteristics that influence health and health behaviours. Some of these 
health determinants can change, however, to promote or inhibit health 
literacy and subsequent health and equity outcomes in communities. For 
example, globalized marketing of unhealthy commodities has directly moved 
some populations away from following traditional active lifestyles with whole 
foods to inactive lifestyles with processed foods, leading to a decline in health 
and well-being and a rise in NCDs (74-76). Creating active change to these 
determinants of health should be the focus of health literacy-responsive 
approaches by governments, communities, families and individuals for the 
prevention and management of NCDs.

Industries related to unhealthy commodities play a large role in spreading 
misinformation and misleading the public. People are bombarded with 
marketing in many forms, many unhealthy products are provided at low 
cost and this makes it even harder for people to get access to accurate 
health literacy information to make informed choices, afford and choose 
healthy options. 
 
Maristela Monteiro, Senior Advisor, Alcohol and Substance Abuse,  
Pan American Health Organization 

Fig. 2.4 presents the Conceptual Framework for Action on the Social 
Determinants of Health from the WHO Commission on Social Determinants 
of Health (77). The integrated conceptual framework for health literacy 
development (Fig. 2.3) seeks to build on this original framework in some 
areas but affirms the need for action at the identified levels. 

Social determinants  
of health 

Key message

Health literacy 
development must  
first seek to understand 
the determinants of health 
that influence how  
people (as individuals, 
groups, organizations, 
communities and 
societies) access, 
understand, appraise, 
remember and use health 
information to develop 
appropriate and 
meaningful health literacy-
informed NCD responses.
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2.3.1 Fig. 2.4. WHO conceptual framework for action on the social determinants  
of health
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Source: Solar O, Irwin A. A conceptual framework for action on the social 
determinants of health. Geneva: World Health Organization; 2010.
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2.3.1 The WHO Conceptual Framework for Action on the Social Determinants  
of Health can be strengthened in two ways by a health literacy perspective 
(Fig. 2.5). 

The first way is to add detail to the right side of the diagram, which relates  
to processes in the direct lived experiences of people in communities, 
particularly about how the social determinants of health affect people in their 
daily lives. Overlaying elements of Fig. 2.3 highlights the need for a deep 
understanding of how the determinants of health interact with the ways in 
which knowledge, thinking and action about health really develop for people 
in their communities, across their lives, and within the demands of everyday 
life – this now reflects a lived experience perspective. Even top-level policy-
making processes and activities require deep and realistic bottom-up 
understanding of the lived experiences of people and communities. 

The second way to strengthen the framework in Fig. 2.4 is to have the arrows 
between the two sides going in both directions. Currently, the arrows go only 
from left to right, which implies a lack of agency for communities, families 
and individuals to influence the social determinants of health. This change 
recognizes that people and communities can be empowered to advocate for 
themselves and to influence and take some control of many determinants of 
health. This is often referred to as critical health literacy and is achieved 
through ongoing meaningful engagement with communities.

Responding to health literacy as a determinant of health requires health 
literacy actions that recognize and accommodate social practices and 
support healthy behaviours in ways that are appropriate and meaningful 
for people in their daily lives.
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2.3.1 Fig. 2.5. Adapted conceptual framework for action on the social determinants 
of health
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See Fig. 2.3 for details.  
Source: Solar O, Irwin A. A conceptual framework for action on the social 
determinants of health. Geneva: World Health Organization; 2010.
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2.3.2

Health knowledge is developed from birth through the social practices of  
the communities and environments in which people live. Knowledge is held 
within communities and shared through stories and experiences with family, 
friends, peers, community leaders and teachers. People see, hear and talk 
about what happens to them and other people and, over time, they learn 
from this informal and formal instruction. Social practices influence how 
health information becomes health knowledge. Understanding the physical 
and social environments in which people and communities accumulate 
knowledge is important for understanding their health beliefs, how they  
are able to shape their behaviours, and how they develop health literacy  
(23, 29, 31).

The earliest and usually the strongest influences on health literacy are those 
that come from the experiences of young children interacting with their 
caregivers. Early childhood learning about health is accumulated from 
parents, formal and informal childcare settings, and family and educational 
networks where children are socialized and educated in social practices.  
As young people develop and enter adulthood, the information they gain 
from formal education, and their experiences and interactions with peers, 
work colleagues, and especially with health-care providers, contribute to  
the development of their health knowledge. 

Health information is filtered through social norms and practices to influence 
community health knowledge and, consequently, community health literacy. 
This means people’s knowledge may change over time, and it may even 
create conflicts with and within their communities as they are exposed to 
different social interactions and contexts across different life stages (23). 
Nevertheless, in many settings, social norms and practices are one of the 
main drivers of people’s health beliefs, health behaviours, and health literacy. 

Social (cultural, community and peer) norms and practices are strong 
determinants of the behaviour of individuals (78–80). For example, young 
people may see respected people in their community smoking or eating 
unhealthy staple foods (81) but they may not see the link to the consequences 
of those behaviours later in life. Shared knowledge about the impact and the 
management of risk factors is often not part of regular stories, experiences, 
and social norms and practices, especially in communities and countries 
where NCDs and their risk factors are relatively new. 

Health literacy is  
developed over time  
through social practices

Key message

The central mechanisms for 
health literacy development 
in many communities are 
people’s daily accumulated 
experiences and 
conversations they have 
about health with their 
family, neighbours,  
peers, colleagues and  
health workers.
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2.3.2 Young people with access to social media may face a different type of 
challenge. Popular trends such as leading a healthy lifestyle may bring about 
motivation to support health behaviour, but some studies have found that 
these trends can lead to negative effects such as compulsive exercise, 
disordered eating and body image dissatisfaction (82–84). This means that 
interventions, even powerful ones, that are directed at individuals may be 
effective for only a small number of people who have the determination and 
personal resources to enable them to resist the norms or have access to 
healthy choices and behaviours. Such interventions that intend to change  
the behaviour of individuals may increase inequities if implemented widely 
and taken up more readily by socially and economically advantaged people.

Many people live in settings where social norms and practices endorse or 
even encourage risky behaviour such as tobacco use, harmful use of alcohol 
or consumption of highly processed foods. This is most strongly evident in 
settings where community or peer cohesion is important to preserve 
community values and traditions, such as in close communities, village or  
city settings, workplaces, and specific peer networks, including among youth 
or clubs and organizations.

Great care must be taken when attempting to change unhealthy behaviours 
that are linked to social norms. The behaviour may be deeply coupled with 
strong positive cultural practices, such as a sense of belonging, status, 
social support and respect for tradition or the wishes of tribal ancestors 
that are linked to future prosperity. It is important that health literacy-
responsive approaches are undertaken in the context of social and cultural 
backgrounds.
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2.3.3

More than 80% of children in the world receive basic formal education (85). 
This formal education provides opportunities for children to learn concepts 
of health, including human biology and its risk factors and determinants, and 
skills to find, appraise and understand information that will come to them 
from many sources over their lifetimes. By the time children enter formal 
schooling, however, the foundations of their health information and 
knowledge have already been influenced by their community’s social norms 
and practices. Furthermore, the school curriculum, including language and 
numeracy skills, is usually delivered within and alongside accumulating 
family, community and cultural information and knowledge.

When the skills of reading and understanding information are applied to 
health, they are often called functional health literacy. Basic understanding  
of science, such as biology (e.g. germ theory, blood sugar and obesity) and 
anatomy (e.g. body parts and how they work) helps people to make sense  
of information provided by health workers and found online. Formal 
education may also equip people with the confidence and skills to ask 
questions about health, to critically appraise information, and to understand 
the health risks and determinants associated with NCDs, and the slow onset 
and chronic nature of these diseases.

As school children come to understand the potentially dangerous long-term 
impacts of exposure to common NCD risk factors (e.g. how tobacco products 
can cause cancer, the physical and social impact of harmful consumption of 
alcohol, or the impacts of diets high in salt and fats), they may transfer this 
knowledge to their family and broader community. This may, in turn, lead to 
actions that improve their own and their family’s health. School education 
and the schooling environment, if well informed and evidence-based, is one 
of the most important health literacy development opportunities available 
and needs to be systematically developed. There has been a recent call for 
school health education to be re-branded and reimagined as education for 
health literacy in order to position health education alongside and integrated 
with literacy, numeracy and technology (86). As such, a health-promoting 
school that continuously develops its capacity as a setting for healthy living, 
learning and working can be a major contributor to health literacy 
development among children (87, 88). WHO has provided guidance on how  
to make every school a health-promoting school, including implementation, 
standards, indicators and case studies (89–91).

Formal education:  
its contribution to  
health literacy

Key message

Health attitudes and 
behaviours formed during 
childhood influence adult 
health patterns. Children 
need support and education 
to become knowledgeable 
and critical consumers of 
health information, 
complemented by ensuring 
the enabling environment 
to make and access the 
appropriate behavioural 
choices.
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2.3.3 Unfortunately, schools often reinforce misinformation about risk factors  
for NCDs, provide the unhealthy foods in school cafeterias, don’t promote 
enough physical education, have sponsorship of alcohol in school parties  
(e.g. for fund raising) and the children are also now consumers of social 
media and internet, which often have aggressive marketing promoting  
all the bad stuff. Overall, the school curriculum in most settings is totally 
insufficient and often outdated in relation to risk factors (maybe the 
exception is tobacco).  
 
Maristela Monteiro, Senior Advisor, Alcohol and Substance Abuse,  
Pan American Health Organization
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2.3.4

Conventional media (e.g. newspapers, books, television, radio, film) were the 
main channels for wide dissemination of health information before the digital 
revolution. Digital technology and social media are now powerful tools to 
disseminate evidence-based public health information to educate, inform 
and develop health literacy. Widespread misinformation from digital sources, 
such as social media, however, can undermine useful public health 
information and responses, as evident during the COVID-19 pandemic (15). 
Proliferation of confusing and conflicting information makes it difficult or 
impossible for people to know what to believe and what to do for their 
health. Consequently, the digital world can both build and undermine  
health literacy.

Under the influence of the media, where information spreads through the 
fast-moving digital world, the health literacy of a community is challenged 
from day to day or even from hour to hour. For people who have access to 
digital devices and online platforms, the volume of information can be too 
large to understand, interpret and appraise easily or properly. The user-
generated content feature of web 2.0 means anyone can post and share 
anything. As a result, the quality of digital information can vary from 
excellent, evidenced-based and useful through to misleading, or even false 
and damaging. Hence, digital literacy is an important asset for health literacy 
development in the digital age. 

Despite the proliferation of digital health information, however, conventional 
media platforms still have a role to play in influencing the attitudes, 
knowledge and behaviour of communities, and in developing health literacy, 
particularly in settings where digital technologies are less prevalent. 

Digital media can be part of the solution. Broadcasting of media conferences 
on television remains an important channel of communication for most 
governments around the world to disseminate critical evidence-based health 
information during the COVID-19 pandemic. These broadcasts provide rapid 
and accurate information to all media outlets and can be accompanied by 
an array of official government sponsored social media posts.  

Conventional and digital media are also influential marketing tools used  
by private-sector actors. Commercial actors can be detrimental or beneficial 
for health. While some private-sector actors align to national efforts for NCD 
prevention and control, others invest immense resources in tactics to 
undermine science and public health approaches, especially unhealthy 

Conventional and digital  
media: the friends and  
foes of health literacy 

Key message

Information from 
conventional and digital 
media can be evidence-
based and helpful, or false 
or misleading and 
unhelpful. Judging the 
usefulness of information 
is becoming more difficult 
with the increasing speed 
and quantity of global 
digital information 
transfer. The media can 
both build and undermine 
health literacy.
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2.3.4 commodity industries such as the tobacco, alcohol and food and beverage 
sectors. These advance their interests directly or indirectly through, for 
example, strong industry interference in policy decision-making processes, 
lobbying, advertising, and marketing that promote their products and 
choices detrimental to health in order to attract new customers, keep 
customers, and create new markets, especially in emerging economies in 
Africa, Asia and the Eastern Mediterranean. In many cases, these industries 
use corporate social responsibility to fund local communities to gain more 
benefits from selling their products and increasing their profits. Communities 
may come to regard new unhealthy, but socially attractive, commodities as 
more desirable than traditional lifestyles (92). Growing recognition of the 
significant impact of these strategies, conveyed through both conventional 
and digital media, has created the new public health frontier of commercial 
determinants of health (93, 94). These same companies sponsor a variety of 
health literacy campaigns, school education, training for parents and health 
professionals, with confusing and misleading messages related to the value 
of their products and who is responsible for them. 

There are clear positive sides to digital media that need to be cleverly 
applied to enhance health literacy and support people (especially younger 
generations) to screen information and find the right source of information. 
Social media is able to provide people with exactly the right information to 
support healthy behaviours in a timely and supportive way. Media literacy 
for health is needed.  
 
Policy-makers need to set clear policy and legislative measures to manage 
rumours and false information. Laws need to be enacted to make people  
aware of the penalty for disseminating false information. People need to 
know how to inform law enforcement if there is suspected false information 
given to people that causes harm. This includes cyber bullying of children 
and adolescents that causes mental health issues such as low self-esteem 
and depression, and that leads to tobacco, alcohol and drug use, or over 
nutrition causing childhood obesity. 
 
Suvajee Good, Regional Advisor, Health Promotion and Social  
Determinants of Health, Programme Coordinator, Department of Ethics  
and Social Determinants
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2.3.5

Health literacy is demonstrated in the ways that people access, understand, 
appraise, remember and use health information and services as needed  
and over time (e.g. during a specific health event, over a lifetime). These  
five health literacy actions are not consciously undertaken as separate stages, 
and neither are they necessarily undertaken in this order, and there may be 
some overlap. Individuals rarely undertake these actions on their own. 
Rather, they are part of joint or collective activities with others such as family, 
peers, health workers, educators and elders. These actions are key to people 
successfully turning health information into health knowledge and being  
able or being supported to engage in healthy behaviours to prevent  
and control NCDs. 

Five actions of  
health literacy 

Health literacy development 
involves five actions people 
need to do.

Key message

Health literacy 
development involves  
five actions people need  
to do in relation to health 
information and services: 
access, understand, 
appraise, remember  
and use. These actions  
are rarely undertaken 
through individual effort 
alone because they usually 
involve social practices.

1. Access 
2. Understand 
3. Appraise 
4. Remember 
5. Use
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2.3.5 2.3.5.1 Access 
People have different preferred learning styles, and they access different 
types of information according to these preferences (see section 2.3.6. for 
more on learning preferences). They may access information from physical 
environments (e.g. libraries, schools, community centres, medical centres, 
written information, conversations with health workers), digital environments 
(e.g. devices, internet, telehealth services) or social resources (e.g. 
conversations with family or friends, support groups). A foundational 
understanding of the concepts of biology, health, well-being and disease  
(e.g. through formal education) is helpful for usual daily prevention and 
management of many NCDs. For specific health issues, people need timely, 
meaningful, appropriate and accessible information about what to do, why  
it needs to be done, and how to do it.

2.3.5.2 Understand
People have different levels of knowledge and understanding of health and 
well-being. Some people have little to no understanding; some may be able 
to follow a conversation about health well enough to not feel confused; some 
may understand partially and attempt to seek information online or 
elsewhere; some may understand health well enough to be able to explain 
information and actions for health to other people; and some understand 
health well enough to be able to problem-solve and take action for 
themselves or others. 

2.3.5.3 Appraise
Being able to appraise health information from a range of sources (e.g. 
doctors, healers, friends, written or digital media) is more than just believing 
or judging information to be scientific. Appraisal includes deciding if the 
information and the source of information are trustworthy; being able to 
resolve conflicts between information or information sources; and deciding  
if information is relevant to the context or even possible.

2.3.5.4 Remember 
Health information and knowledge needs to be remembered and retrieved  
at the time it is needed. This may include prioritizing healthy behaviours or 
remembering to do routine activities such as taking medicines or attending 
regular appointments, or it may include needing to remember quickly what 
to do in an unexpected health crisis, such as for a dog bite, a burn, a road 
accident or a heart attack. 

2.3.5.5 Use 
Using health knowledge is rarely a one-time decision. Often, people need to 
make repeated and daily decisions about what to do for their health, such  
as implementing preventive measures or managing symptoms or health 
appointments. Using health information and services requires building 
practical knowledge over time. Solving problems and making decisions 
through trial and error helps people, groups and communities to learn to use 
their health knowledge to prevent and control NCDs and their risk factors.

Health literacy development for the prevention and control of NCDs: Volume 2. A globally relevant perspective



2.3 Strengthening the health literacy of populations   31

2.3.5 With the increasing infodemic and misinformation about health and 
prevention of NCDs through commercialization of health products, it will  
be important to empower individuals, families, and communities to have  
the skills to appraise and screen health information. Policy-makers need  
to be able to address and manage misinformation and the infodemic in 
their country context as soon as it arises.  
 
Suvajee Good, Regional Advisor, Health Promotion and Social  
Determinants of Health, Programme Coordinator, Department of Ethics  
and Social Determinants
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2.3.6

In support of the five actions of health literacy and to respond to the diverse 
health literacy needs of different populations, it is important to understand 
how people learn. Such understanding can also be applied in different 
settings to facilitate learning, such as in the educational system or training 
facilities. Learning is more than just acquiring information; it is also about 
coming to understand if information is meaningful, how it is relevant, and 
how it can be used, and being able to remember the information when it is 
needed. In fact, learning involves all the health literacy actions of accessing, 
understanding, appraising, remembering and using information. Indeed, 
people often learn the most from their trial-and-error attempts to put 
information they receive into action (95, 96). 

Learning is not only about copying ideas and actions from other people and 
communities. Learning also involves creativity and is a lifelong activity. For 
example, when a community considers recommendations for healthy action 
from experts or ideas from other communities, it usually develops its own 
ways of putting those ideas into practice using its knowledge of local 
environments, resources and culture. In such cases, the community learns 
through its own experimentation. For the purposes of health literacy 
development, six general ways of learning information are identified: 
community conversations, the arts, printed materials, conventional mass media, 
digital media, and communication and interaction with health workers.

People can be learning constantly throughout their life, and often in the 
context of specific major life experiences. Learning is not always driven by 
structured or conscious efforts. But life lessons can lead to active learning. 
For example, people may actively learn about healthy diets when they find 
out that they have cancer and need to manage their diets. 
 
Suvajee Good, Regional Advisor, Health Promotion and Social  
Determinants of Health, Programme Coordinator, Department of Ethics  
and Social Determinants

How people learn

Key message

Understanding how people 
learn can support the 
development and delivery  
of information for health 
literacy actions. People are 
exposed to, understand and 
use information in different 
ways over time. Learning, 
whether it is at home, school 
or work, tends to happen 
through a combination of 
six main ways: through 
community conversations, 
the arts, printed materials, 
conventional mass media, 
digital media, and 
communication and 
interaction with health 
workers.
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2.3.6 2.3.6.1 Community conversations 
Conversations with family, friends and neighbours are probably the most 
influential for how people access, understand, appraise, remember and use 
information. Parents pass down their knowledge to children daily through 
conversations. People share their problems with friends, peers and family  
by talking to them so they can hear their experiences, find solutions to their 
problems and seek emotional support. By taking part in conversations, 
people can learn from others’ experiences and know what works and what 
does not work without going through the trial-and-error process themselves. 
It is also a way to feel connected to others by taking on their experiences (97, 
98). Learning can become even more effective when the other five ways of 
learning are used to stimulate conversations between and among people 
rather than only to impart information to individuals. 

2.3.6.2 The arts 
When people feel connected to a story, they may be inspired by the 
experience, which can facilitate learning. Songs, plays, paintings and 
drawings are different forms of stories. Traditional wisdom is usually passed 
down in these art forms and connects people to their culture and history.  
A beautiful song or a memorable play can be much easier to remember  
than plain health information. The variety of art forms also caters for the 
different learning styles of different people. Art and stories are powerful for 
making information feel meaningful and relevant, for helping people see  
how they may be able to use it in their lives, and for stimulating 
conversations (99–102).

2.3.6.3 Printed materials 
Printed materials are a commonly used format to deliver health information 
(103–104). Posters are displayed in public places to convey public health 
messages. Pamphlets or brochures are often used as a primary tool to 
distribute health information. Printed materials are more useful as 
supplements to other methods of providing information such as verbal 
communication from health-care professionals. Printed materials are 
especially valuable for two of the components of health literacy: 
remembering and using information. Printed materials can help people 
remember information that they receive in other ways, and they are helpful 
for providing detailed information about how people can put information and 
advice into practice (e.g. recipes, exercise sheets, photographic step-by-step 
guides to injecting insulin, or recognizing dangerous symptoms). 

Printed text-based materials may not be effective for people who have 
limited reading skills, who are living with disabilities, or who simply do not 
like to read. Care needs to be taken when designing printed materials to suit 
the different reading needs and cultural backgrounds of people to ensure 
accessibility. As with other ways of learning, printed materials are often more 
valuable when they are designed to be discussed among families and friends 
rather than to be read by individuals.
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2.3.6 2.3.6.4 Conventional mass media 
Conventional mass media such as television, radio and newspapers have  
an important role in the dissemination of health messages, especially  
in low-resource settings with limited access to digital technologies. Health 
knowledge can be gained by reading the health columns of newspapers and 
listening to or watching health programmes on radio and television. 
Governments around the world continue to distribute public health 
messages, such as COVID-19 updates, through conventional media channels. 
Messages distributed through television and radio provide an easy-to-
understand format for people with low reading skills. Radio has often been 
found to be particularly useful for engaging specific communities or groups 
within a population because it is relatively easy to set up local radio stations, 
and it enables real-time, two-way discussions with community members. 
Radio is also often available in places where television and newspapers are 
not (106, 107). 

2.3.6.5 Digital media 
The advancement of information and communication technology has 
enabled people to access information and interact with each other at anytime, 
anywhere. It can be a powerful way to facilitate delivery of evidence-based 
information and interactive and tailored learning. Simple text messaging 
using mobile phones can deliver instant health information in low-resources 
settings. Telehealth offers health services and consultations and can be a 
platform to deliver health information. The internet provides the gateway to 
huge amounts of health information in a wide variety of formats. Apps bring 
novel ways to manage and monitor health but evidence of effectiveness is 
mixed (108, 109). Social media platforms allow instant sharing of experiences, 
but at the same time they can promote commercial interests through 
influencer marketing. The overwhelming amount of misinformation 
circulating on the internet and social media can also have adverse effects  
on health information learning (110–112). 

2.3.6.6 Communication and interaction with health workers
It is important to recognize that health workers are usually perceived  
to have high authority and are in a strong position to inform and influence 
communities and individuals. Even if an individual is not from an oral 
language tradition (i.e. no or only recent history of a written language), 
learning can be rapid when listening to a health worker because there can  
be an exchange, leading to substantial behaviour change (113). Traditional 
healers tend to be embedded in communities, are some of the first contacts 
for health, and may have the absolute trust of communities (114, 115). 

In many countries, the role of community health workers or volunteers  
who are part of the community and who usually do not have professional 
qualifications is particularly important. Many LMICs have decades of 
experience with these workers, who work in teams with health professionals 
and have local knowledge and established relationships within their 
communities. HICs have also experienced the value of the role of peer 
workers (113, 116, 117).
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2.3.7

Many communities and individuals experience multiple overt or hidden 
barriers to accessing information and services, which makes it difficult  
for them to improve or maintain their health (118–121). Individuals and 
communities can have good health literacy and be provided with a good  
mix of ways to learn and make decisions, but they may experience multiple 
barriers that prevent their health literacy development. The following are 
examples of factors that may limit the effectiveness of health literacy 
development efforts. This is not an exhaustive list, and there is some overlap 
between groups of barriers. In the setting of humanitarian crises, the 
COVID-19 pandemic and other determinants of health (see the first block  
in Fig. 2.3), some communities may have an overwhelming range of barriers 
that slow or stop learning and health literacy development. 

2.3.7.1 Availability or physical access 
Many people cannot access health services because the services do not exist, 
they are not entitled to receive them, or they cannot travel to use them 
because of physical distance, travel costs, or the ability or safety to travel 
(118, 122). Access may be limited by active or passive exclusionary processes 
arising from public policy (123). Some people with mental or physical 
disabilities may have additional barriers to accessing health information  
and services. 

2.3.7.2 Service quality 
Poor-quality services can be a result of inadequate resources such as limited 
facilities, availability of medicines, number of staff, skills, qualifications or 
attitudes of staff, or procedures to maintain quality (118, 122).

2.3.7.3 Service responsiveness 
This can be determined by service quality (see above), whereby the physical 
structures of services make access difficult, signage makes it difficult for 
people to know where to go, access pathways are limited (e.g. online booking, 
only imited language options), or the services are uninviting to particular 
cultural or social groups (118, 122). Some services may not respond to age, 
sex, physical ability or other characteristics of people within communities. 

Access barriers

Key message

There are many overt 
or hidden barriers that 
can inhibit access to 
and the effectiveness 
of health literacy 
development efforts.
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2.3.7 2.3.7.4 Cultural safety and stigma
Many countries have a variety of cultural groups that can be linked to 
indigenous peoples, people with migration or refugee histories, religious 
groups, and other minority groups. When health service providers lack 
cultural skills and competencies, the affected individuals, their families and 
their wider community may receive services of poor quality and feel excluded 
or stigmatized. This may deter people from certain groups from engaging 
with health services. Lacking an understanding of cultural norms among 
health service providers may also affect access to and use of certain health 
information and services (122, 124). Stigmatization and stereotyping may be 
silently practised, leading to health information being withheld or limiting 
access to services.

2.3.7.5 Gender inequality 
Gender discrimination, unconscious gender bias, and assumptions of binary 
gender continue to cause visible and invisible inequalities in many countries. 
In some cultures, for example, it is more difficult for women to access 
services, and bias against women getting appropriate services is common 
(120). Toxic (hegemonic) masculinity (the need to aggressively compete with 
and dominate others) also leads to increased NCD risk factors (e.g. ignoring 
symptoms, unhealthy use of alcohol, use of tobacco) in men and is a barrier 
to service engagement (125, 126). People from lesbian, gay, bisexual, 
transgender, queer or intersex (LGBTQI) communities may be excluded  
or persecuted in some societies (127). People with diverse gender identities 
often face exclusion, violence, stigma and discrimination, including in health-
care settings (128). 

2.3.7.6 Language 
People from language minority groups seeking or needing health services 
are frequently underserved. Even people from language majority groups can 
have difficulty accessing and understanding information and services when 
the language is overly complex or unclear or uses technical medical terms 
(122). Pictorial messages have been advocated to promote understanding of 
health information, but studies have found that poor readers may be drawn 
to irrelevant aspects of the images, and cultural differences may interfere 
with comprehension of the messages (129). Language minority groups also 
include people with hearing or sight impairment, and people with intellectual 
or developmental disabilities. Efforts must to be made to systematically 
identify all groups of people with potential language challenges and to have 
appropriate communication channels ready to meet their needs.

2.3.7.7 Cost and universal health coverage 
In settings without universal health coverage, or when people are unaware  
of their rights, or where access to universal health coverage is limited, people 
may not receive adequate services in a timely way. In settings without 
universal health coverage, poor people and people without adequate 
insurance, may forgo prevention and treatment and be at risk of catastrophic 
health effects, leading to increased poverty and poor work, health, social and 
economic outcomes (118, 122).
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2.3.7 2.3.7.8 Racism and other discriminatory practices 
These frequently encountered barriers may be overt or hidden. Some groups 
may be specifically discriminated against based on ethnicity. Racism can  
be systemic and institutionalized, leading to unconscious biases and actual  
and perceived reduction of services to subgroups in communities (130, 131). 
Certain groups of people may not have access to health information because 
of their sociodemographic position and cultural background, or due to the 
ways public health services are provided.

2.3.7.9 Information and communication technologies 
Many countries are increasingly implementing digital health solutions,  
including for access to health information, finding and making appointments 
for health services, and provision of telehealth and self-management 
support. People without adequate access to the internet or skills to use 
digital devices and services, and people with special accessibility needs due 
to disabilities or older age are increasingly disadvantaged (118). 

2.3.7.10 Complexity and comorbidities
It is common for people to experience comorbidities — that is, to develop 
more than one NCD concurrently or have both communicable and 
noncommunicable diseases. Mental health problems frequently co-occur 
with physical diseases. Affected individuals, as well as their family members 
and carers, need to understand and act on a wide range of increasingly 
complex information. Furthermore, they need to engage with a wide range  
of services and practitioners, may need to take multiple medicines, and may 
need to engage in a range of complex self-care tasks. If such services and 
treatments are available and ccoordinated complex NCDs can be managed 
successfully; this is often not the situation, however, and self-management 
tasks for individuals and their families can be overwhelming (132, 133).
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2.3.8

Developing health literacy mainly involves improving environments, 
communication, the health-determining capacities of individuals and 
communities, and the content and nature of health services and public health 
interventions (see Fig. 2.3). This requires substantial multisectoral policy 
activities (e.g. education, health systems, service delivery, regulation and 
restriction of unhealthy commodities, policy support for health-promoting 
behavioural choices) that recognize that different determinants influence 
health literacy in different settings. To make health-care systems easier to 
use (i.e. make them health literacy-responsive), it must also be recognized 
that changing health behaviour is primarily an interpersonal activity  
(i.e. health literacy is a social process). Similarly, for public policy to effectively 
improve health literacy at any level, there needs to be specific understanding 
of societal, organizational, interpersonal and individual settings.

Settings for developing  
health literacy 

Key message

Health literacy development 
requires a combination of 
bottom-up and top-down 
approaches in different 
settings to improve health 
and equity. Health literacy 
development can take place 
across four main levels: 
• Public policy and society 
• Organizations 
•  Community and 

interpersonal responses 
• Individual
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2.3.8 2.3.8.1 Public policy and societal approaches  
to health literacy
It is well recognized that the health sector cannot tackle NCDs alone (134). 
Building effective health literacy development activities that improve NCD 
prevention and control for populations involves ministries of health, 
education, trade, immigration, technology, environment, industry, 
agriculture, finance, sport, transport and others. Each of these plays a part  
in shaping health-promoting environments.

If these non-health sectors are not part of the solution to prevent and  
control NCDs, ministries of health will be limited in their ability to reduce the 
population’s exposure to NCD risk factors and to increase access to effective 
prevention and treatment options. It is essential that Member States adopt  
a multisectoral approach to health and health literacy development.

Health officials and experts, especially those involved in health policy, 
planning and service delivery, can easily see the link between exposures to 
unhealthy commodities and environments and the development of NCDs, 
because they have the benefit of education and access to decades of 
scientific research. Among many communities where people may have had 
limited access to education and opportunities to learn about health, however, 
the connections between their everyday activities and symptoms of diseases 
that occur many years later may not be known or understood (see Fig. 2.2). 
 The simple provision of health information to these communities has been 
shown to be ineffective in isolation but is useful within an integrated 
approach (62, 136). Equitable and contextual health literacy development 
among these communities requires a whole-of-society response. This 
response includes comprehensive public policies with well-structured 
capacity-building to address NCDs and their risk factors, promote health 
education, reduce barriers to health literacy development (see section 2.3.7),  
and manage health marketing campaigns that include varied activities to 
reflect how people learn and choose (see section 2.3.6). 

For millions of people in LMICs and HICs, it is difficult or impossible to avoid 
exposure to NCD risk factors because of their living situations (e.g. unsafe or 
costly water and food, air pollution, chemical exposures, absence of safe 
places for physical activities and exercise), and economic and social pressures 
(e.g. food insecurity, unsafe housing, use of solid fuel for cooking, racism, 
dangerous occupational settings). Many people do not understand the 
concepts of risk factors and chronic diseases, and they have limited access  
to accurate information and advice that they trust. Consequently, chronic 
exposure to NCD risk factors continues to be part of the daily lives of many 
people, and the prevalence of NCDs continues to rise, particularly in LMICs 
(136, 137). These challenging circumstances increased during the COVID-19 
pandemic. Prevention and control of NCDs can be affected by delayed 
diagnosis and treatment, disrupted health services, and increased 
behavioural risks (e.g. physical inactivity, unhealthy diet or increased use  
of alcohol during quarantine or lockdown) (14).

Improving environments is the most effective and efficient process to 
improving public health on a large scale, provided the changes are 
appropriate and meaningful to the target community. Policies of creating 
enabling environments to promote healthy lifestyles should be integrated 
into public health policy-making, especially in tackling NCDs. The 

Key message

A multisectoral approach  
is needed to shape health-
promoting environments  
to facilitate health literacy 
development.
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2.3.8 effectiveness of public health improvements through legislation and 
enhanced public utilities has been well proven through examples such 
provision of safe water, sanitation services and safe food, and legislation  
on banning tobacco advertising in the media, tobacco plain packaging, use  
of seat belts in motor vehicles, and blood alcohol levels while driving motor 
vehicles (138–140). Adding substantial taxes to alcohol, tobacco and sugary 
drinks and limiting their sales has been shown to reduce consumption (142, 
144). Similar changes in environmental infrastructure and legislation are now 
being applied to food through taxing unhealthy products such as high-sugar 
content foods and outlawing ingredients such as trans fats (143, 144). Local 
by-laws exist in some countries to protect children from unhealthy foods, 
including restricting access to these products through exclusion zones 
around schools (145). The provision of universal health coverage is another 
proven public health policy initiative (146, 147).

In addition to these examples, there are a wide range of policy initiatives that 
Member States could potentially put in place to develop health literacy. These 
health literacy policies and strategies could seek to achieve: 

 ● an educated population that is informed about healthy options and the 
effective use of health services;

 ● health systems responsive to the health needs of diverse communities;
 ● systematic minimization of the influence of commercial determinants  

of health;
 ● funding programmes that support measurable health literacy-related 

improvements that are monitored for achievement of intended outcomes;
 ● building partnerships with all relevant bodies including all levels of public 

and private sectors.

When people do not see immediate harm or benefit, it is difficult for them to 
engage in behaviour change. Changing laws and wide-scale environmental 
changes can lead to the healthy option being the easy (or only) option, 
leading to wide-scale health literacy and public health benefits.

Strong and well-informed public policy is needed. To develop evidence-
informed policy, policy-makers need highly contextualized and well-
synthesized data from diverse communities. Analyses need to explore  
the potential for alternative policy options to be accepted, integrated  
and to achieve intended outcomes. These analyses need input from policy 
researchers, not just traditional academic researchers. Access to policy 
researchers is limited in many LMICs, and the research institutes’ link with 
policy-making is also limited. 
 
May Myat Cho, Technical Officer at Physical Activity Unit,  
Health Promotion Department, World Health Organization
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2.3.8 2.3.8.2 Organizational health literacy responsiveness
Organizational health literacy responsiveness is one of the most direct ways 
to improve health and equity outcomes for communities and individuals. 
Whole populations can be supported to get timely and appropriate 
information and optimal access to care through organizations and services 
that understand the health literacy strengths, needs and preferences of the 
communities they serve. 

There are three main strategies for organizations to improve their health 
literacy responsiveness:

 ● For organizations: complete an organizational review to identify focus 
areas for quality improvement activities.

 ● For health-care personnel: develop and maintain training so that all 
health-care personnel have a sound understanding of common health 
literacy needs and appropriate strategies to deal with those needs as part 
of routine clinical practice.

 ● For individuals or groups: ensure clinical practice of assessing and 
discussing health literacy needs with people with complex needs, 
chronically poor outcomes or serious limitations to the way they access  
or use health services (22).

Many people are at risk of NCDs, but their own or their community’s health 
knowledge may not enable them to access health services for disease 
prevention and management. Fig. 2.6 shows how problems of equity and 
access can be viewed from a health literacy perspective, see the Ophelia 
Manual (1). Depending on their health literacy and their personal and social 
resources, some people may enter a health service but leave at some stage 
when it is not responsive to their needs. It is often the case that fewer and 
fewer people get all their needs met as they attempt to progress through  
the health-care system from finding a service to receiving responsive care 
and support. 

A health literacy-responsive system will optimize the community’s access  
to continued and contextually relevant information and services. This means 
prevention is improved and optimized, so that people equitably access care 
at the right level of the system. For example, people who can obtain health-
promoting or disease management support at primary or community 
settings are actually accessing services at primary or community settings, 
rather than seeking more costly and scarce acute services. 

Knowledge changes all the time – many ideas, facts, beliefs and desirable 
behaviours may need to be revised and changed in later life, sometimes 
several times, as new evidence comes to hand. Responsive systems need  
to be put in place and carefully adapted to changing knowledge in their 
community contexts.  
 
There is a need for continued and dynamic feedback loops between 
individuals/communities and systems/organizations. This is critical given 
the evolving determinants of NCDs – especially with the rapid information 
exchange now occurring through the internet (including misinformation) 
and pervasive commercial determinants of health. 

Key message

A health literacy-responsive 
organization will support 
the community to have 
equitable and continued 
access to appropriate health 
information and services.  
A health literacy-responsive 
organization will be aware 
that community knowledge 
may change. 
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2.3.8

Fig. 2.6. Health literacy responsiveness matrix 

A person from the 
community… 

Problems perceived 
by health services

Problems perceived through  
a health literacy filter 

Other filters

is unaware  
of services or 
approaches  
a service…

Many people in 
communities do  
not access services

People need:

 ● knowledge of services, including  
entry steps 

 ● confidence to approach services

 ● trust in services

 ● knowledge about health-care  
entitlements

Openness of services (e.g. cultural 
sensitivity, communication)

Physical environment (e.g. location, 
transport, access to premises, parking)

Digital technology (e.g. phone  
or internet access, computer) 

Time (e.g. opening hours, scheduling, 
waiting times)

is accepted into  
the service…

Many dropouts or 
failures to attend 

Demographic or 
health status groups 
do not participate

People need to:

 ● understand health service processes

 ● negotiate with health providers

 ● have their needs understood

Prescriptive/pre-defined service  
types and times (e.g. rigid care 
protocols, scheduled group times, 
one-size-fits-all)

Personal difficulties with providers  
or other service staff (e.g. prejudice, 
embarrassment, past trauma)

receives  
service…

Many dropouts or 
failures to attend 

Demographic or 
health status groups 
do not participate

People need to:

 ● understand health services processes

 ● negotiate with health providers

 ● have their needs understood

Limited service variety and time 
options (e.g. timetables, set programs)

Performance indicators and funding 
models (e.g. target groups, program 
funding)

participates  
in relevant 
programmes  
or service…

Difficult to recruit 
people to programs 
or services e.g. 
prevention

Drops outs and  
failure to attend 

People need to:

 ● be able to select what might be useful 
from a range of options

 ● feel more comfortable making decisions 
about health, rather than “just doing  
what the doctor says”

 ● address other concerns that are  
a higher priority before they can  
focus on their health 

Limited service variety and time 
options (e.g. timetables, set 
programmes)

Performance indicators and funding 
models (e.g. target groups, 
programme funding)

finds service 
responsive…

Drop outs and  
failure to attend

Care provided does 
not achieve desired 
health outcomes

People need to:

 ● engage with providers to explain  
needs, ask questions and negotiate

 ● know what services can do and  
provide (and what they cannot do)

 ● receive information in ways that suit 
different learning needs and styles

Resource constraints (e.g. financial 
staffing)

Mainstream services that do not  
cater to specific needs (e.g. disability, 
culture, religion)

fully understands 
and engages  
with service.

People find it hard to 
establish rapport with 
services or fully 
participate in own 
care

Disappointing 
experience (low user 
satisfaction) and 
outcomes

People need to:

 ● make sense of health information  
in the context of their daily life

 ● be supported to put what they have  
learned about health into practice

 ● know what to do and how and when  
to do it, i.e. practical information

Demographic of health providers  
(e.g. bicultural, bilingual)

Follow-up (e.g. after care,  
discharge planning)
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2.3.8 2.3.8.3 Community and interpersonal health literacy 
Effective communication that achieves knowledge development and 
subsequent behaviour change requires people not only to know what to  
do but also how to implement and sustain a behavioural change through a 
supportive environment that encourages healthy behaviour. Communication 
is especially important for people with health literacy challenges because 
they may rely on help from the people around them. Communicating with 
and having support from others for health care improves a person’s health 
literacy (29, 30). In many communities, there are individuals who take on  
a formal or informal role of being the local authority for health. In most 
communities, health-related decisions are not made only by individuals; 
people are influenced by family members, peers and community leaders,  
and communal decisions are common, especially for infants and youth, 
people with some types of disability, elderly people and many other groups  
of people (see section 2.3.1). 

To develop the health literacy of a community, people (especially local 
leaders, including formal and informal peer leaders) can be role models for 
potentially acceptable behavioural changes. In HICs, some programmes and 
interventions use a peer-support model (148). In some LMICs, peer-support 
programmes, such as village health volunteers or women’s health networks, 
are widespread in every village (149, 150). In HICs and LMICs, it is critical to 
understand how discussions about health in communities influence how 
people find, interpret and apply health information. 

Health literacy development has much to offer Member States and health 
authorities when investigating the need for and developing or implementing 
NCD prevention and control initiatives that leave no one behind. A 
community that is informed and consulted may not only accept new laws or 
policies but may even demand these laws and policies to help establish an 
enabling environment for healthy choices, thereby helping the introduction 
and implementation processes. The use of community co-design to generate 
the policy and implementation plans may increase the readiness of 
communities to engage and support uptake of health innovation (151–153). 
Co-design principles, as outlined in Volume 4. Case studies from WHO National 
Health Literacy Demonstration Projects and the Ophelia Manual (1) support 
continuous community development, education and dialogue. Care needs  
to be taken to ensure there is appropriate recognition and balance between 
evidence-based public good and economic imperatives in communities.  

Key message

Community and social 
networks are important 
settings for health literacy 
development. Using 
community co-design can 
support uptake and 
engagement of health 
policies and innovations. 
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2.3.8 2.3.8.4 Health literacy at the individual level
Gaining an understanding of the health literacy strengths, needs and 
preferences of individuals provides insight into whether individuals can 
access, understand, appraise, remember or use health information or engage 
with health services. Health literacy information also provides insights into 
why NCD services and interventions may not be effective for all members  
of a community or population, and whether individuals from minority or 
underserved groups access or engage in health care and services. 

There are many dimensions of individual health literacy skills and abilities. 
The WHO Health literacy toolkit for low- and middle-income countries (27) 
identifies the following 15 areas (in no particular order), which are also 
common to HICs:

 ● Literacy – the ability to perform basic reading tasks.
 ● Interaction – the ability to communicate about health matters.
 ● Comprehension – the ability to derive meaning from sources of 

information.
 ● Numeracy – the ability to perform basic numerical tasks and arithmetic 

operations.
 ● Information seeking – the ability to find health-related information  

to manage one’s health.
 ● Application/function – the ability to use, process or act on health-related 

information, and apply new information to changing circumstances.
 ● Decision-making/critical thinking – the ability to make sound, health-

related decisions and informed choices.
 ● Evaluation – the ability to filter, interpret and evaluate information.
 ● Responsibility – the ability to take responsibility for one’s health and 

health care decision-making.
 ● Confidence – the level of confidence to take action to improve personal 

and community health.
 ● Navigation – the ability to navigate in society and in health systems  

to manage one’s health needs.
 ● Social support for health – the social resource one has to assist health 

decision-making and health management.
 ● Rights and access – the level of access one has to health information  

and services.
 ● Trust – the level of trust one has in the health system, health information 

and health-care providers.
 ● Motivation – the level of motivation to take action to improve personal 

and community health.

Key message

Understanding the health 
literacy of individuals within 
communities helps identify 
the gaps in the quality, 
accessibility and reach  
of NCD information and 
services so that health 
literacy responses can be 
tailored to meet their needs.
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2.3.8 To understand the health literacy of individuals, health literacy tests and 
surveys can be applied to people attending health services and people in the 
community. Surveys that capture data on the multi-dimensional aspects of 
health literacy can reveal both strengths and limitations of individuals and 
communities. The results can assist health authorities, planners, programme 
managers and others to understand which groups and individuals have 
strengths (and thus can be local good examples to learn from) and which are, 
or are at risk of, missing out on NCD prevention and management services. 
Such information, combined with the community co-design approach 
discussed in section 2.3.8.3, can assist Member States to develop targeted 
actions, evaluate the impact of such actions, and identify and share good 
practices (see Volume 3. Recommended actions). 

Apart from undertaking health literacy surveys, a mixed-methods approach 
to measuring health literacy is often needed. This is because beliefs (and 
misconceptions) about health, and what is important health information  
to know and understand, vary from one community to another. 
Consequently, a multidimensional health literacy tool that can be orally 
administered and combined with qualitative information, such as interviews 
or community meetings to supplement and enhance the quantitative data  
is recommended to provide a full picture of the health literacy profiles of the 
community (27).

When informed by local, national, and international health literacy 
information, governments can engage appropriate sectors and health and 
community services to build on identified community strengths to improve 
community needs. This development of health literacy can increase the 
quality, accessibility and reach of NCD information and services. Communities 
with strengthened health literacy understand their right to health and, as a 
result, are more likely to actively seek to engage with governments, 
appropriate sectors, and health and community services to further improve 
the quality, accessibility and reach of information and services for NCDs.
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