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Executive summary (English / Français)

English
Health literacy is increasingly being recognised as a crucial social determinant of health all over
the world and attracting the attention of researchers, stakeholders and policy makers.
Health literacy ‘enables people to make judgements and take decisions in everyday life
concerning healthcare, disease prevention and health promotion to maintain or improve their
quality of life during the life course’ 1. Health literacy may be defined as a multidimensional
concept encompassing basic/functional literacy, communicative / interactive literacy and
critical literacy. In addition, other related aspects, such as the ability and willingness to actively
manage one’s health are also relevant. Until now, health literacy was predominantly defined
and measured as an individual skill. However, recently more attention is given to the
individual’s social support system (e.g. partner, family, community) and to the context (such as
the healthcare system) in which people use these skills.
Evidence shows that inadequate health literacy is associated with worse health outcomes and
higher health care service use, and is regarded as an important determinant of health
inequalities. However, most of the research on health literacy has been conducted outside
Europe, in the United States and more recently in Japan, Taiwan and Australia. As a
consequence, relatively little is known about the levels of health literacy, the effects of health
literacy on outcome measures (such as knowledge, health status, health behaviours, or health
services utilisation), and the effectiveness of policies and interventions on health literacy in
European countries.
This study (HEALIT4EU) has produced a state-of-the art insight into:
1. intervention studies 2 on health literacy that are performed in EU Member States;
2. policies, programmes and actions that are being initiated and implemented in EU Member
States; and
3. the possibility to estimate health literacy levels using a prediction model.
The conclusions of the study are as follows:
• In recent years health literacy definitely gained attention in several EU Member States,
especially in Germany, Ireland, Italy, Portugal, Spain, the United Kingdom and recently also
in Austria, the Czech Republic and the Netherlands. In other countries, however, such as
Bulgaria, Cyprus, Estonia, France, Greece, Hungary, Lithuania, Poland, Romania and
1

Sørensen K, Van den Broucke S, Fullam J, Doyle G, Pelikan J, Slonska Z, Brand H (HLS-EU). Consortium
European Health Literacy Project. Health literacy and public health: a systematic review and
integration of definitions and models. BMC Public Health, 2012; Jan 25:12:80

2

Intervention studies are performed to establish beneficial effects of treatments, educational
programs or other measureswhose purpose is to improve health or alter the course of disease. They
are considered to provide reliable evidence in epidemiological research.
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Slovakia, the concept is less common and often linked to broader concepts such as health
education and health promotion. In Latvia the term seems to still be unknown.
• In most countries health literacy is just starting being addressed through policies or
activities. In our study, we were able to identify only a limited number of intervention
studies on health literacy (n=20) but many more policies, programmes and actions in EU
Member States (n=82). These activities contribute towards the growing momentum of
attention for health literacy. However most of these interventions are neither coordinated
through a national or regional policy, nor are they well evaluated. This finding emphasizes
the fact that most countries are just starting to address health literacy in their policies. It is
further confirmed by the fact that we could not identify any policy or substantial activity
regarding health literacy in ten (10) EU Member States, whereas we found activities at the
level of early stages of agenda setting and policy making in eight (8) EU Member States. We
also found that six countries have a national level policy (Austria, Ireland, Italy, Portugal,
Spain, and the United Kingdom). However, such a policy does not seem to be a requirement
for the development of programmes and activities on health literacy: overall, policies and
initiatives on health literacy were identified in sixteen (16) EU Member States. Many
different stakeholders are active in the development of activities on health literacy. Often
both government and NGOs together initiate and conduct activities. In addition, national
‘Networks’ or National Working Groups on health literacy have an important advocacy role
and act as a platform for exchange between research and practice.
• The current evidence does not enable us to make firm statements about the effectiveness
of interventions, policies and programmes. These are not (yet) well evaluated.
• Nevertheless, two best practices stem from promising interventions:
- The first is that interventions should be tailored to the needs of the patients or groups
with inadequate health literacy. Patient or citizen involvement in the process of
development of the intervention is therefore crucial.
- The second one is that interventions should target critical and/or interactive skills and
competencies (and not only knowledge).This finding relates to the conceptualisation
and measurement of health literacy. In the earliest (predominantly clinically) studies,
the focus of intervention and measurement has been on literacy (of leaflets, brochures
and medication labels) and on the ‘narrow’, functional definition of health literacy: the
processing of health information. Recently new measurement instruments have been
developed. These new instruments capture more comprehensive conceptualisations of
health literacy that include other skills (e.g. communication, critical thinking) and
dimensions (e.g. motivation, social support). Since these skills and dimensions seem
essential for the effectiveness of health literacy interventions that aim at behavioural
change, the use of such instruments should be encouraged. Overall, tailored
interventions that address more than knowledge do have an impact on the personal
level (knowledge, motivation, self-confidence, stronger feelings of control).
In addition, we also note that policies and interventions to improve health literacy seem to
be implemented mostly in health care settings, while from a public health perspective it
would be beneficial if these were also targeted at other settings (education and workplace).

8
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• It is possible to construct reasonably accurate models that could be applied to predict
health literacy levels in European countries. However, such models cannot be
recommended for international rankings and comparisons. For comparative research, it
will remain necessary to conduct new health literacy surveys (or include health literacy in
other national surveys) in each country.
In many countries, there is neither national data on health literacy, nor plans to perform a
dedicated survey. For these countries, it is possible to use the models constructed in the
study to predict health literacy levels using proxy indicators from publicly available census
data and produce satisfactorily accurate estimates. Three valid models are proposed that
can be used to estimate three specific indicators: the average objective level of health
literacy, the average level of perceived health literacy and the proportion of people in a
population having at least adequate objective health literacy.
Main recommendations
Interventions:
• More attention should be given to the development and evaluation of health literacy
interventions in a European context, using research designs which have sufficiently
scientific rigour and which include cost-effectiveness in their design.
Research:
• There is a need for agreement among researchers on valid measurement tools for health
literacy in a European context, and more systematic use of validated, preferably
comprehensive, measurement tools in interventions.
• Health literacy research funding should give more attention to (a) the quality of the studies
and (b) the need for specific kind of evidence, such as: intervention studies, effectiveness
and cost-effectiveness, and international comparative research.
Policy:
• Though health literacy is on the agenda in most of the EU Member States, in many
countries the efforts are not coordinated through a policy at the most appropriate level. A
more programmatic and evidence-based policy to health literacy in individual EU Member
States and further exchanges of knowledge and best-practices at EU level could be
beneficial with regard to the outcomes of these efforts.
• The concept of ‘health literacy’ can be considered a useful complement to more general
health promotion and education policies, as it enables to better tailor health promotion and
education approaches to individuals or populations with low literacy and increase the
effectiveness of such policies.
• Policies on health literacy should also address the context in which people have to be
“health literate” – this is the health care system itself, how providers deliver care, how
services are organised, how health information is provided, etc. In addition, from a public
health perspective health literacy policies should be implemented in other relevant contexts
such as the education system and at the workplace. However, most of the current
interventions and programmes do not seem to focus on the context. Instead, they seem to
focus on individuals, or groups ‘at risk’, or people with low health literacy skills.

Study on sound evidence for a better understanding of health literacy in the European Union

9

EUROPEAN COMMISSION

Français
La littératie en santé est de plus en plus reconnue comme un déterminant essentiel en matière
de santé dans le monde entier.
La littératie en santé permet aux individus d’émettre des jugements et de prendre des
décisions au quotidien en matière de soins, de prévention des maladies et de promotion de la
santé et ce, dans le but de conserver ou d’améliorer leur qualité de vie au fil des années. 3. La
littératie en santé peut se définir comme un concept multidimensionnel qui englobe la
littératie de base / fonctionnelle, la littératie en communication / interactive et la littératie
critique. Elle inclut également d’autres aspects connexes, comme la capacité et la volonté de
gérer activement sa santé. Jusqu’à présent, la littératie en santé était majoritairement définie
et mesurée comme une compétence individuelle. Cependant, le réseau de soutien social de
chacun (comme le ou la partenaire, la famille, la communauté) ainsi que le contexte (par
exemple, le système de santé) dans lesquels les personnes utilisent ces compétences font
récemment l’objet d’une attention accrue.
Les preuves montrent qu’une littératie en santé inappropriée est associée à de moins bons
résultats sur la santé ainsi qu’à une utilisation accrue des services de soins. Elle est en outre
considérée comme un déterminant important des inégalités en matière de santé. Cependant,
la plupart des recherches sur la littératie en santé ayant été réalisées en dehors de l’Europe,
aux États-Unis et plus récemment au Japon, à Taïwan et en Australie, nous en savons
relativement peu sur les niveaux de littératie en santé et sur ses effets sur les mesures des
résultats (telles que les connaissances, l’état de santé, les comportements en matière de santé
et l’utilisation des services de soins), ainsi que sur l’efficacité des politiques et des
interventions en matière de littératie en santé dans les pays européens.
Cette étude (HEALIT4EU) a produit un aperçu approfondi :
1. des études sur les interventions 4 en matière de littératie en santé réalisées dans les pays
membres de l’UE;
2. des politiques, des programmes et des actions initiés et mis en œuvre dans les États
membres de l’UE; et
3. de la possibilité d’estimer les niveaux de littératie en santé à l’aide d’un modèle de
prédiction.
Les conclusions de cette étude sont les suivantes :
• Au cours des dernières années, le concept de littératie en santé a fait l’objet d’une
attention accrue dans plusieurs États membres de l’UE, notamment en Allemagne, en
3

4

10

SØRENSEN K, VAN DEN BROUCKE S, FULLAM J, DOYLE G, PELIKAN J, SLONSKA Z, BRAND H (HLS-EU).
Consortium European Health Literacy Project. Health literacy and public health: a systematic review
and integration of definitions and models. BMC Public Health, 2012, Jan 25:12:80
Les études sur les interventions sont réalisées dans l’objectif d’établir les effets bénéfiques des
traitements, des programmes éducatifs ou d’autres mesures visant à améliorer la santé ou à enrayer
le cours d’une maladie. Elles sont prises en compte pour fournir des preuves fiables dans le cadre de
la recherche en matière d’épidémiologie.
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Irlande, en Italie, au Portugal, en Espagne, au Royaume-Uni et plus récemment en Autriche,
en République tchèque et aux Pays-Bas. Dans d’autres pays, toutefois, tels que la Bulgarie,
Chypre, l’Estonie, la France, la Grèce, la Hongrie, la Lituanie, la Pologne, la Roumanie et la
Slovaquie, le concept est moins répandu et souvent associé à des concepts plus larges tels
que l’éducation en santé et la promotion de la santé. En Lettonie, cette expression semble
encore méconnue.
• Dans la plupart des pays, la littératie en santé commence tout juste à se développer dans
les politiques ou les activités. Dans notre étude, nous n’avons pu identifier qu’un nombre
limité d’études sur les interventions en matière de littératie en santé (n=20) mais un bien
plus grand nombre de politiques, de programmes et d’actions dans les États membres
(n=82). Ces activités contribuent à renforcer l’attention croissante portée à la littératie en
santé. Cependant, la plupart de ces interventions ne sont pas coordonnées au moyen d’une
politique nationale ou régionale ni ne sont évaluées. Cette constatation met l’accent sur le
fait que la littératie en santé commence tout juste à être intégrée dans les politiques de la
plupart des pays. Elle est davantage confirmée par le fait que nous n’avons pas pu identifier
de politique ou d’activité substantielle en matière de littératie en santé dans dix États
membres alors que nous avons trouvé des activités à un stade précoce de l’élaboration de
l’agenda et de la politique dans huit États membres. Nous avons également recensé six pays
disposant d’une politique nationale (l’Autriche, l’Irlande, l’Italie, le Portugal, l’Espagne et le
Royaume-Uni). Cependant, l’élaboration d’une politique nationale ne semble pas
indispensable au développement de programmes et d’activités en faveur de la littératie en
santé : globalement, des politiques et des initiatives ont été identifiées dans seize États
membres de l’UE. Plusieurs interlocuteurs différents participent activement au
développement des activités sur la littératie en santé. Ces activités sont souvent initiées et
menées dans le cadre d’un travail de collaboration entre le gouvernement et des ONG. En
outre, il apparaît que les «réseaux» ou les groupes de travail nationaux jouent un rôle
important pour imposer la littératie en santé et agissent en tant que plateforme d’échange
entre la recherche et la pratique.
• Les preuves dont nous disposons actuellement ne nous permettent pas d’affirmer
clairement l’efficacité des interventions, des politiques et des programmes. Ceux-ci n’ont
pas (encore) bien été évalués.
• Toutefois, des interventions prometteuses ont permis de mettre l’accent sur deux
meilleures pratiques :
- D’une part, les interventions doivent être conçues sur mesure en fonction des besoins
des patients ou des groupes présentant des lacunes en matière de littératie en santé. Il
est donc crucial que les patients et les citoyens participent au processus de
développement de ces interventions.
- D’autre part, les interventions doivent cibler des compétences critiques et/ou
interactives (et non pas seulement les connaissances). Cette constatation est liée à la
conceptualisation et à la mesure de la littératie en santé. Dans les études précédentes
(majoritairement cliniques), les interventions et les mesures portaient principalement
sur la littératie (des livrets, des brochures et des étiquettes de médicaments) et sur la
définition fonctionnelle « restreinte » de la littératie en santé, à savoir le traitement des
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informations. De nouveaux instruments de mesure ont été développés récemment. Ces
nouveaux instruments capturent des conceptualisations plus exhaustives de la littératie
en santé incluant d’autres compétences (par exemple la communication, la pensée
critique) et dimensions (telles que la motivation, le soutien social). Ces compétences et
dimensions semblent jouer un rôle déterminant dans l’efficacité des interventions en
matière de littératie en santé visant à faire évoluer les comportements. Ainsi,
l’utilisation de tels instruments doit être encouragée. Dans l’ensemble, les interventions
spécialisées qui vont au-delà du simple traitement des connaissances ont un impact sur
le plan personnel (connaissances, motivation, confiance en soi, sentiments de contrôle
plus forts).
En outre, on remarque également que les politiques et les interventions visant à améliorer
la littératie en santé semblent être principalement mises en œuvre dans des contextes de
soins alors qu’il serait bénéfique pour la santé publique de cibler également d’autres
contextes (le système éducatif et lieu de travail) ;
• Il est possible de construire des modèles raisonnablement précis qui pourraient être
appliqués pour prédire les niveaux de littératie en santé dans les pays européens.
Toutefois, ces modèles ne sont pas recommandés pour établir des classements et des
comparaisons à l’échelle internationale. Dans le cadre de la recherche comparative, il
restera nécessaire de mener de nouvelles enquêtes sur la littératie en santé (ou d’inclure la
littératie en santé dans d’autres enquêtes nationales) dans chaque pays.
De nombreux pays ne disposent d’aucune donnée sur la littérature en santé et ne prévoient
pas de réaliser une enquête sur le sujet. Pour ces pays, il est possible d’utiliser les modèles
construits dans l’étude pour prédire les niveaux de littératie en santé en utilisant les
indicateurs substitutifs extraits de données de recensement accessibles au public et
d’obtenir des estimations d’une précision satisfaisante. Trois modèles valides peuvent être
utilisés pour estimer trois indicateurs spécifiques : le niveau moyen objectif de littératie en
santé, le niveau moyen perçu de littératie en santé et la proportion de personnes disposant
au moins d’un niveau objectif adapté de littératie en santé au sein d’une population.

Principales recommandations
Interventions:
• Une attention accrue doit être accordée au développement et à l’évaluation des
interventions sur la littératie en santé dans un contexte européen, à l’aide de conceptions
de recherche d’une rigueur scientifique suffisante et qui incluent la notion de rentabilité.
Recherche:
• Les chercheurs doivent s’accorder sur des outils valides de mesure de la littératie en santé
dans un contexte européen et sur l’utilisation plus systématique d’outils de mesure validés,
et de préférence exhaustifs, lors des interventions.
• Les fonds de recherche dédiés à la littératie en santé doivent être plus attentifs (a) à la
qualité des études et (b) au besoin de fournir des types de preuves spécifiques, qui incluent
des études sur les interventions, l’évaluation de l’efficacité et de la rentabilité ainsi que la
recherche comparative à l’échelle internationale.
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• Bien que la plupart des États membres de l’UE aient inscrit la littératie en santé dans leur
agenda, dans nombre d’entre eux, les efforts ne sont pas coordonnés au moyen d’une
politique au niveau le plus approprié. Les résultats indiquent qu’une politique davantage
programmatique et fondée sur des preuves ainsi qu’une augmentation des échanges de
connaissances et de meilleures pratiques au niveau européen pourraient être bénéfiques
pour aborder la littératie en santé dans chaque État membre de l’UE.
Politique:
• Le concept de « littératie en santé » peut compléter efficacement des politiques plus
générales de promotion et d’instruction en matière de santé. Il permet en effet de mieux
personnaliser les approches en matière de promotion et d’enseignement destinées aux
individus ou aux populations ayant un faible niveau de littératie et d’accroître l’efficacité de
ces politiques.
• Les politiques sur la littératie en santé doivent également aborder le contexte dans lequel
les individus doivent faire preuve de littératie en santé. C’est le système de santé en soi qui
est ciblé ici : la façon dont les prestataires délivrent les soins, dont les services sont
organisés, dont les informations sont fournies, etc. En outre, du point de vue de la santé
publique, il convient de mettre en œuvre les politiques de littératie en santé dans d’autres
contextes pertinents, tels que le système éducatif et le lieu de travail. Cependant, il semble
que la plupart des interventions et des programmes actuels ne prennent pas en compte le
contexte mais se concentrent plutôt sur des individus ou groupes « à risque », autrement
dit, des personnes ayant de faibles compétences en matière de littératie en santé.
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Abstract

English
This report describes the results of the HEALIT4EU project, the study into sound evidence for a
better understanding of health literacy in the European Union. The HEALIT4EU project
consisted of three Work Packages: (WP1) a systematic analysis of existing knowledge about
health literacy interventions in EU Member States; (WP2) a mapping of policies and actions
aimed at improving health literacy in EU Member States and (WP3) establishing a prediction
model of determinants of health literacy using publicly available information sources.
Overall we can conclude from the HEALIT4EU project that health literacy is a theme that has
received growing attention in most of the EU Member States in recent years. This is visible in
the rapidly increasing number of policies, programmes and interventions that we have
identified in this study. Furthermore we have constructed prediction models that can
satisfactorily predict health literacy levels within countries. However, in many countries the
efforts are not coordinated through a national (or regional/local) policy. Since many activities
are aimed at problem definition and agenda setting, evaluation had not yet been a major topic
in most of the programmes. Both on policy as on programme and activity level, evaluation and
monitoring is an important gap.

Français
Le présent rapport décrit les résultats du projet HEALIT4EU, qui s’est consacré à l’examen des
preuves disponibles afin de mieux comprendre la littératie en santé dans l’Union Européenne.
Le projet HEALIT4EU a été divisé en trois phases de travail (PT): (PT1) une analyse systématique
des connaissances existantes sur les interventions relatives à la littératie en santé dans les États
membres de l’Union européenne ; (PT2) une identification des politiques et des actions visant
à améliorer la littératie en santé dans les États membres de l’UE; et, (PT3) l’élaboration, à l’aide
de sources d’information publiques, d’un modèle prédictif des déterminants en matière de
littératie en santé.
De façon générale, le projet HEALIT4EU permet de conclure que le thème de la littératie en
santé fait l’objet d’une attention croissante dans la plupart des États membres au cours des
dernières années. Cette attention se reflète dans le nombre en rapide expansion de politiques,
programmes et interventions identifiés dans la présente étude. En outre, des modèles de
prédiction efficaces ont été développés pour prédire de façon satisfaisante les niveaux
nationaux de littératie en santé. Dans de nombreux États membres, cependant, les efforts ne
sont pas coordonnés au moyen d’une politique nationale (ou régionale/locale). De nombreuses
activités ayant pour objectif la définition du problème et l’élaboration de l’agenda, l’évaluation
ne constituait pas un thème majeur dans la plupart des programmes. On observe, tant au
niveau de la politique que des programmes et des activités, un fossé important en matière
d’évaluation et de contrôle.
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1

Introduction

This is the final report of the HEALIT4EU project, the study on sound evidence for a better
understanding of health literacy in the European Union. In the background and context section
of this report the HEALIT4EU project and its Work Packages are described in detail.
The HEALIT4EU project consisted of three Work Packages:
- WP1: a systematic analysis of existing knowledge about health literacy interventions in EU
Member States;
- WP2: a mapping of policies and actions aimed at improving health literacy in EU Member
States; and
- WP3: establishing a prediction model of determinants of health literacy using publicly
available information sources.
Since the three Work Packages differ considerably with respect to their objectives and sources,
in this report each of the Work Packages will be described in a separate chapter, including their
specific methodology, findings and conclusions and discussion.
In the last chapter, we will draw overall conclusions with respect to what can be learned from
the HEALIT4EU project as a whole. On the basis of these insights, we will identify gaps and
make recommendations with respect to interventions, research and policy regarding health
literacy in the EU.
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2

Background and context

The objective of the HEALIT4EU project is to contribute to a better understanding of health
literacy (HL) in the context of the European Union (EU).
What is health literacy and why is it important to learn more about how this topic is dealt
with in the EU?
In general, health literacy ‘enables people to make judgements and take decisions in everyday
life concerning health care, disease prevention and health promotion to maintain or improve
quality of life during the life course’ (Sørensen et al., 2012). There are many different
definitions and conceptualisations of health literacy (Sørensen et al., 2012). Narrow definitions
focus on basic literacy (the ability to read and write), while others also include a wider range of
cognitive and psychosocial skills in the definition. Furthermore, definitions differ with respect
to the actions, information and resources, objectives, context and time aspects which they do
or do not include (Sørensen et al., 2012). Nutbeam (2008) developed a typology in which he
discerns three types of health literacy: functional or basic health literacy, communicative or
interactive health literacy and critical health literacy. Functional health literacy refers to the
basic skills in reading and writing that are necessary to function effectively in everyday
situations, communicative or interactive health literacy refers to more advanced cognitive and
literacy skills which, together with social skills, can be used to actively participate in everyday
situations, extract information and derive meaning from different forms of communication,
and apply this to changing circumstance; and critical health literacy refers to more advanced
cognitive skills which, together with social skills, can be applied to critically analyze information
and use this to exert greater control over life events and situations. More recent
conceptualisations of health literacy such as used in the Health literacy Questionnaire (HLQ)
are even more comprehensive and discern between different dimensions , e.g. feeling
understood and supported by healthcare providers, having sufficient information to manage
my health, actively managing my health, social support for health (Osborne et al., 2013). The
definition of HL in this study is the one used in the European Commission White paper
‘Together for Health, a strategic approach for the EU 2008-2013’([COM (2007) 630 final] of 23
October 2007): ‘The ability to read, filter and understand health information in order to form
sound judgments’which is in line with the conceptualisation of health literacy in the HLS-EU
project.
Many of the earlier studies on health literacy primarily focused on the clinical or medical
context (dealing with inadequate health literacy in the consultation room or hospital). Later on
greater emphasis was given to the importance of health literacy outside the medical setting
(Nutbeam, 2008; Peerson and Saunder, 2009). Instead of a risk (inadequacy in the context of
healthcare), health literacy was redefined as an asset, a means to exert greater control over
health and over personal, social and environmental determinants of health (Nutbeam, 2008).
This approach made health literacy also a relevant topic in the public health context, e.g. for
health promotion and prevention.
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Until now, health literacy was predominantly defined and measured as an individual skill.
However, recently more attention is given to the individual’s social support system (e.g.
partner, family, community) and to the context in which people have to use these skills. In the
United States, Brach et al. (2012) have introduced the concept of the health literate care
organisation. They describe ten characteristics organisations should realise in order to improve
the care for people with inadequate literacy (e.g. implementing clear communication, make
action plans in which the goals of the patient are described and manageable steps are defined
to reach them). When developing and implementing policies and interventions on improving
health literacy, it is important to address both the individual person (and their social support
system) and the context.
There are essentially three main reasons why it is important to learn more about the way EU
Member States and stakeholders address health literacy in policy, programmes and
interventions.
First, although definitions and operationalisations of health literacy may vary, reviews have
shown consistently that inadequate health literacy is associated with worse health outcomes
and higher health care service use; health literacy also influences the effects social
determinants of health have on health status, thus being an important determinant of health
inequalities (WHO, 2007).
Second, in all European countries the population is aging and the number of chronically ill
people is rising. Improving health literacy can offer greater opportunities to take an active part
in society, be independent and improve quality of life.
Third, most research on health literacy has been conducted outside Europe, in the United
States and more recently in Japan, Taiwan and Australia. As a consequence, relatively little is
known about the prevalence of inadequate health literacy and its effects on outcome measures
in European countries, nor about the effectiveness of policies and interventions. Furthermore,
an important issue regarding health literacy research is the ongoing debate on the definition
and scope of health literacy. Within this discourse, two main perspectives can be distinguished,
namely the ‘clinical / risk’ paradigm, which forms the basis of much of the US work, and the
‘public health / asset’ paradigm which is the focus in the EU (and also Canada and Australia)
(Nutbeam, 2000; Nutbeam, 2008; Sørensen et al., 2012). This fundamental difference in
approach, together with the extensive differences in the health and social systems between
the US and Europe, is an important reason why the largely US based body of evidence cannot
simply be assumed to also be true in a European setting.
Why this study ?
The EU Health Strategy 5 recognises the importance of health literacy and people’s ability to
make informed decisions about their own health, utilisation of healthcare services and the
application of health promotion and disease prevention programmes.
The European Commission supports a number of activities that aim at understanding better
health literacy as well as improving health literacy of citizens and empowering them to make

5
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informed decisions by providing scientifically solid, transparent and unbiased information,
improving knowledge on this emerging area and supporting cooperation.
The importance of health literacy was also recognised in Council Conclusions of June 2004 6;
December 2007 7 and November 2012 8.
The number of studies on health literacy in the EU seems to be rapidly increasing. It also
appears that several Member States have developed a reflection or a policy on health literacy.
A number of stakeholders have advocated a closer examination of health literacy at European
level and support for identification of appropriate strategies to address this issue.
The services delivered in the HEALIT4EU study will further add to a better understanding of
health literacy in the European Union.
The HEALIT4EU project consisted of three Work Packages (1) a systematic analysis of existing
knowledge regarding health literacy interventions in EU Member States; (2) a mapping of
policies and actions aimed at improving health literacy in EU Member States and (3)
establishing a prediction model of determinants of health literacy using publicly available
information sources.
The specific objectives of these three workpackages are:
- WP1: Providing an assessment of health literacy interventions specifically in an EU context
and examining the effectiveness of health literacy interventions, their cost-effectiveness and
reflecting on the effect of health literacy on health outcomes. Evidence was gathered
through the following three approaches: carried out through 1) a systematic review of the
literature in which the methodology used in several recent systematic reviews on health
literacy has been integrated in a review methodology framework to make the presentation
of results comparable but limited to the EU context; 2) approaching the network of
subcontracted collaborators of the EPHORT consortium; in addition, all Member States have
been asked to identify a contact person with responsibility for coordinating data collection
at country level. These coordinators have been asked to summarize publications or grey
literature for the languages not mastered by the core research team; 3) contacting the FP7
IROHLA-project on ‘Intervention Research On Health Literacy among Ageing population’,
who have inventoried interventions on the improvement of health literacy (in and outside
Europe).
- WP2: Providing a mapping of existing policies and tools to measure progress aimed at
improving health literacy. The data sources and search strategies used for WP1 have also
been used for WP2 complemented by relevant search terms for policy and policy making.
Results have been limited to policies directly addressing health literacy in the context of
public health or in the context of clinical practice. However, specific actions at community or
local level that have a link to health literacy such as patient empowerment projects have
been used to illustrate the context for policy interventions. The programmes and
6

Council of the European Union, Presidency Conclusions, Brussels European Council, 1-2 June 2004,
9507/04

7

Council of the European Union, Council Conclusions, Brussels, 20 December 2007, 97852/07

8

Council of the European Union, Council Conclusions on literacy, 3201st Education youth and sport
council meeting, Brussels, 26 and 27 November 2012
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interventions that are identified and described have been analysed on a meta-level, thus
identifying best and worst practices.
- WP3: Building on the outcomes of activities in WP1 and WP2, the possibility to estimate
levels of health literacy in the EU by compiling a multivariable model has been explored,
using publicly available data including social determinants of health (income / poverty /
education etc.). The first step in this Work Package was to identify the main possible proxy
variables for health literacy based on previous research within the EU and also include
studies performed in other OECD countries. The Netherlands is currently the only European
country that has calculated the newly developed Health Activities Literacy Scale (HALS)
based on the ALL data. This Dutch dataset has been used for the first step in developing the
prediction model of health literacy based on the main proxy indicators identified during the
literature search. The resulting prediction model based on the objective measurement of
health literacy has been subsequently validated using the complete dataset of the European
Health Literacy Survey (HLS-EU). Based on the results and the availability of data across EU
Member States, the most feasible methods for monitoring and evaluating the improvement
of health literacy levels have been formulated.
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3

WP1: Assessment of health literacy interventions in an EU context

3.1 Background
Though research on health literacy has expanded tremendously since the 1990’s, there is no
clear consensus about the definition of health literacy (McCormack et al., 2013; Pleasant et al.,
2012). A systematic review which was performed in the context of the HLS-EU project resulted
in 17 definitions and 12 conceptual models (Sørensen et al., 2012). This makes it difficult to
review and compare literature on health literacy with respect to health outcomes and of health
literacy interventions with respect to their effectiveness and cost-effectiveness. Recently in the
USA, an update of a 2004 systematic review on effects of health literacy on (disparities in)
health outcomes and costs and on the effectiveness and cost-effectiveness of health literacy
interventions was performed (Sheridan et al., 2011; Berkman et al., 2011). While very relevant
and insightful, this review was limited to articles in English. Though the many studies on health
literacy carried out in the USA are published in English, studies in other countries might not
always be. To perform an assessment of the efficacy and cost-effectiveness of health literacy
interventions in the EU context, a similar review had to be undertaken for EU countries which
a) uses similar search strategies as the review in the USA for optimal comparability of the
results, clearly showing where the EU stands compared to the USA, b) includes studies in all
European languages and c) excludes studies which are not conducted in EU countries.
Objective:
The objective of this Work Package was to:
- Assess the evidence on the effectiveness and cost-effectiveness of health literacy
interventions as well as the effects of health literacy improvement on health status, health
behaviours, self-efficacy and health services utilisation in an EU context.
- Give recommendations as to how improvement in health literacy is effective in improving
health status (at individual and population level) and improving the sustainability of health
systems (in terms of cost-effectiveness of interventions, lower health services use etc.),
based on all available evidence.

3.2

Methodology

In this Work Package a review of evidence was conducted on the efficacy and costeffectiveness of health literacy interventions as well as effects of health literacy improvement
on health status, health behaviours, and self-efficacy and health services utilisation in a
European context. In addition to the American 2011 systematic review of 38 English language
publications on the effectiveness of interventions to mitigate the effects of low health literacy
on use of health care services, health outcomes, costs and disparities (Sheridan, 2011), a
review of English, German and French language publications on health literacy interventions in
EU countries was performed. The methodology used in several recent systematic reviews
(Berkman et al, 2011; Dennis et al, 2012) was integrated in our review methodology framework
(Levac, 2010; Arksey 2005) to make results comparable but limited to the EU context and
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feasible within the timeframe available. The evidence from the existing reviews served as a
benchmark. Known reviews that have been taken as starting point for our search strategy
include: Barry et al., 2013; Berkman et al., 2011; Dennis et al., 2012; D’Eath et al., 2012; Easton
et al., 2010; Eichler et al., 2009; Sheridan et al., 2011; Sørensen et al., 2012. An overview of the
methodology that was used is described below.
We used three different sources to find European interventions on health literacy or with
health literacy relevant outcomes:
1. Systematic review of the literature
A systematic review was undertaken. Studies were identified by searching Medline,
PubMed, EMBASE, CINAHL, the Cochrane library, PsychINFO, ERIC, Web of Science, Scirus,
SCOPUS and of Google Scholar and Open Doar 9. We searched for English, French and
German publications on health literacy intervention studies in EU countries since 1995.
The results of Google Scholar and Open Doar were categorized as scientific or grey
literature.
Recent reviews on health literacy that developed search strategies based on a list of key
words and text words for use in the different databases were used to construct or own
search strategy. Especially the search strategies published in the reviews of Berkman et al.
(2011) and Dennis et al. (2012) were studied and combined into a new search strategy
(see Annex A) 10. Contrary to most other search strategies, our search strategy for health
literacy publications explicitly included ‘functional health literacy’, ‘interactive health
literacy’ and ‘critical health literacy’ (Nutbeam, 2000). The terms used in our search
strategies to find ‘interventions studies’ were the same search terms as used by Dennis et
al.(2012). Interventions at population level as well as targeting specific populations were
searched for and included.
The search strategy described in Appendix A was conducted in two phases. In the first
phase of the search strategy for WP1 (A1) the terms used for health literacy were broader
than just health literacy. As in Berkman et al. (2011) and some others, we also used the
terms ‘literacy’, ‘literate’, ‘reading skills’, ‘writing skills’ etc.). This led to 1837 publications
in PubMed and Embase alone. All these abstracts were screened by two researchers but it
turned out that the majority of these publications did not address health literacy (or
health related issues) at all. We therefore decided to use a somewhat smaller number of
terms for ‘health literacy’. We limited the search terms for health literacy by leaving out
the terms of general literacy, reading and writing skills and dyslexia. In Annex A (A2), the
final PubMed search string is shown. This search strategy was subsequently used for all
additional databases.

9

OpenDOAR has also been identified as a key resource for the Open Access community (K.B.Oliver &
R.Swain, 2006 - PDF) and identified as the leader in repository directories in a study by Johns Hopkins
University. OpenDOAR was one of the services which contributed to SHERPA being awarded the 2007
SPARC Europe Award for Outstanding Achievements in Scholarly Communications.
http://www.opendoar.org/countrylist.php?cContinent=Europe

10

Health literacy and related concepts are poorly indexed in many of the databases. The poor indexing
of ‘health literacy’ in the databases will not facilitate a rather specific search strategy. As a
consequence more irrelevant literature will end up after the search that should be excluded.
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2.

Searching for grey literature via the European Member States
The public search engines Google Scholar, Open Doar and Google have been used to look
for grey literature in all European languages using text words combinations similar to the
words used in the search strategy for scientific publications. The languages not covered by
the research team (all languages except English, French and German) were further
covered by the country coordinators of the Member States participating in this study.
Soliciting stakeholders and subcontractors in the Member States (during the European
Health Literacy Conference in Aarhus, through the EPHA-network and through the
EPHORT subcontractors) were approached for relevant publications and grey literature on
health literacy interventions in their respective countries. Per Member State, a country
contact was selected from the EPHORT subcontractors to coordinate the data-collection
at country level. An instruction guide and checklist was developed for the collection of
information at country level (Annex B1; Appendix A). The draft versions of the instruction
guide and questionnaires were first sent to Chafea/DG Sanco for commentary.
Furthermore the draft version was piloted in Denmark. Other country coordinators also
commented on the draft version of the instructions and questionnaires. These comments
were integrated in the final version. The questionnaires have been sent to the country
coordinators in the last week of May, 2014.
3. IROHLA
We contacted the research team of the FP7 IROHLA-project on ‘Intervention Research On
Health Literacy among Ageing population’, to provide a list of interventions on the
improvement of health literacy (in and outside Europe) that they identified in their study
and that matched our selection criteria. In a next step, the interventions provided by the
IROHLA-team were screened for relevance for this Work Package as well.
The reference lists of all relevant studies emerging from source 1, 2 or 3 were searched for
further relevant publications (‘snowball method’) in English, French and German.

3.2.1 Selection and quality assessment of relevant interventions
Selection of relevant literature on basis of title and abstract
Abstracts and titles of studies from the systematic literature review and search for grey
literature were screened. The harvest of scientific and grey literature was screened by two
researchers independently (JH, MH). Consensus meetings were held to resolve disagreements.
A 20% sample of the excluded scientific publications was screened by a third researcher (JR).
Studies were included if they met the following five criteria:
1. The study described is conducted in one or more Member States of the European Union
(Austria, Belgium, Bulgaria, Croatia, Cyprus, Czech Republic, Denmark, Estonia, Finland,
France, Germany, Greece, Hungary, Ireland, Italy, Latvia, Lithuania, Luxembourg, Malta,
Netherlands, Poland, Portugal, Romania, Slovakia, Slovenia, Spain, Sweden, United
Kingdom)
2. The publication describes an intervention study
(This may be one of the following designs: randomized controlled trials, quasi randomized
controlled trials, controlled before and after studies or interrupted time series)
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3. The intervention is aimed at health literacy
(Health Literacy: The ability to read, filter and understand health information in order to
form sound judgments. Health literacy enables people to make judgments and take
decisions in everyday life concerning health care, disease prevention and health promotion
to maintain or improve health during the life course)
4. The publication describes an outcome measure related to health literacy
(Among others: knowledge, skills, attitudes, self-efficacy, stages of change, motivation and
patient activation, behaviour change, health care access, service use, health status, costs of
care)
5. The publication is written in English, French or German (abstracts of publications in other
languages were translated in English by the country coordinators).
Furthermore, according to the example of Berkman (2012), the following studies were
excluded:
- studies with no original data;
- studies with no health outcomes;
- studies examining normal reading development in children;
- studies about dyslexia;
- studies on the basic experimental science of reading ability;
- studies in which the outcome is limited to dementia or cognitive impairment;
- studies published in abstract form only;
- case report only;
- sample size less than 10;
- ecological data only;
- studies of which we were unable to obtain the article.
Contrary to the strategy of Berkman et al. (2011), in the present phase of selection, the search
was not limited to publications mentioning the use of a health literacy measurement tool, since
this is often not part of the key words or the abstract. We screened the abstracts on the basis
of our five inclusion criteria for WP1 in which the in- or exclusion of studies and the reasons for
exclusion were systematically registered. In case a publication did not meet a criterion, the
publication was excluded and we tool skipped to the next publication. So, if the study
described was not conducted in the EU, we didn’t look further whether the study met criteria 2
(intervention), 3 (with a focus on health literacy), 4 (with a relevant outcome measure) or 5 (in
English, German or French).
Selection of relevant studies on basis of full texts
Of all the studies, fulfilling the in- and exclusion criteria on basis of abstract and/or title, full
texts were read. For the inclusion of full texts the same in- and exclusion criteria were used
plus in addition:
Extra inclusion criteria
- Health literacy in the intervention was measured directly by a measurement tool (during
the selection process this criterion was revised, see below).
- Studies had to be published in the period from 1995 until 2014.
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Extra exclusion criteria
- Commentaries, letters to editors.
- Health literacy measured by subjective individual filled-in self-reports, not measured by an
objective measurement (cfr. Berkman et al., 2011) (during the selection process this
criterion was revised, see below).
Following these in- and exclusion criteria, the number of studies based on full-text was very
low (n=6). Therefore we decided to make two changes in the criteria: promising study
protocols were included, despite the fact that no original data for these studies were available
yet; furthermore we no longer set criteria with respect to the measurement of health literacy
since we got the impression from the full texts that the way health literacy in Europe was
measured differed from the way described in reviews with predominantly American studies
(where validated health literacy instruments are used more often). The studies that fulfilled the
new criteria were also entered into evidence tables.
Quality assessment and data analysis
For quality assessment we planned to use three different tools.
1. The “Quality Assessment Tool For Quantitative Studies” developed by the Effective Public
Health Practice Project (EPHPP) (National Collaborating Centre for Methods and Tools,
2008) to assess the quality of the study. The criteria for quality in this tool include selection
bias, study design, confounders, blinding, data collection methods, withdrawals,
intervention integrity and data analysis. Based on the assessment of these aspects an
overall quality rating is given of ‘Strong’, ‘Moderate’ or ‘Weak’.
2. The CHEERS instrument (Husereau, 2013) to evaluate the quality of studies looking at costeffectiveness.
3. The “Manual for data gathering and analysis of interventions”, developed on behalf of the
IROHLA-project. The Manual contains a quality checklist and a grading system to assess the
levels of quality, and the feasibility and sustainability of health literacy interventions. The
Manual enables comparisons not only between interventions but also between different
contexts across EU, which may affect the effectiveness of interventions. It takes into
account the applicability of practices and identifies effective elements to be used in the
development of future interventions. This manual therefore functioned as a guidance tool
on identifying, mapping and analysing existing health literacy interventions and activities
through a step-by-step approach. (http://www.irohla.eu/activities/work-packages).
After studying the IROHLA instrument, however, we decided that this instrument was less
suitable for use in our study. The criteria of the instrument are to a large extent specific for use
in studies among elderly and focus on a broader definition of health literacy, also including
empowerment and social participation. Moreover, from personal communication with the
developers we understood that in the IROHLA project this instrument is predominantly used to
identify promising aspects of interventions and not as an overall quality assessment. Therefore,
we decided not to use this instrument for our study. Moreover, as none of the interventions
selected assessed cost-effectiveness, only the quality judgment from the EPHPP is given in the
evidence tables (see Annex E).
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3.3 Results
3.3.1 Literature search, country data collection and IROHLA
Findings from the systematic literature search
The literature search yielded 4,258 publications. Of these publications 4,167 were excluded
based on title and abstract: 678 (16%) of the studies described did not meet the first criteria
(being conducted in one or more of the European Member States), 2,612 (63%) were
discharged because of not describing an intervention (criteria 2) and 872 (21%) of the
European interventions were discharged because they were not focusing on health literacy
(Flowchart Annex C). Most studies in this last group had to do with general literacy, dyslexia or
general reading and writing skills of children. The remaining 91 publications were retrieved in
full text for further assessment, of which 74 did not meet the inclusion criteria. Main reasons
for excluding full texts were that they were not related to health literacy or were not
intervention studies. Eventually, 17 publications were eligible for inclusion in our review. In
addition, one publication was identified by the systematic literature search conducted for WP2
yielding a data sample of 18 publications.
Findings from country data collection
28 country coordinators were contacted for relevant publications and grey literature on health
literacy interventions in their respective country. End of August, we had received feedback
from 23 country coordinators (not from Croatia, France, Luxembourg, Romania and Spain).
Four of the countries (Finland, Latvia, Poland, Malta) indicated that no publications on health
literacy intervention studies were available in their country. Two country coordinators (Austria;
UK) provided publications that were already included in the review by our literature search
(Berger et al., 2013; Boxell et al., 2012) and two additional publications that met the inclusion
criteria were provided by Austria and Sweden (Reiter, 2012; Wångdahl, 2014). Publications
from the remaining countries did not describe the evaluation of an intervention study or an
intervention on health literacy.
Findings from IROHLA
We asked the research team of IROHLA to provide us with a subsample of the interventions
found in the IROHLA project that met the inclusion criteria for the systematic literature search
defined in WP1 of HEALIT4EU. We received a list of 18 interventions of which we screened the
abstracts: 11 were directly excluded as they didn’t match our inclusion criteria; of three
studies, full texts were read but also these studies were excluded. The remaining four
interventions were already included in our own review on the basis of our systematic review.
In addition, we assessed the IROHLA website and screened the practices found within the
IROHLA project for possible use in WP1 of our study. The IROHLA website stated about the
practices-section on their website “This section highlights actions that aim to improve health
literacy among the ageing population. They have been selected in our search for promising
interventions or have been suggested by Consortium partners in the project, but have not been
tested by IROHLA. The examples we highlight come from the private, social and health sectors”.
We judged each of the 53 interventions described against the inclusion criteria for this study
(Annex E). None of the 53 practices were included for WP1. Eleven practices described were
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excluded because they were not conducted in the European Union. Four practices were
excluded because it was stated explicitly on the website that the effects were not studied, so
an intervention study was lacking; 27 practices did not focus on health literacy and in five
practices the focus was unclear, but these practices didn’t report on a measurement tool for
health literacy either. With respect to the remaining six practices, it was unclear whether the
practice intervention was aimed at an outcome relevant in the context of health literacy or
whether a publication was available in English, French or German.
In general, most practices described reflect the broader aim of the IROHLA survey, namely
searching for social, health or private interventions which address needs of the aging
population in Europe, with a special focus on programmes that facilitate social inclusion and
active participation of vulnerable groups (www.irohla.eu). Most programmes were aimed at
the improvement of social participation or loneliness, which are different outcomes than the
outcomes we focus on in HEALIT4EU. There were however, ten interesting practices that have
been given further attention in the description of the results of WP2 (See Annex F).
In total from the three sources, we included 20 publications for further analyses.

3.3.2 Principal findings
In the description of the findings the impact of health literacy interventions on outcome
measures such as knowledge, health status, health behaviours, or health services utilisation in
an EU context have been identified and categorized in a qualitative way. We did not have a
sufficient number of studies with similar outcomes or similar interventions to consider
quantitative analysis (meta-analysis or statistical pooling) of data. The evidence collected will
give insights into the gaps in research in the context of the European Union, compared to the
evidence presented in the already published reviews outside Europe, and provide
recommendations for research.
The 20 intervention studies finally included and their characteristics are summarized in Table
3.1. The references and the complete evidence tables of each of these studies can be found in
Annex D. We will start with a general description of the studies (definitions of health literacy,
design etc.), followed by a description of the main findings. The numbers in brackets refer to
the studies in Annex D.
General characteristics
Studies were conducted between 2005 and 2014, but the number of studies on health literacy
seems to increase as 15 of the 20 studies were conducted during the last four years. All studies
were conducted in Western Europe with eight studies in the United Kingdom, and seven in
Germany. No studies from Eastern and Southern European countries were found. All studies
except one [2] were interventions developed for adults.
Studies varied considerably in their measurement of health literacy. Commonly used
instruments in the USA to assess health literacy such as the REALM [9, 12, 14] and the NVS [3]
were used in four studies. All these measures focus on functional health literacy. Three other
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studies also focused on functional health literacy skills by assessing reading ability [5] or the
level of learning disability [10] or studying functional skills by interview [8]. The Swedish study
[13] used a validated translation of Ishikawa et al.'s Functional Health Literacy Scale (which
includes both functional and critical health literacy). Four studies measured critical health
literacy skills by questionnaire [1, 13, 17] or interview [8]. Studies specifically focussing on
interactive or communicative health literacy skills were not identified, although the study by
Webb et al [16], measuring health literacy as the level of verbal and cognitive abilities can be
considered as such. Four studies measured health literacy by the level of disease-specific
knowledge [2,4,7,16]. In two studies the way health literacy was measured was not specified
[15, 16]. Numeracy was assessed in four studies [6, 18, 19, 20].
Studies also differed in the way investigators distinguished between levels of health literacy or
numeracy- either as a categorical measure or as a continuous variable. Nine studies used a
continuous measure of health literacy, one study distinguishes between low and higher health
literacy [5]. Studies using the REALM [9, 12, 14] distinguished between limited and adequate
health literacy, whereas the Swedish study made a distinction between inadequate,
problematic and adequate functional and critical health literacy. Because of this diversity, it
was difficult to summarize the results according to health literacy level but we will try to do so
by summarizing the results for people with lower vs. higher health literacy skills (as defined in
the studies). Studies on numeracy distinguished between people scoring low or high on
numeracy.
Study design
Four studies used a Randomised Clinical Trial (RCT) design [4, 5, 14, 15] and three studies a
Controlled Clinical Trial (CCT) design [7, 9, 12]. RCT’s were conducted in the UK and Germany.
Others studies used a less advanced design. In two studies two groups were compared pre- and
post-test (Cohort analytic design) [2, 10], but most studies (n=9) used the same group that was
pretested and post-tested immediately after the intervention (Cohort study). Among these
there were three studies on numeracy [18, 19, 20] conducted within an experimental setting in
which the amount of information, the form of information and the use of visual aids was
manipulated. As effects were measured before and directly after the intervention we also
qualified them as cohort study. The study by White et al [17] used an interrupted time series
design. There was one observational study.
Six of the nine studies describing an RCT, CCT or Cohort Analytic design, included multivariate
analyses rather than simpler unadjusted analysis. They varied considerably however, with
regard to which potential confounding variables were controlled for.
The type of design in combination with the frequent missing or nor reported use of covariates
makes that for most studies (n=13) the quality was rated as weak. The quality of five studies
was rated as moderate on the base of the EPHPP assessment tool and two studies were judged
as strong. Last two studies were both protocol studies however where quality was based on
the study protocol and statistical analysis proposed. As no data were available yet they couldn’t
be taken into account when judging the quality.

30

Study on sound evidence for a better understanding of health literacy in the European Union

EUROPEAN COMMISSION

Type of intervention
There was also a huge variation in the type of interventions given: we found group
interventions, individual interventions, web-based interventions, one component interventions
(e.g. an information leaflet) and multi-component interventions including chat-groups,
lectures, training sessions, a help-desk, computer programmes and leaflets among others.
Moreover, these interventions varied in intensity, number of participants and professionals
involved. All these differences makes it difficult to describe results by intervention type.

3.3.3 Interventions
When describing the results of the 20 interventions on health literacy, three types of
interventions can be distinguished. Since there is an overlap, the total n exceeds 20.
1. Interventions aimed at improving health literacy (n=9).
2. Studies in which the intervention was tailored to different health literacy levels (n=7).
3. Interventions aimed at improving health outcomes but in which the effects were described
for people with different health literacy levels or numeracy levels (n=6).
Ad 1. Interventions aimed at improving functional, communicative or critical health literacy
A group training in evidence based-medicine called “Knowledge makes you strong and healthy”
for patients, patient counsellors, consumer representatives and healthcare professionals in
Austria of 2 x 2,5 days resulted in a significant increase in critical health competencies [1]. The
content of the sessions was tailored to the patients’ needs. After the course participants
agreed that they had broadened their knowledge in at least one area of ….., were more critical
in handling information and were more confident that they could make the right decisions
based on the information found.
In another study in the UK, diabetes patients who had received dedicated tele-carer education
and support were evaluated after a two year follow-up period. Researchers found a positive
effect on the ability of diabetes patients to be able to translate knowledge into everyday selfcare, and greater control in their self-care decision making [8]. A study of patients with learning
disabilities, evaluating the effect of a group intervention to teach patients how to access
healthcare which was tailored to the verbal and cognitive abilities of the participants [16],
showed a significant increase in their ability to recognize symptoms, identify illnesses and
choose appropriate courses for action. A large community based study in the UK evaluating the
effects of a self-care skills training course found an increase in skills relating to decision making
around service use (critical health literacy) after six months but not after 12 months [17]. Two
other community studies in Sweden [13] and Austria [11] focused on hard to reach groups (e.g.
unemployed women of minority groups and female migrants from Islamic backgrounds). They
used broad group based programmes in which different techniques were used (computer
courses, lectures, language training) to discuss a wide range of topics related to health and
well-being in general. Both studies found an increase in health related knowledge and
comprehensive health literacy.
Five studies focussed on the improvement of numeracy competencies, i.e. the ability to
recognise and understand risk information [6, 12, 18, 19, 20]. All studies showed that the way
information is offered impacts on the numeracy level of patients, especially on those with low
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competencies. Providing information tailored to the needs of the people with low health
literacy, for example by using visual aids, lowering the level of detail of information or using
analogies, improved the numeracy level of participants with low numeracy competencies.
Ad 2. Studies in which the interventions werewere tailored to different health literacy levels
In seven studies the intervention was tailored to the level of health literacy of the participants.
In six of them, the intervention group was compared to a non-tailored intervention. One study
[16] used a one group pre-post design.
In three of the studies [4, 9, 15] using a control group, no data were available yet, only study
protocols. Of these protocol studies, two will compare a tailored web-based intervention
combining health information with decision support and behaviour change support with a nontailored programme. The interventions are developed for low back pain patients [4] and
diabetes patients [15]. In the other protocol study [9], an Option Grid for osteoarthritis
patients with low health literacy will be developed and its effects on shared decision making in
routine encounters will be compared to the effects of usual care.
The three others studies [2, 5, 10] report more positive effects in the intervention group
receiving the tailored intervention than the control group on outcome measures. A study in
the Netherlands among children with diabetes aged 8 – 12, studied the effects of a
personalized robot on diabetes knowledge and the motivation of children for selfmanagement as compared to a neutral robot. The reactions of the personalized robot were
tailored to the knowledge level of the children. Motivation and diabetes knowledge were
higher in children playing and discussing with a personalized robot than with a neutral robot. A
tailored smoking-cessation advise report (book + web-based programme), compared to a
general self-help booklet resulted in higher abstinence rates and more quit attempts in the
intervention group [5]. Moreover, abstinence rates for patients with lower reading levels were
higher in the intervention group than in the control group; a training programme for renal
patients on peritoneal dialysis was tailored to the low literacy skills of most of these patients
by lowering the volume of written information, the amount of medical terms and by using
verbal material. This tailored programme resulted in shorter supervision time by nurses, lower
incidence of peritonitis and stronger feelings of control and ownership over treatment among
patients [10]; a one group pre/post-test intervention tailored to the verbal and cognitive
abilities of patients with learning disabilities [16] resulted in an improvement in recognizing
symptoms and illness, improvements in health-care decision making, a better understanding of
medical procedures and a higher ability in formulating personal health goals.
Table 3.1

Characteristics of interventions included (n=20)

Characteristics
Publication year

•
•
•
•
•
•
•

2005 (n=2)
2007 (n=1)
2010 (n=2)
2011 (n=3)
2012 (n=5)
2013 (n=5)
2014 (n=2)

- table 3.1 continues –
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- table 3.1 continued Characteristics
Country

•
•
•
•
•
•

Austria (n=2)
Germany (n=7),
Ireland (n=1)
Netherlands (n=1)
United Kingdom (n=8)
Sweden (n=1)

Study design

•
•
•
•
•
•

Cohort analytic group design (n=2)
Cohort (one group pre/post) (n=9)
Controlled trial (n=3)
Interrupted time series (n=1)
Randomized controlled trial (RCT) (n=4)
Observational study (n=1)

Study Setting

•
•
•
•

Community (n=8)
Health Professionals (n=2)
Outpatients (n=7)
Telephone and/or mail intervention (n=3)

•
•
•
•
•
•
•

Group-based, number of sessions (n=6)
Individual, personal contact (n=5)
Web-based intervention (n=4)
Self-management support by call-center (n=1)
Tailored information leaflet (n=3)
Aids to support numerical concepts (n=3)
Multi-component programme (n=3)

Duration of intervention and follow-up

•
•
•
•

No follow-up (n=7)
Follow up ≤ 3 months (n=6)
Follow-up>3 months (n=5)
Unknown (n=2)

Number of participants in study

• 5 – 6.697 of which<100 (n=6)

Age of participants

• Children (8-12) (n=1)
• Adults (>18) (n=19)

Health Literacy Measure

•
•
•
•
•
•
•
•
•
•
•

Type of intervention

1

Critical Health Competence List (n=1)
Critical HL assessed by interview (n=1)
Level of Knowledge (n=4)
REALM-R (n=3)
Newest Vital Sign Test (n=1)
Level of reading ability (n=1)
Level of Learning disabilities (n=1)
Swedish version of FHL (n=1)
Swedish version of HLS-EU-Q16 (n=1)
Numeracy competence (n=5)
Skills towards decision making in a health context
(n=1)
• Not specified (n=2)

- table 3.1 continues –
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- table 3.1 continued Characteristics
Way health literacy was used in intervention
2
study

• Outcome measure: intervention was aimed at
improving HL (n=9)
• Subgroup analyses: effect of HL-levels on outcomes
were assessed (n=7)
• Intervention was tailored to HL levels (n=6)

Focus of included studies

• Disease specific: (n=10) of which Diabetes (n=4),
Cancer (n=1), Chronic Low Back Pain (n=1),
Osteoarthritis (n=1) Rheumatoid arthritis (n=1),
Multiple Sclerosis (n=1), Renal patients (n=1);
• People working or using health care (n=2)
• Hard to reach groups (n=2)
• Outpatients not specified (n=1)
• People with learning disabilities (n=1)
• Smokers (n=1)
• General population (n=3)

Outcomes measured

• (Disease-specific) knowledge (n=8)
• Access to health care (n=3)
• Self-management (motivation, skills, confidence)
(n=5)
• Shared decision making (n=5)
• Empowerment (n=3)
• Symptom recognition and monitoring (n=2)
• Understanding of drug labels (n=2)
• Ability to make treatment choices (n=3)
• Level of critical (n=5) or functional (n=2) health
literacy skills
• Healthy life style (non-smoking, healthy eating, or
exercise)/health promotion (n=4)
• Health status/quality of life (n=3)
• Reaching disadvantaged groups (n=3)
• Understanding of health risk (n=3)

Health issues

Diabetes, Cancer, OA, MS, RA, participation in treatment,
knowledge, understanding of medication, adherence to
medication, interpretation of information about
treatment, appraisal skills in judging medical information,
self-management, active participation in treatment,
empowerment, self-management skills and confidence,
motivation to self-manage, risk-communication,
decision-making in medical treatment, symptom
monitoring and recognition, reaching disadvantaged
groups, health promotion, health status, social
participation and integration, access to health care,
health care use, communication of medical information.

Quality of studies
(on basis of EPHPP Quality Assessment Tool)

• Strong (n=2)
• Moderate (n=5)
• Weak (n=13)

1
2
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Ad 3. Interventions aimed at improving a health outcome, in which the effects were studied
for people with different health literacy levels or numeracy levels
Interpreting Labels and Health Messages
Three studies provided evidence that low health literacy is associated with poorer
interpretation of labels and health messages. A study assessing gynaecological cancer symptom
awareness and barriers to medical help seeking before and after reading a leaflet [3] found that
symptom awareness improved and barriers to medical help seeking reduced but that these
effects were lower for patients with low health literacy. Adjusted analysis showed that people
with low health literacy benefited less after exposure to the leaflet. In a study in the UK in
which the effectiveness of a pictorial ‘mind map’ together with the Arthritis Campaign booklet
on knowledge was studied [14], adjusted analysis showed that the more literate participants
gained more knowledge from both the booklet alone and the booklet in combination with the
mind map, than less literate patients. A study in Ireland [12] found that people with limited
health literacy were more likely to misinterpret label instructions.
Health care use/access to health care
One study found that patients with low health literacy experience more barriers in their access
to health care than patients with high health literacy [3].
One study [8] concluded that an increase in critical health literacy skills was associated with
less use of professional support. Evidence for this came from single observations by health care
professionals, so the robustness of this finding is not clear and needs further study. In a training
for renal patients tailored to patients with low literacy skills less supervision time by
professionals was needed for the provision of the tailored training as compared to a standard
training programme [10].
Empowerment, self-efficacy and self-management
Four studies reported on outcomes relevant for the daily management of chronic illness or
health in general such as knowledge, empowerment, ability to self-manage, decision making
skills, ability to taken an active role in treatment. Increased levels of health literacy were
associated with higher levels of empowerment, better decision making skills, and a more active
role in treatment [7, 8, 16, 17]. We graded the evidence as weak however as results mainly
came from uncontrolled studies and results were often based on small groups or a limited
number of observations.
Health status
No studies on the effects of health literacy on health status were found.
Costs
There were no intervention studies evaluating the differences in health literacy levels and
costs.
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3.4 Conclusions and discussion
The small number of interventions found, the diversity in methodology and outcomes and the
small number of studies with good quality, intrinsically limits the potential to draw firm
conclusions; however, some points can be made.
The number of intervention studies in Europe is scarce but growing
Our searches of electronic databases, a search of grey literature among European Member
status and un update from the IROHLA project together produced 4,256 unduplicated records
of which only 20 could be included for this study. The limited number of studies on the efficacy
and cost-effectiveness of health literacy interventions as well as on the effect of health literacy
improvement on outcomes in the European Union doesn’t come as a surprise. Earlier reviews
on these topics consistently show that studies in the European Union are scarce (D’Eath et al.,
2012, Berkman et al., 2011, Dennis et al., 2012). Up until now, European studies were
predominantly focused on the development and validation of measurement instruments and
the prevalence of low health literacy in specific populations. Interventions studies have
primarily been done in North America. However, it seems that research activity in Europe is
increasing when considering the relatively high number of intervention studies found during
the last four years. Countries as the UK and Germany can be considered as pioneers, although
Austria, Ireland and the Netherlands are also active. It is our impression that research on
health literacy has moved ahead more quickly since the HLS-EU project was initiated. Also from
the preliminary results of WP2 it has become clear that there is a lot of recent activity on
health literacy in Europe.
There is little evidence on the effectiveness of health literacy interventions from European
intervention studies due to heterogeneity in outcomes, populations, study designs and
outcomes measured and no evidence on the cost-effectiveness of such interventions.
The strength of evidence from the European health literacy and numeracy intervention studies
we found was low because of the huge heterogenity in study design, measurement tools and
outcomes measured. Health literacy was operationalized and measured in different ways, using
different tools, making comparisons difficult. There were only a few RCT’s or controlled studies
and studies varied with regard to the number and type of potential confounding variables they
controlled for. This limits our conclusions about the influence of health literacy on health care
service use or other health outcomes. We found no studies concerning health literacy and costeffectiveness. Berkman et al. (2011) in their review reported on two studies on costeffectiveness conducted in the United States, but these examined different payment sources
and different populations and found inconsistent results, not allowing for conclusions. Eichler
(2009) in their review on cost-effectiveness also concluded that studies on cost-effectiveness
are scarce.
Despite the small number of studies, findings from the EU are in line with the results from
other international reviews
Most interventions identified in the reviews focus on the functional level of health literacy or
numeracy as was also found in most other reviews (Dennis et al., 2012, Berkman et al., 2011,
D’Eath et al., 2012). We found little evidence of interventions targeted at the communicative
level of health literacy or critical health literacy. As also found by D ‘Eath not all reviews
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identified whether the study results were stratified across health literacy levels, but from
those that did, it is clear that few of the studies provided this analysis. Without such
information it is impossible to measure impact on people with varying levels of health literacy
and to effectively target interventions to reduce disparities and inequalities.
Our review demonstrated that low health literacy was associated with differences in health
related outcomes including a poorer ability to interpret medication labels and health messages.
Increased levels of health literacy were associated with higher levels of empowerment, better
decision making skills, and a more active role in treatment. These findings were also reported
by Berkman et al. (2011). Our results also suggest that addressing low health literacy leads to
less health care use. Berkman found moderate evidence about health care service use showing
that lower health literacy was associated with increased hospitalisation (five studies), greater
emergency care use (nine studies), lower use of mammography (four studies), and lower
receipt of influenza vaccine (four studies). All these studies were conducted outside Europe,
however.
Promising and less promising interventions: more promising interventions tend to (a) tailor
their efforts to the needs of patients in general or groups with inadequate health literacy
specifically and (b) address critical and/or interactive skills and competencies (and not
knowledge only).
Since we have only found 20 European health literacy intervention studies, of which the quality
mostly was weak (13) to moderate (5) and only two were rated as strong, it seems premature
to draw a short list of effective or non-effective interventions and to make recommendations in
that respect. Since none of the studies focused on cost-effectiveness, it is impossible to make
any recommendations in that respect.
However, it is possible to draw some preliminary conclusions with respect to promising
interventions. The type of intervention (group intervention, individual, community based
etcetera) doesn’t seem to be of major importance. What discriminates more promising from
less promising interventions is (a) whether they tailor their efforts to the needs of patients in
general or groups with inadequate health literacy specifically and (b) whether they address
critical and/or interactive skills and competencies (and not knowledge only).
Three examples of tailored interventions that address more than knowledge only and that have
proven to be effective are:
- The Austrian “Knowledge makes you strong and healthy” for patients, patient counsellors,
consumer representatives and healthcare professionals which resulted in a significant
increase in critical health competencies [1]. The participants in this intervention project
agreed that they had broadened their knowledge in at least one area, were more critical in
handling information and were more confident that they could make the right decisions
based on the information found.
- The Dutch intervention with a personalized robot among children with diabetes aged 8 – 12
showed that both the diabetes knowledge and the motivation of children for selfmanagement were higher in children playing and discussing with a personalized robot than
with a neutral robot [2]. This is an interesting study because of the age group and the fact
that the intervention was embedded in the daily activities (playing games) of young people.
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- The UK tailored training programme for renal patients on peritoneal dialysis which resulted
in shorter supervision time by nurses, lower incidence of peritonitis and stronger feelings of
control and ownership over treatment among patients [10].
These kind of interventions have impact on the personal level (knowledge, motivation, selfconfidence, stronger feelings of control). Also four other studies in this review showed the
effect of increased levels of health literacy on higher levels of empowerment, better decision
making skills, and a more active role in treatment [7, 8, 16, 17]. In turn this is supposed to have
a positive effect on the population and health system levels since better informed, motivated
and autonomous patients are expected to have better health outcomes and less needs for
professional health services. In some studies in our review this link is studied and confirmed [8,
10] but unfortunately the evidence is too little and too weak to draw firm conclusions.
What you consider to be more or less promising off course depends on the aim of the
intervention. Changing skills and behaviour will not likely be realised by adapting or tailoring
written information (such as information leaflets). The UK study on the efficacy of an adapted
gynaecological cancer information leaflet shows that though a positive effect was found on
symptom awareness and a reduction on barriers to medical help seeking, this effect was
moderated by health literacy, with women with low health literacy showing a smaller increase
in symptom awareness and a smaller decrease in perceived barriers [3]. Tailoring written
information obviously is not enough. However, for comprehension only, an adapted ‘patient
centered’ medicine label had positive effects for low literate patients [12]. Stating the aim
(improvement of knowledge or comprehension only or focus on higher order competencies) is
therefore an important prerequisite for the design of the intervention.
Limitation of the method
Since the inclusion criteria focused on actual intervention studies, in which both health literacy
and an outcome of the intervention were quantitatively measured, there were no qualitative
studies included in the review. By using this inclusion criteria we might have excluded
interesting development or pilot studies

3.5 Identification of gaps in the evidence and recommendations for further
research
In this paragraph, we will list the limitations of the studies that were included in our review,
identify gaps and provide some recommendations for further research.
Limitations of the studies included in our review
- Huge variations in definitions and focus of health literacy.
- Lack of validated tools to measure health literacy in an European context.
- Use of health literacy tools that above all focus on functional health literacy which may be a
too narrow focus.
- Lack of an adequate control group in many studies, limiting the ability to determine the true
effect of the intervention.
- Inconsistent choices of potential confounding variables in multivariate analysis.
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- Small sample sizes and often only qualitative data making it impossible for us to determine
how strong the evidence is.
- Studies in just one setting or in specific patient populations, rendering the applicability of
findings to other settings or populations unknowable.
- A small number of studies addressing hard to reach groups.
- No studies on cost-effectiveness.
- Interesting multi-component interventions on community level that unfortunately have so
many components that it is not clear which component is responsible for the positive
effects found.
- Testing interventions that combined various design features to mitigate the effect of low
health literacy but offering no way to determine the effectiveness of individual components.
Gaps and recommendations for research
Given the limitations summed above, there clearly are considerable gaps in the research
evidence concerning which interventions are most effective in improving health literacy or
health literacy related outcomes in Europe. Although the number of studies in Europe is
growing quickly, there is a need for:
- Agreement among researchers on valid measurement tools for health literacy in an
European context, and more systematic use of validated measurement tools in
interventions. In the past years several studies on the development, translation and
validation of (both subjective and objective) health literacy measurement instruments have
been done. It is remarkable that many of the studies in our review do not use any of these
instruments, but still develop their own ‘measure’. As a consequence, the assessment of HL
varies depending on the setting and scope of the health literacy definition. It would be
recommendable that researchers more often would use validated instruments or try to
come to agreement about relevant HL aspects to measure.
- Agreement about the definition of (the scope of) health literacy and more explicit
definition of health literacy as well as expected outcomes in interventions. Research by
Sørensen et al. (2012) but also the model of Nutbeam where health literacy is defined in
terms of functional, interactive and critical health literacy (Nutbeam, 2000) may be useful in
this context. However, since the scope can be quite wide and no consensus has yet been
reached, it is important that researchers state what they define as health literacy and what
the precise aim of their intervention is.
- The use of health literacy definitions and measurement tools that go beyond functional
health-related literacy and numeracy. Especially when one aims at higher order
competencies and behaviour change, looking at functional health literacy alone is often not
enough. Examples of such ‘broader’ instruments are the Functional Communicative and
Critical Health Literacy (FCCHL) (Ishikawa et al., 2008), and the Health Literacy
Questionnaire (HLQ) (Osborne et al., 2013). Furthermore, a very narrow definition of health
literacy (in terms of reading and writing skills or basic health information processing) may
lead to underestimation of the percentage of people with problematic health literacy skills,
especially in NorthernNorthern and Western Europe.
- Intervention studies of better quality. Most studies in our review were graded as weak,
they lack statistical power or do not control for adequate confounders.
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- Studies that focus on the applicability of results of other European intervention studies to
broader populations and settings; this also holds for the possibility to generalize existing
research outside Europe to an European context.
- Studies that better determine the effective components of already existing interventions.
One of the research topics would further be the most effective way of delivering health
information and education to vulnerable, disadvantaged and hard-to reach groups.
- Cost-effectiveness studies; cost-effectiveness studies, which we could not identify in our
review, are the means to demonstrate whether health literacy interventions actually have
an impact on healthcare use and can help reducing the burden on the healthcare system.
- Update of this review; many of the studies were performed in recent years. It seems
worthwhile to make an update of this review in about five years, as we expect that the
number of European studies will further increase within the next years.
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4

WP 2: Mapping existing policies and actions aimed at improving
health literacy in EU Member States

4.1

Background

European Union Member States are responsible for the definition of their health policy and for
the organisation and delivery of health services and medical care including the management of
health services and medical care and the allocation of the resources assigned to them. Health
systems stem from specific political, historical, cultural and socio-economic traditions. As a
result, the organisational arrangements differ considerably between Member States.
Health policy should take citizens' and patients' rights as a key starting point. This includes
participation in and influence on decision-making in health care, as well as competences
needed for wellbeing, including 'health literacy' as stated in the Commission White Paper of 23
October 2007 'Together for Health: A Strategic Approach for the EU 2008-2013'. Several
Member States have developed a reflection or a policy on health literacy, for instance in
Austria, Ireland, and the UK (Wales) (source: Tender specifications). In addition, many local
initiatives and grassroots activities take place designed to support the capacity of citizens to
make decisions in their lives relevant to their own health. There is often little connection
between the official policy framework (top-down) and NGO actions to build health literacy
skills (bottom up). This Work Package mentions actions in the title but the deliverables focus on
policy. It should be noted that many of the actions that target literacy and health literacy skills
from a public health perspective are local initiatives, often community based that respond to
the urgent local needs. As such they are unlikely to be well defined research projects with
baselines and objective indicators to measure progress. Although they contribute towards the
growing momentum of actions and policies designed to build overall health literacy, such
interventions may not be visible through a literature review. Therefore we have sought to
illustrate the overview of policy initiatives with examples of actions on health literacy. With our
approach to Work Package 2 we have sought to address the potential trade-off between
delivering a review of robust research evidence with strict inclusion criteria and producing a
more nuanced picture which captures some anecdotal and less formalised interventions.
Objective
The objective of this Work Package is to map existing policies in Member States (on national,
regional and local level) 11 that are planned or that are already in place in order to improve
health literacy:
- by identifying the policies on health literacy that governments (or public authorities or nongovernmental bodies fulfilling public health missions at lower levels of society) plan or have
put in place;

11

Given the different institutional arrangements in EU Member States (see for instance: Paris, Devaux
and Wei (2010), “Health Systems Institutional Characteristics: A Survey of 29 OECD Countries”, OECD
Health Working Papers, No. 50, OECD Publishing) the national level does not necessarily correspond
to the state level. For example, when we refer to policies in the UK on a national level, this is only the
case for Wales and Scotland.
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- by specifying for the identified policies which are the specific policy formulations, targets,
measurement and monitoring tools devised to measure progress.

4.2 Methodology
4.2.1 Selection of relevant policies and actions
Selection of relevant literature
Abstracts and titles of studies from systematic literature review and search for grey literature
were screened. The harvest of scientific and grey literature was screened by two researchers
independently (JH, MH). Consensus meetings were held to resolve disagreements. A 20%
sample of the excluded scientific publications was screened by a third researcher (WD).
Studies were included if they met the following four criteria:
1 The study described is conducted in one or more Member States of the European Union
(Austria, Belgium, Bulgaria, Croatia, Cyprus, Czech Republic, Denmark, Estonia, Finland,
France, Germany, Greece, Hungary, Ireland, Italy, Latvia, Lithuania, Luxembourg, Malta,
Netherlands, Poland, Portugal, Romania, Slovakia, Slovenia, Spain, Sweden, United
Kingdom).
2 The publication is focused on health literacy
(Health Literacy: The ability to read, filter and understand health information in order to
form sound judgments. Health literacy enables people to make judgments and take
decisions in everyday life concerning health care, disease prevention and health promotion
to maintain or improve health during the life course).
3 The publication describes a policy/activity/programme focused on health literacy
(National or regional/local policies/programmes).
4 The publication is written in English, French or German.
Criteria 1, 2 and 4 correspond with the criteria used in WP1 (see paragraph 3.2.1). Criteria 3
was added for the specific purpose of WP2. Of all the studies, fulfilling the in- and exclusion
criteria on basis of abstract and/or title, full texts were read. For the inclusion of full texts the
same in- and exclusion criteria were used.
Desk research (and IROHLA)
Desk research was performed and interviews were held with key persons (Dr. Kristine
Sørensen, members of the IROHLA research team) to get an overview of important
developments. The desk research looking for information about health literacy at European
level used the Google search engine with the search terms ‘health literacy EU’ and ‘health
literacy Europe’. It yielded about 15 million results. Each time a maximum of 25 pages were
screened until no relevant new information was coming up anymore. The other search engine
used was the one at the website of the European commission using the search terms ‘health
literacy’, with and without using the filter of the various Directorate-Generals. Relevant
websites and documents were used as sources of information and snowballing looking for
more specific detailed information at other websites within and outside the European
Commission or for screening referred documents. Relevant documents were downloaded and
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screened. The URL’s of the relevant websites were saved and referred to in the report and the
tables.
IROHLA interventions that were marked as possibly relevant during screening for WP1 were
assessed based in the inclusion criteria described above. Two projects were eventually
included and described in the evidence table (‘Blueprint for Business Action on Health Literacy’
and ‘MiMi – Mit Migranten für Migranten programme’).
Country data collection
Country coordinators of the Member States participating in this study received two online
questionnaires in English for the current Work Package, in addition to the questionnaire on
interventions for WP1 (see Annex B.1). The English word Health Literacy was used in the
questionnaire and not translated in the own language of the country as we didn’t know the
exact terms used.
The first questionnaire contained general questions on policies regarding health literacy in the
country of the country coordinator. The following questions were included:
- Could you describe if any policy regarding health literacy has been developed at
national/federal (or when appropriate at regional or lower level) level and which public
authorities (for instance Ministry, Department or Agency) has the lead?
- Do organisations of stakeholders have any (formal or informal) role or contribution in health
literacy policy development in this country (explicitly mentioned as such in documents /
websites)? Stakeholders can be local authorities, health insurers/payers, employers,
hospitals, universities, medical professionals or representatives of patients or consumers
(NGO’s). If so, please explain these roles.
- What are currently major plans or policy intentions related to health iteracy in your
country? (please specify the initiator of the plan or policy intention – i.e. government, local
authority, NGO, community organisation, other, specify: )
The country coordinators were asked to describe official policies and actions in their respective
countries with a focus on national (or regional, when relevant) policies and actions. In addition,
country coordinators were asked to describe other policies and actions (on regional or local
level) which are already known to them or retrievable by quick methods of data collection or
desk research. All policies and actions could be described in the second questionnaire, which
could be used as input for the evidence tables on policies and actions in the EU member states
(Annex F).
Data Check by the European Public Health Alliance (EPHA)
Experts of EPHA, consortium partner in this project, checked the data that we collected
(through desk research and literature review) and that we received from the country
coordinators for WP2. They looked whether these are truly the most important policies and
actions in Europe regarding health literacy, especially on national and regional levels. They also
added some new references in Hungarian, Polish, Portuguese and Spanish in addition to the
references in English, French, German or Dutch we focused on. However, some of this input
was primarily on the country (and not on a specific programme or activity) level.
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4.3 Results
4.3.1 General overview of the collected data
Responses from the country experts
As shown in Annex B.2, only three out of 28 country experts did not provide data (Croatia,
Luxembourg and Spain). For both Luxembourg and Spain, a change in country experts was the
main cause. Fortunately, the colleagues of EPHA provided us with some references on policies
and programme s in Spain. For Croatia, we found one publication through the literature search.
A main difficulty both for country experts and for the research team were the inclusion criteria.
Many programmes and activities that were suggested to us were more broadly aimed at
patient empowerment or health education, but not specific on health literacy (or equivalents
of this concept in other languages). For languages that the research team was able to
comprehend, we ourselves have made the decision whether or not to include programmes and
activities (sometimes based on further desk research or inquiries with the country expert). For
the languages the research team was unable to comprehend, we had to rely on the country
experts. We have sent those country experts an additional email, asking them to make a clear
distinction between policies, programmes and activities focusing on health literacy and on
other, more general aims. We generally followed the country experts in their categorisation.
However, since some countries (e.g. Hungary and Romania) are not yet so familiar with the
term ‘Health literacy’, we have the impression that more programmes and activities from those
countries are included in our evidence tables than would be the case with a more strict and
objective inclusion criterion focused on health literacy only. But also for other countries,
policies, programmes and activities may incorporate health literacy in a broader empowerment
or health knowledge/skills perspective.
Findings from the systematic literature search
The literature search yielded 2,473 publications. Of these publications 2,404 were excluded
based on title and abstract: 562 of the studies described did not meet the first criteria (being
conducted in one or more of the European Member States), 1,600 were discharged because of
not focusing on health literacy (criteria 2) and 242 of the publications were discharged because
they did not describe a policy or activity on health literacy (Flowchart Annex C). The remaining
69 publications were retrieved in full text for further assessment, of which 59 did not meet the
inclusion criteria. Main reasons for excluding full texts were that they were not related to
health literacy or were no policy documents. Eventually, 10 publications were eligible for
inclusion in this Work Package.

4.3.2 Country specific information
In this paragraph an overview of the state of the art of policies, programmes and activities
aimed at improving health literacy in EU Member States is given. This overview is based on the
selection of relevant literature from the literature review, desk research, country data
collection and additions to our findings by our partner in the project the European Public
Health Alliance (EPHA). The general country information provided by the country coordinator
and/or EPHA will be leading in the description of the countries and what their status is with
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respect to policy development on health literacy. In describing the status or phase of policy
development we will use the five stage model of policy development by Stake (1967) in which
the following phases are differentiated: problem definition, agenda setting, policy
development, implementation and evaluation. A definition of these stages is given in Box 4.1.
Box 4.1 Stages of policy development
Problem definition. Public recognition that a problem exists
Agenda setting. Identifying aspects of the problem that require (government) attention, deciding
which issues deserve the most attention and defining the nature of the problem.
Policy development. Setting objectives, identifying the cost and estimating the effect of solutions,
choosing from a list of solutions and selecting policy instruments.
Implementation. Steps taken to put a policy into practice. Establishing or employing an organisation
to take responsibility for implementation, ensuring that the organisation has the resources (such as
staffing, money and legal authority) to do so, and making sure that policy decisions are carried out as
planned.
Evaluation. The process of assessing impacts of a policy: assessing the extent to which the policy was
successful or the policy decision was the correct one; if it was implemented correctly and, if so, had
the desired effect.

Some concrete examples of policies and activities mentioned by the country experts
summarized in Annex F will be given as examples to illustrate the status of each country.
Sometimes there is a discrepancy between the general information on a country provided by
the country experts and the examples of activities provided for that country. For example, it
may be that country experts report on policies about health literacy but that no examples of
policies or activities were provided. Vice versa, a country may have provided examples of
activities but at the same time indicate that there are no specific policies on health literacy in
that country. In cases where there is a discrepancy between the general information and
examples of activities this has been reported and if possible explained.
The findings are categorised as follows:
- Familiarity with the concept of health literacy and terms used.
- Policies on health literacy. In our search we were looking for policies, programmes and
activities that directly focus on the improvement of health literacy. However a number of
countries have indicated that their policies haven’t a focus on health literacy but do focus
on concepts that are related to health literacy such as empowerment or health education
and as such contribute indirectly to the improvement of health literacy. When countries do
not have policies on health literacy but do have the latter one, we will also describe these
policies to illustrate the context for policy interventions. In addition, - if possible - we will
make a distinction between formal policies and programmes, initiated by the government
or other important stakeholders on a country or regional level and policies, programmes or
activities that are less formal, conducted on a project base or that have a local character.
- Some examples of programmes and activities (a more extensive summary of programmes
and activities can be found in Annex F). Here again we make a distinction between
programmes and activities directly focusing on health literacy improvement and
programmes and activities that may indirectly contribute to the improvement of health
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literacy by focusing on related concepts such as empowerment and health education. In
addition - if possible - we make a distinction between programmes and activities on a
national level or on a regional or local level.
- Stakeholders involved and their role in health literacy improvement.
As the information we found differs in size and content by member state, we are not able to
describe all these topics for each Member State separately. In spite of that and for readability
we will use a fixed format with the three topics mentioned here.

Austria
Familiarity with the concept of HL
HL is a relatively new concept in Austria and it intends to build on the WHO-21-objective ‘Live
healthy’ and on the national ‘Kindergesundheitsstrategie’ (2011) (strategy for the health of
children http://bmg.gv.at/home/EN/Topics/Child_Health_Strategy/ ) from the Ministry of
Health. Austria was one of the collaborating partners of the HLS-EU project that was conducted
between 2009 and 2012.
Policies on HL
In 2011 The Ministry of Health (Ministerium für Gesundheit) decided upon ten new health
targets (Rahmengesundheitsziele) for the next 20 years. One of these targets includes
strengthening HL in the population ( ‘Gesundheitskompetenz der Bevölkerung stärken’) and
more specific to empower patients and to design target-group specific health information to
improve HL.
( http://www.gesundheitsziele-oesterreich.at/health-targets-for-austria/Objective 3). The 10
health targets, including HL, have to be implemented on national and regional level. In June
2013, the federal government, regional governments and the main insurance association (HVSV)
signed a health target-control-agreement (Bundes-Zielsteuerungsvertrag, ZielsteuerungGesundheit). This policy document is the legal basis for the implementation of the health targets
on the regional level. The document includes strategic long term objectives, as well as
operational short- and mid-term objectives, that the contracting partners need to accomplish.
Health literacy is part of the agreement in article 2, 5 and 8.
Examples of programmes and actions on HL (see also Annex F, F1)
The country expert of Austria mentioned 12 examples of programmes that together cover all
the stages of policy development from problem definition, to agenda setting, policy
development, implementation and in some cases also evaluation of effects and costeffectiveness.
National level
- Gesundheitskompetenz Jugendstudie (http://lbihpr.lbg.ac.at/de/oesterreichischengesundheitskompetenz-jugendstudie).
- Österreichische MigrantInnen Gesundheitskompetenz Studie. In this project the LudwigBoltzmann Institut collects quantative and qualitative data on HL of migrants in Austria
(http://lbihpr.lbg.ac.at.w8.netz-werk.com/de/oesterreichische-migrantinnengesundheitskompetenz-studie-gkm).
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- Health Promoting Hospitals is a project also conducted by the Ludwig-Boltzmann Institute
Measuring HL in Austrian populations to provide the basis for the development of policies
and strategies, the identification of target groups to improve HL and the implementation of
HL improvements in Austria (http://lbihpr.lbg.ac.at.w8.netz-werk.com/en/measuring-andimproving-health-literacy).
- Gesundheit kommt nachhause. Intercultural programme for the promotion of health
literacy and health equality for migrants with low SES and training of migrant trainers from
the target group (http://www.gekona.at/).
- Diabetes Literacy Project. This European research project is also conducted in Austria.
Regional/local level
- Fonds Gesundes Österreich (FGÖ) published a handbook ‘Health promotion in communes,
urban areas and regions – from conception to implementation’ for improving health literacy
and initiating projects in local / regional settings.
- Styria region’s health strategy seems to include health promotion as primary goal (including
health literacy + policy) (http://www.gesundheit.steiermark.at/). Region of Carinthia
explicitly mentions HL in its health goals (based on Austria’s national third health goal).
- Ludwig-Boltzmann Institute carried out a health literacy youth study commissioned by the
central federation of Austrian social insurance agencies (HVSV) , ‘Health literacy of 15-year
olds in Austria’ and produced a final report, http://lbihpr.lbg.ac.at.w8.netz-werk.com/sites/
files/lbihpr/attachments/hljugend_bericht.pdf
- Project ‘Health literacy for women’ aimed at women with long-term conditions, migrant
women and older women in Graz and Vienna, implemented by the Women’s Health Centre
(Frauengesundheitszentrum), http://www.frauengesundheitszentrum.eu/frauen-mitdurchblick-gesundheitskompetenz-fuer-frauen-mit-langzeiterkrankungen-migrantinnenund-aeltere-frauen-in-graz-und-wien/
- Project by IKEMBA association ‘HEALTH_LITERACY_4_EVERYONE’ promotes health literacy
development for migrants of African, Romanian, Albanian and Russian origin living in the
city of Graz and its surroundings, http://www.ikemba.at/fileadmin/user_upload/
projekte_neu/help4/Pressetext_gesendet-1.pdf
Stakeholders
- Working group
There is a working group composed by representatives from different stakeholder (Ministry
of Health, Social Insurance Companies, Chamber of Commerce, Chamber of Labour,
Ministry of Education, Main Association of Self-help groups) mandated by the Ministry of
Health working towards a strategy guideline to improve HL in Austria. The contribution of
each of these stakeholders in HL policy development in Austria is described in Table 4.1. The
three main goals of this working group are 1) to involve all stakeholders to improve health
literacy across the health system; 2) to improve health literacy on a personal level,
especially the HL of vulnerable groups; 3) to embed health literacy in the service and
production sector (http://www.gesundheitsziele-oesterreich.at/health-targets-for-austria).
At the time of our inventarisation, the working group was in the project phase of problem
definition and agenda setting.
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Table 4.1

Stakeholders and their contribution to health literacy policy development in Austria

Stakeholder or organisation

Short description of their role

GÖG Gesundheit Österreich
www.goeg.at

Mandated by the Ministry of Health; National research and planning
institute for health in Austria, helps planning and implementing HL in
Austria

FGÖ Fonds Gesundes Österreich
www.fgoe.at

Mandated by the Ministry of Health; national organisation helping to
implement Austrian health targets; gives grants to projects targeting
health and HL in Austria

Ludwig Boltzmann Institut
Health Promotion Research
http://lbihpr.lbg.ac.at.w8.netzwerk.com/de/institut

Research Institute that is doing research about Health Literacy in
Austria; investigates the level of HL in Austrian populations and desigs
strategies for implementation HL policy/ improving HL

Gesundheitsportal
www.gesundheit.gv.at

Homepage for Austria where information about different health
themes are available for everyone; this site helps to promote HL

ARGE Selbsthilfe
http://www.selbsthilfe-oesterreich.at/
die-arge/

Umbrella organisation for self-help groups in Austria; will help to
promote/implement HL policy

Hauptverband der Sozialversicherungsträger Main social insurance organisation, carries out the project ‘Richtig
essen von Anfang an’ (Eating healthy right from the beginning) with
(SV)
its partner AGES
www.sozialversicherung.at
AGES
Austrian Agency for Health and Food Safety
www.ages.at

Carries out the project ‘Richtig essen von Anfang an’ (Eating healthy
right from the beginning) with its partner SV

Belgium
Familiarity with the concept of HL
HL in Belgium is referred to as ‘Gezondheidswijsheid’ or ‘Gezondheidsgeletterdheid’. In the
francophone part of Belgium, the terms is referred to as ‘littéracie en santé’ but there is also
the wider ‘éducation pour la santé’ (health education) which comprises HL aspects (see for
example the patient training unit L'UCL-RESO - Education santé patient - at Louvain University;
http://www.uclouvain.be/reso).
Policies on HL
HL is neither implemented in national policies of Belgium, nor are there concrete plans or
policy intentions related to health literacy for the future. However, we found an interesting
exchange of opinions on a parliamentary question on ‘Public policy on health literacy’ the
Flemish Parliament’s meeting (March 2008) of the Commission on Well-being, Public Health
and Family, where the Flemish minister for well-being, public health and family indicated his
plans to integrate health literacy in health education strategies 12. To what extent this was
actual realised, we do not know. It seems that there has been no follow-up.

12
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Examples of programmes and actions on HL
Our country expert mentioned one activity sponsored by MSD and described below. In
addition a member of the research team was involved in a seminar in which one tried to set HL
on the political agenda. So Belgium is in a policy stage of problem definition and agenda
setting without concrete policy development yet.
National level
- There is only one initiative, sponsored by MSD and practically organised by a number of
partners from the Belgian health sector such as the professional organisation of GPs,
medical specialists, nurses, pharmacists, cardiologists, social insurance companies, and
association of self-help groups. This initiative is called the ‘Well Done- MSD Health Literacy
Award’ (see also Annex F, F2). The aim of this initiative is to make health professionals and
the general public more aware of the importance of HL, and to stimulate initiatives that try
to improve HL. There are three awards for best practices: a First Line Award, rewarding
initiatives taken place in general health care by for example GP’s, pharmacies or homecare
organisations; a Specialty Award, rewarding initiatives by specialist or in hospitals; and a
Public Award, rewarding initiatives by public institutions, patient groups and individuals.
Prices are awarded every year.
- Recently (17 September 2014), the Belgian Royal Academy of Medicine organised a seminar
on health literacy, which was attended by some 100 stakeholders from a.o. the Flemish
government, care organisations and providers, health care insurers, and universities. Main
topic of the seminar was how to put health literacy on the agenda and the option of
organising a Flemish Network on health literacy was discussed.
Examples of programmes and actions indirectly contributing to HL
National level
- NGOs such as Culture et Santé (Brussels) are publicizing information, such as this thematic
guide containing mainly information from Québec (Canada); however the focus is mainly on
literacy as such in order to understand health information (and not so much on developing
specific health literacy skills).
- NGO Question Santé engages in broad health promotion activities via its website, building
up HL is an implicit goal although it does not deploy this terminology.
(http://www.questionsante.org/).
Stakeholders
Despite the organisations mentioned as a partner in the ‘Well Done - MSD Health Literacy
Awards’ project no other stakeholders were mentioned by our country expert in Belgium.
However, many stakeholders (the Flemish government, care organisations and providers,
health care insurers, and universities) met at the Belgian Royal Academy of Medicine seminar
with the intention to put health literacy further on the agenda In Belgium.

Bulgaria
Familiarity with the concept of HL
In Bulgaria, the term health literacy is not very common and only used in the context of the
HLS-EU project in which Bulgaria participated as a collaborating partner. Our country expert
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from Bulgaria indicated that HL is linked to broader concepts such as health education, health
culture, awareness, knowledge and health attitudes.
Policies on HL
There are no specific policies or initiatives in Bulgaria at the moment or planned for the future
that directly focus on the improvement of HL, despite the fact that Bulgaria was one of the
eight countries that conducted the HLS-EU project (2009 – 2012). In the new National Health
Strategy 2014-2020, the problem of HL in Bulgaria is only hinted (http://www.mh.
government.bg/Articles.aspx?lang=bg-BG&pageid=472&home= true&categoryid=5235).
Examples of programmes or actions on HL
No information on policies or activities was provided by our country expert. However, as
Bulgaria participated as a partner in the HLS-EU project we characterize the stage of policy
development in this country as problem definition and agenda setting as the problem of low HL
is known and recognized.
National level
- European Health Literacy Project (HLS-EU). Bulgaria was one of the eight countries in which
this project was conducted. The Medical University of Sophia was involved as a partner.
Examples of programmes and actions indirectly contributing to HL
National level
- Action programme ‘Promotion, Prevention and Control’. This large national action
programme, conducted since 2010, focusses on the prevention of non-communicable
diseases, health monitoring, prevention and control of communicable diseases and drug
demand reduction. Within this programme there are a number of initiatives and activities
on national and regional level that are related to HL, such as activities aimed at raising
awareness of the population of all ages for a healthy lifestyle; tailored education for
vulnerable groups; prevention programmes and health education programmes for Roma
families; programmes to increase awareness, knowledge and skills of adolescents for
responsible health behaviour; improving public awareness of the issues of pregnancy,
childbirth, childcare, nutrition and healthy behaviours; and conducting health education
events (lectures, discussions, video exhibitions, campaigns) to raise awareness on the
prevention of avoidable health risk factors (smoking, alcohol abuse, poor diet, low physical
activity.
Stakeholders
As the national action programme ‘Promotion, Prevention and Control’ is the programme that
has the closest links to HL, stakeholders in this programme are depicted in Table 4.2.
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Table 4.2

Stakeholders involved in the Bulgarian national programme ‘Promotion, prevention and
control’

Stakeholder or organisation

Their role in the programme

Ministry of Health

Management of the project

National Center of Public Health and
Analyses

Co-partner and expertise

Regional Health Inspectorate

Organisations in the regions

Ministry of Labour and Social Policy

Expertise

General Labour Inspectorate

Expertise of occupational health

State Agency for Safety on the road

Expertise - prevent accidents on the road

National Centre for Addictions

Expertise for drug demand reduction

Agency for social support

Awareness of vulnerable groups

Croatia
Familiarity with the concept of HL
In Croatia, HL is referred to by the term the term ‘zdravstvene pismenosti’.
Policies on HL
No information on policies or initiatives on HL was found by desk research, country data or
EPHA.
Examples of programmes and actions on HL
There were no examples given by our country expert on policies or activities to improve HL.
National level
- Our literature review revealed one paper on a national course to increase the HL levels of
medical practitioners. In this course, developed by the University of Zagreb and the Croatian
Chamber of Physicians, the central medical library offers a continuing course on searching
and appraisal of medical information (see also Annex F, F4).

Cyprus
Familiarity with the concept of HL
No information found.
Policies on HL
At the moment, there is no comprehensive policy on HL at national level in Cyprus and for the
next years there are no major plans or policies on a national level focusing on the improvement
of HL either. Our country expert indicates that there is some budget for the improvement of HL
but this is used in disease specific programmes for the improvement of health education and
awareness campaigns and also referred to as such and not as HL improvement.
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Examples of programmes and actions indirectly contributing to HL
National level
- There are a number of activities within disease-specific settings such as in the care for
rheumatic diseases, cancer and coronary heart disease (see also Annex F, F5). The activities
focus on health education activities for cancer prevention and management, primary and
secondary prevention of coronary heart disease, and awareness campaigns on neurological
and rheumatological diseases. The activities include lectures, media campaigns, community
activities usually combined with fund raising events, and day events combined with clinical
work (i.e. lung function measurement with spirometry on COPD awareness day).
Stakeholders
Actions and policies in relation to health education and awareness (so indirectly focusing on
HL) are planned and initiated by the Ministry of Health and, to a lesser extent, the Ministry of
Education. The Ministry of Health fulfils a leading role and most of the budget is used by the
Ministry of Health. The medical and nursing department of this ministry are heavily involved,
together with the public health department and the general health visitors and school health
visitors (doctors and nurses) working for the Ministry of Health. The Ministry of Education
collaborates with the Ministry of Health in planning the visits of health visitors to schools. The
Cyprus Medical Association and the Cyprus Nursing Association collaborate with the Ministry
of Health in setting goals for health education and awareness in Cyprus and both support the
delivery of patient education sessions. Patient organisations collaborate with the Ministry of
Health in planning health literacy activities.

Czech Republic
Familiarity with the concept of HL
Attention to HL - ‘zdravotní gramotnost’ - in the Czech Republic is of recent date and
predominantly used in the context of health education.
Policies on HL
At the moment, there is no comprehensive policy on HL at national level in the Czech Republic.
However, as a part of the Health 2020-National Strategy for Health Care and Promotion and
Disease Prevention, the Czech government established a Working Group for Health Care
Promotion and Disease Prevention in January 2014, which also includes a special working
group on the development of HL. It is the intention that HL policy in the Czech Republic
becomes a topic of superior priority, under the control of Ministry of Health. However, at the
moment, the Working Group is still in a phase of conceptual thinking. The agenda of the
working group should focus on health education and contain subjects as exercise, nutrition,
stress and mental health, infectious diseases, screening, risk behaviour, availability and quality
of health care, CME and e-health. How HL plays a role in these concepts is still unclear. HL is
stressed but its exact role not yet specified. Plans are made to measure HL (using the HLS-EU
methodology). The working group has to finish a project plan for HL development before the
end of 2014. In January 2015, this plan was not available yet.
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Examples of programmes and actions indirectly contributing to HL
Our country expert mentioned no specific examples of activities for the improvement of HL,
except one general strategy of health promotion and disease prevention (see Annex F, Table
F6).
EPHA pointed to a project called ‘Financial and Health Literacy for the public’ that was realised
by a partnership of ASIS Association, the Union Center for Family and Community (an NGO)
and the Charles University in Prague. The project is co-financed by the European Union
(European Social Fund) and the state budget of the Czech Republic (Ministry of Education)
(http://www.gramotnost.cz/o-projektu and here http://www.gramotnost.cz/zdravotni) but
because we cannot read the language the context remains unclear.
Because of the existence of a national working group and their activities described above we
characterize policy development in the Czech Republic in a phase of problem definition and
agenda setting.
Stakeholders
Table 4.3 displays the main stakeholders that according to our country expert may play a role in
the improvement of HL in the Czech Republic.

Table 4.3

Stakeholders and their possible role or contribution to health literacy policy development in
the Czech Republic

Stakeholders

Possible role in the health literacy policy process

Government

Strategy, policy, working groups establishment.

State Health Institute

Body governed by the state and responsible for public health and
health promotion. Expected to guarantee health literacy development;
Chair of the working group.

Working Group for Health Care Promotion Established by the government; special group works on a policy plan for
and Disease Prevention
the improvement on HL in the Czech republic.
Health Insurance companies (n=8)

Responsible for information of their clients regarding the health
insurance, availability of health care and prevention, directly invite for
screening and facilitate the participation

Local authorities

Only minor functions concerning the availability of health care services

Public health experts

Members of working groups, project leaders, advisers

Medical Chamber

Minor role in health literacy

Czech Medical Societies

Minor role in health literacy; some societies provide information for lay
people on their web sites, publish in periodic, attend press conferences
but not systematically

Patient NGOs

A few work in specific areas but a minor role in health literacy, usually
limited to the subject of interest

Commercial Companies

They provide several websites oriented on health, health care and
health promotion, commercially based
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Denmark
Familiarity with the concept of HL
In Denmark as in other Nordic countries, the term HL is not often used but HL is strongly linked
to related themes such as patient empowerment, user involvement, shared care, and patient
education promoting patients’ action competence. These concepts are found in national,
regional as well as local policy documents, vision statements, strategies, and
recommendations.
Policy on HL
In Denmark, no national or regional policies have been developed specifically on health literacy,
denoted as such, and the concept has mainly emerged on the agenda in relation to research.
In 2009 the Danish Health and Medicines Authority published a report on the concept of health
literacy and its potential use in health promotion. In 2014, promoting health literacy among
people with low education levels was explicitly mentioned in a document describing intentional
common 2014 goals for health prevention between the Ministry of Health and the Danish Health
and Medicines Authority. Since then, however, no specific actions or policies have been
developed regarding health literacy (though many activities/policies on related themes as
exemplified above) and there are no specific plans or policy intentions related to health literacy
for the future that our country expert is aware of. Two research groups (one In Copenhagen and
one in Aarhus) are the main drivers to put the terms on the agenda.
However, The Ministry of Health and the Danish Health and Medicines Authority both report
awareness of the concept and that it is an area that they may look further into in the next few
years.
On the regional and local level, there is a growing interest in monitoring health literacy and
developing interventions to promote this. It is likely that in one or two years health literacy will
appear in several formal policies and strategies on all levels. However, it is uncertain to what
degree the concept denoted as such will take over the agenda or if health professionals and
policy makers will still make use of other terms related to the concept: action competence,
empowerment, patient involvement, -communication, and –education, and so on.
Examples of programmes and actions on HL
No specific examples were given of any policies or activities on the improvement of HL that
could be included in Annex F. Our country expert mentioned that on a regional level, there has
been an initiative to measure health literacy through a population health survey. In addition, in
some municipalities health literacy is increasingly incorporated in initiatives and strategies.
However no specific names or links to programmes or actions were given, so a description of
these initiatives is not possible.
Given the information from our country expert on HL policies, policy development in Denmark
can be considered to be in a phase of problem definition and agenda setting without concrete
policy development yet.
Stakeholders
In Table 4.4 the main stakeholders in Denmark in the context of HL and their role in HL policy
are described.
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Table 4.4

Stakeholders and their (future) role or contribution to health literacy policy development in
Denmark

Stakeholder or organisation

Short description of their role

Danish Ministry of Health

Plays a formal role: forms national policies, allocates budget for
strategic areas, implement laws.
In 2014, promoting health literacy among people with low education
levels was explicitly mentioned in a document describing common 2014
goals for health prevention between the Ministry of Health and the
Danish Health and Medicines Authority. However, no specific actions or
policies are planned or have been effectuated though.

Danish Health and Medicines Authority
(DHMA)

Plays a formal role. DHMA is the supreme health and pharmaceutical
authority in Denmark. Makes national recommendations for the
regions and municipalities. Develops policies, visions and strategies for
health systems and prevention in Denmark.
In 2009 DHMA Published a report on potentials in working with health
literacy concept in Denmark, and are ‘aware of the importance’ (quote
from email correspondence). However, no policies or activities
specifically on health literacy have been initiated.

Research institutions

Play an informal role. So far, two main research groups work to provide
evidence for health literacy levels and interventions. Spread knowledge
about Health literacy to all levels from ministry to municipalities and
hospitals. Advocate for monitoring and interventions regarding health
literacy. The two research groups have published in Danish Medical
journals.

The five Danish Regions

Play a formal role. Can decide on regional policies and allocate budget
to some extent. One region has taken initiative to measure health
literacy in a population health survey.

‘Danish Regions’ (an association of
the five regions in Denmark)

Play an informal role. Association of the five Danish regions; Have
documents on e.g. ‘user involvement in health planning’, ‘health
systems on patient conditions’ but do not mention health literacy
specifically.

‘Danish Patients’ (an association of
17 larger patient organisations in
Denmark)

Play an informal role. Dialogue with authorities, politicians, research
institutions and private companies. Develops reports and status
documents to form recommendations, advocate patient rights in
media, form hearing statements.
Has formulated documents that advocate for ‘inclusion of patients’, but
do not mention health literacy specifically.

Estonia
Familiarity with the concept of HL
In Estonia, the term HL is no common term, and is discussed in terms of health education,
awareness and patient empowerment.
Policies on HL
Policies directly addressing health literacy in the context of public health or in the context of
clinical practice were not found.
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Examples of programmes and actions indirectly contributing to HL
No examples of activities specifically focusing on the improvement of HL were given. There are
however a number of national policies and activities in Estonia that have a link to health
literacy as they focus on related terms such as health education, awareness and patient
empowerment. To illustrate the context for policy interventions in Estonia, these policies are
described below:
- The National Health Plan 2009-2020 aims to achieve a longer life and better quality of life
for all people in Estonia by increasing public awareness about health risks, promoting a
healthy lifestyle and delivering patient information for disease prevention and the
management of chronic conditions in different areas.
- The National HIV/AIDS Prevention Strategy for 2006–2015 also aims to increase awareness
among the public about HIV by giving information, training and counselling in the whole
population as well as in specific groups.
- National Cancer Strategy 2007-2015 is developed to enlarge population awareness of
cancer risks, especially of the ones that are avoidable.
- National Strategy for Prevention of Cardiovascular Diseases 2005-2020 is a strategy toward
improved heart health, combining the knowledge and action plans of various fields.
Although there are a number of national policies and programmes that indirectly may improve
HL, no specific names or links to programmes and actions were given. Our country expert
indicates that the attention for health promotion and health education among the general
population as well as among specific groups such as patients with acute or chronic diseases,
specific risk groups (e.g. HIV-infected persons, drug abusers) has been increased year by year.
Currently, health policy focuses on the following topics: prevention of hazardous and harmful
drinking; prevention of HIV and sexually transmitted diseases; promotion of child and youth
health; prevention of drug addiction; health promotion in communities, health care
institutions, kindergartens, schools and workplaces; healthy nutrition; decrease of tobacco
consumption; prevention of tuberculosis; prevention and early detection of breast and cervical
cancer.
In all above mentioned activities the health education (increasing the health awareness among
the population) plays a great role This is done, among others, by training the trainers (health
promoting specialists), providing information through electronic channels, social media, mass
media, carrying out campaigns, providing booklets etc. These activities are implemented
through the several state-funded public health programmes.
Stakeholders
Table 4.5 provides an overview of stakeholders in Estonia that are involved in national action
plans that indirectly contribute to the improvement of HL.

56

Study on sound evidence for a better understanding of health literacy in the European Union

EUROPEAN COMMISSION

Table 4.5

Stakeholders and their contribution in national health action plans in Estonia indirectly
influencing HL

Stakeholder or organisation

Their role in national health action plans

Ministry of Social Affairs

Working up the policy and strategy (e.g. national health plan and
strategy implementation)

National Institute of Health Development

Putting into practice both policy and strategy directed towards the
increase of people's skills and knowledge as well as activities aiming at
the change of social, environmental and economic conditions through
several national projects and programmes.

County governments

Implementation of health promotion (including health education)
activities on the county (regional) level, e.g. coordination of network of
health promoting schools and kindergarten

Municipalities

Implementation of health promotion (including health education)
activities on the municipality (local) level, participation in health
promotion and health education activities in the municipality as well as
in cooperation between the municipalities

Estonian Health Insurance Fund

Coordination and financing the publication of patient information
newsletters/ bulletins (electronic and hard copies)

Hospitals and other health institutions

Providing the patient information and patient education through the
national network of health promoting hospitals and health services

NGOs (patient organisations, medical
associations)

Participation in policy process, disseminating the health information in
the population (public actions, lectures), providing newsletters,
bulletins and web sites about health information

Schools and kindergartens

Health promotion activities for children, health education, promotion
of healthy lifestyles

Universities and research institutions

Research in the field of health education, participation in policy process

Employers

Informing the employees about the specific work-related health risks;
participation in policy process

Finland
Familiarity with the concept of HL
No information was found on this topic or given by our country expert but given the lack of
policy documents HL probably is a term that is not often used in Finland.
Policies on HL
According to our informant in Finland there are no policy documents or national
recommendations about HL in Finland. Also people working at the Ministry and National
Institute of Welfare and Health (THL) who are working in the field of health promotion and
community activities agreed that health literacy has not been addressed in any health
programmes in recent years. In addition, the literature search revealed no further policies to
include in our overview. However, from additional desk research we found a publication on
health literacy as a learning outcome from health education in schools (Paakari & Paakari
2012). So it seems that the most common context where health literacy is encountered in
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Finland is in health education in schools which is based on a national curriculum and is an
obligatory subject. The Research Center for Health Promotion, Department of Health Sciences,
Jyväskylä University is involved in these projects.
Examples of programmes and actions indirectly contributing to HL
Stakeholders
-

France
Familiarity with the concept of HL
According to our country expert the term HL in French is ‘littératie en santé’, but this term is
mainly used in Canada and almost never mentioned in France. The closest concepts for HL that
are used in France are the ones related to psychosocial skills, as well as health promotion and
to a lesser degree empowerment. However, both ‘empowerment’ and ‘literacy’ are not
popular as term in France as it is very hard to translate them in French, and they don't have a
real meaning in the French language.
Policies on HL
There are no policies on national or regional level directly focusing on HL in France. Health
education programmes are referred to when asking about policies on HL, while they are not
specifically targeting health literacy per se.
When referring to any policy developments regarding the improvement of health literacy,
therapeutic patient education was mentioned (recognized as an obligation for patient care in
the «Hospital, patients, health, territories» Act dated 21 July 2009) – Ministry of health (for
national specifications)/ Regional Health Agencies (for authorisations).
Examples of programmes and actions on HL
Although according to our country expert there were no policies on HL in France, a number of
activities were mentioned (Annex F) that did not use the term HL explicitly but do contribute
to HL improvement, e.g. by adaption of health information to illiterate or minority groups.
Examples are given below. Most of these examples were in a stage of implementation and
evaluation. Since these activities are very closely linked to HL, we have decided to include
them in table 4.23.
National level
Activities mentioned by our country expert are:
- School health education programmes (directed towards the development of psychosocial
skills by the 1998 Directives, as part of the common core of knowledge and skills by the
1995 Law on orientation ) under the National directives of the Ministry of Education (&
Ministry of Health e.g. five-years programmes on prevention and education , 2003)
implemented from territorial (Academy) project to school project.
- Regional programmes for access to prevention and treatment (PRAPS, established by the
1998 law against exclusion, confirmed by the 2009 Act as part of the mandatory
programmes of the regional health plan, and targeted at the poorest sectors of society :
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include community health education activities (e.g. « ateliers santé » (see section F10 in
Annex F) or illiterates-targeted actions (e.g. PRAPS 2012-2016 pays de Loire)) under
responsibility of the representative of the State in the region, i.e. the French Regional
Health Agencies since 2009.
- Adaptation of health information in France for the improvement of the accessibility of
cancer information (SOR SAVOIR PATIENT programme), initiated by The National federation
of cancer research centres.
Stakeholders
Stakeholders mentioned by our country expert are depicted in Table 4.6.
Table 4.6

Stakeholders and their contribution to policies and activities indirectly influencing HL in France

Stakeholder

Short description of their role

Ministry of Education /
Ministry of Health

- School health education policy is formulated at national level by the
Ministry of education (Directorate of School Education): definition
and development of health educational curricula, health priority
areas, procedures for implementing health education programmes.
- Partnerships between the Ministry of Education and the Ministry of
Health to promote health education in school and to prevent
language disorders in children.
- Framework agreement between the two ministries in 2003: school
health education policy is now part of a five-year programme of
prevention and education, defined in terms of priority objectives,
action and evaluation strategies.

National Institute for prevention and
health education
(Institut national de prevention et
d’éducation pour la santé, INPES)

- Created in 2002, the National Institute dedicated to prevention and
health education defines and implements the national programmes
in this field on behalf of the Ministry of Health.
- Accessibility of information - As a key actor for developing health and
prevention information, the institute has initiated since 2008 an
important effort to make information accessible to people with
sensory (visual and hearing) disability and is today engaged in a
project on universal accessibility, in order to help reduce social
inequalities in health.
- Health education - In the field of school health education, the
institute plays an important role in the production of teaching
resources and study materials and in the coordination of networks.
- E.g. : in partnership with the Directorate of School Education, the
institute has been in charge of experimenting school health
education programmes, providing recommendations for
implementation (methodological guide, 2006) and developing
teachers training materials (PROFEDUS tool).

Health Higher Authority (Haute Autorité
de Santé, HAS)

- The French National Authority for Health is an advisory, public and
independent scientific expertise body and a leading authority for
quality assessment (health products, professional practices, health
care organisation, public health). In its role to promote good practice
and the good use of care with health professionals and the wider
public, the organisation produces important methodological
resources.

- table 4.6 continues –
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- table 4.6 continued Stakeholder

Short description of their role
- It plays an active part in the development of therapeutic patient
education programmes, by providing guides, methods and tools to
facilitate their implementation and evaluation.
- It also develops the methodology for providing high quality and
understandable health written information to patients and health
care users. Criteria of quality include patients’ participation in the
process of developing information intended for them on the same
level as the use of reference, updated medical sources
(methodological guide published in 2008).

Regional Health Agencies (Agences
régionales de santé, ARS)

- Set up by the 2009 « HPST » Act, the regional Health Agencies are
responsible for ensuring a unified health policy at the regional level,
in order to better meet specific territorial needs and make the health
system more efficient.
Within their very broad scope of actions (prevention, safety and
health monitoring, care supply, medical and social assistance), the
agencies contribute in health education/promotion policy
development through their regional health plans that determine the
main development directions (e.g. the therapeutic patient education
programmes; the regional programmes for access to prevention and
treatment).
The latter targeted at deprived people are concerned by the low
literacy and receptivity to health messages among these population
groups and the ensuing need to adapt the messages to reach the
target audience. The fight against illiteracy can be integrated within
the framework of regional prevention and health-care access plans,
as is the case with the PRAPS 2012-2016 Pays de la Loire.

Regional Authorities for Health Education
and Promotion (Instances régionales
d’éducation et de promotion de la santé,
IREPS).

- The Regional Authorities for Health Education and Promotion results
from the grouping or merger of historic and ancient local
associations conducting a field work since the 1950s.
- The primary role of the IREPS is to encourage health promotion, in
particular through health education activities. Within the framework
of regional prevention and health-care access programmes, they
conduct health education workshops with disadvantaged groups
across the region (cf. ‘ateliers santé’ pays de la Loire in annexe B2) or
Internet literacy workshops for deaf and hearing-impaired young
people (« Internet et moi »). However, the Regional authorities have
become more a resource organisation, moving from direct
interventions with the public toward a role of actor
professionalisation and improvement of practices quality: training,
methodological support, project coordination, specialized literature
and intervention tools.

National Agency to Fight Illiteracy
(Agence Nationale de Lutte Contre
l'Illettrisme, ANLCI)

- The French National Agency against Illiteracy is a public interest
grouping that gathers all institutional and field actors involved in the
prevention and the fight against illiteracy in order to pool energies
and resources and provide stakeholders and decision-makers with
the necessary insight.

- table 4.6 continues –
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- table 4.6 continued Stakeholder

Short description of their role
- In the area of health, the agency develops partnerships and
conventions with health stakeholders (e.g. the National Federation of
French Mutual health Insurers, the national federation of language
therapists) to promote prevention and access to healthcare and
information for people with literacy problems.

National federation of
cancer research centres (Fédération
nationale des centres de lutte contre
le cancer, FNCLCC)

- Created in 1964, the French national federation of cancer research
centres (now The French Federation of Comprehensive Cancer
Centres, UNICANCER Federation) is an employer, medical and
scientific organisation that represents the 20 regional comprehensive
cancer centres (C.R.L.C.C) with institutional players. These private,
non-profit, university hospital establishments have a threefold
mission: patient care, research and teaching.
- Since the 1990s the federation has launched several work
programmes on cancer information quality and adaptation (the
Standards, Options, Recommendations for clinical practice, initiated
in 1993 and SOR SAVOIR PATIENT for patient information and
education, initiated in 1998). The objectives of the information
adaption work are twofold : 1) to provide cancer patients and cancer
relatives with a scientifically validated, understandable, accessible
and regularly updated information about the various kinds of cancer
and their treatments 2) and to provide physicians with a basic
foundation of summary and understandable information to help
them take better care of their patients. Since then, more than 20
information guides (cancer-specific and cross-topics) have been
published and disseminated in health care facilities.

Germany
Familiarity with the concept of HL
‘Gesundheitskompetenz(en)’ is used synonymously with the English-language term ‘Health
Literacy’, and it is sometimes mixed up with ‘Gesundheitsförderung’ (health promotion, which
in the German context sometimes appears to be invoked specifically in order to improve health
literacy). Overall focus appears to be on education for and promotion of health literacy
(patients, children/youth, health professionals) and in corporate settings.
Policies on HL
Though the German Ministries of Health or Education up until now didn’t actively take the lead
in policies or programmes regarding health literacy, they are involved in some actions (see
below and Annex F, F11).
In 2000 an alliance of stakeholders (lead by the Gesellschaft für Versicherungswissenschaft und
-gestaltung e.V. (GVG) defined seven national health targets for Germany
‘Gesundheidsziele.de’. One of these health targets is to increase Health competence or
Gesundheitliche Kompetenz and Patient empowerment (Patient(inn)ensouveränität) (2003;
Aktualisierung 2011). Next to the national health targets also individual ‘Bundesländer‘ have
defined own health targets.
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The state of North Rhine Westphalia in Germany, was one of the collaborating partners of the
HLS-EU study that was conducted between 2009 and 2012.
In 2013 a group of health care researchers (epidemiology, health economics, health education,
education, public health) and several stakeholders (e.g. sickness funds, patient organisations)
founded the ‘German Network for Health Literacy and Health Education’. The network consists
of nearly 40 members. The network functions as a neutral platform where different
perspectives on health literacy research and practice can be exchanged and joint ideas on a
national agenda can be developed and distributed. Concerning future plans, the ‘German
Network for Health Literacy and Health Education’ aims to develop common strategies to
increase the policy impact of health literacy research by distributing evidence and agenda
shaping. Further the network will crosslinks stakeholders to jointly develop low threshold
interventions to strengthen the health literacy level of the public. Gesundheitsziele.de’ will
continue to evaluate health targets in the next years.
Examples of programmes and actions on HL
The country expert of Germany mentioned a number of examples of programmes that
together cover all the stages of policy development on HL from agenda setting, policy
development, implementation and evaluation (Annex F, F11).
National level
- The Institute for Quality and Efficiency in Health Care (IQWiG) was established in 2004 to
provide Germany’s Federal Joint Committee with evidence-based evaluations of the
benefits and cost benefits of health services, and functions in an advisory role to the
Government. The German government has located the responsibility for a national health
information website within this institute. The IQWiG has developed this website, using a
conceptual approach based on health literacy and empowerment and a methodological
approach based on evidence.
- ‘Improving equal opportunities in health and supporting health promotion among socially
disadvantaged individuals are the objectives of the country-wide cooperative alliance
‘Gesundheitliche Chancengleichheit’ (http://www.gesundheitliche-chancengleichheit.de/)
Established and mostly also financed by the Bundeszentrale für gesundheitliche Aufklärung
(BZgA), the alliance comprises 62 organisations working primarily on promoting health
among children and youth, the unemployed, and older people, by way of the campaign
‘Growing up healthy is for everybody!’ (‘Gesund aufwachsen für alle!’). The cooperative
alliance also runs a project called ‘GeKoKidS – Health literacy among school children:
evaluation of a population study for strengthening health-related competencies for grades
5/6’ (10-11 years old).
- The Ethno-Medical Centre, Hannover together with the German Health Service started the
MiMi programme in 2003 (Mit Migranten, für Migranten). The goal of the programme is to
make the German health system more accessible to immigrants, increase their health
literacy while simultaneously empowering immigrant communities by prompting their
direct participation in the process. It is also there that the Hannover Medical University runs
a patient university that promotes health literacy.
- The AOK’s scientific institute (published in the WIdO Monitor online publication) carried out
a national survey among individuals with AOK health insurance http://aok-bv.de/imperia/
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md/aokbv/gesundheit/gesundheitskompetenz/wido-monitor_2_14.pdf
- Project by Jacobs University Bremen on developing health literacy among older people,
http://www.gesundheitsstadt-berlin.de/mehr-gesundheitskompetenz-fuer-aelteremenschen-3311/ (part of EU IROHLA project).
- In September 2014 the biannual conference ‘Health Literacy - Basic competence in the socalled health or knowledge Society’ of the German-speaking countries Germany, Austria,
Switzerland took place in Villach – organised by the department Health Care, CUAS and the
three national scientific societies of medicine/health/care sociology in each country.
Regional
- In the city of Hamburg (Eppendorf hospital) a study to improve health literacy among
Turkish-origin diabetics in relation to course of disease, service concept, socio-economic
status and integration was carried out by the Hannover Medical University
(‘Gesundheitskompetenz von türkischstämmigen Diabetikern in Abhängigkeit von
Krankheitsverlauf, Versorgungskonzept, sozioökonomischem Status und Integration’, see
http://www.uke.de/extern/gtd/).
- Healthcare professionals can be informed e.g. by the portal Medinfo.de, which presents
links and information on Gesundheitskompetenz (Health literacy).
- Researchers and research institutes play an important role in the agenda-setting regarding
Health literacy. Germany (e.g. NordRhein Westfalen) participated in the HLS-EU study.
Other major research institutes on national level are the Bundeszentrale für
Gesundheitliche Aufklärung (BZGA) in Cologne and the Robert Koch Institute in Berlin.
- The above-mentioned NRW Centre for Health funds a regional project, ‘Health Literacy –
Establishing health literacy among older people and other vulnerable population groups in
North-Rhine Westphalia (a specific Health Literacy Survey for NRW) , carried out by
Bielefeld University, 2011-2015.
Stakeholders
Stakeholders in Germany are depicted in Table 4.7.

Table 4.7

Stakeholders and their contribution to policies and activities on HL in Germany

Stakeholders

Short description of their role

Alliances / Network

- Influence policy agenda setting by asking attention for health
literacy via media and via contact with policy makers

- Knowledge transfer
- Connecting stakeholders
- Evaluate health targets
Universities or research and knowledge
institutions (IQWiG, BZgA)

- Intervention development
- Knowledge provision
- Website

Healthcare professionals

- Use of tools (website) to improve interaction with low health
literate patients

Study on sound evidence for a better understanding of health literacy in the European Union

63

EUROPEAN COMMISSION

Greece
Familiarity with the concept of HL
The term HL is not very common in Greece yet and there is some unclarity about the exact
scope of HL. However, Greece was one of the collaborating partners of the HLS-EU study that
was conducted between 2009 and 2012.
Policies on HL
There is a legislation in Greece which was documented in 1992 [Γ2/4867/28-8-1992,(ΦΕΚ 629
τ. Β/23-10-1992) and Η Υ.Α. 7668 / Γ2 18-12-1997 (ΦΕΚ 1153 τ. Β /29-12-1997)]. According to
this legislation of the Ministry of Education, there was a health literacy subject within the
educational schedule of secondary education that focuses on increasing the knowledge of
children and arise their awareness over health literacy and healthy living. Currently, this is one
of the major plans (action entitled: Environmental education, health literacy and cultural
awareness) of the ministry that tries to empower these lessons and broaden health literacy
interventions through interactive subjects.
Examples of programmes and actions indirectly contributing to HL
Our country expert indicated that there are several health literacy programmes or actions in
Greece, mainly lead by universities, institutions or health care researchers rather than public
authorities. Nevertheless, there are a few actions co-organised or supported by the authorities
of Regional Health Regions or the Ministry of Health or Ministry of Education, but no such
national policies seem to be in action at the moment. We received six specific programmes or
initiatives that, according to our contact person focus on the improvement of health literacy,
but a closer look on these programmes learned that five out of six did not explicitly mention
the term HL in their programme description but rather mentioned related terms such as
cognitive skills and health knowledge. The one that explicitly spoke about HL was a regional
programme developed to improve health literacy regarding diabetes, cancer and cardiovascular
diseases and in this way promoting early screening and prevention. This programme was
initiated by the Institution of Prevention and Early Detection of Disease (see also Annex F, F12).
The other programmes focused on the improvement of health knowledge and skills of parents
and teachers of pre-school children to diagnose and prevent cognitive and intellectual
difficulties, the assessment and improvement of existing knowledge and skills of individuals in
the general population regarding the access, understanding and adaption of preventive
measures, and the improvement of the cognitive skills and abilities of healthcare professionals
to access, read, understand and adapt the correct strategies to treat or manage patients in
primary healthcare. The exact content of these programmes remains unclear for us however.
Stakeholders
Stakeholders in Greece mentioned by our country expert are depicted in Table 4.8.
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Table 4.8

Stakeholders involved in the improvement of HL in Greece and their role in the HL policy
process

Stakeholders

Short description of their role

University hospitals

Organising information campaigns at a local level

University Departments of Medicine

Conducting research on health aspects and running health literacy
interventions on focus groups of targeted population groups

Regional Health Regions

Organising information campaigns at a local level or collaborating with
universities to conduct research on health literacy among school
children or over-aged population groups or among health care
professionals and physicians

Hungary
Familiarity with the concept of HL
HL is no common term in Hungary and predominantly discussed in the context of health
promotion.
Policies on HL
There are no specific policies or activities on a national or regional level in Hungary aimed at
improving HL but there are a number of activities that relate to HL and may, indirectly,
improve HL of the population.
Examples of programmes and actions indirectly contributing to HL
Activities take place in the area of the promotion of healthy eating, physical and mental
lifestyle promotion, prevention of obesity, breast cancer and other oncological diseases and
cardiovascular diseases (see also Annex F, F13). We have restricted the examples to those that
are most directly focused on HL.
Stakeholders
The policies or the agenda setting for activities that are indirectly related to HL are done by the
Ministry of Human Capacities that governs the State secretariat of health as well as the State
secretariats of social affairs, culture, education and sport. Local authorities run the activities
(i.e. the practical management and follow-up). Medical professionals are involved in the
implementations of the activities.
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Table 4.9

Stakeholders involved in the improvement of HL in Hungary

Stakeholders

Short description of their role

Ministry of Human Capacities

Overall coordination and policy management

Health specific policy making at State Secretariat level
State Secretariat for Health
(http://www.kormany.hu/hu/emberieroforrasok-miniszteriuma/egeszsegugyertfelelos-allamtitkarsag)
National Institutions:
- National Institute for Food and
Nutrition Science
- National Institute for Health
Development (http://www.oeti.hu/
?m1id=20&m2id=207)
- National Institute for Communication
http://www.oefi.hu/aboutus.htm

Responsible for specific health promotion campaigns

Ireland
Familiarity with the concept of HL
HL is a central concept in Ireland’s health debate during the last decade. Ireland was also one
of the collaborating partners of the HLS-EU project that was conducted between 2009 and
2012.
Policies on HL
Up to recently, the Irish government and more specifically the Department of Health, had no
health literacy policy in place, although there was reference to health literacy in a number of
national documents. In 2013 the Department of Health published their new policy – ‘Healthy
Ireland - A Framework for Improved Health and Wellbeing 2013 – 2025’. The policy
recommends action to ‘address and prioritize health literacy in developing future policy,
educational and information interventions’ by a number of partners. The partners named
include the Department of Health, Department of Children and Youth Affairs, Department of
Education and Skills, HSE Directorates, statutory agencies, Community and Voluntary bodies
and the private sector.
Besides this new national policy, HL has gained increasing prominence in Ireland’s health
debate during the last decade. In 2007 the National Adult Literacy Agency (NALA) published a
policy paper on the issue of health literacy, including a strategic plan for 2007-2010. This
document was based on the research report entitled ‘Health Literacy, Policy and Strategy’,
produced by NALA in 2002, which began the formal discussion of health literacy in an Irish
context. The strategic plan for 2007-2010 stressed the importance of addressing the issue of HL
further through research, awareness and integration of health literacy in the Irish health
system.
Examples of programmes and actions on HL
Since the publication of the NALA health literacy policy paper, Ireland has conducted a number
of activities promoting health literacy, that are of great practical worth for patients and
professionals working in the health sector (see also Annex F, F14). It is hoped that all these
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activities will increase awareness and research into the problem of health literacy in Ireland
today. Most of these projects have also been implemented in daily health care practice.
Examples of projects are:
- NALA launched a Plain English Service with grants from the Department of Social and Family
Affairs in 2003; NALA also developed a first health literacy course in 2004 and an audit for
health care settings in 2011. All these initiatives have been implemented across the country
and are frequently used.
- In 2007 ‘The Crystal Clear MSD Health Literacy Awards’ was launched, sponsored by MSD
(Merck Sharp & Dohme) Ireland (Human Health) Limited. The aim of these awards is to
‘recognize and reward the pursuit of clarity in health literacy across education, training,
research, health writing and patient communications’.
- The year 2008 was also the beginning of an MSD-funded doctoral study in health literacy at
the University of Dublin (Director Gerardine Doyle).
- In 2008 a new web portal www.healthliteracy.ie was launched. This website provides
information explaining health literacy to patients and practitioners.
Stakeholders
The main stakeholders in Ireland with respect to HL policy, activities and research are depicted
in Table 4.10.

Table 4.10 Stakeholders and their role or contribution to HL policy development in Ireland
Stakeholder

Short description of their role

Department of Health

Sets national health policy. Has mentioned health literacy in its most
recent health promotion strategy ‘Healthy Ireland: A Framework for
Improved Health and Well-Being 2013-2015’

Health Service Executive

Runs all public health services in Ireland. Has mentioned Health
Literacy in its most recent Health Promotion Strategic Framework
(2011).

National Adult Literacy Agency (NALA)

NGO concerned with all elements of literacy. Has been charged by HSE
with developing health literacy research, awareness and tools.

University College Dublin

University at which Professor of Accountancy (Prof Gerardine Doyle) in
the Business School has undertaken research in health literacy.

Merck Sharpe Dome (MSD)

Multinational pharmaceutical company which has partnered with NALA
to raise awareness and develop tools for promotion of health literacy.

Italy
Familiarity with the concept of HL
In Italy HL is referred to with the English word ‘Health Literacy’ or as the Italian word
‘alfabettizzazione sanitaria’.
Policies on HL
To be able to interpret roles and responsibilities of various public health authorities it is good
to know that the Italian National Institute of Health is a decentralized system which gives the
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20 regions political, administrative, and financial responsibility regarding the provision of
health care. The Italian state retains limited supervisory control and continues to have overall
responsibility for the NHS to assure uniform and essential levels of health services across the
country. The regions have significant autonomy on the revenue side of the regional health
budget and organise services that are designed to meet the needs of their specific populations,
define ways to allocate financial resources to all the Local Health Authorities (LHA) within their
territories, monitor LHAs’ health care services and activities, and assess their performance.
Each region defines a regional plan in accordance with central government guidelines based on
the National healthcare plan.
With regard to HL, in national and regional healthcare plans health literacy is often included
within the policies aiming at enhancing residents’ empowerment especially in terms of
educational campaign to citizens and training to healthcare professionals.
Examples of programmes and activities on HL
Our country expert mentioned two concrete examples of activities on HL improvement in Italy
(Annex F, Table F15) but EPHA added a number of initiatives to this list. Policy development
exist in Italy on a national level but is also performed regionally. Activities mentioned cover
agenda setting, policy development and concrete implementation.
National level
- At national level most of the actions related to HL have to do with education to the citizens
through print materials and media and to healthcare professionals through accredited
courses. Most of these national policies are made through the Istituto Superiore di Sanità –
ISS (http://www.iss.it/chis/?lang=2 ) on behalf of the Italian Ministry of health. The MOH
published in 2010 guidelines on the web channel of the Ministry of Health called 'citizens'
and, more generally, to encourage online education to citizens by any public healthcare
institution (http://www.salute.gov.it/imgs/C_17_pubblicazioni_1473_allegato.pdf).
- The programme ‘Guadagnare salute’ (http://www.guadagnaresalute.it/programmema/ ) is a
national initiative based on the cooperation between the various ministries and different
regional/local stakeholders (local governments, organisations, institutions, associations etc.).
The aim is to develop educational campaigns on prevention and lifestyle to Italian citizens.
- The ARTEMIS project which aims at enhancing HL for immigrants thorough the introduction
of the ‘Educator of community health’, a specialized person operating in the community
services, able to detect the social and healthcare needs of the immigrants, educate them
and direct them to the services they need most.
- The ‘VALORE’ project (http://www.epicentro.iss.it/problemi/hpv/valore.asp ) deals with
educational campaigns on HPV vaccination. All these initiatives involve different
stakeholders among which regions and local health authorities.
Regional
Some regions adopted strategies/policies strictly related to health literacy.
- The most advanced region is Emilia Romagna. In 2008 the LHT’s Directorate-General
installed a working group on HL techniques to start training of health professionals on this
topic and also included the development of HL strategies within the objectives of CEOs of
local health authorities of the region.
- The local health authorities of Bologna and Modena created the ‘Laboratory for Citizen
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-

Empowerment’ aiming at Promoting HL and empowerment of citizens by directly involving
citizens (individuals, representatives of charities, patient groups) in the redaction and
validation of print materials (file:///C:/Users/MeS/Downloads/Daghio_Il%20Laboratorio
%20del%20Cittadino%20Competente.pdf ).
Tuscany and Veneto also adopted some initiatives regarding more in general patients’
empowerment which can be related to the concept of HL in some parts.
In a region of Emilia-Romagna, a working group ‘Applicazione dei principi e delle pratiche
della Health Literacy’ exists (http://www.saluter.it/news/newsletter/2013/health-literacycapirsi-fa-bene-alla-salute).
In the city of Modena a ‘Laboratory for Competent Citizens’ (Laboratorio per il Cittadino
Competente) has been established.
Region of Piemonte produced a factsheet on health literacy
(http://www.dors.it/alleg/newcms/201201/health%20literacydef.pdf).
Ars Toscana (regional health agency, Tuscany) & sociolab jointly produced a paper, ‘The
role of HL in the knowledge processes related to giving birth’ (Il ruolo della Health Literacy
nei processi informativi del percorso di nascita).
(https://www.ars.toscana.it/files/aree_intervento/salute_di_donne/dati_e_statistiche/stra
niere/2011_6_maternal_health_literacy.pdf).

Stakeholders
Stakeholders in Italy, involved in HL policy and activities are depicted in Table 4.11.

Table 4.11 Stakeholders and their role or contribution in the improvement in HL in Italy
Stakeholder or organisation

Short description of their role

Istituto Superiore della Sanità (ISS) - (National
Institute of Health)

The ISS, is an Italian public institution that, as the leading
technical-scientific body of the Italian NHS, performs research,
trial, counselling, documentation and training for public health.
The Institute is under the supervision of the Italian Ministry of
Health. With regard to HL the ISS on behalf of the ministry
coordinates projects related to citizens and health professional
education especially in the field of public health such as
prevention, screening, life style. As example it coordinates the
VALORE project and ARTEMIS projects which also involved the
regions and local health authorities.

Istituto di ricerche farmacologiche Mario Negri
(http://www.marionegri.it/mn/it/
info/engWarn.html)

A scientific non-profit organisation that operates in the field of
biomedical research. It coordinates the healthcare portal
‘partecipasalute’ (http://www.partecipasalute.it/cms_2/ )
which intends to provide to citizens critical tools to evaluate
the health and medical information (press, internet, brochures,
information, ...)

Zadig

Editorial and publishing company that focuses on
communication on medicine, science, nature and the
environment. Zadig works mainly in the field of medicine and
public health. Zadig coordinates also the ‘partecipasalute’
portal

- table 4.11 continues –
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- table 4.11 continued Stakeholder or organisation

Short description of their role

L'albero della salute
(http://www.alberodellasalute.org/)

Since 2005, this association has been officially recognized as a
regional structure for cultural mediation in health care area of
Tuscany region. The association is involved in project related to
training, research education in healthcare of immigrants at
both national and regional level. Among them the Mum health
project of Tuscany region and the national project ARTEMIS

Latvia
Our country expert from Latvia provided us with the information that there are no policies or
initiatives on HL in Latvia. Also, the literature review revealed no further information.

Lithuania
Familiarity with the concept of HL
In Lithuania HL is not a common term.
Policies on HL
There are no specific policies in Lithuania at the moment in which the term HL is explicitly
used.
Policies indirectly focusing on HL
Our country expert in Lithuania indicated that HL in this country is related to broader concepts
such as health education, patient education and information provision. Policies in these areas
may also, indirectly, improve the HL of citizens. Policies aimed at improving health and health
care are developed in three ministries (separately or on consensus of two): the Ministry of
Health Care, the Ministry of Social Security and Labour and the Ministry of Education and
Science. Their role is further specified in Table 4.12. The Ministry of Health is the main policy
provider on health literacy in Lithuania. The main base is the law to provide the information for
the patients (patient rights and tasks (i.e. norms) for physician, nurses). The Ministry of Health
is also responsible for the public health sector institutions which are located in different
municipalities.
Examples of programmes and actions indirectly influencing HL
See Annex F, F17 for examples.
Stakeholders
Stakeholders in Lithuania involved in HL policy and activities are depicted in Table 4.13.
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Table 4.12 Stakeholders and their role in programmes that are linked to the improvement of HL in
Lithuania
Stakeholder or organisation

Short description of their role

Government - Ministry of Health:
State Health Care Accreditation Agency
under the Ministry of Health

The national platform on patients' safety

Government - Ministry of Health: task
profiles for medical professionals, doctors
and nurses

To educate the patient

Government - Ministry of Health: public
centers
under the control of ministry of health

To implement the state control of public health safety and to
protect consumer rights within the competency of the Centre
To ensure the environment meets the requirements of the
laws and other legal acts of public health

Government - Ministry of Health

Network of hospitals based on the health promoting
(International Network of Health Promoting Hospitals and
Health Services)

Government - Ministry of Education and
Science

Network of schools based on the strengthening of health

Government –Ministry of Social Security
and Labour

Patients education on safety of work and environment

Nongovernmental organisations (ex.: for
patients with diabetes, for blind patients)

To educate patients and provide relevant information

Government - Ministry of Health: law

Law on patient rights to receive relevant information

Luxembourg
No data provided for Luxembourg.

Malta
Familiarity with the concept of HL
No information.
Policies on HL
Up until now, no policies regarding HL have been identified in Malta. However, in 2014 the
European Health Literacy Survey (HLS-EU) will be carried out in Malta by the Office of the
Commissioner for Mental Health and Older Persons within the Ministry for Energy and Health
Malta. Considering the lack of data on health literacy in Malta, the first priority is to obtain
information of the level of health literacy of the Maltese population and to identify vulnerable
groups within the population who are more at risk of low/limited health literacy. This
information will provide the basis to develop policies, strategies and interventions in the
health system in general. The Ministry for Energy and Health will be ultimately responsible for
the development of health policies on HL. The Office of the Commissioner for Mental Health
and Older Persons may play a role in the development of interventions, because of their
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expertise in the development of interventions targeting advocacy and advances in mental
health issues and matters dealing with aging population.
However, despite Malta’s lack of health literacy policies or actions, different health actors are
increasingly underlining the need of health literacy as a way to guarantee a better public
health. Such is the case of these 3 examples: 1) Malta Health Networks (MHN) Vice President
Philip Michael Chircop said at the Careum International Congress in Basel, Switzerland, the
need of a public health strategy that takes health literacy into account; 2) The Malta Medical
Students’ Association pointed in a policy statement from 2014 called ‘Healthy Ageing’, the lack
of health literacy as one of the current problems of the health system; 3) Parliamentary
Secretary for the Elderly Franco Mercieca said there was an urgent need of educating senior
citizens about the proper use of drugs to minimize risks associated with taking unnecessary
medication, pointing out as well that learning programmes in this respect should ‘aim to
improve the health literacy levels of older persons’.

The Netherlands
Familiarity with the concept of HL
In the Netherlands, HL is known as ‘gezondheidsgeletterdheid’ or ‘gezondheidsvaardigheden’.
Policies on HL
The Dutch government takes no specific initiatives in the development of policies to explicitly
address the problem of lower health literacy in public health. In 2011, the Dutch Health council
wrote an advice to the Dutch Minister of Health with policy suggestions. In her reaction the
Minister acknowledged the importance of the topic, but she stated that most suggestions were
either covered by regular laws and policies that include patient rights or that they are the
responsibility of stakeholders. In health research funded by the government (through ZonMw)
health literacy, however, is becoming a topic of increasing importance. The Netherlands was
also one of the collaborating partners of the HLS-EU project that was conducted between 2009
and 2012.
National working group
At a national level the Dutch Health Literacy Alliance (Alliantie Gezondheidsvaardigheden) was
established in 2010 in the Netherlands, after several healthcare providers and researchers
underlined the importance of attention for problem of lower health literacy. The Dutch Health
Literacy Alliance represents a network of organisations, institutions, companies and individuals.
A NGO in the area of Health promotion and prevention (NIGZ) has lead this initiative, and after
some years the Dutch organisation for health improvement (CBO) took over the coordinating
role. Members of the Alliance include Dutch universities (e.g., Maastricht University, University
of Amsterdam, Utrecht University) , research and knowledge institutions (e.g., NIVELNetherlands Institute for Health Services Research, the Netherlands Organisation for Applied
Scientific Research) NGO’s (e.g., the Royal Dutch Society for Pharmacy Promotion, Stimulansz)
and foundations (e.g., the Dutch association for Reading and Writing, the Kidney Association).
Currently the Alliance is directed at stimulating a national movement in the area of quality
improvement of healthcare and health promotion for people with (very) limited health literacy
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skills. Also they aim to form a platform for the start of initiatives, to combine and distribute
them and to develop knowledge on health literacy and combine and spread this knowledge.
The Alliance invests in the development of instruments that can be used by healthcare
professionals in their contact with patients who have lower health literacy. Furthermore, the
Alliance aims to stimulate collaboration between members.
The National Prevention Plan 2014-2016 (‘Alles is Gezondheid: Nationaal Programmema
Preventie 2014-2016’) puts an emphasis on increasing health literacy-like skills among low
literate employees (point under focus on ‘health at work’ and ‘support of specific groups’) 13,
with an aim to increase level of language of low literate employees so that their perceived
health status and way of healthy and safe work will improve.
The following stakeholders are involved: Foundation’ Reading and writing’ (Stichting Lezen &
Schrijven), a wide variety of big and small companies and institutions in the Netherlands focus
on decreasing levels of low literacy (general) among their workers, by means of a ‘Roadmap
Low Literacy at the Workplace’ by SLS.
Examples of programmes and activities on HL
We found nine examples to include in Annex F for the Netherlands (Table F20). Although the
Netherlands has no national policy, there are a lot of initiatives for agenda setting, policy
development and implementations of tools to improve HL on national, regional and local level.
National
- Foundation’ Reading and writing’ (Stichting Lezen & Schrijven ) aims to keep low (health)
literacy on the (political) agenda, by asking for media attention and helping organisations by
offering knowledge on low health literacy. This foundation is also active on a European level
(www.readingandwriting.eu).
- In their Advice of 2011 the Dutch National Health Council (Gezondheidsraad) advised the
minister of Public Health, Welfare and Sports to recognize the importance of attention for
the effects of low health literacy. The document is meant to set the political agenda in the
Netherlands (http://www.ceg.nl/uploads/publicaties/ Laaggeletterdheid_te_lijf.pdf).
- In a knowledge synthesis of the NIVEL institute (2014), knowledge on health literacy is
synthesized and recommendations are provided for research, policy and practice. The
knowledge is based on international research, but also includes knowledge obtained from
Dutch research. It is recommended that more Dutch research on health literacy is needed
and knowledge is lacking on health literacy among specific groups, e.g. ethnic minorities.
Implementation and intervention research including the effectiveness of interventions is
also recommended (http://www.nivel.nl/sites/default/files/bestanden/KennissyntheseGezondheidsvaardigheden-2014.pdf).
- The LHV toolkit ‘low literate patients’ (laaggeletterden) was developed for general
practitioners and practice nurses. It offers information that will help them to improve their
communication with patients who have lower health literacy skills. It offers handles to deal
with low literacy during telephone conversations, at the desk, during a medical consult,
when medication needs to be prescribed or when patients need to be referred. It also
includes tips to increase the accessibility of healthcare practices
13

http://www.rijksoverheid.nl/onderwerpen/gezondheid-en-preventie/documenten-en-publicaties/rapporten/
2013/10/11/alles-is-gezondheid-het-nationaal-programma-preventie-2014-2016-deel-1-en-deel-2.html
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(http://www.ggdkennisnet.nl/?file=6432&m=1323877661&action=file.download).
- The toolkit ‘healthy language, dealing with low literacy in healthcare’( gezonde taal, omgaan
met laaggeletterdheid in de zorg ) was developed by CBO to improve health services by
offering guidelines and information for healthcare providers that can help them dealing
with low literate patients in healthcare practice (http://www.gezondheidsvaardigheden.nl/toolkit-gezonde-taal/).
- Pharos invests in various projects that help to improve practice. The organisation provides
training for healthcare providers in which they learn how to deal with patients who have
lower health literacy skills. Pharos also develops information materials in collaboration with
other organisations to inform people with lower health literacy on health-related issues
(http://www.pharos.nl/nl/kenniscentrum/somatische-zorg/begrijpelijk-communiceren/
gezondheidsvaardigheden).
- Two Public Health Status and Foresight reports (Volksgezondheid Toekomst Verkenningen)
describe public developments, including the role of lower health literacy for citizens’ control
over their care. The report is meant to set the agenda for future research and policy
(http://www.volksgezondheidtoekomstverkenning.nl/De_rol_van_de_burger ).
- Twickler and colleagues in 2009 published one of the first papers in the Netherlands that
raised attention for the topic of health literacy from a clinical point of view. It sets an
agenda for the development of methods to improve the accessibility of information for
individuals with lower health literacy. The paper describes the importance of developing an
easy to use method for the recognition of limited health literacy and to validate this
method. That method should be able to determine whether patients search for information
that is important to them and whether they are able to process the information, evaluate
the information and apply the information. Subsequently it is important to investigate
which competences healthcare professionals need in order to help patients with lower
health literacy skills. They need to have knowledge of the problem and insight in their own
views on the matter and they need to have good communication skills
(www.ntvg.nl/klinischepraktijk).
Stakeholders
In table 4.13 an overview is given of the main stakeholders that have a role in (future) HL
policies and activities in the Netherlands.

Table 4.13 Stakeholders and their role or contribution in the improvement in HL in the Netherlands
Stakeholder or organisation

Short description of their role

Associations / foundations / Alliance

- Influence policy agenda setting by asking attention for health
literacy via media and via contact with policy makers

- Knowledge transfer
- Connecting stakeholders
Universities or research and knowledge
institutions

- Intervention development
- Knowledge provision

Healthcare providers / healthcare organisations

- Use of tools to improve interaction with low health literate
patients
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Poland
Familiarity with the concept of HL
HL in Poland is referred to as ‘alfabetyzm zdrowotny’ or ‘swiadomosc zdrowotna’.
Policies on HL
No information on policies or initiatives on HL was provided by our country expert from
Poland. Also, the literature review revealed no further information. However, Poland was one
of the collaborating partners of the HLSHLS-EU project that was conducted between 2009 and
2012.
EPHA indicated that dissemination of information by health care providers is regulated by the
2004 Law on Health Care Services, financed from Public Sources and by the NFZ (National
Health Fund). Additionally, based on the 2008 Law on Patient Rights and the Patient Rights
Ombudsman, patients have the right to obtain information on their health status, diagnosis,
available diagnostic and treatment methods, and the potential consequences of their
application or non-application, likely results of treatment and prognosis.
Given this information we characterize the stage of policy development in Poland as problem
definition and agenda setting, mainly because of their collaboration into the HLS-EU project.
Programmes and activities on HL
EPHA indicated that evidence on the level of health literacy among Polish patients is scarce.
There was a survey in 2009 among big city inhabitants aimed at determining the level of health
literacy and detect vulnerable groups. 14,15
Stakeholders
No information given.

Portugal
Familiarity with the concept of HL
The term is used in national policy documents.
Policies on HL
The National Health Plan 2011-2016 presents a strategy (citizenship and health) that addresses
health literacy. Also, the National Health plan approved for the years 2016-2020 16 speaks
about health literacy promotion at both national and regional levels. The strategy mentions
that the National Health Plan presents ‘instruments and actions that are intended for citizens
to get involved with health institutions and systems, through: (...) Health literacy: its
objectives, strategies and instruments for its promotion, in an intersectional perspective’.
14

Cylkowska-Nowak M., Pajko J. (2009) : Alfabetyzm zdrowotny mieszkańców dużego miasta – wynikibadania
pilotażowego, Polski Przegląd Nauk o Zdrowiu 2009, nr 1(18), s.18-27

15

WHO European Observatory on Health Systems and Policies (2011). Health systems in transition. Poland. Vol. 13,
No. 8, 2011. Available at: http://www.euro.who.int/__data/assets/pdf_file/0018/163053/e96443.pdf (13
November 2014).

16

http://pns.dgs.pt/files/2013/05/Versao-resumo.pdf
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Examples of programmes or activities on HL
Our country expert only give one detailed description of an activity that we included in Annex
F, Table F22 but mentioned some others in the country information. They are described below.
In general, HL is incorporated in national policy and serves as a framework for policy
development, health care services and evaluation of health care services. Several activities and
tools have been implemented to improve HL.
National
- The National School of Public Health in Lisboa was as a collaborating partner involved in the
HLS-EU project. Following-up the European Health Literacy Project, the HLS-EU
questionnaire was translated in Portuguese for Portugal and Brazil. A website was launched
where planned activities are announced and actions are promoted. At the moment an
investigation on health literacy is running ( http://literacia-saude.info/ ).
- The department of Health Promotion and Prevention of non-transmittable diseases 17
develops activities towards better health literacy among patients, promoting a proper
divulgation of scientific culture in chronic diseases, regarding its prevention and control.
The department also works with the National Health System, having a research lab,
producing updated information regarding disease prevention and health promotion. The
Harvard Medical School programme in Portugal 18 also worked until 2013, although was
discontinued. Nevertheless, much of the information was incorporated in the National
Health System to divulgate and providing the information to the population.
- The Calouste Gulbenkian foundation, independently, created a fund for research and
promoting health literacy 19. Within a strand ‘Innovation in Health’, the project ‘Health
Literacy’ aims to empower people through education for health and literacy in health. In
2013, there were 6 sub-projects rune focusing on: understanding health information,
promoting literacy and empowerment of people with Diabetes type 2, art and mobile
technology in health literacy: obesity prevention in adolescence, health literacy in the
elderly population, written health information: an health literacy study in low-education
Portuguese population, and promoting health literacy in prisons.
Regional
- At a regional level 20, institutions have quality records, so that healthcare facilities can be
regularly evaluated: one of the evaluation items concerns the health literacy level of
patients, in particular those with chronic conditions, such as Diabetes, COPD or
Hypertension.
Stakeholders
In Table 4.14 on overview is given of the main stakeholders that can have a role in (future) HL
policies and activities in Portugal.

17

http://www.insa.pt/sites/INSA/Portugues/AreasCientificas/PSDC/Paginas/inicio.aspx

18

http://www.hmsportugal.pt/

19

http://www.gulbenkian.pt/inst/pt/Fundacao/ProgramasGulbenkian/InovarEmSaude?a=1106

20

http://pns.dgs.pt/
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Table 4.14 Stakeholders that (may) have a role in HL policy development in Portugal
Stakeholder or organisation

Their possible role in the health literacy policy process

National Health policy level

-

Health Organisations (like hospitals, health
centers and other public institutions)

- To reassure patients’ rights and participation
- Promote patient confidence in their health institutions
- Develop health education programmes and self-care

Health Professionals (within public
institutions)

- To take social determinants of health into consideration

For the citizens

- Be responsible for their health behaviours and health promotion

Promote empowerment, literacy and participation;
Diffusion of patients’ rights and duties in health
Planning, interventions and assessment in health citizenship
Promote the participation of patients organisations
Development of professional skills in health citizenship
To promote patient's participation through health organisations

habits

Romania
Familiarity with the concept of HL
In Romania HL is no common term. HL is referred to as ‘Health Literacy’, cunoştinţe în materie
de sănătate or alfabetizare de sanatate but searching for these terms on the internet or in
databases gave almost no entries.
Policies on HL
There are no specific policies in Romania at the moment in which the term HL is explicitly used.
HL in Romania is related to broader concepts such as health education, patient education and
public health. We found no specific policy references to HL at national / regional level,
however improving HL is implied in initiatives such as the ‘Roma health mediator’ programme.
Examples of programmes and activities indirectly addressing HL
Our country expert mentioned a number of programmes or initiatives that not directly address
HL but indirectly do so, such as health education programmes as ‘Save the children’en ‘Red
Cross’. They are pictured in Annex F, F23.
Stakeholders
In the programmes mentioned in Annex F, F23, there are a number of important stakeholders.
They are displayed in Table 4.15.
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Table 4.15 Main Stakeholders in Romanian policies and activities that have a link with HL
Stakeholders

Short description of their role

Ministry of National Education

National Health Education Programme in Romanian Schools

The National School of Public Health,
Management and Professional
Development (NSPHMPDB)

Contribute to the development of health promotion policies and health
education, especially on the ones regarding the national network of
health promotion and community assistance. It also sets priorities for the
implementation of programmes, including IEC campaigns, and activities
in its field, develops practice guidelines, criteria of efficiency and ethics,
and other useful methodological materials to promote health, education
health, particularly those conducted by the national network of health
promotion at the national and local.
NSPHMPDB provides advice and technical assistance to institutions and
nongovernmental organisations engaged in health promotion activities
and programmes, including health education and IEC campaigns.

Ministry of health

Health Education Programme

Slovakia
Familiarity with the concept of HL
HL is not a common term in Slovakia. However, our search triggered our country expert of
Slovakia to learn more about the subject of HL and to organise a workshop at a national
medical conference on HL to inform his colleagues on the Ministry of Health and all the GP’s
(n=2.400) in his country. Approximately 700 of them will attend the workshop.
Policies on HL
No information on policies or initiatives on HL was provided by our country expert from
Slovakia. Also, the literature review revealed no further information. The strategic framework
for healthcare for the years 2014-2030 for the Slovak Republic 21 under its first priority speaks
of investment in health throughout lifecycle and creating opportunities for strengthening
citizens’ responsibilities for health. Not explicitly focused on health literacy, but rather looking
at the concept for a health promotion perspective, improving health literacy is seen as a
principle for people’s participation in activities reinforcing their mental and physical capacities.
Examples of programmes or activities on HL
Stakeholders
-

21
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http://www.vzbb.sk/sk/podujatia/2014/nhp_slovakia.pdf
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Slovenia
Familiarity with the concept of HL
No information found.
Policies on HL
So far, in Slovenia, no policies on a national, regional or local level are formulated under the
lead of the Ministry. The Ministry of Health has included Health Literacy in the draft Strategy of
Development of Public Health Activities 2013-2023 22, but this strategy has not been adopted
yet.
Examples of activities that indirectly contribute to HL
There are a number of activities that relate to HL and may, indirectly, improve HL of the
population. For example, the National Institute of Public Health has formulated Expert
Guidelines for Responsible Journalistic Reporting on Suicide in order to contribute to the
prevention of suicide. Another programme (Directive No 2011/24/EU) on the application of
patients’ rights in cross-border healthcare, also conducted by the Institute of Public Health, is
linked to the concept of HL.
In the coming years, plans and policy intentions are formulated to provide accurate
information to public and specific groups on healthy diet, physical activity, drug use (including
alcohol, tobacco) through different media, including new media used by young people.
Stakeholders
In these plans mentioned above, all stakeholders as mentioned in Table 4.16 are involved.

Table 4.16 Stakeholders that may play a role in HL policy development in Slovenia
Stakeholder or organisation

Short description of their role

Ministry of Health

-

Financing programmes and projects to increase HL. Calls for the promotion
of a healthy lifestyle.
Determines policy, strategies.

National public health institute

Develops guidelines and information for public and specific groups of
populations. Works with stakeholders such as schools in assuring appropriate
programmes for children.

NGOs (from the field of health)

Implements different projects and provides information to increase HL
With their programmes (informing, advising, organising workshops, preparing
material), NGOs have contributed greatly to the health literacy of the general
population in Slovenia. Each has been active in their own fields (cardiovascular
diseases, cancer, diabetes, osteoporosis, etc.). With their promotion and civil
initiatives, they can contribute greatly to the development of literacy policy in
Slovenia.

- table 4.16 continues -
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http://www.mz.gov.si/fileadmin/mz.gov.si/pageuploads/javno_zdravje_2013/-javna_obravnava.pdf
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- tabel 4.16 continued Stakeholder or organisation

Short description of their role

National Institute of Public Health National Population Based Colorectal
Cancer Screening Programme

-

-

Uses different communication channels to improve health literacy
regarding cancer prevention, gastrology, screening and risk factors
connected with cancer.
Develops communication tools for general public and specially for
vulnerable groups (sensory impairment, cognitive impairment, ethnic
minorities).

Local communities

Finance programmes and projects at local level.

The Health Insurance Institute of Slovenia

Various NGOs, institutes, companies may finance their programmes for the
promotion of health literacy with the call budget of the Health Insurance
Institute of Slovenia (prevention of chronic non-communicable diseases,
responsible management of medicines, promotion of a healthy lifestyle for the
workers in working organisations).

The Patient’s Council

Making aware of the rights of patients.

CINDI Slovenia

Important role is played by CINDI Slovenia with the organisation of reference
outpatient clinics and workshops for those with the already present risk factors
for the emergence of chronic non-communicable diseases.

Slovenian Consumer’s Association

Slovenian Consumer’s Association is also among the promoters of health
literacy with certain activities from the field of health (information to general
public).

Spain
Familiarity with the concept of HL
No information found. However, Spain was one of the collaborating partners of the HLS-EU
project that was conducted between 2009 and 2012.
Policies on HL
EPHA indicated that since the 41/2002 law, regarding the patient´s right to informed consent
and to medical information 23, the Spanish National Health System has been working in a
cooperative system between the government and the autonomous regions to create and
promote health literacy programmes. N 2006 and 2007, strategy 9 of the quality health plan
was approved 24, creating a set of measures to improve health literacy in certain specific
medical conditions that were considered as either highly prevalent in the Spanish society, or
with a big economic burden for the government.
The chosen medical conditions were coronary heart disease, cancer, mental health and
psychiatric disorders, diabetes, palliative care patients, COPD and stroke.
The other major concern was educating the population on the existence of rare diseases, and
promoting an investment in their earlier diagnosis and, if possible, prevention, focusing efforts
23

http://www.guiasalud.es/egpc/traduccion/ingles/depresion_infancia/completa/apartado10/
aspectos_legales.html

24

https://www.msssi.gob.es/organizacion/sns/planCalidadSNS/ec_pnc04.htm
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to highlight the healthcare facilities that provided the services and how people could search
and find proper and fast care.
Examples of programmes and activities on HL
The only information about Spain was given by EPHA. Based on their description of policies on
HL in Spain and the examples of activities we conclude that Spain has a National Policy that is
conducted on regional levels like in Italy and Portugal. Policy development has already gone
through the phases of agenda setting and policy development and is now being implemented
in different aspects of health care.
National level
At a national level, there are some services provided to the citizens regarding health literacy,
such as the ‘Office of Information and Attention to the Citizen’, services of equality promotion
for underprivileged citizens and migrants, and an electronic network, that works on a both
national and regional level, to inform the citizens on how to access healthcare, statistics on
health in general.
http://www.msssi.gob.es/organisacion/sns/planCalidadSNS/BBPP.htm
https://www.msssi.gob.es/estadEstudios/estadisticas/sisInfSanSNS/registros/registros.htm
https://www.msssi.gob.es/estadEstudios/estadisticas/sisInfSanSNS/docsInclaSNS/Manual_usu
ario_BD_INCLASNS.pdf
Stakeholders
No information provided.

Sweden
Familiarity with the concept of HL
No information found.
Policies on HL
At this moment no policies regarding HL have been developed at national, regional or lower
level and in which public authorities such as for instance the Ministry has the lead. In most
cases Universities of regional organisations took the lead. National initiatives are lacking.
Examples of programmes or activities on HL
No specific descriptions of activities on HL were given by our country expert to include in
Annex F but some projects were mentioned in the country information and in the description
of stakeholders. They are mentioned below. Like the Netherlands, a national policy on HL is
lacking, but there are a number of initiatives and activities in the area of agenda setting, policy
development and implementation.
National level
The existing initiatives have to do with the improvement of HL among migrants and asylum
seekers, spreading knowledge about HL by presentations, researchers from universities
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(Mårtensson & Wångdahl) and by a website that gives information about HL
(www.halsolitteracitet.se).
County council Västmanland is planning to introduce the concept health literacy for all staff, in
all levels of the health care organisation. More studies will be carried out regarding the role of
health literacy in health evaluations for asylum seekers. In the MILSA project (mentioned as
intervention above) health literacy is a central issue as one aspect of health communication
related to integration of migrants in the Swedish society. The two researchers' (Mårtensson &
Wångdahl) efforts in the form of presentations about health literacy in various contexts will
continue.
The Swedish website on health literacy (www.halsolitteracitet.se) will be up-graded with new
information continuously. Virtual tools to implement health literacy in practice will be
developed (a private company is working on this).
Table 4.17 Initiatives on HL improvement in Sweden: stakeholders and their role
Stakeholders

Short description of their role

Uppsala University, Department of Public Spreading knowledge about the health literacy concept and its
Health and Caring Sciences: Social Medicine importance regarding health evaluations for asylum seekers – three
in cooperation with the Migration Board
reports published in this area.
and the Public Health Agency of Sweden
Uppsala University, Department of Public
Health and Caring Sciences: Social
Medicine

A PhD-students project evaluating the impact on health literacy
levels for the experiences of health evaluations for asylum seekers.

Skåne County administrative board

Carrying out a project focusing on health communication and health
literacy in the area of integration of migrants – the MILSA-project
Spreading knowledge about the health literacy concept in a report
on Hiv/STI promotion.

Halland County administrative board

Spreading knowledge about the health literacy concept by focusing
it in an issue of the board's own journal.

County Council Västmanland

A pilot study on health literacy in order to achieve more equal
health.
Plans for a variation educational efforts to reach higher awareness
about health literacy.

County Council Stockholm

Mentioning health literacy in a report on health promoted living for
persons with cognitive disabilities as well as in a report on believes
about health and ill health among young people.

County Council Östergötland

Including a section about health literacy in a report on actions taken
for health promotion.

County Council Västra Götaland

Focusing on health literacy in a newsletter

Researchers at Göteborg University,
Institution of Neuroscience and Physiology/
Occupational therapy and Uppsala
University; Department of Public Health
and Caring Sciences/ Social Medicine

Introducing the health literacy concept in diverse contexts by giving
several presentations on it, all over the nation.
Translation of three health literacy scales into Swedish and into
minority languages in Sweden.

- table 4.16 continues -
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- tabel 4.16 continued Stakeholders

Short description of their role
Spreading knowledge about health literacy by developing and
continually updating a Swedish website: www.halsolitteracitet.se
Introducing health literacy as a subject in bachelor and master
thesis on educational programmes (including supervision)
Representing Sweden in a Nordic health literacy network and
arranging network meetings in Sweden.

SCREESCO – Screening of Swedish colons

Including assessment of health literacy as a variable in a screening
study of colon cancer, in which 18 out of 21 Swedish counties are
included.

United Kingdom
Familiarity with the concept of HL
Health literacy is a common term that is used in policy documents in the UK and there is a high
familiarity with the term in the health sector.
Policies on HL
Within the EU, the UK can be regarded as the country the most active in the field of health
literacy. In the UK, the governments are actively involved in policies and programmes around
health literacy. Although there is no United Kingdom wide policy on health literacy, extensive
action plan documents are provided by the national governments to address the issue of
health literacy and move the agenda forward. In Wales, there is an action plan for reducing
inequities in health (Fairer health outcomes for all). One of the seven key actions to make
progress in achieving fairer health outcomes for all is Improving HL. In Scotland, the health
literacy action plan (Making it easy) has been developed with a national group, which has
drawn on the expertise of front line practitioners, policy makers, academics and those with
years of experience with NHS boards and the third sector.
National Working group
There is a Health Literacy Group that is funded by the Department of Health in England and the
Department for Innovations, Universities and Skills in England. This group consist of people
interested in building the evidence base for Health Literacy and its impact on people and their
lives, and in supporting national policy to reduce inequalities (www.healthliteracy.org.uk).
There is also the Community Health & Learning Foundation, which is a leading innovative
organisation, pioneering and promoting health literacy and general health related learning.
Their aim is to help people make informed decisions about their own and their families’ health
and to get the most from all the contacts that they have with health services.
Examples of programmes and activities on HL
National
The national programme ‘Skills for Health’ is an example of a large scale initiative that aims to
develop a more skilled and flexible workforce. This initiative is part of the NHS and also
licensed as the Sector Skills Council for Health by the UK Commission for Employment and Skill.
Furthermore, numerous national and regional programmes and other initiatives are focused on
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patient’s and citizen’s health literacy (see Annex F, F28). Focus of these programmes for
example is provision of patient information, self-care skills or service use.
The National Health Service (NHS) England has also sponsored workshops led by the Royal
College of General Practitioners on the importance of health literacy, which has resulted in the
following calls for action:
- A call for Action at the College and NHS England to work together to improve GP training in
health literacy.
- Work with CCGs to consider health literacy when commissioning health services.
- Develop pilot projects where GPs can refer patients for skills courses.
- Develop national guidelines for the literacy and numeracy aspects of health information.
Stakeholders
Stakeholders involved in HL policy and programmes in the United Kingdom are:
- Government Departments (Health and Education).
- Health academics.
- Educational academics.
- Non-government organisations.
- Primary and Community Health Trusts.
- Hospital Trusts.
- Health care practitioners.
- Patient organisations / Service users.
- Local authorities.

4.3.3 Overview of policies and actions
In this section our findings from 27 EU Member States of which we received or found
information will be summarized on a meta-level. Only the information on health literacy
policies and activities of Luxembourg (either from the country experts, literature review, desk
research or EPHA) is missing.
First we will give a summary of the familiarity with the concept of health literacy in the
different EU Member States (see also Table 4.19) and a description and analysis of policies
aimed at improving health literacy, including the level of decision and implementation of these
policies, and their main features. The general country information provided by the country
coordinator or EPHA will be leading in the description of where a country stands with respect
to policy development. In describing the state of the art of policy development in each country
we will use the five stage model of policy development by Stake (1967) (see Box 4.1). Second
we will summarize the programmes and initiatives (n=82) we found across countries.
Familiarity with the concept of health literacy
There is a huge variation in the level in which the concept of health literacy is established
within countries (Table 4.19). Germany, Ireland, Italy, Portugal, Spain, and especially the United
Kingdom have the longest tradition in focusing on health literacy in policies and policy
documents. In those countries health literacy is a rather common term both in policies and in
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health debates. But also Austria, in which the policy attention for health literacy is of more
recent date is very active in developing policies, programmes and activities aimed at improving
health literacy.
Countries as Belgium, Czech Republic, Denmark, Malta, the Netherlands, Sweden and Slovenia
indicate that, despite the fact that health literacy is not a term (often) used in national policies,
the interest in the concept is rapidly growing, especially on a local and regional level;
Therefore, the country experts expect that in a few years, health literacy will also be a topic of
importance on a national level in these countries.
In a number of countries health literacy is not known or used as an independent term but the
concept is linked to broader terms such as health education, health promotion or
empowerment. Countries such as France or Hungary are very active in the areas of health
promotion and empowerment and indicate that health literacy skills of patients certainly play
an important role in this context but are not mentioned as such. In Finland, health literacy as a
term is also (virtually) unknown, only referred to in the context of school-based health
education. Latvia was the only country in which the country expert indicated that health
literacy as a term is unknown and from desk research we did not find other evidence for use of
the term either.

Table 4.19 Establishment of the concept of HL across countries in policies and policy papers
Level of establishment

Country

Regular use in policies, policy documents or in
discussions about health for a number of years

Germany, Ireland, Italy, Portugal, Spain, United Kingdom

Used in policies, documents or discussions about health Austria, Czech Republic, the Netherlands
but the use is of recent date
Term HL is known but its use is very uncommon in
policies, documents or in discussions about health

Belgium, Croatia, Denmark, Malta, Slovenia, Sweden

Not used as an independent term but in the context of
other terms such as health education, health
promotion or empowerment

Bulgaria, Cyprus, Estonia, Finland, France, Greece,
Hungary, Lithuania, Poland, Romania, Slovakia,

Term is unknown

Latvia

Policies on health literacy
From all countries in Europe, policies on health literacy are most established in the United
Kingdom. Here extensive action plan documents are provided by the national governments to
address the issue of health literacy and move the agenda forward, such as the plan ‘Fairer
health outcomes for all’ and the health literacy action plan ‘Making it easy’ in Scotland (see
also Box 4.2). There are five other countries that have formulated policies on health literacy at
a national level. The improvement of health literacy was for example explicitly stated in the
recently formulated national policies of the Ministry of Health in Austria (‘Rahmengezundheitsziele’) (Table 4.20) and in a recent policy paper of the Department of Health in Ireland. Health
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literacy is also incorporated into national policies in Italy, Spain and Portugal, although these
policies are mainly conducted and operationalized on a regional level.
Some other countries plan to develop national policies on health literacy in the near future.
For example, the Ministry of Health in Slovenia has a draft Strategy of Development of Public
Health Activities 2013-2023 in which the improvement of health literacy was included; Also
Malta has plans to develop policies, strategies and interventions to improve health literacy.
In some countries such as France, Romania, and Greece where health literacy is not a common
term, there are a number of national policies to improve health education, health promotion
and empowerment. Within these policies health literacy is not explicitly mentioned but
indirectly improved by the focus on improving health information and the communication
between professionals and patients. In France, the activities are, in our opinion, directly aimed
at improving health literacy but as the term health literacy is hardly used in France, activities
are not denoted as such.
In Spain, Italy and Portugal the National Health System promotes health literacy programmes
on both a national, regional and local levels. This results in a number of regions that are more
advanced in improving health literacy in these countries such as the region Emilia Romagna in
Italy.
Box 4.2

Making it Easy – A Health Literacy Action Plan in Scotland

-

Highlights the hidden problem of low health literacy and the impact that this has on our ability to access,

-

Explains that low health literacy leads to poor health outcomes and widens health inequality.

-

Calls for all of us involved in health and social care to systematically address health literacy as a priority in our

understand, engage and participate in our health and social care.

efforts to improve health and reduce health inequalities.
-

Sets out an ambition for all of us in Scotland to have the confidence, knowledge, understanding and skills we
need to live well, with any health condition we have.

- Lays out the actions the Scottish Government and partners are taking to help all of us in health and social
care collaborate and help realise this ambition.

National working groups or ‘networks’
A number of countries such as the Netherlands and Germany do not have national policies on
health literacy but they do have a national working group or ‘network’, most of the times
initiated by stakeholders. In other countries (like the UK or the Czech Republic) national
working groups are funded or initiated by the government. In these working groups, a number
of different stakeholders are involved; they serve as a platform where insights from research
and practice on health literacy improvement can result in joint ideas for projects and policy.
Another important task of these networks is advocacy: putting health literacy on the (national)
agenda. Examples of such networks or working groups are the German Network for Health
Literacy and Health Education, the Dutch Health Literacy Alliance, the Czech Working Group for
Health Care Promotion and Disease Prevention (including a specific working group on health
literacy), and the Working group on health literacy in the United Kingdom. Also in Belgium
there is discussion among stakeholders about the desirability to form a network focused on
health literacy.

86

Study on sound evidence for a better understanding of health literacy in the European Union

EUROPEAN COMMISSION

Other countries such as Ireland and Austria have very strong NGO’s with a lot of experience in
the field of health literacy improvement and agenda setting. Examples are the National Adult
Health Literacy Agency (NALA) in Ireland and the Ludwig Boltzmann Institut in Austria.
In Denmark, no national policies on health literacy exist but there is much interest on a
regional and local level to measure health literacy, identify vulnerable groups and to
contribute to the improvement of health literacy by developing interventions and doing
research.
Most Eastern European countries do not have policies on health literacy and health literacy as
a term is hardly used in the health debate. Exceptions are Romania, Slovenia and the Czech
Republic. Countries such as Croatia, Estonia, Lithuania and Slovakia do have policies in the area
of health promotion and health education but not specific on health literacy.
Table 4.20

Implementation level of policies, across countries

Level of implementation

Country

No national policy and no plans to develop national
policies on HL either

Belgium, Bulgaria, Croatia, Cyprus, Denmark, Estonia,
Finland, Germany, Hungary, Latvia, the Netherlands,
Poland, Slovakia

No national policy but plans to develop national policy
on HL in the near future

Czech Republic, Malta, Slovenia

No national policy on HL but national policies on
health education and health promotion so indirectly
contributing to HL improvement

France, Greece, Romania, Lithuania

(Only) Local policy on HL

Sweden

National policy on HL

Austria, Ireland, Italy*, Spain*, Portugal*, United
Kingdom*

* (Also) policy development and implementation at regional and local level

Focus of policies
Overall, policies on health literacy aim to improve health literacy. The target group can be the
general population, or specific groups such as children, migrants, the elderly, diabetes patients
or patients with mental health problems. The ways policies aim to improve health literacy
differ and vary for example between empowerment, the improvement of patient centred care,
to providing tailored health information, educating professionals, and developing health
education programmes or materials. Also better prevention, stimulating research and
intervention development are part of the policies mentioned.
Summary of programmes and activities on health literacy (n=82)
The input from our country experts, literature review, desk research and the input from EPHA
provided 82 policies, programmes or activities across Europe. Their main characteristics are
summarized in Table 4.21. Numbers mentioned in the text (for example F1-2) refer to the
numbers in the evidence tables in Annex F. The structure of the comparative analysis and the
dimensions that we distinguish are based on topics in the questionnaire to country experts (see
Annex B.1).
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Initiators
Government (n=31; 38%) or NGO’s (n=40, 44%) were most frequently the initiators of the
programmes and activities found. Often country experts indicated that both stakeholders
together initiated and conducted the programme (e.g. F1-2, F10-5, F11-4). In some countries
there are some very strong NGO’s conducting most of the health literacy research in a country
such as the Ludwig Boltzmann Institut in Austria and NALA in Ireland. A minority of the
programmes and activities was initiated and conducted by local authorities alone (n=4. 5%).
Examples are a programme in Tuscany (Italy) that promotes communication exchange from
care professionals to citizens in order to help citizens to make informed decisions (F15-1) and a
programme aimed at improving health literacy and an active role in health care, conducted by
a Women’s Health Centre in Graz, Austria (F1-9).
Some projects are initiated and conducted by multiple stakeholders as was an initiative in the
UK on defining priorities for improving health literacy skills via teachers and leaders in schools
(F28-6).
Level of implementation
Most of the initiatives were conducted on a national level (n=65; 79%). Sixteen initiatives in
countries (20%) were only conducted on a regional (n=13) or local (n=3) level.

Table 4.21 Characteristics of programmes and activities on HL in Europe (n=82) and in countries with a
national policy on HL (n=37)
Characteristics

All countries

1

Countries with national
2
policy on HL

Initiator / stakeholder

-

Government
Local authority
NGO
Community
Multiple
Other

n=31
n=4
n=40
n=1
n=7
n=1

n=13
n=2
n=21
n=0
n=2
n=0

Level of implementation

-

National
Regional
Local
Community

n=65
n=13
n=3
n=2

n=28
n=8
n=1
n=0

Category

-

Policy
Subsidy
Guideline
Programme - intervention
Programme - research
Programme – not specified
Advocacy network
Other

n=14
n=6
n=22
n=32
n=10
n=4
n=3
n=3

n=8
n=3
n=13
n=12
n=6
n=0
n=0
n=1

Health literacy focus

-

Health literacy general
Functional health literacy
Communicative health literacy
Critical health literacy

n=66
n=21
n=19
n=12

n=30
n=11
n=8
n=5

- table 4.21 continues -
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- tabel 4.21 continued Characteristics

1

Target / goals / determinants

-

Improving health literacy
Empowerment
Improving (health) services
Influencing policy
Promoting …..
Reducing …….

n=58
n=43
n=42
n=32
n=17
n=3

Countries with national
2
policy on HL
n=27
n=23
n=14
n=16
n=6
n=1

Implementation details

-

Problem definition
Agenda setting
Policy development
Implementation
Policy evaluation

n=31
n=39
n=30
n=51
n=21

n=14
n=21
n=13
n=21
n=5

1
2

All countries

In the description of a characteristic most of the time more than one answer was given, thus the total n>82
Austria, Ireland, Italy, Portugal, Spain, United Kingdom

Category of activity
Activities could be characterized in different ways. Most activities reported by the country
experts were characterized as a programme (intervention programme n=32, research
programme n=10, together 51%) although the content of these programmes differed widely,
ranging from the measurement of health literacy within a country and identifying vulnerable
groups (e.g. F1-4, F1-7) to developing practical tools for professionals (F28-5), and a health
promotion strategic framework (F14-2).
Thirty-six activities (44%) were also characterized as a more formal activity containing
guidelines (n=22), or policies (n=14). Examples of guidelines are the Plain English Service in
Ireland (F14-8), the NHS Brand Guidelines for patient information in the United Kingdom (F287), the guidelines for health information for people with disabilities in France (F10-1) and the
Toolkit Healthy Language, coping with low health literacy in healthcare, developed by a NGO in
the Netherlands (F20-7 and Box 4.3). An example of a protocol is Healthy Ireland; a framework
for improved health and well-being 2013 – 2015 (F14-1). Six activities (7%) had to do with
subsidies or funding of initiatives to improve health literacy such as the industry-sponsored
Well Done Awards in Belgium (F2-1) and the Crystal Clear Healthcare Award in Ireland (F14-6).
Focus of health literacy
In a large majority of the initiatives found (n=66; 80%), activities or programmes were focused
on the improvement of health literacy in general; 26% focused (also) on functional health
literacy skills, 23% (also) focused on the improvement of communicative health literacy skills
and 15% (also) on critical health literacy skills.
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Box 4.3 LHV toolkit low literacy
The LHV toolkit low literacy is developed in the Netherlands for general practitioners and practice nurses to help
them to improve their communication with patients who have lower health literacy skills. The toolkit provides
help to recognize patients with low health literacy. For instance, a top 10 of excuses used by patients is given (‘I
forgot my glasses’, ‘could you fill out this form for me, my writing is very unreadable’). The toolkit also offers
handles for communication with these patients in different situation: during telephone conversations, at the desk,
during a medical consult, when medication needs to be prescribed or when patients need to be referred. It also
includes tips to increase the accessibility of healthcare practices. The toolkit contains examples from practice and
concrete tips throughout the whole document, as shown in the preview below.

Tips to recognize
people with low literacy

Example from
practice

Common situations in
which low health literacy
plays a role

Source: LHV toolkit laag geletterdheid
(http://www.ggdkennisnet.nl/?file=6432&m=1323877661&action=file.download)

Targets
Country experts could choose from six options to characterize the target of the programme or
activity: improving health literacy, empowerment, improving (health) services, influencing
policy and promoting or reducing some specific health outcome or behaviour. It was possible
to mark different targets. Given these fixed categories, the improvement of health literacy was
among the main targets of 71% of the activities and programmes found; Increasing the
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empowerment of patients and clients and improving health care services were other targets
frequently mentioned (52% and 51% respectively); 39% of the programmes of activities aimed
to influence policy on health literacy for example by studying health literacy levels within a
country or defining vulnerable groups with respect to health literacy. Promoting or reducing
specific outcomes were mentioned less often, probably because of a lack of specification.
Evaluation tools are often not specified either.
However, country experts added aims and targets themselves in the description of the
programmes and activities. Those most often mentioned are depicted in Table 4.22. There is an
overlap between the six fixed categories and those mentioned below. Worth mentioning are
the programmes that aim to improve health care and the accessibility of health care
information of vulnerable groups. One good example is the MIMI project conducted in
Germany (F11-4), For a description of this programme see Box 4.4.
Table 4.22

Aims and targets of programmes and activities on HL in Europe

Aims

Country

To gain knowledge about levels of HL

-

Instrument development
Improve or create collaboration between
possible stakeholders within countries (e.g.
building working groups; platforms)
Improvement of health education/ selfmanagement support
Improvement of (the delivery of) health
information both oral and written information
Supporting vulnerable groups with low HL,
especially migrants
Policy development and agenda setting for
research
Identifying best practices
Improving the HL of professionals
Improving digital information by building
websites
Empowerment
Prevention

-

Austria, Bulgaria, Denmark, Germany, Ireland, Poland,
Portugal
Ireland, Portugal, Austria
Austria, the Netherlands, Germany, United Kingdom,
Czech Republic

-

Ireland, Italy, the Netherlands, Spain, Ireland

-

Portugal, Ireland, the Netherlands, Spain

-

Austria, France, Germany, Greece, Ireland, Italy, the
Netherlands, Sweden
Austria, the Netherlands, Germany, United Kingdom,
Czech Republic
All countries
Croatia, Italy, the Netherlands, Sweden, Ireland
Germany, Italy, Ireland
Italy

-
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Box 4.4

Mit Migranten fur Migranten Programme

The MiMi – Mit Migranten für Migranten programme (With migrants, for migrants - Intercultural Health in
Germany) is a programme in which socially integrated immigrants become cultural mediators who teach
immigrant populations (mostly with lower level of social integration) about the German health system and
related health topics. This two way dynamic is one of the unique aspects of the programme. The
mediators are recruited from local immigrant communities and receive 50 hours of training to become
certified. They can then plan and conduct group sessions in their own language and in culturally sensitive
way. Various topics are being discussed, for example understanding and navigating the German health
system (which is compulsory) or community specific health issues. A health guide that describes the
German health system in an easily understandable way and gives information on targeted health topics
has been produced in 15 languages.
Source: MiMI Das Gesundheitsproject (http://ethno-medizinischeszentrum.de/index.php?option=com_content &view=article&id=28&Itemid=34

Implementation details
The policy cycle (Stake, 1967) was used as a framework to look at the status of policies and to
describbehavioure to what extent they are implemented within a country. As described in Box
4.1, the policy cycle distinguishes between the following phases: problem definition, agenda
setting, policy development, implementation and policy evaluation. Information on the
implementation details in Table 4.21 comes from the description of the 82 activities in Annex F.
Based on these descriptions, 31 activities were conducted because of problem definition
(38%), 39 for agenda-setting (46%), 30 (36%) for policy-development, 51 activities (62%) were
(also) more or less implemented into a country, either on national, regional or local level; 21
activities (26%) were also evaluated. When evaluation was mentioned, the outcome measures,
design or instruments described were very basic. Comparing these percentages with the
percentages found in the six countries with a national policy on health literacy it turned out
that especially activities undertaken for agenda setting were more common in these six
countries: 57% versus 46% respectively.
As noted earlier there sometimes was a discrepancy between the information provided by the
country expert and the description of activities used in Annex F and summarized in Table 4.21.
Sometimes country experts reported policies or activities in a country that could not be
supported by concrete examples or, vice versa, mentioned examples that did not support the
general country information given. The absence of reported examples does not automatically
mean that there is no activity in a country on health literacy, but may hint to the fact that there
are activities that are not easily visible. Equally, some examples were reported that not
specifically focused on health literacy.
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Therefore, in order to provide a very general picture of the implementation status of HL
policies, programmes and initiatives by country in Table 4.23, we decided that, when
determining the status of HL policies in a country, the information from the country experts
and/or EPHA presented in Section 3 should be leading. In addition, we made the following
decisions:
- From countries that participated in the HLS-EU study as collaborating partner (the
Netherlands, Greece, Ireland, Austria, Poland, Spain, Bulgaria and Germany) it was assumed
that they at least passed the phase of problem definition and agenda setting.
- Countries that do not have a national policy but who are active in agenda setting, regional
and local policy development and implementation of tools to improve health literacy, were
described as being in an implementation phase (e.g. the Netherlands and Sweden).
- Countries that have policies and activities that not explicitly focus on health literacy but on
related concepts were not characterized in Table 4.23 (e.g. Lithuania, Romania), an
exception being France. Although the country expert of France indicated that there was no
policy on health literacy some activities in France were with no doubt aimed at improving
health literacy. Therefore France was characterized as being in the implementation stage.
The programmes and activities in Hungary and Romania are not categorised in table 4.23 since
they are not explicitly focused on health literacy.
As can be seen from Table 4.23, the implementation level of health literacy policies varies
widely across countries. This was also supported by the description of the examples of the 82
activities.
Many countries do not have a clear picture of the health literacy levels of their population,
vulnerable groups and the specific problems that people with low health literacy encounter in
their country. So, programmes and activities in these countries aim at gathering information
and data about the health literacy levels of the population, and to get information on specific
groups such as migrants, children, and elderly. On the base of these data an agenda can be
made for policy and research and guidelines can be set for interventions to improve health
literacy policies for certain groups in a population or the population as a whole.
The European Health Literacy Project (HLS-EU) 25, conducted in the period 2009-2012 by the
HLS-EU Consortium served as a kick-off for the participating countries (e.g. Bulgaria, Austria,
Greece, Poland and Spain) to start with research, policy development and related activities on
health literacy in their own country. Some countries that did not actively participate in the HLSEU project, now start to measure health literacy in their own country (e.g. Portugal and Malta)
using the expertise and methodology of the HLS-EU project. In other countries as for example
Belgium where a clear policy on health literacy is lacking, stakeholders from the Belgian health
sector try to create awareness and to increase attention for the problem of low health literacy
by stimulating professional and non-professional organisations to pay attention to health
literacy.

25

The HLS-EU project conducted in the period 2009-2012 by the HLS-EU Consortium in Austria,
Bulgaria, Germany (North Rhine-Westphalia), Greece, Ireland, Netherlands, Poland, and Spain. It was
funded by the Executive Agency for Health and Consumers (EAHC) of the European Union and the
Fonds Gesundes Österreich – executed in the Ludwig Boltzmann Institute Health Promotion
Research.
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Number of initiatives 12
1
0
1
3
1
0
0
0
8
9
1
6
8
2
0
0
0
1
9
0
1
5
0
0
0
0

United Kingdom

Sweden

Spain

Slovenia

Slovakia

Romania

Portugal

Poland

Netherlands

Malta

Luxembourg

Lithuania

Latvia

Italy

Ireland

Hungary

Greece

Germany

France

Finland

Estonia

Denmark

Czech Republic

Cyprus

Croatia

Bulgaria

Belgium

Austria
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Table 4.23 Implementation status by country

Problem definition

Agenda setting

Policy development

Implementation

Policy evaluation

14

EUROPEAN COMMISSION

4.4 Conclusions and discussion
The aim of WP2 of the HEALIT4EU project was to map existing policies in EU Member States
(on national, regional and local level) that are planned or that are already in place in order to
improve health literacy, both by identifying the policies on health literacy that governments (or
public authorities or non-governmental bodies fulfilling public health missions at lower levels
of society) plan or have put in place and by specifying for the identified policies which are the
specific policy formulations, targets, measurement and monitoring tools devised to measure
progress. The results would be limited to policies directly addressing health literacy in the
context of public health or in the context of clinical practice.

Conclusions
• Health literacy as a concept gained attention in several EU Member States during the last
years. In most countries, it is however either known and rarely used, used in a wider
context of health promotion or even unknown.
The countries in which the concept gained most attention are Germany, Ireland, Italy,
Portugal, Spain, the United Kingdom and recently also in Austria, the Czech Republic and
the Netherlands. In other countries, however, such as Bulgaria, Cyprus, Estonia, France,
Greece, Hungary, Lithuania, Poland, Romania and Slovakia, the concept is less common and
often linked to broader concepts such as health education and health promotion. In Finland
health literacy is gaining attention in the context of health education to children in schools.
In Latvia the term is still unknown.
• Ten EU Member States do not have any policy, programme or substantial activity in the
domain of health literacy. Eight are in early stages of policy making. Five seem to have
developed activities that fit all stages of the policy cycle.
Looking at the status of policies and the extent to which they are implemented within a
country, we can conclude that ten EU Member States do not have any policy, programme or
substantial activity in the domain of health literacy and eight are still in the early stages of
the policy cycle, e.g. problem definition and/or agenda setting. These eight countries are
Belgium, Bulgaria, Czech Republic, Denmark, Greece, Malta, Poland and Slovenia. Only five
countries demonstrate activities in all phases of the policy cycle, from problem definition to
policy evaluation: Austria, Germany, Ireland, Portugal and the United Kingdom.
• Six countries have a policy at national level on health literacy (Austria, Ireland, Italy,
Portugal, Spain, United Kingdom).
Policies on health literacy are most established in the United Kingdom, where some
extensive action plan documents are provided by the national governments to address the
issue of health literacy and move the agenda forward. In Austria, the improvement of health
literacy was explicitly stated in the recently formulated national policies of the Ministry of
Health, whereas in Ireland it was included in a recent policy paper of the Department of
Health. Health literacy is also incorporated into national policies in Italy, Spain and Portugal,
although these policies are mainly conducted and operationalized on a regional level. This
results in a number of regions that are more advanced and some that are less advanced in
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improving health literacy. Three countries (Czech Republic, Malta and Slovenia) are
reflecting on the development of a national policy.
• A national policy does not seem to be a requirement for the development of programmes
and activities regarding health literacy as initiatives on health literacy were identified in
most of the EU Member States.
In total, 82 programmes and activities were identified in 16 EU Member States. Most
activities reported by the country experts were characterized as a programme (intervention
programme n=32, research programme n=10, together 51%) although the content of these
programmes differed widely, ranging from the measurement of health literacy within a
country and identifying vulnerable groups to developing practical tools for professionals,
and a health promotion strategic framework. Thirty-six activities (44%) were also
characterized as a more formal activity containing guidelines (n=22), or policies (n=14). The
implementation level of the different programmes and activities varied widely and this was
dependent of the aim of the activity and the complexity. Since many activities are aimed at
problem definition and agenda setting, evaluation had not yet been a major topic in most of
the programmes. Only 21 programmes and activities identified (26%) mention some form of
evaluation. And even for those, the evaluation consists of very basic outcome measures,
designs or instruments.
• Current evidence does not enable to conclude whether policies, programmes and
activities are effective or not.
Since many activities are aimed at problem definition and agenda setting, evaluation had
not yet been a major topic in most of the programmes. Earlier results from WP1 revealed
that there were only 20 health literacy intervention studies in the EU. Even the 21
programmes and activities in WP2 that mention evaluation describe very basic outcome
measures, designs or instruments. Only five countries can be categorized as operating on
the level of policy evaluation (Austria, Germany, Ireland, Portugal, the United Kingdom).
Both on policy as on programme and activity level, evaluation and monitoring is an
important gap.
• Many stakeholders seem to be involved in health literacy. Universities and research and
knowledge centres have an important contribution especially in the early stages of the
policy cycle (problem definition and agenda setting).
Often country experts indicated that both government and NGOs together initiated and
conducted the programme. Other important stakeholders are national ‘Networks’ or
National Working Groups on health literacy.

Discussion and recommendations
In general, a more programmematic and evidence-based policy to health literacy in EU
Member States could be beneficial with regard to the outcomes of efforts to improve health
literacy.
Though health literacy is on the agenda in most of the EU Member States, in many countries
the efforts are not coordinated through a national (or regional/local) policy. Since many
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different stakeholders are involved -some of whom might have competing or conflicting
interests- and initiatives rely on haphazard instead of structural funding, the programmes and
activities within a country are at risk of being fragmented (both geographically and in time).
This can result in less effective use of means and less exchange of knowledge and ‘best
practices’ as desirable.
It is important to take context factors into account when trying to improve health literacy in
countries.
Although not specifically addressed in this study, the information from the different member
states point to the importance of the organisational context for the possibilities of improving
health literacy within countries. Familiarity with the concept of health literacy, financial
incentives, the involvement of stakeholders, the organisation of the health care system within a
country, conceptions of citizens’ rights all set the boundaries for the possibilities to develop
policies and organise activities to improve health literacy. For example, in countries with strong
non-governmental organisations such as NALA in Ireland or in countries were national working
groups with many stakeholders are active, implementations of activities and initiatives to
improve health literacy goes easier.
The concept of ‘health literacy’ can be considered a useful complement to more general
health promotion and education policies, as it enables to better tailor health promotion and
education approaches to individuals or populations with low literacy and increase the
effectiveness of such policies.
Some countries do not know or use the term health literacy in their policies or activities.
However, through other activities in the area of health promotion and health education they
might indirectly increase health literacy in a specific population as well. This leaves us with the
question: how important is it that all EU countries embrace the term ‘health literacy’ in their
policies and activities? In theoretical models on health literacy (e.g. Nutbeam 2000) health
literacy is a personal competency which influences health behaviour and outcomes and which
can be influenced by health promotion and education. In order to be able to tailor these
educational activities to the different needs of individuals (in clinical practice) or populations
(in public health), the concept of ‘health literacy’ can be considered an asset to a more general
health promotion and education approach, which are known to have fewer effects on low
literate individuals and populations. Therefore it seems that using the concept of health
literacy, or at least the notion that people have different needs and competencies and that the
health care system should be tailored in that respect, has advantages. Tailoring to different
levels seems especially important for improving the effectiveness of health promotion and
education activities (and through that have a more positive effect on health behaviours and
health outcomes) for people with lower health literacy.
Limitation of the method
In order to identify the policies, programmes and actions directed at health literacy different
strategies were used. Country experts from each of the EU Member States were asked to
provide information on their respective country. Furthermore, a literature study and desk
research were performed. The research team from NIVEL screened programmes and activities
identified in the IROHLA project. Colleagues from EPHA checked and supplemented the data.
This method of mapping, using different data sources, enhances the possibility for relevant
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policies, programmes and actions to be included. Nevertheless, in the data collection process
the country experts played a significant role, and the quality of the data is therefore dependent
on the knowledge of the country experts regarding health literacy and the developments in
their country. We approached the country experts for information in English and also used the
English term Health Literacy in our questions to them. This might have influenced the amount
and type of information provided by the country experts as not every country is familiar with
the English term Health Literacy and use terms for HL in their own languages. The check by
EPHA, however, contributed to the validity of the data. Sometimes information from different
sources complemented each other, but in other cases the information was contradictory to a
certain extent, e.g. it happened that EPHA had information on the country level that activities
with respect to health literacy were going on but our country coordinator did not provide us
with examples and we could not find any in the literature. As we have described, we have tried
to use all data sources to provide a global impression on country level (Tables 4.19, 4.20 and
4.23). However, when weighing the data for this overall picture, information from the country
experts and/or EPHA has been leading
A second point of reflection on the methodology concerns the inclusion criteria. Though
originally the focus was strict on policies regarding health literacy, many programmes and
activities that were suggested to the research team were more broadly aimed at patient
empowerment or health education. Some of these (may) have been included in the results,
either because the country experts insisted that they really related to health literacy (and the
research team was unable to comprehend the languages of these countries, i.e. Hungary and
Romania) or because the research team considered the policy or programme indeed relevant
for health literacy (e.g. activities in France). All in all, the decision on what to in- and exclude
might have led to a slightly higher number of policies, programmes and activities in our
evidence tables than would be the case with a more strict and objective inclusion criterion
focused on health literacy only.
A third methodological issue was the problem of categorisation of reported activities by
country experts. This was specifically the case for categories such as ‘policy’ and ‘programme’.
Various country experts might have interpreted these categories differently. With respect to
‘policy’ the question arises whether only legislation or government policy should be labelled as
such. The category ‘programme’ was used for many different activities. We have discerned
these in ‘intervention’, ‘research’ and ‘not specified’. If necessary, we have approached the
experts with questions for further specifications.
Given these difficulties in the analysis of qualitative material, it is important to not only
emphasise the quantified results, but keep in mind that this mapping exercise attempts at
giving a more comprehensive and nuanced picture of health literacy policies, programmes and
actions in EU Member States.
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5

WP 3: Further development of tools to measure health literacy:
establishing a prediction model of determinants of health literacy
using publicly available information sources

5.1 Background
An important issue regarding health literacy research is the ongoing debate on the definition
and measurement of health literacy. Within this discourse, two main approaches can be
distinguished, namely the ‘clinical’ approach and the ‘public health’ approach (Nutbeam,
2008). Key elements of definitions from a clinical perspective include elements of behaviour
that mainly reflect individual competences needed to function in the role of patient within a
healthcare environment (Ishikawa et al., 2008). Studies that define health literacy from a
public health point of view extend the concept by addressing the public at large instead of
patients and including dimensions beyond the medical context, such as the workplace, political
arena or home (Rudd, 2007). Most research on health literacy stems from the clinical
perspective.
This emphasis on the clinical perspective is also reflected in the availability of measures of
health literacy. Most measures are developed for individual, rather than population-level
assessments, and provide little information about the level of health literacy within one’s
patient population or community overall (Martin, 2009). Many studies have shown high
correlations between health literacy and demographic indicators such as age, ethnicity, and
years of schooling. The possibility to estimate or predict health literacy at population level by
using imputed measures based on combinations of these demographic characteristics have
been put forward in the literature (Hanschate, 2008). The few studies exploring this possibility
suggest that using a combination of these demographic characteristics in the form of a
multivariable model is significantly more accurate for predicting health literacy than relying on
a single variable (Martin 2009). The utility of such a multivariable model for predicting
community –level health literacy requires data that are readily available in census data and
applicable for the general population. In this Work Package, we therefore pursue the following
objectives:
• Construct a reasonably accurate multivariable model using covariates from publicly
available data to produce an estimation of levels of health literacy in the EU. This will take
into account the impact of social determinants of health, the availability of data at
European level and critical approaches to health literacy measurement. This model shall
consist of a set of less than ten key variables (covariates) and shall not involve the purchase
of datasets.
• Propose a method to define targets for policies that aim at the improvement of health
literacy levels.
• Propose a method for monitoring and evaluating the improvement of health literacy levels.
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5.2 Methods
5.2.1 Availability of data
In the current study, we use data from the 2008 Dutch Adult Literacy and Life Skills Survey (the
ALL) and from the 2011 European Health Literacy Survey (the HLS-EU) (NCES, 2005; HLS-EU
consortium, 2012). Data from the ALL household sample involved individual assessment of
literacy among a sample of the general population aged 16-65 years old (n=5,617) (ETS,
2004).The ALL data include a measure of health literacy, the Health Activities and Literacy
Scale (HALS), as well as background characteristics, including socio-economic and demographic
characteristics (ETS, 2004) (see Table 5.1).
The HLS-EU involved individual-person assessment of health literacy among a sample of 1,023
Dutch individuals aged 16 years or older (Pelikan et al., 2011). The HLS-EU project involved
eight European countries and assessed various demographic and socio-economic
characteristics. Furthermore, the HLS-EU provided two indicators of health literacy: the
European Health Literacy Questionnaire (HLS-EU-Q) measuring perceived difficulty with
accessing, understanding, appraising and applying health information and the Newest Vital
Sign (NVS) providing an indication of people’s understanding of a food label (HLS-EU
Consortium 2012; Weiss et al., 2005).

Table 5.1

Health literacy instruments

Data source

Health literacy
instrument

Capturing

Domains

Example

European
Health Literacy
Survey

European Health
Literacy Survey
Questionnaire
(HLS-EU-Q)

Perceived difficulty to
access, understand
appraise and apply
health information.

Disease prevention
Health promotion
Health Care

On a scale from very easy
to very difficult, how
difficult is it for you to
understand what your
doctor says to you? (Health
Care related item)

Adult Literacy
and Life Skills
Survey

Health Activities and
Literacy Scale (HALS)

Scores on health-related
reading (prose- and
document literacy) and
problem-solving tasks
with varying levels of
complexity.

Health Promotion
Health Protection
Disease Prevention
Health Care and
Maintenance
Systems Navigation

Based on text material
used from a medicine
package, an easy task
would be a task that
directs the
reader to underline the
sentence that indicates
how often medication
should be administered.
Participants
had to locate and
underline the sentence
that read, “Dosage may be
given every four hours as
needed but not more than
5 times daily.” (Health Care
and Maintenance task).
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The operationalisation of health literacy by means of the three health literacy instruments will
shortly be outlined in the next paragraphs. As the HLS-EU-Q is based on self-perceived survey
data, this instrument provides a subjective indication of health literacy, whereas the HALS and
the NVS provide an objective indication, because respondents are invited to perform actual
health literacy tasks. In general subjective measures provide an indication of the extent to
which people feel they can understand and use health-related information. In addition to
subjective measures, objective health literacy measures provide an indication of an individual’s
literacy capability in the context of health derived by a careful examination of their ability to
accomplish certain reading and problem-solving tasks. The HLS-EU-Q and the HALS provide an
indication of health literacy that comprises various domains of health, whereas the NVS
provides a more limited indication of health literacy in a single domain (understanding of a
food label). Furthermore, the HLS-EU-Q, the NVS and the HALS each provide cut-off scores for
‘poor’ and ‘sufficient’ health literacy, but with different labels (see Table 5.2). Because of these
different labels, the proportions of people with ‘poor’ or ‘sufficient’ health literacy differ per
instrument.
Table 5.2

Level of Dutch health literacy based on the HALS, HLS-EU and NVS

HALS (n=5617)

N

%

HLS-EU (n=1023)

N

%

NVS (n=1023)

1. Very poor health
literacy (0-225)

573

2. Poor health
literacy
(226-275)

10.2

Inadequate
(0-25)

28

2.8

2395

42.6

Problematic
(>25-33)

296

3. Adequate health
literacy (276-325)

2371

42.2

Sufficient
(>33-42)

4. Strong health
literacy (326-375)

274

4.9

Excellent
(>42-50)

4

0.1

5. Very strong health
literacy (376-500)

n

%

High likelihood of
limited health
literacy
(0-1 pt)

139

13.6

28.9

Possibility of limited
health literacy
(2-3 pt)

174

17.0

451

44.1

High likeliness of
adequate health
literacy (4-6 pt)

710

69.4

248

24.2

* The distributions are based on multiple imputed data (based on five imputations)

5.2.2 Assessment of health literacy
Health Activities and Literacy Scale (HALS)
The HALS provides an indication of objective (functional) health literacy, which is based on a
set of reading and problem solving tasks that differ in their level of complexity (see table 5.1
for more detailed information). For each task, a score could be obtained (for easy tasks the
scores are lower than for the complex tasks). The cut-off scores as presented in Table 5.2 are
determined by the Educational Testing Service (ETS).
The HALS is calculated based on Item Response Theory (IRT), which is a way to score a survey
instrument that takes into account the difficulty of each item. HALS scores can range from 0 to
500. What this means is that if a person scores a 300, they have an 80% chance of answering
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questions at this level difficultly correctly, are more like to answer questions with a lower level
of difficultly correctly and will be less likely to answer questions with a higher level of difficulty
correctly. In research based on the HALS, health literacy is defined as a set of functional skills,
measured by one’s ability to use print materials to accomplish everyday health tasks (Rudd,
2007).
European Health Literacy Survey Questionnaire (HLS-EU-Q)
The HLS-EU-Q is based on 47 items measuring health literacy on 12 dimensions, including four
skills (accessing health information; understanding health information; appraising health
information; applying health information) and three domains (healthcare; disease prevention;
health promotion). The 47 items have four answer options (1=a lot of perceived difficulties
with health information – 4=no perceived difficulties with health information). In the HLS-EU
comparative report (2012) health literacy index scores were calculated and based on these
index scores, health literacy was categorized (see Table 5.2). However, little is known on the
validity of the cut-off scores that were used to categorize the levels of health literacy. In the
HLS-EU project, health literacy was defined as people’s knowledge, motivation and
competences to access, understand, appraise, and apply health information in order to make
judgments and take decisions in everyday life concerning healthcare, disease prevention and
health promotion to maintain or improve quality of life during the life course.
Newest Vital Sign (NVS)
The NVS was applied in the HLS-EU survey in addition to the HLS-EU-Q.(Rowlands et al, 2013).
The NVS measures peoples’ ability to understand and judge the information on an imaginary
ice cream label. It is a relatively short screening tool, based on six items that can be answered
correct (score 1) or wrong (score 0). The maximum score on this instrument is therefore 6
points. The test requires a combination of literacy and numeracy skills. Three levels have been
defined in the literature: (1) high likelihood of limited literacy (0-1 pts.), (2) possibility of
limited literacy (2-3 pts.) and (3) high likeliness of adequate literacy (4-6 pts.).

5.2.3 Distribution of health literacy scores
Table 5.2 presents the generally applied cut-off scores of each of the three health literacy
measures included in this study based on Dutch data. These cut-off scores imply that based on
the HALS more than 50% of the Dutch population of working age had poor to very poor health
literacy, whereas the HLS-EU and the NVS provide a different picture. Both instruments
indicate that almost 70% of the Dutch population of working age has adequate or sufficient to
excellent health literacy. These differences can in part be explained by the different types of
health literacy that are being measured by the three health literacy instruments as well as
variation in the extensiveness of the instruments.
Table 5.3 gives an overview of the descriptive characteristics for each health literacy measure
based on data gathered in the Netherlands. These characteristics reveal that the health literacy
scales differ greatly in their range. With an observed range of 125.8 – 392.8 the HALS provides
most room for variation between respondents, where the NVS with a range from 0 – 6

102

Study on sound evidence for a better understanding of health literacy in the European Union

EUROPEAN COMMISSION

provides least room for variation. Each of the instruments is approximately normally
distributed.
Table 5.3

Mean, range and quartiles of three health literacy measures in the Netherlands
Mean score (SD)

Min-Max

Quartiles
th

*

HALS
(n=5617)
*

HLS-EU-Q
(n=1023)
*

NVS
(n=1023)

th

25

50

th

75

270 (35.5)

125.8 – 392.8

248.7

272.8

294.6

150.4 (18.8)

54.0 – 188.0

137.0

149.0

165.0

4.2 (2.0)

0–6

3.0

5.0

6.0

* Higher scores indicate better health literacy
5.2.4 Selection covariates
Selection of covariates based on literature
The first step of this workpackage was to identify the main possible covariates for health
literacy based on previous research, not only performed within the EU, but also within other
OECD countries. Variables that were included in the predictive modeling had to meet the
following criteria:
• they have to be generally available across EU member states;
• there has be sound evidence for an established link with health literacy (in the sense that
the variable is generally conceptualized as a determinant of health literacy rather then as
an outcome).
The aim was to identify up to a maximum of 10 most relevant covariates.
Figure 5.1 shows a conceptual model of de main socio-demographic determinants of health
literacy. Although we realise that much more elaborated models are currently available we feel
that this model gives a clear overview of the relationship between health literacy (outcomes)
and socio-demographic census data that possibly can be applied in our analyses. As illustrated
in the conceptual model (Figure 5.1), health literacy shows a (high) correlation with sociodemographic variables such as age and years of education. Following the conceptual model,
putting population health forward as an outcome of health literacy, it was decided also not to
include (actual or perceived) health status as a proxy for health literacy in our analyses.
Based on literature from WP1 / WP2 and on the additional literature review, a selection of
possible covariates for health literacy was made, as presented in Table 5.4. Key publications on
health literacy were used to obtain insight into possible predictors of health literacy. This
includes the study of von Wagner and colleagues, in which an overview is provided of factors
that affect health literacy, based on literature. For these covariates it was examined whether
they were available in the data that we had at our disposal.
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Figure 5.1 Conceptual model of main socio-demographic determinants of health literacy

Table 5.4

Covariates for health literacy

Covariate

WP1 / WP2

Literature

Demographic

Gender
Years of residence in the [NL] / Migrant status
Age
Marital status
Urbanisation

X
X
X

X
X
X
X
X

Language

Command of national language
National language spoken in the home
Literacy / Reading behaviour

X
-

X
X
X

Socio-economic position

Education
Poverty status
Employment status
Social support / social deprivation

X
X

X
X
X
X

Health/health care

Depression
Experiences with healthcare
Complexity of health situation
(health-related) life events / experiences

X
X
X
-

X
X
X
X

Other

Cognitive abilities / cognitive decline
Knowledge

-

X
X

a

a

Literature: Von Wagner et al., 2009; Berkman et al., 2011; HLS-EU comparative report, 2012; WHO (Health
Literacy the Solid Facts), 2013; Martin et al., 2009; Hanschate et al., 2008
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Available covariates in the data
In compliance with the criteria for selection of covariates mentioned in the previous
paragraph, the covariates for application in the prediction model had to be generally available
across EU Member States and there had be sound evidence for an established link with health
literacy. Therefore, the covariates found in the literature ( table 5.4) served as the point of
reference for the definitive selection of the covariates to build the prediction model. For the
covariates mentioned in Table 5.4, it was examined whether these were available in the data
that we had at our disposal. The data we had at our disposal stemmed from the Adult Literacy
and Life Skills survey (the ALL) and from the European Health Literacy Survey (HLS-EU). Table
5.5 shows an overview of the availability of possible covariates in both these datasets. The
following covariates were available in both datasets and expected to meet the two criteria for
selection in the prediction model mentioned earlier:
• age;
• gender;
• level of education;
• work status;
• income;
• urbanisation.
In both datasets also nationality was available. However, given the generally low discriminating
value of this variable, it was decided not to include nationality in the prediction model.
Table 5.5

Covariates for health literacy available in both databases

Proxy
Gender
Command of national language
Nationality / Ethnicity
Age
Education
Income
Social status
Urbanisation
Work status
Marital status

Adult Literacy and Life Skills Survey

European Health Literacy Survey

X
X
X
X
X
X
X
X
-

X
X
X
X
X
X
X
X
X

5.2.5 Statistical analysis
Missing data
With respect to the HLS-EU data, most variables that were included in our analyses contained
few missing values (less than 1%). Only the income variable contained 18.6% missing values.
The HLS-EU-Q items generally contained few missing values (under 5%). However, one item of
the HLS-EU-Q showed many missing values (25.8%, the following item: “On a scale from very
easy to very difficult, how easy would you say it is to: find out about efforts to promote your
health at work?”). With regard to the ALL data also relatively few missings values were found
(less than 1%). As in the HLS-EU data, the income variable showed on the other hand a
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relatively large percentage of missing values (20.2%). The high percentage of missing values on
the income variable is not unusual in Dutch survey research.
The method of multiple imputations by chained equations was used to handle the presence of
missing values in the study data (R development core team, 2008). Following this procedure,
the original dataset was imputed 5 times. The imputations were done in R 2.14.0, with use of
the mice package (van Buuren, 2012; R development core team, 2008). Recent studies have
shown that this multiple imputation technique provides less biased results compared to a
complete case analysis and is considered to be the state-of-the-art method for dealing with
missing data (Sterne et al., 2009; Klebanoff et al., 2008). In the analyses that were performed
based on the imputed data, the uncertainty due to missing values was incorporated (Van
Buuren, 2012).
Step 1: Building the prediction model
For each HL outcome (HALS, NVS, HLS-EU-Q), two prediction models were developed. One
model was developed to predict mean health literacy (continuous outcome) and one to predict
the proportion of having at least adequate health literacy (dichotomous outcome).
Predicting mean health literacy
Models were developed based on random samples of 2/3 of the Dutch ALL data (n=3,745) for
the HALS and 2/3 of the Dutch HLS-EU data (n=682) for the HLS-EU-Q and NVS. This was done
in order to cross-validate the prediction models. Backward linear regression analyses were
applied to build these prediction models using the selected covariates mentioned in paragraph
5.3.2. First all covariates (age, gender, level of education, income, work status, urbanisation)
were included simultaneously into the regression model. Covariates that were not significantly
associated with health literacy (p>0.05) were excluded step by step (excluding the least
significant variable first) until the regression model included only significant covariates.
Alongside the estimates for the covariates, each prediction model will contain a constant as
this is a standard practice in regression analyses. This constant is needed to include a general
health literacy level which is supposed to be present in all European countries.
These analyses were performed in SAS version 9.3 by use of the Mianalyze procedure.
Predicting the proportion of people having at least adequate health literacy
As described previously, the NVS, HLS-EU-Q and HALS classify the level of health literacy level
in a way that is appropriate for the measure concerned (see table 5.2 for the categorisations).
This means that different cut-off points are applied for the categorisation of the proportion
having at least an adequate health literacy level. In our analyses the following cut-off points
were applied:
• In case of the NVS the odds of scoring above three was estimated (having a high likeliness
of adequate literacy).
• For the HLS-EU-Q the odds for scoring above 33 (having sufficient or excellent health
literacy) was estimated.
• For the HALS the odds for scoring above 275 (having minimal adequate health literacy was
estimated.
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To enhance readability, in the remaining of this report, we will use the statement ‘having at
least adequate health literacy’ to refer to respectively ‘having a high likeliness of adequate
health literacy’ (NVS), ‘having sufficient or excellent health literacy’ (HLS-EU-Q) and ‘having
minimal adequate health literacy’ (HALS). For predicting the proportion of the population that
has at least an adequate health literacy level, again three regression models were build,
including health literacy as a dichotomous variable. One model was based on the random 2/3
sample that was drawn from the ALL and two models were based on the random 2/3 sample
that was drawn from the HLS-EU survey. These three models included the same covariates as
used in the linear regression models (age, gender, level of education, income, work status,
urbanisation). Backward logistic regression analyses were applied to examine which covariates
were significantly associated with having at least an adequate health literacy level. Covariates
that were not significantly associated with health literacy (p>0.05) were excluded step by step
(excluding the least significant variable first) until a model was created including only
significant predictors. The analyses were performed in SAS version 9.3 by use of the Mianalyze
procedure.
Step 2: Cross validation of the prediction models
The constructed prediction models were based on on 2/3 of the Dutch HLS-EU and 2/3 of the
Dutch ALL dataset in order to be able to validate these models by using the remaining 1/3 of
the data. For the validation of the constructed models, it was examined how well the final
regression equations obtained from the models that were built on 2/3 of the data predicted
health literacy in the 1/3 of the samples. This validation step was executed three times:
• One time including the mean HLS-EU-Q index score as outcome measure.
• One time including the mean NVS score as outcome measure.
• One time including the mean HALS scores as outcome measure.
This way for each health literacy measure (NVS, HLS-EU-Q and HALS) one regression equation
predicting mean health literacy scores and one regression equation predicting the proportion
having at least an adequate health literacy level were validated using 1/3 of the data. ROC
curves were calculated to indicate the degree of correspondence between the observed (in
1/3 of each dataset) and predicted (by 2/3 of the dataset) dichotomous health literacy scores.
Pearson’s correlation coefficients were calculated to indicate the association between
predicted mean health literacy scores and observed mean health literacy scores. In addition,
the goodness of fit of the prediction equation was studied by dividing the predicted values into
deciles, and plotting for each decile the mean of the observed value (or mean of the observed
probability) against the mean of the predicted value (or mean of the predicted probability).
Step 3: Validation of the prediction model in European countries
In step 2, the prediction models were validated based on Dutch data. In step 3 it will be
examined to what extent these models are useful to predict health literacy in other European
countries. For the counties involved in the HLS-EU project the prediction models based on the
Dutch NVS and HLS-EU-Q data could be validated based on the actual data of each country.
Since the prediction model based on the Dutch HLS-EU-Q appeared to be weak in predicting
the proportion of people having at least adequate health literacy, it was decided to focus only
on the validation of the prediction models to predict mean health literacy. Based on the
regression equation obtained from the analyses performed using the Dutch data, the mean
NVS and mean HLS-EU-Q index score were predicted for Ireland (IE), Austria (AT), Germany
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(DE), Spain (ES), Bulgaria (BG), Poland (PL) and Greece (EL). This was done by using available
data covariates about the characteristics of each factor included in the prediction model from
each country separately. For these countries the mean NVS and mean HLS-EU-Q index scores
as predicted by the model could be compared to the actual (observed) mean VS and mean
HLS-EU-Q index scores in the HLS-EU dataset.
As with regard to the HALS only the Dutch dataset was available, the prediction model for
these measure could not be validated with HALS data gathered in other European countries.
Therefore, the prediction model based on the Dutch HALS data, was compared to the observed
mean NVS and mean HLS-EU-Q index scores. For all HLS-EU countries, the mean health literacy
level were estimated, based on the prediction models that were constructed using the HLS-EUQ, NVS score and HALS instrument. These predicted health literacy level for each country were
compared to the actual (observed) level in the HLS-EU study. This way an indication could be
retrieved concerning the association between the predicted and observed health literacy level
in each country as well as concerning the ability of the model based on the HALS to rank
countries similar to the other two measures.
Pearson’s correlation coefficients were calculated to indicate the association between
predicted mean health literacy scores and observed mean health literacy scores. In addition,
for each country the mean of the observed value was plotted against the mean of the
predicted value.

5.3 Results
5.3.1 Introduction
In this paragraph we will present the results of the analyses excecuted for the construction of
the prediction models for each of the three distinguished health literacy instruments. All three
prediction models will be based on data gathered in the Netherlands. Subsequently, analyses
to cross-validate the constructed prediction models will be presented, indicating how well the
prediction models can provide an accurate indication of the mean health literacy scores when
applied in the same Dutch study population. In addition, the cross validating analyses will also
give an indication concerning the ability of the prediction models to discriminate between
individuals with at least an adequate health literacy level and those who have not. This
paragraph will finish with presenting the results of the analyses aiming to get an impression of
the validation of constructed prediction models within other European countries than the
Netherlands.

5.3.2 Prediction model based on the Health Activities and Literacy Scale
The first step in the analyses was to develop a prediction model based on Dutch data obtained
from the Adult Literacy and Life Skills Survey (ALL). The variables in Table 5.6 were considered
the main available covariates for inclusion in the prediction model. For the analyses directed at
building the prediction model based on the ALL dataset, age and household income were

108

Study on sound evidence for a better understanding of health literacy in the European Union

EUROPEAN COMMISSION

included as a continuous variables and education as a categorical variable (reference group
tertiary or upper secondary education). Gender, community size and working status were
included as dichotomous variable into the analyses. With regard to working status, students
were combined with those who were working. The not- working category and the retired
category were compared to the working category.
Table 5.6

Demographics 2/3 Dutch ALL dataset (n=3,745)
Distribution of variables

Health literacy by variable

%

Mean (SD)

% having adequate
health literacy

Gender
Male
Female

43.93
56.07

271.4 (34.3)
269.8 (34.5)

48.0
45.3

Age
16-24
25-39
40-49
50-65

8.38
29.19
24.81
37.62

276.2 (33.9)
278.6 (32.9)
275.1 (32.4)
259.9 (34.3)

53.4
56.5
51.4
33.9

Level of education
Pre-primary or primary
Lower secondary
Upper secondary non-tertiary
Tertiary

6.35
24.76
31.80
37.09

230.4 (39.2)
254.2 (30.6)
271.9 (30.6)
287.1 (27.9)

11.9
24.2
46.2
67.6

Total household income per month
(Mean (SD) / %)

4379 (5791)

Working status
Working
Not working
Retired
Student

68.54
13.72
11.14
6.60

275.3 (32.6)
253.1 (36.3)
256.1 (32.8)
281.0 (31.7)

51.9
28.8
28.1
57.8

Community size
Urban
Rural

55.25
44.75

271.0 (33.5)
269.9 (35.6)

46.3
46.7

Building a prediction model for health literacy using the Health Activities and Literacy Scale
The ALL dataset served as the basis for building two prediction models:
• One predicting mean health literacy level using the HALS instrument.
• One predicting the proportion having at least an adequate health literacy level using the
HALS instrument.
Table 5.7 shows these two prediction models. In order to be complete, for each prediction
model, the start model of the regression analyses and final model is shown. This means:
• An initial model including all the selected covariates.
• A final model including only the covariates that were significantly associated with
respondents’ health literacy score.
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Table 5.7

Health literacy prediction model based on 2/3 of the Dutch ALL dataset (n= 3745)
Predicting mean health literacy

Constant
Gender
Male
Age

300.6

Initial model

Final model

Initial model

Final model

B (95% CI)

B (95% CI)

log odds (95% CI)

log odds (95% CI)

(294.0 to 307.2)

0.66

(-1.92 to 3.25)

-0.41

(-0.50 to -0.31)

Level of education (ref. tertiary or upper
secondary)
Pre-primary or primary
Lower secondary

-44.71
-22.75

(-49.90 to -39.52)
(-25.99 to -19.51)

Total household income per month

0.0004

(-0.0003 to 0.001)

Working status (ref. working)
Not working
Retired

-10.72
-6.67

(-14.75 to -6.68)
(-11.26 to -2.07)

-3.06

(-5.27 to -0.86)

Community size
Urban

Significant associations (p≤0.05) are printed in bold

Predicting having adequate health literacy

299.1

-0.40

-45.60
-22.99

(294.8 to 303.3)

1.43

(0.91 to 1.96)

-0.02

(-0.23 to 0.19)

(-0.50 to -0.30)

-0.02

(-0.03 to -0.02)

-0.03

(-0.04 to -0.02)

(-50.86 to -40.34)
(-25.72 to -20.25)

-2.15
-1.32

(-2.62 to -1.68)
(-1.67 to -0.97)

-2.34
-1.42

(-2.78 to -1.90)
(-1.68 to -1.18)

0.00005
-11.02
-7.34

(-14.56 to -7.48)
(-12.51 to -2.16)

(-0.0001 to 0.0002)

-0.45
-0.41

(-0.77 to -0.14)
(-0.81 to -0.005)

-0.11

(-0.34 to 0.12)

1.60

(1.24 to 1.94)
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In the final model to predict health literacy as a continuous outcome measure, age, level of
education, working status and community size were significant predictors: those who have an
older age, lower level of education (compared to tertiary or upper secondary), are not working
or retired (compared to working) and who live in an urban environment are more likely to
have lower health literacy skills. It was decided not to include community size in the final
model to predict health literacy, since this variable was not consistently measured in the other
countries that participated in the HLS-EU.
With respect to the model for predicting having at least adequate health literacy, age and level
of education remained significant predictors in the initial model. Therefore, these variables
were included in the final model.
Cross validation of the health literacy prediction model

To validate the final prediction model (see Table 5.7), the regression equation that was
obtained by the linear regression analysis in the previous paragraph was applied on the
remaining 1/3 of the Dutch ALL dataset. In appendix G detailed tables and figures can be found
with regard to these analyses. In short these analyses showed that the prediction model that
was developed to predict mean health literacy can provide an accurate indication of the mean
HALS scores when applied in the same population. Moreover, our analyses also indicate that
the predicted proportion has a satisfactory ability to discriminate between individuals with at
least an adequate health literacy level based on the HALS and those who have not.

5.3.3 The European Health Literacy Survey (HLS-EU)
Descriptive statistics
Table 5.8 provides the descriptive statistics of the variables obtained from the HLS-EU survey.
Urbanisation, age and income were included as continuous variables in the regression
analyses. Furthermore, those who attained (pre-) primary or lower secondary education were
compared to those who attained upper secondary or tertiary education and students were
combined with those working. The retired category and the not working category were
compared to those who were working. With respect to age, table 5.8 shows that regarding the
mean HLS-EU-Q scores, the scores do not decline with age, where mean NVS scores do decline
with age. Higher educated seem to have higher health literacy scores, both based on the HLSEU-Q as well as the NVS. With respect to the HLS-EU-Q women tend to score higher, where
men seem to score higher on the NVS.
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Table 5.8

Demographics 2/3 Dutch HLS-EU dataset (n=682)
Distribution of variables

Health literacy by variable

%

HlS-EU-Q

NVS

Mean (SD)

% having adequate
ealth literacy

Mean (SD)

% having adequate
health literacy

19.38
17.42
17.98
14.19
14.34
7.65
9.03

35.46 (6.89)
35.57 (6.61)
38.16 (6.88)
36.69 (6.30)
36.92 (5.76)
36.91 (5.60)
38.78 (5.66)

61.57
64.81
74.06
69.42
72.80
74.33
84.74

3.20 (1.71)
3.38 (1.64)
3.65 (1.53)
3.72 (1.54)
4.08 (1.31)
4.14 (1.41)
4.20 (1.17)

68.53
69.53
75.04
80.79
87.12
88.12
91.56

49.27
50.73

36.15 (6.61)
37.35 (6.25)

67.38
72.89

3.71 (1.53)
3.65 (1.59)

79.17
76.59

Age
16-24
25-39
40-49
50-64
65+

8.50
18.04
14.08
25.81
33.58

34.53 (5.72)
37.53 (5.73)
36.80 (6.39)
37.08 (6.41)
36.64 (6.93)

54.83
78.86
71.88
71.14
67.95

4.24 (0.97)
4.47 (0.92)
4.13 (1.31)
3.89 (1.31)
2.76 (1.77)

91.38
93.50
87.50
84.66
56.77

Urbanisation
Less than 20,000
20,000 – 50,000
50,000 – 100,000
100,000 – 150,000
150,000 – 250,000
250,000 or more

12.90
35.92
19.50
9.24
10.70
11.73

36.54 (6.55)
36.63 (6.84)
36.64 (5.81)
38.95 (6.49)
36.29 (5.80)
36.28 (6.41)

68.64
70.86
70.83
79.37
71.78
60.00

3.75 (1.47)
3.89 (1.48)
3.32 (1.66)
3.67 (1.65)
3.62 (1.46)
3.61 (1.62)

80.68
84.49
67.67
76.19
76.71
73.75

Total monthly income
Less than €1,350
€1,350 to under €1,850
€1,850 to under €2,400
€2,400 to under €2,950
€2,950 to under €3,600
€3,600 to under €4,400
€4,400 or more
Gender
Male
Female
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Distribution of variables

Health literacy by variable

%

HlS-EU-Q

NVS

Mean (SD)

% having adequate
ealth literacy

Mean (SD)

% having adequate
health literacy

Level of education
Pre-primary or primary
Lower secondary
Upper secondary non-tertiary
Tertiary

8.04
26.30
30.85
34.81

33.54 (8.40)
35.98 (6.11)
37.44 (6.20)
37.49 (6.13)

52.19
63.66
74.52
75.40

2.42 (1.87)
3.20 (1.64)
3.96 (1.34)
4.12 (1.28)

39.05
65.77
85.27
89.39

Working status
Working
Not working
Retired
Student

49.71
14.57
28.94
6.77

37.42 (6.02)
35.85 (7.08)
36.55 (6.71)
34.74 (6.37)

74.69
64.39
69.10
54.11

4.19 (1.15)
2.93 (1.82)
3.05 (1.74)
4.19 (1.04)

90.09
58.75
63.63
90.04
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Building a prediction model for health literacy using the HLS-EU-Q instrument
Table 5.9 describes the prediction models that were built based on 2/3 of the data obtained
from the HLS-EU. Similarly as with regard to the prediction models based on the ALL dataset,
the HLS-EU dataset served as the basis for building two prediction models:
• One predicting mean health literacy level using the HLS-EU-Q instrument.
• One predicting the proportion having at least an adequate health literacy level using the
HLS-EU-Q instrument.
Moreover, Table 5.9 shows for each prediction model, the start model of the regression
analyses and final model.
Compared to the model that was build based on the ALL data (see Table 5.7), the prediction
models based on the HLS-EU dataset scores were different to some extent: where the mean
HALS scores were significantly predicted by age and working status, the mean HLS-EU-Q scores
were not significantly predicted by age and working status, but by gender and household
income instead. Both the mean HALS score as well as the mean HLS-EU-Q scores could for a
substantial part be predicted by educational level. Another difference with respect to the
constructed prediction models based on the ALL dataset was that the same covariates were
included in the final models based on the HLS-EU regardless of whether health literacy was
considered as a dichotomous or continious outcome. Those who attained (pre)primary or
lower secondary education had a lower monthly household income and males were more
likely to have lower health literacy than higher educated, those with a higher monthly income,
and females.
Cross validation of the health literacy prediction model based on the HLS-EU-Q instrument
To validate the prediction model for estimating the mean level of health literacy, the
regression equation that was obtained by the linear regression analysis, was applied on the
remaining 1/3 of the Dutch HLS-EU data (see appendix H for more detailed information). The
analyses showed that the prediction model that was developed to estimate the mean level of
health literacy can provide a quite accurate indication of the HLS-EU-Q index scores when
applied in the same Dutch population. In addition, given the finding that the area under the
curve appeared to be low,the prediction model based on the HLS-EU-Q is considered not to be
able to accurately predict which persons in the population have at least an adequate level of
health literacy.
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Table 5.9

Health literacy prediction model based on 2/3 of the HLS-EU-Q (n=682)
Predicting mean HLS-EU-Q index score

Predicting having adequate health literacy

Initial model

Final model

Initial model

Final model

B (95% CI)

B (95% CI)

log odds (95% CI)

log odds (95% CI)

Constant

32.49 (29.84 to 35.15)

34.04 (32.00 to 36.07)

0.03 (-0.92 to 0.97)

0.10 (-0.63 to 0.82)

Gender
Male

1.46 (0.47 to 2.45)

1.42 (0.45 to 2.39)

0.39 (0.03 to 0.74)

0.35 (0.01 to 0.70)

Age

0.04 (0.01 to 0.08)

Level of education (ref. tertiary or upper secondary)
Pre-primary or primary
Lower secondary

-3.36 (-5.29 to -1.44)
-1.11 (-2.26 to 0.03)

-3.38 (-5.27 to -1.50)
-1.15 (-2.28 to -0.02)

-0.81 (-1.43 to -0.19)
-0.42 (-0.82 to -0.02)

-0.81 (-1.42 to -0.21)
-0.42 (-0.82 to -0.03)

Total household income per month

0.29 (0.01 to 0.57)

0.33 (0.06 to 0.61)

0.12 (0.01 to 0.22)

0.13 (0.02 to 0.23)

Working status (ref. working)
Not working
Retired

-1.18 (-3.39 to -0.16)
-1.40 (-3.07 to 0.28)

-0.36 (-0.92 to 0.20)
-0.18 (-0.77 to 0.40)

Urbanisation

0.004 (-0.30 to 0.31)

-0.04 (-0.15 to 0.07)

0.005 (-0.01 to 0.02)
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5.3.4 Building a prediction model for health literacy using the NVS instrument
Similarly as with regard to the constructed prediction models based on the HALS and HLS-EU-Q
instruments, the following two prediction models were constructed applying the NVS:
• One predicting mean health literacy level.
• One predicting the proportion having at least an adequate health literacy level.
Table 5.10 shows these prediction models that were build based on 2/3 of the data obtained
from the HLS-EU.
For the prediction model addressing the mean level of health literacy based on the NVS, having
an older age, having attained (pre-)primary or lower secondary education, having a lower
household income and not working were significant related to a lower health literacy level. In
addition, the dichotomous model prediction the proportion having at least an adequate level
of health literacy shows that those who live in an urban environment are more likely to have
low literacy skills.
Compared to the models that were build based on the HLS-EU-Q and the HALS instrument, the
significant covariatescovariates for health literacy based on the NVS were more comparable to
the included covariates in the prediction model based on the HALS than the HLS-EU-Q
instrument.
Cross validation of the health literacy prediction model based on the NVS instrument
To validate the prediction model assessing the mean level of health literacy, the regression
equation that was obtained by the linear regression analysis, was applied on the remaining 1/3
of the Dutch HLS-EU data (see appendix I for more information). The analyses showed that
changes in the mean health literacy scores across the deciles are almost equal between the
predicted and observed health literacy scores. Moreover, the results suggest that the
prediction model that was developed can provide a quite accurate indication of the observed
mean NVS scores when applied in the same Dutch population.
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Table 5.10 Health literacy prediction model based on 2/3 of the NVS (n=682)
Predicting mean health literacy

Predicting having adequate health literacy

Initial model

Final model

Initial model

Final model

B (95% CI)

B (95% CI)

log odds (95% CI)

log odds (95% CI)

Constant

5.18 (4.62 to 5.74)

5.19 (4.79 to 5.59)

Gender
Male

0.09 (-0.11 to 0.30)

Age

-0.03 (-0.04 to -0.02)

-0.03 (-0.04 to -0.02)

-0.04 (-0.06 to -0.03)

-0.04 (-0.06 to -0.03)

Level of education (ref. tertiary or upper
secondary)
Pre-primary or primary
Lower secondary

-1.26 (-1.66 to -0.86)
-0.55 (-0.79 to -0.31)

-1.26 (-1.66 to -0.86)
-0.56 (-0.79 to -0.31)

-1.94 (-2.69 to -1.19)
-1.01 (-1.47 to -0.54)

-1.95 (-2.70 to -1.20)
-1.01 (-1.47 to -0.55)

Total household income per month

0.12 (0.06 to 0.18)

0.12 (0.06 to 0.18)

0.18 (0.03 to 0.32)

0.17 (0.03 to 0.31)

Working status (ref. working)
Not working
Retired

-0.40 (-0.74 to -0.06)
-0.003 (-0.34 to 0.33)

-0.39 (-0.73 to -0.04)
-0.01 (-0.35 to 0.32)

-0.79 (-1.45 to -0.12)
-0.18 (-0.85 to 0.49)

-0.76 (-1.42 to -0.10)
-0.19 (-0.86 to 0.48)

Urbanisation

-0.04 (-0.10 to 0.02)

-0.14 (-0.28 to -0.003)

-0.13 (-0.27 to 0.002)

4.23 (2.92 to 5.53)

4.45 (3.33 to 5.57)

0.15 (-0.30 to 0.60)
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5.3.5 Validation of the prediction model in EU countries
In the foregoing steps the construction of the prediction models based on Dutch data was
described. As an important objective of our study was to develop a prediction model that
could be applied to estimate the level of health literacy in other European countries, we
performed analyses focussing on the validation of the developed prediction models. First we
aimed to get an impression with regard to the predictive value of the models within other
European countries than the Netherlands. For this purpose we used data obtained from other
European countries that participated in the HLS-EU next to the Netherlands. These countries
were Austria (AT), Bulgaria (BG), Greece (EL), Spain (ES), Ireland (IE), Poland (PL) and Germany
(GE). For all these countries, the mean health literacy level was estimated, based on all three
prediction models that were constructed. Table 5.11 shows the actual (observed) health
literacy levels as estimated based on the HLS-EU data, as well as the predicted mean health
literacy level as estimated applying the prediction models (for more details see appendix J,
table J1). (For the prediction model based on the HALS only the predicted values were shown
as only the Netherlands has observed data). In general, the prediction models that were based
on the HLS-EU-Q and the NVS seem to predict the ranking of low and high health literate
groups rather well within each country. Within countries the observed and predicted mean
health literacy scores based on the HLS-EU-Q and NVS were more closely related in some
countries (such as Greece) that in others (such as Austria). This indicates that the prediction
models will be able to provide a more precise indication of health literacy in Greece than in
Austria. When comparing the mean predicted HALS scores with the observed mean NVS scores
per country, they also show rather identical patterns. For instance, Spain shows a relatively
low predicted NVS score and a relatively low predicted HALS score as well, whereas Austria
shows a relatively high predicted NVS score and a relatively high predicted HALS score as well
(see Table 5.11).
The observed versus the predicted health literacy levels are also illustrated in Figures J2 to J5
(Appendix J). In these figures for each country the observed and predicted mean health
literacy level is plotted opposite one another. Moreover, the regression coefficients for each
regression line were calculated, indicating the strenght of the association between the
observed and the predicted mean health literacy level in each country. The regression
coefficients appeared to vary between 0.71-4.8, implying that the predicted mean health
literacy scores per country are not significantly associated with the observed mean health
literacy scores per country. This poor association is underlined by R2 that were calculated,
indicating the extent in which the variation in predicted mean health literacy scores for each
country can be explained by variation in the observed mean health literacy level. The
calculated R2´s ranged between 0.0004-0.12, which is in general rather low. This means that
relatively little of the variation in the predicted mean health literacy scores per country can be
explained by variation in the observed mean health literacy scores per country.
In the foregoing steps insight was retrieved concerning the predictive values of the models
within the countries that participated in the HLS-EU survey. As an important objective of our
study was to develop a prediction model that could be applied to estimate the level of health
literacy in other European countries, we proceeded with analyses focussing on the extent that
the prediction models are able to predict health literacy levels across different EU countries.
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Therefore, correlation coefficients between the predicted models based on Dutch data were
compared to the observed health literacy levels in the other HLS-EU countries. This way an
indication is retrieved concerning the accuracy of the developed prediction model based on
Dutch data for the other European countries. The correlation coefficients between the
predicted and observed mean health literacy levels per country ranged between 0.12-0.57
(Table 5.11). The observed and predicted NVS scores seem to correlate stronger than the
observed and predicted HLS-EU-Q index scores. For Greece, the correlation coefficients
between the predicted and observed health literacy scores appeared to be rather high
compared to the other countries, whereas the correlation coefficients were relatively low for
Austria compared to the other countries. Figure J6 to J12 (Appendix J) illustrate in more detail
per country how the predicted mean NVS score relates to the observed mean NVS score. The
mean observed NVS scores per decile were compared to the mean predicted NVS scores per
decile. The figures illustrate that the prediction model based on Dutch data, less accurately
predicted mean NVS scores for Austria than mean NVS scores in the other countries. Where
the regression coefficients are between 0.90 and 1.19 for the other countries and the R2
between 0.90 and 0.98, the regression coefficient for Austria was 0.70 and the R2 0.79. When
looking at the ranking of countries based on the observed and predicted mean HLS-EU-Q
scores (Table 5.11), it appears that the rankings differ (e.g. Ireland has a relatively high
observed health literacy score, whereas the predicted health literacy score is not the highest
compared to the other countries). This implies that predicted HLS-EU-Q scores are to a limited
extend useful for ranking countries according to their health literacy level.
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Table 5.11 Observed and predicted health literacy scores per country
Mean HLS-EU-Q index score
Country

a

Mean NVS score

b

Mean HALS score

c

Observed

Predicted

Pearson correlations

Observed

Predicted

Pearson correlations

Predicted

Predicted for ≤ 65

AT - Austria

31.9

37.0

0.12 (0.05 - 0.18)

4.2

4.1

0.24 (0.19 - 0.30)

274.3

277.4

BG - Bulgaria

29.7

36.8

0.33 (0.27 - 0.38)

3.1

3.9

0.35 (0.30 - 0.41)

271.0

274.4

EL - Greece

33.5

36.1

0.44 (0.38 - 0.49)

3.6

3.6

0.57 (0.53 - 0.61)

264.0

271.8

ES - Spain

32.5

35.6

0.24 (0.18 - 0.29)

2.6

3.4

0.46 (0.41 - 0.51)

257.0

265.8

IE – Ireland

34.7

36.8

0.23 (0.17 - 0.29)

3.6

3.9

0.37 (0.32 - 0.42)

268.1

272.8

PL – Poland

33.3

37.2

0.26 (0.20 - 0.32)

2.7

3.8

0.44 (0.39 - 0.49)

268.3

274.0

GE - Germany

34.5

36.8

0.24 (0.18 - 0.30)

3.8

3.7

0.43 (0.38 - 0.48)

264.1

270.2

a
b
c

Predicted based on the prediction model based on Dutch HLS-EU data (34.036541 + (1.420464*male) + (-3.383628*(pre)primary education) + (-1.146785*lower secondary
education) + (0.334350*income)
Predicted based on the prediction model based on Dutch HLS-EU data (5.192458+ (-0.030378*age) + (-1.259941*(pre)primary education) + (-0.550671*lower secondary
education) + (0.118609*income) + (-0.388451*not working) + (-0.012669*retired)
Prediction model based on age, level of education and working status obtained from the Dutch HLS-EU data (299.057456 + (-0.401640*age) + (-45.597756*(pre)primary
education) + (-22.987295*lower secondary education) + (-11.020990*not working) + (-7.337184* retired)
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5.3.6 Proposed prediction models
With regard to the HALS and NVS, cross validation of the constructed health literacy prediction
models showed that the prediction models that were developed could provide an accurate
indication of mean health literacy level as well as the discrimination of those having at least an
adequate health literacy level. Also the mean health literacy level based on the HLS-EU-Q could
be satisfactorily be predicted by the constructed prediction model. Therefore, as the HALS
measures health literacy in a broader sense compared to the NVS, we propose to apply the
prediction model based the HALS. Summarising, the following two models for predicting mean
health literacy level in any specific European country are recommended:
1 Predicting mean objective health literacy: (based on the HALS):
303.3 + -0.40 X1 + -45.61 X2 + -23.30 X3 + -11.1 X4 + -7.37 X5 + -2.93 X6
X1= mean age of the population
X2= % in population with primary education as highest attained level of education
X3= % in population with lower education as highest attained level of education
X4=% in population not working
X5=% in population that is retired
X6=% in population living in urban environment
2 Predicting mean perceived health literacy: (based on the HLS-EU-Q):
34.04 + 1.42 X1 + -3.38 X2 + -1.15 X3 + 0.33 X4
X1= % in population that is male
X2= % in population with primary education as highest attained level of education
X3= % in population with lower education as highest attained level of education
X4= mean household income per month
In contract to the satisfying accuracy of the prediction model based on the HLS-EU-Q
addressing mean health literacy level, the prediction model was less accurate with respect to
predicting who will have sufficient health literacy based on the HLS-EU-Q on an individual
basis. The cross validation of the constructed health literacy prediction models based on the
NVS and HALS showed that the prediction models based on these two (objective) health
literacy instruments could provide an accurate indication of individuals having at least an
adequate health literacy level. Since both the HALS and the NVS are perceived as an objective
measure of health literacy and the HLS-EU-Q addresses perceived (subjective) health literacy, it
seems that objective health literacy might be better predicted by public available census data
than subjective health literacy. Given the fact that the HALS captures health literacy from a
broader perspective than the NVS, is a valid instrument with clear established cutt-off points,
we propose to use the prediction model based on the HALS to predict the proportion having at
least an adequate level of health literacy in any specific European country:
3 Predicting proportion of people having at least adequate objective health literacy
(based on the HALS)
1.60 +0.03 X1 +2.34 X2 +1.42 X3
X1= mean age of the population
X2= % in population with primary education as highest attained level of education
X3= % in population with lower education as highest attained level of education
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5.4 Conclusions and discussion
The main aim of this Work Package was to construct a reasonably accurate multivariable
model that could be applied to predict health literacy levels in European countries using proxy
indicators from publicly available census data. Based on the available literature an overview
was gathered addressing all these possible covariates for health literacy. With respect to
constructing the prediction model based on covariates, two datasets were available; the Adult
Literacy and Life Skills Survey (the ALL) and the European Health Literacy Survey (HLS-EU). The
ALL data include a so-called objective measure of health literacy: the Health Activities and
Literacy Scale (HALS). By directly testing respondents’ performance on a variety of graded
tasks, the HALS provides an objective measurement of health literacy. The HLS-EU data provide
two indicators of health literacy: the European Health Literacy Questionnaire (HLS-EU-Q)
measuring subjective health literacy (perceived difficulty with health information) and the
Newest Vital Sign (NVS) providing an objective indication of health literacy. In the HLS-EU-Q
questionnaire health literacy is measured by means of a survey on 12 dimensions, including
four skills (accessing health information; understanding health information; appraising health
information; applying health information) and three domains (healthcare; disease prevention;
health promotion). As the Netherlands is the only European that has the availability of both
datasets (ALL, HLS-EU), the prediction models were constructed using Dutch data. This offered
the possibility for comparing the constructed prediction models in the same national
population. As a final step, the prediction models were validated in data obtained from the
other European countries that participated in the HLS-EU next to the Netherlands. This
included Austria (AT), Bulgaria (BG), Greece (EL), Spain (ES), Ireland (IE), Poland (PL) and
Germany (DE).
For each of the three health literacy measures mentioned, the following two classifications of
health literacy were applied in the prediction models:
• Predicting mean health literacy (continuous outcome measure).
• Predicting the proportion in the population having at least an adequate level of health
literacy (dichotomous outcome measure).

Conclusions
• It is possible to construct a reasonably accurate multivariable model that could be applied
to predict health literacy levels in European countries using proxy indicators from publicly
available census data. Three prediction models are proposed that can be applied within
European countries for predicting population-level health literacy:
- Predicting mean objective health literacy.
- Predicting mean perceived health literacy.
- Predicting proportion of people in a population having at least adequate objective
health literacy.
Of these, the first two are recommended for predicting mean health literacy level in any
specific European country. The latter is recommended to predict the proportion having at
least an adequate level of health literacy in any specific European country.
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• The prediction models are able to satisfactorily predict health literacy levels within each
country. However, there were countries where the prediction was weaker, so the precision
of the estimation of health literacy varies.
• As regards to the covariates included in the prediction models, our results show that
education is an important covariate for predicting health literacy both with regard to the
mean level of health literacy as well as to the proportion of people having at least an
adequate health literacy level.

Discussion and recommendations
• To date, direct measures of health literacy require in-person evaluation, which is not done
in most national health surveys (Hanschate, 2009). Our findings suggest that, although the
precision of the estimations varied, the developed prediction models may serve as a
reliable method for estimating national health literacy levels, in situations where test-based
health literacy measures are absent. For this purpose, three prediction models are
proposed that can be applied within European countries for predicting population-level
health literacy. National figures concerning education level, gender, household income, age
and working status can be incorporated in one of the outlined prediction models for
estimating national health literacy levels. This avoids the need to measure covariates, such
as “difficulty in reading forms” that would limit a prediction models range of applicability.
• Although the purpose of the study was to develop a multivariable model for estimating
health literacy level, given the variance in definitions and operationalisation of health
literacy, it seems more appropiate to propose more than one model. The choice for one
prediction model depends on whether one is interested in estimating the overall mean
level of health literacy in a population or the proportion within a population that is
expected to have at least adequate health literacy. Moreover, the choice for a prediction
model also depends whether one aims for estimating so-called objective or subjective
health literacy. Both ways to address health literacy are focussing on different aspects of
health literacy and both have their strengths and limitations. “Objective health literacy
measures, such as the HALS, are especially useful to determine differences in actual
performances between individuals, groups or countries or to measure actual changes in
health literacy skills over time on a population level. In addition, subjective health literacy
measures, such as the HLS-EU-Q, provide insight into perceived problems in daily life and
health domains that may need special attention. Measures like the HLS-EU-Q include items
that are more considerate of the context in which health literacy skills need to be applied
and thereby may provide more insight into actions that could be taken to improve health
literacy, opposed to objective health literacy measures. It can be concluded that objective
and subjective health literacy measures both provide insight into health literacy in different
ways and therefore complement each other”(Van der Heide, 2015).
• The constructed prediction model was less accurate with respect to predicting the
proportion of people in a population having at least adequate perceived health literacy.
Therefore no model is proposed aiming to estimate this outcome.
• Although the mean health literacy based on the HLS-EU-Q could satisfactorily be predicted
by the prediction model consisting of census data, in general, our results showed that
census data are more accurate in predicting objective health literacy than perceived health
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literacy. This might be explained by the more narrow focus of the NVS and the HALS as
compared to the HLS-EU-Q (as described earlier).
In general the prediction models that were applying data from the HLS-EU-Q , HALS and the
NVS seem to predict rather well the level of health literacy within the national populations.
This implies that the applied covariates for estimating the level of health literacy have a
comparable predictive value across the included European countries.
The models were less able to reproduce the ranking of average health literacy levels per
country. This might be because the between country variation in health literacy levels is
much smaller than the within country variation. In other words, the differences between
countries caused by the factors that are in the model are rather subtle. Therefore the
average effects per country is importantly influenced by factors that could not be modelled,
or subtleties concerning the variables used. For instance, the influence of education or
income could slightly differ per country, depending on the educational system, or general
economic situation. This implies that the predictive equation are not sufficiently accurate
for predicting differences between countries. Therefore, the prediction models should not
be applied for comparative purposes between countries, as we found that the prediction
models were less useful for ranking countries with respect to their predicted health literacy
level. Given the difficulty to predict the ranking between countries, we also believe our
models are not suitable for looking at time trends.
The three prediction models were successfully validated in eight Member States in different
regions of the EU, each with their own systems and context. This provides us with
convincing evidence that the models will be applicable in the other 20 Member States as
well. With respect to the methodology and databases to be used, see Annex K.
Nevetheless, validation of the prediction models in these EU Member States would provide
more insight in the actual validity of the constructed prediction models for their national
situation.
As regards to the covariates included in the prediction models, our results show that
education is an important covariate for predicting health literacy both with regard to the
mean level of health literacy as well as to the proportion of people having at least an
adequate health literacy level. This finding is independent if one is interested in perceived
difficulties in performing health literacy tasks (subjective health literacy, a measure
targeted by the HLS-EU-Q) or more objectively measured difficulty in health literacy task
performance (as targeted by the NVS and HALS)
Other identified significant covariates:
- To predict the mean level of health literacy: age, level of education, urbanity and
working status (model based on HALS); and gender, household income, and the level of
education (model based on HLS-EU-Q).
- To predict the proportion of people having at least an adequate level of health literacy:
education and age (model based on HALS); and education, gender and household
income.

Limitation of the method
• An important limitation of our study is that only Dutch data were available for all three
included measures of health literacy. Moreover, the robustness of the developed prediction
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models could only be estimated for the countries involved in the HLS-EU project. Further
refinement of the developed prediction models could be achieved by repeating the crossvalidation based on data gathered in other European countries, or more regions of
countries as the HLS-EU project in Greece and Germany gathered data in a specific part of
the country. This will also offer the possibility to differentiate between actual health
literacy level and educational level, as although educational level is a strong predictor of
health literacy level, from a theoretical perspective both concepts are not synonyms
(Berkman, 2010). However, this will require the availability of datasets addressing health
literacy at a national level, ideally measured by an objective as well as an subjective
instrument. In addition, the data availability restricted the range of potentially important
covariates that could be included in the prediction model. Although the covariates included
in our models were selected based on existing research findings and theoretical
justification, it is likely that there are other unmeasured characteristics that contribute to
health literacy that were not included in the model, such as quality of education, history of
migration, language proficiency and state of residence. Inclusion of possible additional
indicators might further improve the predictive capacity of the developed models. Again,
these indicators should of course be readily available at a national level to be eligible for
these kinds of prediction models.
• The constructed prediction model are aimed at estimating national health literacy levels
within EU member States. Therefore, we did not restrict the analyses to subsamples in the
population, but tried to use the broad range of available data. As the HALS dataset includes
people aged 65 years and younger and the HLS-EU dataset also includes elderly, this limited
the comparability between the constructed prediction models. Although the cross
validation of the constructed health literacy prediction models based on the NVS and HALS
showed that both the prediction models could provide an accurate indication of the level of
health literacy, future research could further develop prediction models that can valid
estimate health literacy levels within subgroups of the population.
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6

Overall conclusions and recommendations of the HEALIT4EU project

Health literacy is increasingly being recognised as a crucial determinant of health all over the
world and also in the EU the attention for health literacy is growing rapidly. Health literacy
‘enables people to make judgements and take decisions in everyday life concerning healthcare,
disease prevention and health promotion to maintain or improve their quality of life during the
life course’(Sørensen et al., 2012). Health literacy may be defined as a multidimensional
concept encompassing basic/functional literacy, communicative/interactive literacy and critical
literacy. Other aspects, e.g. whether one is able and willing to actively manage one’s health, are
also relevant and currently discerned as elements of the concept (Osborne et al., 2013). Until
now, health literacy was predominantly defined and measured as an individual skill. However,
recently more attention is given to the individual’s social support system (e.g. partner, family,
community) and to the context (such as the healthcare system) in which people have to use
these skills.
Inadequate health literacy is associated with worse health outcomes and higher health care
service use, and is regarded as an important determinant of health inequalities (WHO 2007).
Most research on health literacy has been conducted outside Europe, in the United States and
more recently in Japan, Taiwan and Australia. As a consequence, relatively little is known about
the prevalence of inadequate health literacy and its effects on outcome measures in European
countries, nor about the effectiveness of policies and interventions.
The number of studies on health literacy in the EU seems to be rapidly increasing. It also
appears that several Member States have developed a reflection or a policy on health literacy.
A number of stakeholders have advocated a closer examination of health literacy at European
level and support for identification of appropriate strategies to address this issue. The services
delivered in the HEALIT4EU study further add to a better understanding of health literacy in the
European Union.
The HEALIT4EU project consisted of three Work Packages:
• WP1: a systematic analysis of existing knowledge about health literacy interventions in EU
Member States;
• WP2: a mapping of policies and actions aimed at improving health literacy in EU Member
States; and
• WP3: establishing a prediction model of determinants of health literacy using publicly
available information sources.
In this chapter, we present and discuss the overall conclusions from the HEALIT4EU study, then
we will summarize the key findings and conclusions per workpackage. Furthermore, we will
give recommendations for intervention development and study, for research on health literacy
interventions, policies and programmess in general and finally for policy makers.
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6.1 Overall conclusions and discussion
The HEALIT4EU study on sound evidence for a better understanding of health literacy in the
European Union has produced a state-of-the art insight into the health literacy intervention
studies that are performed in EU Member States, as well as in the policies, programmes and
actions that are being initiated and implemented. On the basis of the results of this study, we
can conclude that in recent years health literacy definitely gained attention in several EU
Member States.
In our study, we were able to identify relatively few health literacy intervention studies but
many policies, programmes and actions in EU Member States. Although these activities
contribute towards the growing momentum of attention for health literacy EU-wide, most of
these interventions are neither coordinated through a national or regional policy, nor are they
well evaluated. This finding emphasizes the fact that most countries are just starting to address
health literacy in their policies, which is confirmed by the fact that ten EU Member States do
not report any policy or substantial activity regarding health literacy at all whereas eight are
still in the early stages of agenda setting and policy making. Six countries have a national policy
(Austria, Ireland, Italy, Portugal, Spain, United Kingdom).
A national policy does not seem to be a requirement for the development of programmes and
activities regarding health literacy as 82 initiatives on health literacy were identified in 16 EU
Member States. Many different stakeholders are active in this arena. Often both government
and NGOs together initiated and conducted activities. Other important stakeholders are
national ‘Networks’ or National Working Groups.
Research also plays an important role in ‘setting the scene’. Many recent studies have focused
on the development and validation of health literacy measurement instruments. Furthermore
some countries have performed survey studies on the level of health literacy in their country,
either in the HLS-EU study or afterwards. The focus on intervention development and
evaluation is more recent, which accounts for the low number of studies we could include. We
expect that in five years, the number of publications on this topic will increase substantially
within the next years.
Given the fact that interventions, policies and programmes are not (yet) well evaluated, the
current evidence does not enable us to make firm statements about effectiveness. However,
we have identified some best practices. From the interventions we identified, we learned that
two aspects were of importance in order to produce positive effects. The first is that
interventions should be tailored to the needs of the patients or groups with inadequate health
literacy. Patient or citizen involvement in de intervention development process is therefore
crucial. The second is that critical and/or interactive skills and competencies should be targeted
(and not only knowledge). These kind of interventions have impact on the personal level
(knowledge, motivation, self-confidence, stronger feelings of control). This is an important
finding, since it relates to the conceptualisation and measurement of health literacy. In our
study, we found the use of many different kind of definitions and measurement instruments. In
earlier (predominantly clinically) studies, the focus has been strongly on literacy (of leaflets,
brochures and medication labels) and on the ‘narrow’, functional definition of health literacy:
the processing of health information. Recently, more comprehensive conceptualisations of
health literacy are introduced that include other skills (e.g. communication, critical thinking)
and dimensions (e.g. motivation, social support). New measurement instruments have been
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developed to measure health literacy from this broader perspective. Examples of such
‘broader’ instruments are the Functional Communicative and Critical Health Literacy (FCCHL)
(Ishikawa et al., 2008), and the Health Literacy Questionnaire (HLQ) (Osborne et al., 2013).
Since these skills and dimensions seem essential for the effectiveness of interventions that aim
at behavioural change, their use should be definitely be encouraged.
Another point worth mentioning is the fact that policies and interventions to improve health
literacy disproportionately seem to be implemented in health care settings, while it would be
beneficial from a public health perspective if these were also targeted at other settings
(education / workplace). Only some countries (e.g. Estonia, Finland, France and Germany)
mention health literacy as part or outcome of the school curriculum. Workplace interventions
or policies are mentioned in Estonia, the Netherlands, Belgium and Spain. Especially for
prevention and health promotion, these contexts might be very relevant.
One part of the HEALIT4EU study focused on the possibility of creating models to predict
health literacy levels in European countries using proxy indicators from publicly available
census data. Since not all countries have national data on health literacy in their country, nor
the means to perform a survey, through these models they might be able to make adequate
estimates. Indeed, we were able to propose three valid models which can be used to estimate
specific indicators (mean objective health literacy, mean perceived health literacy, proportion
of people in a population having at least adequate objective health literacy). Though these
models are useful for estimating these indicators within a country, they cannot be
recommended for international rankings and comparisons. This is an important and
fundamental point which is likely to reflect the fact that health literacy skills, particularly the
subjective skills which reflect peoples’ assessment of their ability to gather and understand
health information and navigate health services, are the result of not only objective skills
(reading & numeracy level) but also the health, education and social systems in a country. This
means that for comparative research, it will remain necessary to conduct new health literacy
surveys (or include health literacy in other national surveys) in each country.

6.2 Conclusions per workpackage
WP 1: Systematic analysis of existing knowledge about health literacy interventions in EU
Member States
• The number of intervention studies in Europe is scarce but growing. There are no studies
about the cost-effectiveness of health literacy interventions.
We expect that the number of European studies will increase rapidly over the coming years.
At present, 20 studies were identified in WP1 on health literacy interventions in one of the
EU Member States. The quality of most studies was weak (n=13), others were moderate
(n=5) and only two were graded as strong. Almost all the studies were conducted the
United Kingdom (eight studies) and Germany (seven studies); the remaining five were
conducted in Austria, Ireland, the Netherlands and Sweden. No studies from the Eastern or
Southern part of the European Union were found. The limited number of studies on the
efficacy and cost-effectiveness of health literacy interventions as well as on the effect of
health literacy improvement on outcomes in the EU doesn’t come as a surprise. Earlier
reviews on these topics consistently show that studies in the European Union are scarce
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(D’Eath et al., 2012, Berkman et al., 2011, Dennis et al., 2012). Up until now, European
studies were predominantly focused on the development and validation of measurement
instruments and the prevalence of low health literacy in specific populations.
• In spite of a wide variation in the intervention studies,, three types of interventions could
be distinguished.
- Interventions aimed at improving health literacy.
- Studies in which the intervention was tailored to different health literacy levels.
- Interventions aimed at improving health outcomes but in which the effects were
described for people with different health literacy levels or numeracy levels.
The intervention studies varied considerably in how they measured health literacy (different
instruments, subjective/objective). There was also a huge variation in the type of
interventions given: e.g. group interventions, individual interventions, web-based
interventions, one component interventions (e.g. an information leaflet) and multicomponent interventions including chat-groups, lectures, training sessions, a help-desk and
computer programmes. Moreover, these interventions varied in intensity, number of
participants and professionals involved.
• There is little evidence on the effectiveness of health literacy interventions from European
intervention studies due to heterogeneity in outcomes, populations, study designs and
outcomes measured. And there is no evidence on the cost-effectiveness of such
interventions.
However, despite the small number of studies, the findings are in line with results from
other predominantly American studies and reviews. Our review demonstrated that low
health literacy was associated with differences in health-related outcomes including poorer
ability to interpret medication labels and health messages. Many interventions were
demonstrated to have some positive effect at the personal level (improvement of
knowledge, motivation, self-confidence, stronger feelings of control, empowerment, better
decision making skills, a more active role in treatment). No studies on the effects of health
literacy interventions on health status were found. Two studies in our review suggest less
use of professional health services after an intervention.
• More promising interventions tend to (a) tailor their efforts to the needs of patients in
general or groups with inadequate health literacy specifically and (b) address critical
and/or interactive skills and competencies (and not knowledge only).
It is possible to draw some preliminary conclusions with respect to promising interventions.
The type of intervention doesn’t seem to be of major importance. What discriminates more
promising from less promising interventions is (a) whether they tailor their efforts to the
needs of patients in general or groups with inadequate health literacy specifically and (b)
whether they address critical and/or interactive skills and competencies (and not only
knowledge). These kind of interventions have impact on the personal level (knowledge,
motivation, self-confidence, stronger feelings of control). Also other studies showed the
effect of increased levels of health literacy on higher levels of empowerment, better
decision making skills, and a more active role in treatment. In its turn this is supposed to
have a positive effect on the population and health system levels since better informed,
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motivated and autonomous patients are expected to have better health outcomes and less
needs for professional health services.
WP2: Policies and actions aimed at improving health literacy in EU Member States
• Health literacy as a concept gained attention in several EU Member States during the last
years. In most countries, it is however either known and rarely used, used in a wider
context of health promotion or even unknown.
The countries in which the concept gained most attention are Germany, Ireland, Italy,
Portugal, Spain, the United Kingdom and recently also in Austria, the Czech Republic and
the Netherlands. In other countries, however, such as Bulgaria, Cyprus, Estonia, France,
Greece, Hungary, Lithuania, Poland, Romania and Slovakia, the concept is less common and
often linked to broader concepts such as health education and health promotion. In Latvia
the term is still unknown. Though countries do not know or use the term health literacy in
their policies or activities, through other activities in the area of health promotion and
health education they might indirectly increase health literacy in a specific population (e.g.
France).
• Ten EU Member States do not have any policy, programme or substantial activity in the
domain of health literacy. Eight are in early stages of policy making. Five seem to have
developed activities that fit all stages of the policy cycle 1.
Looking at the status of policies and the extent to which they are implemented within a
country, we can conclude that ten EU Member States do not have any policy, programme or
substantial activity in the domain of health literacy and eight are still in the early stages of
the policy cycle, e.g. problem definition and/or agenda setting. These eight countries are
Belgium, Bulgaria, Czech Republic, Denmark, Greece, Malta, Poland and Slovenia. Only five
countries demonstrate activities in all phases of the policy cycle, from problem definition to
policy evaluation: Austria, Germany, Ireland, Portugal and the United Kingdom (see Table
4.23).
• Six countries have a policy at national 2 level on health literacy (Austria, Ireland, Italy,
Portugal, Spain, United Kingdom).
Policies on health literacy are most established in the United Kingdom, where some
extensive action plan documents are provided by the national governments to address the
issue of health literacy and move the agenda forward. In Austria, the improvement of health
literacy was explicitly stated in the recently formulated national policies of the Ministry of
Health, whereas in Ireland it was included in a recent policy paper of the Department of
Health. Health literacy is also incorporated into national policies in Italy, Spain and Portugal,
although these policies are mainly conducted and operationalized on a regional level. This
results in a number of regions that are more and some that are less advanced in improving
1

The policy cycle (Stake, 1967) was used as a framework to look at the status of policies and to
describe to what extent they are implemented within a country. See also Box 4.1.

2

Given the different institutional arrangements in EU Member States (see for instance: Paris V, Devaux
M, Wei L (2010). The national level does not necessarily correspond to the state level. For example,
when we refer to policies in the UK on a national level, this is only the case for Wales and Scotland.
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health literacy. Three countries (Czech Republic, Malta and Slovenia) are reflecting on the
development of a national policy.
• A national policy does not seem to be a requirement for the development of programmes
and activities regarding health literacy as initiatives on health literacy were identified in
most of the EU Member States.
In total, 82 programmes and activities were identified in 16 EU Member States. Most
activities were characterized as a (intervention or research) programme (51%) although the
content of these programmes differed widely, ranging from the measurement of health
literacy within a country and identifying vulnerable groups to developing practical tools for
professionals, and a health promotion strategic framework. Other activities (44%) were also
characterized as a more formal activity containing guidelines, or policies. The
implementation level of the different programmes and activities varied widely and this was
dependent of the aim of the activity and the complexity.
• Current evidence does not enable to conclude whether policies, programmes and
activities are effective not.
Since many activities are aimed at problem definition and agenda setting, evaluation had
not yet been a major topic in most of the programmes. Only one quarter (26%) of the
programmes and activities identified mention some form of evaluation, and even those
describe very basic outcome measures, designs or instruments. Whether policies,
programmes and activities are effective thus cannot be concluded with the current
evidence. The results from WP1 also revealed that there were only 20 well designed health
literacy intervention studies in the EU. Only five countries can be categorized as operating
on the level of policy evaluation (Austria, Germany, Ireland, Portugal, the United Kingdom).
Therefore both on policy as on programme and activity level, evaluation and monitoring is
an important gap.
• Many stakeholders seem to be involved in health literacy. Universities and research and
knowledge centres have an important contribution especially in the early stages of the
policy cylce (problem definition and agenda setting). Often country experts indicated that
both government and NGOs together initiated and conducted initiatives. Other important
stakeholders are national ‘Networks’ or National Working Groups.
WP3: Establishing a prediction model of determinants of health literacy
• It is possible to construct a reasonably accurate multivariable model that could be applied
to predict health literacy levels in European countries using proxy indicators from publicly
available census data. Three prediction models are proposed that can be applied within
European countries for predicting population-level health literacy :
- Predicting mean objective health literacy.
- Predicting mean perceived health literacy.
- Predicting proportion of people in a population having at least adequate objective
health literacy.
Of these, the first two are recommended for predicting mean health literacy level in any
specific European country. The latter is recommended to predict the proportion having at
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least an adequate level of health literacy in any specific European country.
• The prediction models are able to satisfactorily predict health literacy levels within each
country. However there were countries where the prediction was weaker, so the precision
of the estimation of health literacy varies.
• As regards to the covariates included in the prediction models, our results show that
education is an important covariate for predicting health literacy both with regard to the
mean level of health literacy as well as to the proportion of people having at least an
adequate health literacy level. As all constructed prediction models include education
level, our results show that education is an important proxy for predicting health literacy
both with regard to mean level as to the proportion having at least an adequate health
literacy level. This finding is independent if one is interested in perceived difficulties in
performing health literacy tasks (subjective health literacy) or more objectively measured
difficulty in health literacy task performance.

6.3 Recommendations
Interventions
• Future health literacy interventions and evaluations of these interventions in an EU
context should use research designs which have sufficient scientific rigour. Few
interventions of which the effectiveness is studied could be identified in EU Member States.
• Future evaluation studies of health literacy interventions should encompass an evaluation
of the cost-effectiveness of these interventions. No interventions of which the costeffectiveness was studied could be found.
• Interventions should (a) be tailored to the needs of patients in general or groups with
inadequate health literacy specifically and (b) address critical and/or interactive skills and
competencies (and not only knowledge).
A needs assessment therefore seems a prerequisite for effective intervention development,
as well as a valid measurement of the level of health literacy in the target population. Since
promising interventions target critical and interactive health literacy skills (instead of only
knowledge), the instruments used to measure the level of health literacy in a given
population should therefore include these aspects as well.
Research
Although the number of intervention studies in Europe is growing quickly, there is a need for :
• Agreement among researchers on valid measurement tools for health literacy in an
European context, and more systematic use of validated measurement tools in
interventions.
In the past years several studies on the development, translation and validation of (both
subjective and objective) health literacy measurement instruments have been conducted.
However, it is remarkable that many of the studies in our review do not use any of these
instruments, but develop their own ‘measure’. Though there is obviously a need for more
than one health literacy instrument (depending on the setting and scope of the health
literacy definition) it would be recommendable that researchers in general more often
would use validated instruments, preferably those with a more comprehensive
conceptualisation of health literacy.
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• Agreement about the definition of (the scope of) health literacy and more explicit
definition of health literacy as well as expected outcomes in interventions.
• Research by Sørenson et al. (2012) but also the model of Nutbeam where health literacy is
defined in terms of functional, communicative/interactive and critical health literacy
(Nutbeam, 2000) may be useful in this context. However, since the scope can be quite wide
and no consensus has (yet) been reached, it is important that researchers state what they
define as health literacy and what the precise aim of their intervention is.
• The use of health literacy definitions and measurement tools that go beyond functional
health-related literacy and numeracy.
Especially when one aims at higher order competencies and behaviour change, looking at
functional health literacy alone is often not enough. Furthermore, a very narrow definition
of health literacy (in terms of reading and writing skills or basic health information
processing) may lead to underestimation of the percentage of people with problematic
health literacy skills, especially in North and Western Europe.
• Intervention studies of better quality. Most studies in our review were graded as weak,
they lack statistical power or do not control for adequate confounders.
• Studies that focus on the applicability of results of other European intervention studies to
broader populations and settings; this also holds for the possibility to generalize existing
research outside Europe to an European context.
• Studies that better determine the effective components of already existing multicomponent interventions. One of the research topics would further be the most effective
way of delivering health information and education to vulnerable, disadvantaged and hardto reach groups.
• Cost-effectiveness studies. Since it is known that lower health literacy leads to worse health
outcomes, higher healthcare costs and therefore pose a burden to society in general,
interventions to increase health literacy or improve the healthcare for low literate clients
might eventually lead to lower costs. Intervention studies should therefore also include
cost-effectiveness evaluations in their designs.
• Studies on sound and reliable ways to compare health literacy between European
countries. We found that the prediction models satisfactorily predict health literacy levels
within countries, but were less useful for ranking countries with respect to their predicted
health literacy level. Therefore international studies based on questionnaires or systematic
interviews will remain necessary for comparative purposes.
• For the purpose of policy learning, it would also be relevant to establish whether
differences between countries regarding their health literacy policy could be related to
context factors, such as aspects of the healthcare system and its organisation, specific
conceptions of patient or citizen rights and the role that different interest or advocacy
groups play.
• Further elaboration of the predictive models presented in this study.
- An important limitation of the data in WP3 is that only Dutch data were available for all
three included measures of health literacy. Moreover, the robustness of the developed
prediction models could only be estimated for the countries involved in the HLS-EU
project. Replicating our analyses on national data gathered in another European country
would offer the possibility for further refinement the constructed prediction models.
However, to our knowledge no other European country has the availability of national
data concerning the three included health literacy instruments in this study at this
moment.
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- Further research on country- specific characteristics that have predictive value with
regard to the national health literacy level and that can contribute to the explanation of
differences of the models between countries. Although the present study has pointed
out important key predictors of health literacy that are publicly available and can be
applied to retrieve a valid indication of health literacy on country level, more insight is
needed in country- specific characteristics and differences between countries.
• In general, health literacy research funding should give more attention to (a) the quality of
the studies and (b) the need for specific kind of evidence (intervention studies, (cost-)
effectiveness, international comparative research).
Policy
• Though health literacy is on the agenda in most of the EU Member States, in many
countries the efforts are not coordinated through a policy at the most appropriate level.
Since many different stakeholders are involved -some of whom might have competing or
conflicting interests- and initiatives rely on haphazard instead of structural funding, the
programmes and activities within a country are at risk of being fragmented (both
geographically and in time). This situation can result in less effective use of means and less
exchange of knowledge and ‘best practices’ as desirable. Furthermore, some stakeholders
may have private commercial interests and resources to invest, while others, such as patient
organisations or researchers, have little own financial resources and have to rely on external
funding. In general, a more programmatic and evidence-based policy to health literacy in
individual EU Member States and further exchanges of knowledge and best-practices at EU
level could be beneficial with regard to the outcomes of these efforts.
• The concept of ‘health literacy’ can be considered a useful complement to more general
health promotion and education policies, as it enables to better tailor health promotion
and education approaches to individuals or populations with low literacy and increase the
effectiveness of such policies.
Some countries also do not know or use the term health literacy in their policies or
activities. However, through other activities in the area of health promotion and health
education they might indirectly increase health literacy in a specific population as well. This
leaves us with the question: how important is it that all EU countries embrace the term
‘health literacy’ in their policies and activities? In theoretical models on health literacy (e.g.
Nutbeam, 2000) health literacy is a personal competency which influences health behaviour
and outcomes and which can be influenced by health promotion and education. In order to
be able to tailor these educational activities to the different needs of individuals (in clinical
practice) or populations (in public health), the concept of ‘health literacy’ can be considered
an asset to a more general health promotion and education approach, which are known to
have fewer effects on low literate individuals and populations. Therefore it seems that using
the concept of health literacy seems to have advantages, or at least the notion that people
have different needs and competencies and that the health care system and services should
be tailored in that respect.
• Policies on health literacy should also address the context in which people have to be
health literate, e.g. health care system itself, the way providers deliver care, services are
organised, health information (such as medication leaflets) are written. Most of the current
interventions and programmes seem to focus on individuals or groups ‘at risk’, people with
low health literacy skills. From a public health perspective other relevant contexts for
implementing health literacy policies would be the education system and workplace setting.
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Annex A

Search strategies for WP1 and WP2

Search strategy 1st phase (A1)
(((((("Health Literacy"[Mesh] OR "Health Literacy"[tiab] OR literacy[tiab] OR literate[Tiab] OR
"health competence"[tiab] OR "reading skills"[tiab] OR "reading ability"[tiab] OR "reading
level"[tiab] OR "writing level"[tiab] OR "writing ability"[tiab] OR "writing skills"[tiab] OR
numeracy[tiab] OR analphabetism[tiab] OR "medical data interpretation"[tiab] OR "health
knowledge"[tiab]))) AND (("health promotion"[tiab] OR programme[tiab] OR "Evaluation
Studies"[Publication Type] OR evaluation[tiab] OR "Evaluation Studies as Topic"[Mesh] OR
"Health Promotion"[Mesh] OR "Government Programmes"[Mesh] OR "Intervention
Studies"[Mesh] OR intervention[tiab] OR effect*[tiab] OR "health communication"[mesh] OR
"Health Communication"[tiab] OR policy[tiab] OR "patient education as topic"[mesh] OR
"patient education"[tiab]))) AND ("Europe"[Mesh] OR "European union"[mesh] OR
Europe[tiab] OR European[tiab] OR "eu countries" OR Austria OR Austrian*[tiab] OR Belgium
OR Belgian*[tiab] OR bulgaria OR Bulgarian*[tiab] OR Croatia OR Croatian*[tiab] OR Cyprus OR
Cypriots[tiab] OR Czech OR Czechs[tiab] OR Denmark OR Danish[tiab] OR danes[tiab] OR
Estonia OR Estonian*[tiab] OR finland OR finnish[tiab] OR finns[tiab] OR france OR French[tiab]
OR Germany OR german*[tiab] OR Greece OR greek*[tiab] OR hungary OR Hungarian*[tiab]
OR Ireland OR irish[tiab] OR Italy OR Italian*[tiab] OR Latvia OR Latvian*[tiab] OR Lithuania OR
Lithuanian*[tiab] OR Luxembourg OR Luxembourg*[tiab] OR malta OR maltese[tiab] OR
Netherlands OR dutch[tiab] OR Poland OR polish[tiab] OR poles[tiab] OR Portugal OR
portuguese[tiab] OR Romania OR Romanian*[tiab] OR Slovakia OR Slovaks[tiab] OR Slovenia
OR Slovene*[tiab] OR spain OR Spanish[tiab] OR Spaniards[tiab] OR Sweden OR Swedish[tiab]
OR swedes[tiab] OR "united kingdom" OR "England" OR "great brittain" OR british[tiab]))) NOT
((editorial[pt] OR letter[pt] OR comment[pt]))
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Final search strategy (A2)
Pubmed Search Health Literacy and interventions (WP1)
("Health Literacy"[Mesh] OR "Health Literacy"[tiab] OR "health knowledge"[tiab] OR "medical
data interpretation"[tiab] OR "health competence"[tiab]) OR (("Health"[Mesh] OR health[tiab]
OR patient*[tiab]) AND (literacy[tiab] OR literate[Tiab] OR "reading skills"[tiab] OR "reading
ability"[tiab] OR "reading level"[tiab] OR "writing level"[tiab] OR "writing ability"[tiab] OR
"writing skills"[tiab] OR numeracy[tiab] OR analphabetism[tiab])) AND ("health
promotion"[tiab] OR programme[tiab] OR "Evaluation Studies"[Publication Type] OR
evaluation[tiab] OR "Evaluation Studies as Topic"[Mesh] OR "Health Promotion"[Mesh] OR
"Government Programmes"[Mesh] OR "Intervention Studies"[Mesh] OR intervention[tiab] OR
effect*[tiab] OR "health communication"[mesh] OR "Health Communication"[tiab] OR
policy[tiab] OR "patient education as topic"[mesh] OR "patient education"[tiab]) AND
("Europe"[Mesh] OR "European union"[mesh] OR Europe[tiab] OR European[tiab] OR "eu
countries" OR Austria[tiab] OR Austrian*[tiab] OR Belgium[tiab] OR Belgian*[tiab] OR
bulgaria[tiab] OR Bulgarian*[tiab] OR Croatia[tiab] OR Croatian*[tiab] OR Cyprus[tiab] OR
Cypriots[tiab] OR Czech*[tiab] OR Denmark[tiab] OR Danish[tiab] OR danes[tiab] OR
Estonia[tiab] OR Estonian*[tiab] OR finland[tiab] OR finnish[tiab] OR finns[tiab] OR france[tiab]
OR French[tiab] OR Germany[tiab] OR german*[tiab] OR Greece[tiab] OR greek*[tiab] OR
hungary[tiab] OR Hungarian*[tiab] OR Ireland[tiab] OR irish[tiab] OR Italy[tiab] OR
Italian*[tiab] OR Latvia[tiab] OR Latvian*[tiab] OR Lithuania[tiab] OR Lithuanian*[tiab] OR
Luxembourg[tiab] OR Luxembourg*[tiab] OR malta[tiab] OR maltese[tiab] OR
Netherlands[tiab] OR dutch[tiab] OR Poland[tiab] OR polish[tiab] OR poles[tiab] OR
Portugal[tiab] OR portuguese[tiab] OR Romania[tiab] OR Romanian*[tiab] OR Slovakia[tiab] OR
Slovaks[tiab] OR Slovenia[tiab] OR Slovene*[tiab] OR spain[tiab] OR Spanish[tiab] OR
Spaniards[tiab] OR Sweden[tiab] OR Swedish[tiab] OR swedes[tiab] OR "united kingdom"[tiab]
OR "England"[tiab] OR "britain"[tiab] OR british[tiab] OR Austria[ad] OR belgium[ad] OR
bulgaria[ad] OR croatia[ad] OR cyprus[ad] OR czech[ad] OR denmark[ad] OR estonia[ad] OR
finland[ad] OR france[ad] OR germany[ad] OR greece[ad] OR hungary[ad] OR ireland[ad] OR
italy[ad] OR latvia[ad] OR lithuania[ad] OR luxembourg[ad] OR malta[ad] OR netherlands[ad]
OR poland[ad] OR portugal[ad] OR romania[ad] OR slovakia[ad] OR slovenia[ad] OR spain[ad]
OR sweden[ad] OR UK[ad]) NOT (editorial[pt] OR letter[pt] OR comment[pt] OR
"Dyslexia"[Mesh] OR dyslectic[tiab] OR dyslexi*[tiab] OR Hispanic*[tiab] OR Mexican*[tiab] OR
latina*[tiab] OR latino*[tiab]) AND hasabstract[text] AND ( "1995/01/01"[PDat] :
"3000/12/31"[PDat]) AND (dutch[language OR german[language] OR French[language] OR
english[Language])
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Pubmed search Health literacy and policies (WP2)
(("Health Literacy"[Mesh] OR "Health Literacy"[tiab] OR "health knowledge"[tiab] OR "medical
data interpretation"[tiab] OR "health competence"[tiab]) OR (("Health"[Mesh] OR health[tiab]
OR patient*[tiab]) AND (literacy[tiab] OR literate[Tiab] OR "reading skills"[tiab] OR "reading
ability"[tiab] OR "reading level"[tiab] OR "writing level"[tiab] OR "writing ability"[tiab] OR
"writing skills"[tiab] OR numeracy[tiab] OR analphabetism[tiab])) AND (Policy[mesh] OR
"Government Programmes"[Mesh] OR "Health Planning"[Mesh] OR government[mesh] OR
“government regulation” OR "Public Health"[Mesh] OR policy[tiab] OR programme[tiab] OR
programmes[tiab] OR programme[tiab] OR programmes[tiab] OR strategy[tiab] OR
planning[tiab] or government[tiab] OR “action plan”[tiab] OR “action plans”[tiab] OR
regulation[tiab] OR law[tiab] OR laws[tiab] OR rule[tiab] OR rules[tiab] OR decree[tiab] OR
decrees[tiab] OR decision[tiab] OR decisions[tiab] or act[tiab] OR “local authority”[tiab] OR
“ngo”[tiab] OR “ngo’s”[tiab] OR (("non-government”[tiab] OR “non-governmental”[tiab]) AND
(organisation[tiab] OR organisations[tiab] OR organisation[tiab] OR organisations[tiab])) OR
“public authority”[tiab] OR “public authorities”[tiab] OR state[tiab] OR “public body” [tiab] OR
“public bodies” [tiab] OR “municipality” [tiab] OR “ministry” [tiab] OR department[tiab] OR
agency[tiab] OR agencies[tiab]) AND ("Europe"[Mesh] OR "European union"[mesh] OR
Europe[tiab] OR European[tiab] OR "eu countries" OR Austria[tiab] OR Austrian*[tiab] OR
Belgium[tiab] OR Belgian*[tiab] OR bulgaria[tiab] OR Bulgarian*[tiab] OR Croatia[tiab] OR
Croatian*[tiab] OR Cyprus[tiab] OR Cypriots[tiab] OR Czech*[tiab] OR Denmark[tiab] OR
Danish[tiab] OR danes[tiab] OR Estonia[tiab] OR Estonian*[tiab] OR finland[tiab] OR
finnish[tiab] OR finns[tiab] OR france[tiab] OR French[tiab] OR Germany[tiab] OR
german*[tiab] OR Greece[tiab] OR greek*[tiab] OR hungary[tiab] OR Hungarian*[tiab] OR
Ireland[tiab] OR irish[tiab] OR Italy[tiab] OR Italian*[tiab] OR Latvia[tiab] OR Latvian*[tiab] OR
Lithuania[tiab] OR Lithuanian*[tiab] OR Luxembourg[tiab] OR Luxembourg*[tiab] OR
malta[tiab] OR maltese[tiab] OR Netherlands[tiab] OR dutch[tiab] OR Poland[tiab] OR
polish[tiab] OR poles[tiab] OR Portugal[tiab] OR portuguese[tiab] OR Romania[tiab] OR
Romanian*[tiab] OR Slovakia[tiab] OR Slovaks[tiab] OR Slovenia[tiab] OR Slovene*[tiab] OR
spain[tiab] OR Spanish[tiab] OR Spaniards[tiab] OR Sweden[tiab] OR Swedish[tiab] OR
swedes[tiab] OR "united kingdom"[tiab] OR "England"[tiab] OR "britain"[tiab] OR british[tiab]
OR Austria[ad] OR belgium[ad] OR bulgaria[ad] OR croatia[ad] OR cyprus[ad] OR czech[ad] OR
denmark[ad] OR estonia[ad] OR finland[ad] OR france[ad] OR germany[ad] OR greece[ad] OR
hungary[ad] OR ireland[ad] OR italy[ad] OR latvia[ad] OR lithuania[ad] OR luxembourg[ad] OR
malta[ad] OR netherlands[ad] OR poland[ad] OR portugal[ad] OR romania[ad] OR slovakia[ad]
OR slovenia[ad] OR spain[ad] OR sweden[ad] OR UK[ad])) NOT (editorial[pt] OR letter[pt] OR
comment[pt] OR "Dyslexia"[Mesh] OR dyslectic[tiab] OR dyslexi*[tiab] or Hispanic*[tiab] OR
Mexican*[tiab] OR latina*[tiab] OR latino*[tiab]) AND (dutch[la] or English[la] or French[la] or
german[La]) Filters: Abstract available; Publication date from 1995/01/01
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Annex B.1 Invitation letter and questionnaires (WP1 and WP2) for
country coordinators

Invitation letter:
Dear colleagues, dear subcontractors,
On April 3, 2014 the EPHORT consortium started the Study on sound evidence for a better
understanding of health literacy in the European Union (HEALIT4EU)
(CHAFEA/2014/HEALTH/01). Walter Devillé has already sent you the technical part of the
proposal as an attachment to his email of April 4, 2014. We refer you to this document for the
details of the project.
Health literacy is defined as: ‘The ability to read, filter and understand health information in
order to form sound judgements’. The project includes (WP1) a systematic analysis of existing
knowledge regarding health literacy interventions in EU Member States; (WP2) a mapping of
policies and actions aimed at improving health literacy in EU Member States and (WP3)
establishing a model of determinants of health literacy using publicly available information
sources.
I am contacting you because for WP1 and WP2 information per country and in all European
languages has to be collected. The core research team will be performing literature reviews
and desk research for WP1 and WP2 for information in English, German and French. For WP1,
country coordinators are asked to make a short summary in English from non-scientific
publications or grey literature on health literacy interventions published in their native
languages. For inclusion criteria see Appendix A. This information –per publication- has to be
described in the form of an evidence table (see appendix A and instructions). For WP2, country
coordinators are asked to describe official policies and actions in their respective countries
with a focus on national (or regional, when relevant) policies and actions. In addition,
country coordinators are asked to describe other policies and actions (on regional or local
level) which are already known to the subcontractor or retrievable by quick methods of data
collection or desk research, thereby using appendix B1 and B2 (see instructions). The overview
of the regional and local actions in your country does not need to be exhaustive.
We can offer you a maximum of about two days for your work. We will use the same allocation
and updated tariffs that were established in the QUALICOPC-project, to ensure that all
subcontractors are able to work minimal about two days for tariffs applicable in their country.
Your name and affiliation will be published in the overall report. Once the report is accepted
by the European Commission you will receive a copy. We need the input for WP1 (Appendix A)
by mid-June. The input for WP2 (Appendices B1 and B2) we expect the input by mid-August.
One preliminary question: we want to be sure that you are knowledgeable in this field or have
access to the expertise on Health literacy in your country. If not, please do not participate in
this data collection yourself but give us the name of a Health literacy expert in your country
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that we should approach for this information. Please send this name to j.rademakers@nivel.nl
and w.deville@nivel.nl. As stated before, the deadline for information related to appendix A
is June 15, 2014. The information can be entered online based on web questionnaires. We will
provide you with a specific login code for each type of questionnaire.
Thank you for your collaboration,
On behalf of the EPHORT-consortium
Dr Jany Rademakers
Project coordinator

Prof dr Walter Devillé
Country coordinator

Appendix:
A – evidence table for health intervention studies (+ instructions)
B – description of health literacy policies and actions (+ instructions)
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Appendix A
Introduction
Work Package 1 aims to provide an assessment of health literacy interventions specifically in
an EU context, to examine the effectiveness of health literacy interventions and their costeffectiveness and to reflect on the effect of health literacy on health outcomes.
The core research team will perform a literature search for studies published in English,
German and French. Country coordinators are asked to summarize non-scientific publications
or grey literature on health literacy interventions that are available in their own native
language and cannot be retrieved by Pubmed or Embase.
Country coordinators of countries with native languages English, German, French and Dutch
are asked to send us references and finding places (web links or electronic versions of
pdf/Word documents) of non-scientific publications or grey literature on health literacy
interventions published in their specific native languages. The core research team will
summarize the information of those publications. If a file is not available the web
questionnaire can be used.
We are (only) interested in the following publications:
• Reviews and original research on health literacy interventions performed in one or more
Member States of the European Union, and
• which are published between 1995-2014, and
• in which health literacy is measured directly by a measurement tool, and
• that describes an intervention study with one of the following designs: randomised
controlled trial, quasi randomised controlled trial, controlled before and after study or
interrupted time series, and
• which focus on the improvement of health literacy (defined as such) or on the
improvement of interventions in the domain of healthcare, disease prevention and
health promotion for people with low health literacy and
• contains a health literacy related outcome measure (for example health knowledge, health
skills, health attitudes, self-efficacy, stages of change, motivation and patient activation,
behaviour change, health care access, service use, health status, costs of care),
Instructions for filling in the questionnaire
• The questionnaire has to be filled in through the internet.
• The questionnaire should be filled in for each publication identified (see exception for
specific languages above).
• Most questions can be answered by ticking one box or all boxes that apply. When multiple
boxes can be ticked, this is indicated.
• With TAB you can move from one question/field to the other.
• When you are asked to specify your answer, please provide a short answer in your own
words.
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• Once you start entering data for a specific publication, please complete the questionnaire. If
you close the questionnaire before it is completely finished, you are not able to return to
that specific publication the next time you are opening the file.
• At the end of the questionnaire, a new record for another publication can be added.
• You can close the questionnaire by clicking the small cross on the right corner above. Next
time you are opening the questionnaire a new record will open.
• Once you finished entering all the data you collected about your country, please send an
email to Walter Devillé (w.deville@nivel.nl) & Jany Rademakers (j.rademakers@nivel.nl)
that you completed the data entry for this questionnaire.
Thank you very much for your cooperation

Questionnaire for each publication
A) General information
On which country do you report ?
Please give the reference of the publication (author(s), title, year, source)
In which language the publication is written?
What was the aim of the study described in the publication

Participant characteristics
What was the number of participants ?
What was their nationality?
Could you further describe the participants in terms of age, type (e.g patient, healthy people,
informal carers, formal carers, specific patient group)
What was the level of Health literacy (measured directly by a measurement tool) and which
assessment tool was used to measure level of health literacy?
Are the individuals selected to participate in the study likely to be representative of the target
population?
 Very likely
 Somewhat likely
 Not likely
 Can’t tell
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What percentage of selected individuals agreed to participate?
 80 - 100% agreement
 60 – 79% agreement
 less than 60% agreement
 Not applicable
 Can’t tell

Summary of the intervention
Number of intervention groups
Aim and content of intervention
Time-span of intervention
Context (stakeholders involved, initiators – research institute, NGO, authorities)
Additional relevant information

Outcomes measured
(e.g. knowledge, skills, attitudes, self-efficacy, stages of change, motivation and patient
activation, behaviour change, health care access, service use, health status, costs of care)

Results
Please describe in short the results of the intervention study

B) Study design
Please indicate the study design
 Randomized controlled trial
 Controlled clinical trial
 Cohort analytic (two group pre + post)
 Case-control
 Cohort (one group pre + post (before and after))
 Interrupted time series
 Other specify ____________________________
 Can’t tell
Was the study described in the text as randomized?
 No ► go to C “Confounders”
 Yes
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Was the method of randomisation described?
 No
 Yes
Do you think the method was appropriate?
 No
 Yes

C) Confounders
Were there important differences between groups prior to the intervention?
 Yes
 No
 Can’t tell
The following are examples of confounders:
-Sex
-Marital status/family
-Age
-SES (income or class)
-Education
-Health status
-Pre-intervention score on outcome measure
If yes, please indicate the percentage of relevant confounders that were controlled (either in
the design (e.g. stratification, matching) or analysis)?
 80 – 100% (most)
 60 – 79% (some)
 Less than 60% (few or none)
 Can’t Tell

D) Blinding
Was (were) the outcome assessor(s) aware of the intervention or exposure status of
participants?
 Yes
 No
 Can’t tell
Were the study participants aware of the research question?
 Yes
 No
 Can’t tell
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E) Data collection methods
Were data collection tools shown to be valid?
 Yes
 No
 Can’t tell
Were data collection tools shown to be reliable?
 Yes
 No
 Can’t tell

F) Withdrawals and drop-outs
Were withdrawals and drop-outs reported in terms of numbers and/or reasons per group?
 Yes
 No
 Can’t tell
 Not Applicable (i.e. one time surveys or interviews)
Indicate the percentage of participants completing the study. (If the percentage differs by
groups, record the lowest).
 80 -100%
 60 - 79%
 less than 60%
 Can’t tell
 Not Applicable (i.e. Retrospective case-control)

G) Intervention integrity
What percentage of participants received the allocated intervention or exposure of interest?
 80 -100%
 60 - 79%
 less than 60%
 Can’t tell
Was the consistency of the intervention measured (i.e. that the intervention was always given
in the same way or under the same circumstances)?
 Yes
 No
 Can’t tell
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Is it likely that subjects received an unintended intervention (contamination or cointervention) that may influence the results?
 Yes
 No
 Can’t tell

H) Analyses
Indicate the unit of implementation
 Community or population
 Institution or practice
 Individual
Indicate the unit of analysis
 Community or population
 Institution or practice
 Individual
Are the statistical methods appropriate for the study design?
 Yes
 No
 Can’t tell
Is the analysis performed by intervention allocation status (i.e. intention to treat) rather than
the actual intervention received?
 Yes
 No
 Can’t tell

Thank you very much for your cooperation
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Appendix B
Mapping existing policies and actions/programmes in EU Member States (analysis of public
policies aimed at improving health literacy)
Introduction
European Union Member States are responsible for the definition of their health policy and for
the organisation and delivery of health services and medical care including the management of
health services and medical care and the allocation of the resources assigned to them. 3 Health
systems stem from specific political, historical, cultural and socio-economic traditions. As a
result, the organisational arrangements differ considerably between Member States.
Several Member States have developed a policy on health literacy. In addition, many local
initiatives and grassroots activities/programmes take place designed to support the capacity
of citizens to make decisions in their lives relevant to their own health.
There is often little connection between the official policy framework (top-down) and NGO
actions to build health literacy skills (bottom up). This Workpackage is interested in both, with
a focus on national (or regional, when relevant) policies and actions. In addition, country
coordinators are asked to describe other policies and actions (on regional or local level)
which are already known to the subcontractor or retrievable by quick methods of data
collection or desk research, thereby using appendix B1 and B2 (see instructions). The
overview of the regional and local actions in your country does not need to be exhaustive.
It should be noted that many of the actions that target literacy and health literacy skills from a
public health perspective are local initiatives, often community based. Although they
contribute towards the growing momentum of actions and policies designed to build overall
health literacy, such interventions may not be visible through a literature review. Therefore we
seek to illustrate the overview of policy initiatives with examples of actions on health literacy.
Objective:
• to map existing policies and actions that are planned or that are already in place in order to
improve health literacy in Member States , with a focus on national level
• to identify other policies and actions (on regional or local level) that are readily available
or already known to the subcontractor (no exhaustive additional data collection required)
• to identify policy documents on health literacy (by public authorities, governments or nongovernmental bodies fulfilling public health missions at lower levels of society)
• to specify the specific policy formulations, targets, measurement and monitoring tools
devised to measure progress.
The description of policies is the most important information.

Data collection
3

See art. 168 of the Treaty on the Functioning of the European Union (TFEU).
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The core research team will perform a literature search for documents published in English,
German and French. Country coordinators are asked to summarize (non-scientific) publications
or grey literature on health literacy policies that are available in their own native language.
The parameters for the search will include policies and policy measures directly addressing
health literacy within the context of public health or within the context of clinical practice.
The policy cycle is used as framework looking for policies and status of policies:
- are stakeholders at various levels of society (national, regional, local) addressing health
literacy directly;
- which goals were formulated on the basis of what kind of assumptions;
- which determinants were dealt with;
- were there any initiatives: legislation, protocols or guidelines, subsidies;
- to what extent have these initiatives been implemented;
- are the effects of the specific policies monitored;
- are lessons learned and policies adapted consequently.
Instructions for filling in the questionnaire
• The questionnaire has to be filled in through the internet.
• The questionnaire consists of two parts: B1 on information at country level, B2 on
information for each specific policy or action. For each part you will receive a specific link.
• The questionnaire should be filled in for each publication identified (see exception for
specific languages above).
• Most questions can be answered by ticking one box or all boxes that apply. When multiple
boxes can be ticked, this is indicated.
• With TAB you can move from one question/field to the other.
• When you are asked to specify your answer, please provide a short answer in your own
words.
• Once you start entering data for a specific publication, please complete the questionnaire.
If you close the questionnaire before it is completely finished, you are not able to return to
that specific publication the next time you are opening the file.
• At the end of the questionnaire, a new record for another publication can be added.
• You can close the questionnaire by clicking the small cross on the right corner above. Next
time you are opening the questionnaire a new record will open.
• Once you finished entering all the data you collected about your country, please send an
email to Walter Devillé (w.deville@nivel.nl) & Jany Rademakers (j.rademakers@nivel.nl)
that you completed the data entry for this questionnaire.

Thank you very much for your cooperation
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B1 - Questionnaire Health literacy policy and programmes
1. On which country do you report ? _______________________________
2. Could you describe if any policy regarding HEALTH LITERACY has been developed at
national/federal (or when appropriate at regional or lower level) level and which public
authorities1 (for instance Ministry, Department or Agency) has the lead?

3. Do organisations of stakeholders have any (formal or informal) role or contribution in
HEALTH LITERACY policy development in this country (explicitly mentioned as such in
documents/websites)? Stakeholders can be local authorities, health insurers/payers,
employers, hospitals, universities, medical professionals or representatives of patients or
consumers (NGO’s). If so, please explain these roles.
(Roles of stakeholders in health care can be formalised or exchanges can be informal. Please
explain for each stakeholder their role in the health policy process). For more details you
may create an annex.
Fill in: stakeholder or
organisation

1

1.

Short description of the role in the health literacy
policy process
Role:

2.

Role:

3.

Role:

4.

Role:

Etc.

Role:

Public law bodies or bodies governed by private law with a public-service mission.
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4. What are currently major plans or policy intentions related to HEALTH LITERACY in your
country? (please specify the initiator of the plan or policy intention – i.e. government, local
authority, NGO, community organisation, other, specify: )

156

Study on sound evidence for a better understanding of health literacy in the European Union

EUROPEAN COMMISSION

B2 - Questionnaire for each policy/programme document separately
1.
2.

On which country do you report ? _________________________________
What are the main policy/programme documents in which the vision and major plans for
health literacy in your country have been formulated and health literacy has been
mentioned explicitly ? [do NOT describe specific intervention plans or activities here]
(Please mention name and publication year of the policy document and, for each document,
the main points concerning HEALTH LITERACY. See next table for each policy
document/programme)
Name of the policy/programme
document (year/url/publication)

Name:

Year:
URL:
Publication:
Initiator/Stakeholder

Level of policy
intervention/implementation

Category

Health literacy focus
(more than one answer possible)

 government
 local authority
 NGO
 community
 other, specify:
 can’t tell
 national
 regional
 local
 community
 can’t tell
 legislation
 protocol
 guideline
 subsidy
 programme
 can’t tell
 Health Literacy general
 functional Health Literacy (reading, writing,
numeracy)
 communicative Health Literacy
 critical Health Literacy
 can’t tell
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Policy/intervention targets/policy
goals/determinants addressed
(more than one answer possible)

 improving HL
 empowerment
 improving (health) services
 influencing policy
 promoting (please specify below)
 reducing (please specify below)
Detailed information:

Measurement/evaluation/monitoring
tools/

Description

Implementation details
(more than one answer possible)

Phases:
 problem definition
 agenda setting
 policy development
 implementation
 policy evaluation
Detailed information:

Lessons learned

Thank you very much for your cooperation
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Annex B.2 Overview of response per questionnaire and per country
(WP2)

Country

Input provided by country expert on
current developments with respect to HL
policies, stakeholders or future plans on HL
within this country

Input provided by country expert
concerning specific policies or activities on
HL within this country

Austria
Belgium
Bulgaria
Croatia
Cyprus
Czech Republic
Denmark
Estonia
Finland
France
Germany
Greece
Hungary
Ireland
Italy
Latvia
Lithuania
Luxembourg
Malta
Netherlands
Poland
Portugal
Romania
Slovakia
Slovenia
Spain
Sweden
United Kingdom

Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
Yes
No
Yes
Yes
No
Yes
Yes
Yes
Yes
No
Yes
No

Yes
Yes
Yes, but no policies/activities identified
No
Yes
Yes
Yes, but no policies/activities identified
Yes, but no policies/activities identified
Yes, but no policies/activities identified
Yes
Yes
Yes
Yes
Yes
Yes
Yes, but no policies/activities identified
Yes, but no policies/activities identified
No
Yes
Yes
Yes, but no policies/activities identified
Yes
Yes
Yes, but no policies/activities identified
Yes, but no policies/activities identified
No
Yes, but no policies/activities identified
Yes
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Annex C

Flow charts literature search WP1 and WP2

WP1:
Studies identified from electronic
database searches:
n=4258
Excluded based on title/abstract: n=4167
- Not in European Union: n=678
- Not evaluating an intervention: n=2612
- Not on health literacy: n=872
- No health literacy outcome measure: n=3
- Publication not English/German/French: n=1
- Published before 1995: n=1
Full text articles retrieved:
n=91
Excluded based on full text: n=74
- Not in European Union: n=4
- Not evaluating an intervention: n=25
- Not on health literacy: n=42
- Level of health literacy not measured: n=3
Included from literature search:
n=17

Total included in review:

- Additional publication provided by countries:
n=2
- Additional publication identified by literature
search WP2: n=1

n=20
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WP2:
Studies identified from electronic database
searches:
n=2473
Excluded based on title/abstract: n=2404
- Not in European Union:

n=562

- Not on health literacy:

n=1600

- No policy/activity:

n=242

Full text articles retrieved:
n=69
Excluded based on full text: n=59

Included from literature search:

- Not in European Union:

n=5

- Not on health literacy:

n=18

- No policy/activity

n=31

- Publication not available

n=4

- On EU level

n=1

n=10
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Annex D
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3.
4.
5.
6.
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8.
9.
10.
11.
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13.
14.
15.
16.
17.
18.
19.
20.
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Glossary of Abbreviations and Acronyms used in Evidence Tables
Abbreviation/Acronym

Definition

CI
CG
HL
IG

Confidence Interval
Control Group
Health Literacy
Intervention group

M
N
NA
NR
NS

Mean
Number
Not Applicable
Not Reported
Non Significant

REALM
SD
T-test
yr(s)

Rapid Estimate of Adult Literacy in Medicine
Standard deviation
Statistical hypothesis test
Year(s)

EPHPP

Effective Public Health Practice Project
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Study description

Participant characteristics

Outcomes

Results

Quality assessment

Author, year:
Berger et al. 2013
Research objective:
To investigate feasibility,
acceptability and the potential
effects of a 2x2.5 days training
course on critical health
competences in patients, patient
counsellors, consumer
representatives and healthcare
professionals in Austria
Study design:
Cohort (one group pre+post)
Study setting:
Health care professionals,
outpatients
Country:
Austria
Intervention:
11 Competence group trainings
on critical health competences.
Measurement period:
NR
Follow-up duration:
NR (Time between blocks 4-8
weeks)
Completeness of follow-up:
142/130 (92%)
HL measurement tools including
cut points:

Eligibility criteria:
Professional counsellors,
members of self-help groups,
health care professionals who in
a way work in the field of patient
participation and patients and
consumers who were interested
in the competence training
Excluded:
NR
Sampling strategy:
Announcements on the website
of Women’s Health Center, Graz,
press releases, articles and
flyers. Information on training
was sent to self-help groups,
organisations in the field of
health care and social work as
well as educational and research
institutions. Participants
promoted the course within
their institutions (snowball
system).
Sample size:142
Age: range 20-69yr
Gender: 91% female
Race/ethnicity: NR
Education:
- University degree: 69 (49%)
- Health care professionals: 26

Main outcomes:
- Increase in critical health
competences
- Subjective assessment of
competences
Covariates used in multivariate
analysis:
NR
Description of outcome
measures:
- Critical health competences:
CHC test (validated)
- Subjective assessment of
competences: adapted
Women’s Health Center’s
questionnaire (5-point Likert
scale)
Data source(s) for outcomes:
Questionnaires
Attempts for control for
confounding:
NA
Blinding:
No
Statistical measures used:
Unpaired t-test

Describe results:
Mean person parameters CHC
test:
- pre-test 463±111 (n=120)
- post-test 547±135 (n=91)
For participants who returned
both tests (n=71)
- pre-test 466±211
- post-test 574±100
p<0.001

Quality of study
(EPHPP):
Weak

Subjective assessment of
competences:
- 77 out of 97 (strongly) agreed
that they could broaden their
knowledge in at least one area
- 60/35 out of 97 strongly
agreed/agreed that the
relevant competences were
achieved
- All participants strongly agreed
that they had an individual
benefit in at least one area
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Study description

Participant characteristics

Critical health competences by
CHC test.

(18%)
- Other professionals: 47 (33%)
Income: NR
Health literacy/numeracy levels:
CHC baseline: 463±111
Other characteristics:
Profession: patients 21; self-help
group representatives 17;
professional counsellors 29;
health care professionals 10;
psychologists 8; teachers 10;
others 29

Outcomes

Results

Quality assessment
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Study description

Participant characteristics

Outcomes

Results

Quality assessment

Author, year:
Blanson Henkeman, 2013
Research objective:
To assess the effects of
personalized robot behaviours
on the enjoyment and
motivation of children with
diabetes and their health
knowledge
Study design:
Cohort analytic (two groups
pre+post)
Study setting
Paediatrics department
childrens hospital (T0) and
childrens home (T1 and T2)
Country:
The Netherlands
Intervention:
After completing a quiz children
were randomly assigned to a
personal (intervention) or
neutral (control) robot. Children
played different games with the
robot. Via games, diabetes
knowledge, fun and motivation
were assessed and stimulated
Measurement period:
Three sessions at intervals of
two or three weeks T0, T1, T2

Eligibility criteria:
Children aged 8 – 12; diagnosis
op Type 1 diabetes for at least
six months
Excluded:
Children with multi morbidity
Sampling strategy:
Children were randomly
assigned to the personal robot
(intervention) or neutral robot
(control)
Sample size:
5
Age:
M 10.2 (SD=1.3)
Gender:
3 boys, 2 girls
Education:
Elementary school
Illness duration:
68 months (sd=16.58)
Treatment
All on insulin pen and syringe
HbA1c:
M=7.7 (SD=0.43)
Other characteristics:
Control of diabetes; mental,
physical, social well-being;
parental support; Levels of
responsibility child

Main outcomes:
Fun, motivation to play a
diabetes quiz, diabetes
knowledge
Covariates used in multivariate
analysis:
NR
Description of outcome
measures:
Fun with the robot/quiz was
measured by five point Likert
scale using emotions + nonverbal behaviour.
Motivation was based on the
child’s decision to an extra round
of the quiz or not + non-verbal
behaviour
Diabetes knowledge: Diabetes
Knowledge Questionnaire
Data source(s) for outcomes:
Questionnaires at T0, T1 and T2,
video and audio.
Attempts for control for
confounding:
Random assignment to
intervention and control group
Blinding:
NR
Statistical measures used:
T-tests

Describe results:
Quality of study
Children said the robot was fun (EPHPP):
but this appreciation declined
Weak
over time. Motivation for playing
the diabetes quiz and diabetes
knowledge was higher with the
personalized robot than the
neutral robot
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Study description
Follow-up duration:
NR
Completeness of follow-up:
12/5
HL measurement tools including
cut points:
Diabetes knowledge

Participant characteristics

Outcomes

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Quality assessment

Author, year:
Boxell et al., 2012
Research objective:
To examine the effect of health
literacy on the efficacy of a
gynaecological cancer
information leaflet.
Study design:
Cohort (one group pre+post)
Study setting:
17 Fundraising events “Cancer
awareness Roadshows” and
“Race for life”
Country
UK
Intervention:
An information leaflet was
developed on gynaecological
cancer. Readability level and
abstraction level were adapted
to be suitable for general
population with a reading age of
11 to 13 years. Effect of the
leaflet was studied by a pre-post
test design.
Measurement period:
April 2011 and August 2011
Follow-up duration:
Immediate
Completeness of follow-up:

Eligibility criteria:
Women, older than 18 years
Sampling strategy:
Invitation to participate
opportunistically
Sample size:
451
Age:
40,6 (SD=14.1)
Gender:
100% women
Race/ethnicity:%
White: 74
Other : 26
Education: %
< Bachelor’s degree: 38
> Bachelor’s degree: 57
Missing : 5
Income:
NR
Health literacy/numeracy
levels:%
Low: 14
Marginal: 25
Adequate: 61
Other characteristics:
Level of deprivation; Familiarity
with gynaecological cancer

Main outcomes:
Symptom awareness and
barriers to medical help seeking
Covariates used in multivariate
analysis:
Age, ethnicity, deprivation score,
education level
Description of outcome
measures:
Symptom awareness: 12-item
symptom list
Barriers to help seeking: 10
Items from the Cancer
Awareness Measure (CAM;
Stubbings et al., 2009)
measuring service related,
emotional and practical helpseeking)
Data source(s) for outcomes:
Self-report
Attempts for control for
confounding:
Sample came from two different
sources to include both high and
low socio-economic status
Blinding:
NR
Statistical measures used:
Analyses of covariance
(repeated)

Describe results:
Symptom awareness was lower
in lower HL groups, both at
baseline and follow-up.
Perceived barriers to helpseeking were higher for people
with low HL at baseline but not
at follow-up.
After reading the leaflet,
symptom awareness improved
and barriers to medical help
seeking were reduced but the
effect was moderated by HL,
with women with low HL
showing a smaller increase in
symptom awareness and a
smaller decrease in perceived
barriers

Quality of study
(EPHPP):
Weak
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Study description
100%
HL measurement tools including
cut points:
Newest Vital Sign test (NVS):
- Low HL: score 0 to 1
- Marginal HL: score 2 to 3
- Adequate HL: score 4 and over

Participant characteristics

Outcomes

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Author, year:
Dirmaier et al., 2013
Research objective:
Evaluation of a tailored
Interactive Health
Communication Application
(IHCA) for people with low back
pain (CLBP) combining health
information with decision
support and behaviour change
support
Study design:
Single blinded two armed RCT
with a parallel design
Study setting:
Web-based intervention
Country:
Germany
Intervention:
The IHCA contains information
on CLBP and its treatment
options including health
behaviour change
recommendations. In the
intervention group the
intervention is delivered in
dialogue form, tailored to
relevant patient characteristics
(health literacy, coping style). In
the control group there is no

Eligibility criteria:
Age ≥ 18; Self-reported CLBP;
internet access
Sampling strategy:
Patients were recruited over the
whole spectrum of healthcare in
Germany + public dissemination
strategies (media, newspapers)
Sample size:
NA yet
Sample characteristics:
NA yet

Main outcomes:
Describe results:
Knowledge about CLBP and
Ongoing. No results available yet
patient empowerment (primary
outcome)
Decisional conflict, preparation
for decision making (secondary
outcome)
Covariates used in multivariate
analysis:
confounding factors are not
expected due to randomisation.
When present baseline
disparities will be taken into
account
Description of outcome
measures:
- CLBP knowledge: 29
statements (true/false/ don’t
know)
- Patient empowerment: HeiQ
(Osborne et al., 2007)
- Decisional conflict : Decisional
Conflict Scale (O’Conner, 1995)
- Decision making processes:
Preparation for Decision
Making Scale (Graham, 2013)
Data source(s) for outcomes:
Web-questionnaire at T0,T1, T2
Attempts for control for
confounding:

Quality assessment
Quality of study
(EPHPP):
No judgment possible
as no data reported
yet;
On basis op protocol
description: Strong
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Study description
tailoring, a standard website is
used for presenting the content.
Patients are unaware of group
assignment.
Measurement period:
From start use to 3 months after
Follow-up duration:
Pre-test, post-test, 3 months
follow-up
Completeness of follow-up:
NR yet
HL measurement tools including
cut points:
Knowledge and preferred
detailedness of information

Participant characteristics

Outcomes
Random assignment to
intervention and control group
Blinding:
Participants are blinded tot the
intervention and control group
Statistical measures used:
t-test for independent samples

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Quality assessment

Author, year:
Gilbert, 2012
Research objective:
To evaluate the effectiveness of
tailored cessation advise reports,
including levels of reading
ability, compared with a generic
self-help booklet
Intervention:
Control group received standard
non tailored information (NHS
‘Stop Smoking Start Living’Booklet)
Intervention group received the
standard non-tailored
information plus a computer
tailored advice report based on
the information obtained in the
base-line questionnaire (SBQ). ,
and a letter of their GP
endorsing the information
contained in the report.
Study design:
Randomized controlled trial
Study setting:
123 general practices/ webbased intervention
Country:
UK
Measurement period:

Eligibility criteria:
Inclusion:
Current smokers, aged 18 – 65
years
Exclusion:
Severe mental impairments or
terminally ill
Sampling strategy:
Random selection of 520 – 550
smokers in each practice
Sample size:
6697
Age:
IG: 44.4 yrs (12.2)
CG: 44.8 yrs (12.2)
Gender:
IG: 55% female
CG: 57% female
Mean cigarettes per day (SD)
IG:17.8 (9.5)
CG: 17.7 (9.3)
Mean deprivation score (0-5)
(SD)
IG: 1.7 (1.2)
CG: 1.7 (1.2)
Reading Level (lower)
IG: 54.0%
CG: 52.7%
Other characteristics: smoking
behaviour, dependence on

Main outcomes:
Primary: self-reported prolonged
abstinence for at least 3 months;
Secondary:
self-reported prolonged
abstinence for at least 1 months;
number of quit attempts; length
of quit attempts
Covariates used in multivariate
analysis:
Gender, age, deprivation score,
dependence score, intention to
quit, determination to quit,
previous quit attempts and living
with other smokers
Description of outcome
measures:
10 page smoking baseline
questionnaire (SBQ), of which
some questions were used at T1
and T2
Data source(s) for outcomes:
Baseline written questionnaire;
questionnaires at 1 and 6
months
Attempts for control for
confounding:
Random sampling in practices;
Random allocation to
intervention and control group;

Describe results:
Quality of study
No differences between IG and
(EPHPP):
CG in primary outcome measure; Moderate
There were separate effects for
reading level however:
abstinence rates for patients
with lower reading levels were
higher in the IG than CG (2,6% vs
1,8%). Sign higher proportion of
IG made quite attempts than CG
(32,3% vs 29,6%; OR=1.13, 95%
CI {1.01, 1.26]

EUROPEAN COMMISSION

5
Study description

Participant characteristics

Outcomes

Baseline (T0), 1 month (T1), 6
months (T2)
Follow-up duration:
Six months
Completeness of follow-up:
HL measurement tools including
cut points:
Level of reading ability
Lower vs higher

smoking score , intentions to
quit, percentage that lived with
adult smoker, self-efficacy

Control for baseline effects;
Blinding:
NR
Statistical measures
used:Analysis on attention-to2
treat basis; X – tests and t-tests.
Logistic regressions, both
unadjusted and adjusted for
baseline characteristics. Missing
adjustment variables were
imputed by chained equations,
including all baseline
characteristics in model.; Multicenter effects were addressed

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Quality assessment

Author, year:
Kasper et al. 2005
Research objective:
To analyse the comprehension
and emotional responses of
people suffering from multiple
sclerosis when provided with an
evidence-based information
module.
Study design:
Cohort (one group pre+post)
Study setting:
MS outpatients of the University
Hospital Hamburg
Country:
Germany
Intervention:
Comprehensive decision aid
about immunotherapy. Module
designed to enable patients to
process scientific uncertainty
without adverse effects. It
considers existing standards for
risk communication and
presentation of data.
It contains 3 pages of
information about the effects of
interferon therapy.
Measurement period:
October 2002 – April 2003

Eligibility criteria:
MS patients suffering from RR
type and PP type.
MS patients with disease
duration of less than 1 year
Excluded:
NR
Sampling strategy:
Random sample of 213 patients
out of a pool of 1374 patients
Randomisation was provided by
a priori creation of two groups
out of the database and by
random sampling out of the MS
Clinic Outpatient database. In
addition, all patients in the
database with a disease duration

Main outcomes:
-Change in numeracy
competences
Covariates used in multivariate
analysis:
NA
Description of outcome
measures:
Numeracy competencies:
determined by using three items
which differentiated patients’
understanding of event rates
Data source(s) for outcomes:
Self-administered questionnaire
Attempts for control for
confounding:
NA
Blinding:
NA
Statistical measures used:
Change in numeracy
competencies: paired t-tests

Describe results:
Number of correct answers
increased before – after
intervention:
- control event rate: 10-43%
(p<0.001)
- experimental event rate: 3343% (p=0.04)
- absolute risk reduction: 2141% (p<0.001)

Quality of study
(EPHPP):
Weak

of less than 1 year were
included.
Sample size:
213 (169 responders)
Age:
M 44yr (SD=11yr)
Gender:
106 female; 63 male
Race/ethnicity:
NR
Education:
Higher education: 41%
Income:
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Participant characteristics

Follow-up duration:
NR
Completeness of follow-up:
79% (169/213)
HL measurement tools including
cut points:
Numeracy competencies
determined by using three items
which differentiated patients’
understanding of event rates
(control event rate;
experimental event rate;
absolute risk reduction)

NR
Health literacy/numeracy levels:
Numeracy at baseline: absolute
risk reduction 79% not in range
of correct value
Other characteristics:
NR

Outcomes

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Author, year:
Matic-Strametz, 2012
Research objective:
Evaluation of an educational
intervention based on Evidencebased Medicine (EbM) and Good
Scientific Practice (GSP) on
knowledge and appraisal skills
Intervention:
Intervention group received a
short-term educational
intervention (24 units) in human
biology based on principles of
EbM and GSP and problembased learning. Control group
received short-term intervention
in human biology of equal
duration but without elements
of GSP en EbM
Study design:
Prospective controlled trial
Study setting
Biology Students
Country:
Germany
Measurement period:
Pre-, interim, and postintervention
Follow-up duration:
Immediately

Eligibility criteria:
Sampling strategy:
Sample size:
15 intervention group
72 control group
Age:
NR
Gender:
NR
Education:
University students
Other characteristics:
NR

Main outcomes:
Knowledge; appraisal skills
Covariates used in multivariate
analysis:
NR
Description of outcome
measures:
20 questions to assess
knowledge and appraisal skills
Data source(s) for outcomes:
Questionnaire
Attempts for control for
confounding:
NR
Blinding:
No
Statistical measures used:
T-tests

Describe results:
Quality of study
Significant increase in knowledge (EPHPP):
(7.9 ± 3.8 vs 2.7
Weak
± 2.5, p<.0.001) and appraisal
skills (24.1 ± 6,.3, P<.0.001)
compared to baseline. Also
significant improvement in the
intervention group as compared
to the control group

Quality assessment

EUROPEAN COMMISSION

7
Study description
Completeness of follow-up:
12/15 intervention group
70/72 control group
HL measurement tools including
cut points:
Score on knowledge test at T0

Participant characteristics

Outcomes

Results

Quality assessment
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Outcomes

Results

Quality assessment

Author, year:
Long et al., 2011
Research objective:
Examine changes in the depth
and detail of diabetes-related
knowledge and confidence for
persons with type 2 diabetes.
Study design:
Observational study
Study setting:
Call-centre. Patients lived in
highly deprived city locations.
Country:
UK
Intervention: Follow-up (2 years)
of patients originally recruited
within a 1-year RCT evaluation of
a proactive, call center
treatment support intervention
(PACCTS)
Measurement period:
Start of the observational study
and 2 years later
Follow-up duration:
Two years
Completeness of follow-up:
156/319 questionnaire
25/16 interviews
HL measurement tools including
cut points:

Eligibility criteria:
Patients with type 2 diabetes
who had took part in an RCT
evaluating PACCTS
Sampling strategy:
Only patients who had
participated in the intervention
arm of the RTC were approached
for the observational study.
Sample size:
319
Age:
M=67 years
Gender:
40% women
Illness duration:
M= 6,5 years
Other characteristics:
NR

Main outcomes:
Describe results:
Quality of study
Knowledge, confidence,
- From questionnaires:
(EPHPP):
empowerment, learning for selfHigh levels of empowerment
Weak
care, critical health literacy
were reported; over 90%
Covariates used in multivariate
reported confidence in keeping
analysis:
blood sugar controlled. Those
NA
who felt less in control had
Description of outcome
lower levels of empowerment.
measures:
- From interviews:
Diabetes Empowerment ScaleIncrease critical health literacy,
Short Form (DES-SF)
diabetes knowledge and
Data source(s) for outcomes:
enhanced competence in
Self-report
translating knowledge into
In-depth interviews
practice
Attempts for control for
confounding:
NA
Blinding:
NA
Statistical measures used:
NR
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Functional and Critical health
literacy assessed by in-depth
interviews

Participant characteristics

Outcomes

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Author, year:
Marrin et al., 2014
Research objective:
To assess the impact of the
Option Grid (for AO of the knee)
on shared decision making
(SDM) in routine encounters, in
comparison to usual care.
Study design:
Controlled trial
Study setting:
Outpatients in Pennine
Musculoskeletal Partnership Ltd
Country:
UK
Intervention:
Use of an Option Grid for OA of
the knee by a trained
physiotherapist, where the tool
acts as a basis for the
comparison of treatment
options, and further discussion.
Option Grids are deliberately
brief, free of clinical jargon, and
can be read by an individual with
a reading age of 10-12yr.
Measurement period:
NR
Follow-up duration:
8 months per physiotherapist

Eligibility criteria:
Patients>18y with OA of the
knee who are referred to
Pennine MSK
Excluded:
NR
Sampling strategy:
Research nurse will identify and
contact eligible patients from GP
referrals.
Sample size:
Based on power calculation:
72 patients (36 pre and 36 post
intervention)
6 physiotherapists, each 6
patients
Sample characteristics:
NA yet

Describe results:
Main outcomes:
Ongoing. No results available yet
- Efficacy of an Option Grid in
facilitating SDM
- Quality of decision making
- Treatment decision at 3
months
- The extent to which the
intervention has reached
disadvantaged groups
- Pain severity
Covariates used in multivariate
analysis:
NR
Description of outcome
measures:
- Efficacy Option Grid in
facilitating SDM: OPTION scale
- Quality of decision making:
Decision Quality Measure
(DQM)
- Disadvantaged groups: literacy
(REALM-R) and sociodemographic variables
- Pain severity: Visual Analogue
Score (VAS)
Data source(s) for outcomes:
- Audio-recorded consultation
(OPTION score)
- Questionnaires (DQM, VAS,
REALM-R)

Quality assessment
Quality of study
(EPHPP):
No judgment possible
as no data reported
yet;
On basis op protocol
description: Strong
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Completeness of follow-up:
NR yet
HL measurement tools including
cut points:
REALM-R

Participant characteristics

Outcomes
- Semi-structured interview
(socio-demographic
information)
- Medical record (treatment
decision, socio-demographic
information)
Attempts for control for
confounding:
Physiotherapists will be
randomized to a starting time
point
Blinding:
NR
Statistical measures used:
Multilevel modelling

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Quality assessment

Author, year:
Neville et al., 2005
Research objective:
To improve the user-friendliness
of a traditional training
programme for renal patients on
peritoneal dialysis (PD) by
lowering the degree of literacy
skills required, the volume of
written material and the amount
of medical terminology.
Study design:
Cohort analytic (two group pre +
post)
Study setting
University Hospital, Community
Dialysis Team
Country:
Wales
Intervention:
An new training programme for
renal patients on (PD) with
learning disabilities was
compared to the traditional
programme. The new
programme included 1) a
photographic bag-exchange
procedure; 2) the provision of
simple, step-by-step instructions
on audiotape; 3) a new

Eligibility criteria:
Renal patients with permanent
learning disabilities or transient
learning disabilities due to
uraemia
Sampling strategy:
The first new 10 new patients
awaiting for PD training were
randomly assigned to the
traditional or multi-sensory
training programme
Sample size:
10
Age:
Traditional programme: M= 67
years (range 61-75); New
programme M=73 (72-80)
Gender:
NR
Race/ethnicity:
NR
Education:
NR
Health literacy/numeracy levels:
Traditional programme: 2/5 had
learning difficulties; New
programme 3/5 had learning
difficulties
Other characteristics:
3.7 days (SD=.097) for traditional

Main outcomes: Supervision
time needed to give the training;
incidence of peritonitis; anxiety;
feelings of ownership of
treatment
Covariates used in multivariate
analysis:
NR
Description of outcome
measures:
NR
Data source(s) for outcomes:
Self-reported and observations
Attempts for control for
confounding:
Random assignment to
intervention or traditional
programme.
Blinding:
NR
Statistical measures used:
Quantitative and qualitative
analysis

Describe results:
Quality of study
Larger reduction of supervision
(EPHPP):
time in new training group as
Weak
compared to traditional training
group (p=0.01); Incidence of
peritonitis in traditional
programme group was 1 in 12
patients-months, while in the
new programme group, the
incidence was 0 episodes in 26,5
patient-months; reduces anxiety
of patients; increased sense of
achievement and ownership of
the treatment process; improved
satisfaction in the care given
among professionals
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Participant characteristics

assessment sheet where words
were replaced by symbols; 4) a
redesigned daily record sheet to
monitor clinical parameters); 5)
a simple contact card
Measurement period:
NR
Follow-up duration:
Immediately
Completeness of follow-up: %
100
HL measurement tools including
cut points:
A validated assessment tool of
the British Dyslexia Association
to assess levels of learning
disabilities

programme vs 3.2 (sd=.027) for
new programme

Outcomes

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Quality assessment

Author, year:
Reiter, 2012
Research objective:
To assess the effects of the
programme on health
influencing factors
Study design:
Cohort (one group pre+post)
Study setting:
Community
Country:
Austria
Intervention:
Health promotion and
educational programme (“health
comes home”). Participants are
supervised by trainers (health
tutor) with a comparable with a
comparable socio-economic
background.
-biweekly meetings with another
mother at home
-Monthly excursion and group
events on special themes
Measurement period:
2 programmes: January-June
2011 and May-December 2011
Follow-up duration:
Programme is 6 months
Completeness of follow-up:

Eligibility criteria:
Female migrants
(mothers/grandmothers) with
Islamic background with low
level of German language, low
education, low income, low
occupational status
Excluded:
NR
Sampling strategy:
Self-application
Sample size:
212
Age:
Range: 23-74yr
-56%<40yr
-20% 40-50yr
-24% >50yr
Gender:
All female
Race/ethnicity:
207 from Turkey
2 for Bulgaria, 1 from Austria, 1
from Iran and 1 from Morocco
Education:
76% evaluates educational level
as bad
Income:
60%<€1500
Health literacy/numeracy levels:

Main outcomes:
Knowledge of health promotion,
health condition, personal life
situation, level of independence,
social integration and education
Covariates used in multivariate
analysis:
NA
Description of outcome
measures:
All dimensions assessed on a
scale from 1 (very bad) to 10
(very good)
Data source(s) for outcomes:
Questionnaires
Attempts for control for
confounding:
NR
Blinding:
NR
Statistical measures used:
NR

Describe results:
Mean score before-after (1=
very bad; 10= very good):
- Education: 4.06 – 3.62
- Social integration: 5.26 – 5.51
- Independence: 4.78 – 4.56
- Health condition: 5.50 – 5.57
- Knowledge of health
promotion: 4.91 – 5.49
- Life situation: 5.78 – 5.98

Quality of study
(EPHPP):
Weak
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Participant characteristics

3,5% drop-out
HL measurement tools including
cut points:
Subjective assessment of
knowledge of health promotion

NR
Other characteristics:
22% employed

Outcomes

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Quality assessment

Author, year:
Sahm et al., 2011
Research objective:
The assess the efficacy of
patient-centered label (PCL)
instructions on the knowledge
and comprehension of
prescription drug use compared
to standard instructions
Study design:
Controlled clinical trial
Study setting
Outpatient clinic of an urban
hospital
Country:
Ireland
Intervention:
Patients were randomly assigned
to Regimen A, B or C. Each
regimen consisted of three drug
labels of increasing complexity,
each of which contained one
standard prescription instruction
written as times per day (one,
twice, etc.), one PCL instruction
with explicit timing intervals and
one PCL with a graphic aid to
visually depict dose and timing
of medication.
Measurement period:

Eligibility criteria:
Inclusion:
- Age ≥ 18
Exclusion:
- Severely impaired vision
- Hearing problems
- Too ill to participate
- Non-English speaking
- Cognitive impairment (MMSE
score ≤ 17)
Sampling strategy:
Patients were randomly assigned
to Regimen A, B or C.
Sample size:
94
Age:%
- 18-45yr: 46
- 46-60yr: 22
- >60yr: 32
Gender:%
Male 32
Education: %
- Primary 17
- During Secondary 16
- Junior Intermediate 23
- Leaving Certificate Level 23
- Post leaving certificate 9
- Third Level 12
Prescription medication taken
daily M(SD)

Main outcomes:
Correct interpretation of
instructions
Covariates used in multivariate
analysis:
Age, gender, HL, education,
number of medications currently
taken daily. Interaction term
label type X HL, label type x age,
label type x regimen complexity,
HL x regimen complexity.
Description of outcome
measures:
1)“Subjects’ verbatim response
to the question “In your own
words, how would you take this
medicine? 2) subjects
demonstration of understanding
by a second questions “How
many tables would you take of
this medicine in one day?” Both
answers had to be correct in
order to be classified as having
correctly interpreted the
instruction.
Data source(s) for outcomes:
Structured interview protocol,
direct observation
Attempts for control for
confounding: Randomly

Describe results:
Quality of study
PCL instructions were more
(EPHPP):
likely to be correctly interpreted Moderate
than standard instructions (RR
1.08 (95% CI: 0.98-1.18). The
inclusion of the graphic aid
(PCL+Graphic) decreased the
rates of correct interpretation
compared to PCL alone (RR
0.98,95% CI 0.91 – 1.05).
Significant interaction between
instruction type and HL (P=0.01).
Those with limited health
literacy were more likely to
correctly interpret the PCL label
(91%) s)than the standard labels
(66%).
For people with adequate HL
there were comparable rates of
correct interpretation of label
(95% standard vs 92% PCL; Effect
for age: participants aged >60
were more likely to misinterpret
label instructions.
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Participant characteristics

Outcomes

January- February 2010
Follow-up duration:
NA, Immediate
Completeness of follow-up:
100%
HL measurement tools including
cut points:
REALM; score of ≤ 60 refers to
“limited health literacy”

2.8 (3.4)
Health literacy/numeracy
levels:%
- Limited : 31
- Adequate: 69

assignment; covariates used
Blinding:
NR
Statistical measures used:
Generalized linear model to
estimate risk ratio of correct
interpretation for covariates
compared to each referent
condition; Generalized
estimating equation (GEE) to
account for repeated measures
within participants. Multivariate
model (including confounders &
interaction terms)

Results

Quality assessment
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Outcomes

Results

Quality assessment

Author, year:
Wångdahl, Åhs, 2014
Research objective:
To investigate if the efforts in
the Athena project have resulted
in increased nearness to the
labour market and improved
health for the participants.
Study design:
Cohort (one group pre+post)
Study setting:
Community
Country:
Sweden
Intervention:
The intervention was composed
by different activities - individual
or in groups. The group activities
were: Computer course,
lectures, searching for
employment, society orientation
and language training, the study
circle "Health for all" and field
visits. The individual activities
were: Assessment of work
ability, education for the labour
market, vocational training,
occupational psychology
evaluation and practice at a
workplace

Eligibility criteria:
Unemployed women living in
Sweden, but born abroad
Excluded:
Unclear
Sampling strategy:
Unclear
Sample size:
78
Age:
43y (range 18-55y)
Gender:
All women
Race/ethnicity:
Born in Iraq, Iran, Turkey,
Afghanistan, Eritrea, Lebanon,
Syria, Palestine, Jordan, Kenya,
Kurdistan, Thailand, Bangladesh,
Gambia, Indonesia, Libya, Peru,
Rwanda, Former Soviet Union,
Sri Lanka, Sudan, Ukraine

Main outcomes:
- Dependency economical
support
- Labour market activity
- General health, mental wellbeing, healthy eating
behaviour, physical activity
- Functional health literacy (FHL)
- Comprehensive health literacy
(CHL)

Describe results:
Change health literacy levels:
FHL:
- Inadequate: 71% to 50%
- Problematic: 34% to 42%
- Adequate: unclear to 8%
CHL:
- Inadequate: 46% to 10%
- Problematic: 20% to 25%
- Adequate: 35% to 65%

Quality of study
(EPHPP):
Weak

Covariates used in multivariate
analysis:
Unclear
Description of outcome
measures:
Unclear
Data source(s) for outcomes:
Unclear
Attempts for control for
confounding:
NR
Blinding:
Unclear
Statistical measures used:
Unclear

- 79% had attended some kind
of labour market activity
- Significant changes to the
better was measured at the
evaluation after one year in
general health, mental wellbeing, comprehensive health
literacy, plans for eating more
health food and plans for being
more physical active
- The participants had come
closer to the labour market as
they had become more
motivated for applying for
work, broken social isolation
and have a feeling of being
more participating in society

Education:
72% low educational level, 7%
academic level
Income:
All subjects dependent of
economic support from the
society.
Health literacy/numeracy levels:
- 71% inadequate functional
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Measurement period:
Unclear
Follow-up duration:
Athena project carried out over
2-year period
Completeness of follow-up:
NR
HL measurement tools including
cut points:
Functional health literacy:
Swedish Functional Health
Literacy Scale (SFHL)
Comprehensive health literacy:
Swedish translation of HLS-EUQ16
Inadequate, problematic and
adequate HL

health literacy (FHL); -34%
problematic FHL
- 46% inadequate
comprehensive health literacy
(CHL); 20% problematic CHL;
35% adequate CHL.
Other characteristics:
- Average time living in Sweden:
12y (range 2-28y)
- Occupation in country of
origin: taking care of
household (46%); professional
work (31%); studying (23%)
- Self-assessed health: bad or
very bad (33%); good or very
good (23%); neither bad or
good (44%).
- Reduced mental well-being:
40%

Outcomes

Results

Quality assessment
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Participant characteristics

Outcomes

Results

Author, year:
Walker et al., 2007
Research objective:
To determine the effectiveness
of a pictorial ‘mind map’
together with the Arthritis
Campaign (ARC) booklet for
imparting knowledge to
participants with rheumatoid
arthritis (RA) and to relate this to
their reading ability.
Study design:
Randomised controlled trial
Study setting:
Outpatients from three hospital
Rheumatology departments
(Newcastle, Barnsley, Bradford)
Country:
UK
Intervention:
IG: Participants received ARC
booklet and mind map (pictorial
mind map in which information
is presented diagrammatically
using key words and images
exploded from a central idea in a
format that aids cognitive
processing.)
CG: Patients received ARC
Booklet alone

Eligibility criteria:
Patients diagnosed by their
treating Rheumatologist as
having rheumatoid arthritis and
willing to take part in the study.
Excluded:
NR
Sampling strategy:
Consecutive recruitment in three
hospital Rheumatology
departments
Sample size:
363
Age:
- IG: M 61.96 (SD=12.23)
- CG: M 65.7 (SD=11.64)
Gender: (F/M)
- IG: 125/50
- CG: 131/57
Race/ethnicity:
NR
Education:
- 85% educational history incl.
high school or equivalent.
th th
- 11% 7 -8 US grade
th
- <4% less than 7 grade
Income:
NR
Health literacy/numeracy levels:
REALM:

Main outcomes:
Change in knowledge
Covariates used in multivariate
analysis:
Age, anxiety, depression, reading
ability, intervention
Description of outcome
measures:
KSQ (knowledge scale
questionnaire): Adapted from an
existing RA knowledge
questionnaire for use in clinical
settings. 40 statements
completed by true or false
response. Negatively marked
with a range of score 40 to -40.
Data source(s) for outcomes:
Questionnaire
Attempts for control for
confounding:
- No significant differences
between two groups for age,
gender, disease duration, HAQ,
baseline KSQ or REALM score
- Participants randomly
allocated to intervention group
Blinding:
NR
Statistical measures used:
Mann-Whitney U-statistic

Describe results:
Quality of study
Mean increase in knowledge:
(EPHPP):
- CG: 6.56 (CI 3.36-8.75)
Moderate
- IG: 6.45 (CI 3.78-10)
Significant increase in
knowledge over the study in
both groups, but no difference in
change between the two groups
(Mann-Whitney U-statistic: 0.91, p>0.3).
The more literate participants
gained more knowledge from
both the booklet alone and the
booklet in combination with the
mind map, compared to less
literate participants (p=0.003 in
analysis of variance test).

Quality assessment
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Participant characteristics

Measurement period:
NR
Follow-up duration:
One week
Completeness of follow-up:
100%
HL measurement tools including
cut points:
REALM.
- 61-66: should read most
educational material
- 45-60: may struggle with
available educational material
- 19-44: need low literacy
material
- <18: illiterate

IG: 62.26 (9.12)
CG: 63.28 (7.96)
Other characteristics:
- Disease duration: IG: 13.70;
CG: 12.76
- HAQ: IG: 1.64 (0.85); CG : 1.62
(0.80)
- PKQ: IG: 17.89 (8.50); CG:
18.78 (8.61)

Outcomes

Results

Quality assessment
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Outcomes

Results

Quality assessment

Author, year:
Weymann et al. 2013
Research objective:
To test an Interactive Health
Communication Application
(IHCA) presenting diabetes
information, self-management
education and decision support
in a dialogue-based, tailored
format against a website
presenting the same information
in a content tree without
dialogue or tailoring
Study design:
Single blinded two-armed
randomised controlled trial
Study setting:
All health care sectors for
chronically ill patients (acutecare clinics, rehabilitation
centres for in-patient care,
primary care, diabetology
practices for out-patient care),
Country:
Germany
Intervention:
IG: Dialogue-based, tunnelled
design tailoring the content and
tone of the dialogue to relevant
patient characteristics (HL,

Eligibility criteria:
Age ≥ 18y, access to internet,
self-reported diagnosis of type 2
diabetes.
Excluded:
NR
Sampling strategy:
Recruitment via support from
different health insurance
companies, pension funds,
primary care practices,
diabetology practices, hospitals,
rehabilitation centres, self-help
groups. Study is advertised in
various media.
Sample characteristics:
NA yet

Main outcomes:
- Diabetes knowledge (assessed
immediately after first visit)
- Empowerment (assessed at 3
month follow-up)
- Decisional conflict
- Preparation for decision
making
Covariates used in multivariate
analysis:
NA
Description of outcome
measures:
- Diabetes knowledge: 16
multiple-choice questions
according to IHCA’s content
- Empowerment: Health
Education Impact
Questionnaire (HeiQ)
- Decisional conflict: Decisional
Conflict Scale (DCS)
- Preparation for decision
making: Preparation for
decision making scale (PDMS)
Data source(s) for outcomes:
Questionnaires
Attempts for control for
confounding:
Due to randomisation and the
supposed structural equality of

Describe results:
Quality of study
Ongoing. No results available yet (EPHPP):
On the basis of study
protocol:
Moderate
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attitudes towards self-care,
psychological barriers to insulin
treatment).
The content covers information
on type 2 diabetes, its
complications and sequelae, its
treatment options including
health behaviour.
CG: Standard website
Measurement period:
Baseline, immediately after and
at three month follow-up
Follow-up duration:
3 months
Completeness of follow-up:
NA
HL measurement tools including
cut points:
NR

Participant characteristics

Outcomes
the groups no confounding
factors are expected
Blinding:
Participants do not know
whether they are in the
intervention or control group
Statistical measures used:
T-tests for independent samples

Results

Quality assessment
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Results

Quality assessment

Author, year:
Webb, 2008
Research objective:
To empower patients with
learning disabilities to better
access health care
Intervention:
12 session, tailored group
intervention to teach patients
how to access healthcare;
information, advise, personal goal
setting, role playing and
customized visual aids were used;
Study design:
Cohort (one group pre+post)
Study setting:
General practices
Country:
UK
Measurement period:
12 weeks
Follow-up duration:
Two weeks
Completeness of follow-up:
NA
HL measurement tools including
cut points:
Level of verbal and cognitive
abilities (instrument not
specified)

Eligibility criteria:
Patients with learning disabilities
Sampling strategy:
Eligible patients were identified
through the Learning Disabilities
Community Team register, social
services register and GP’s own
knowledge
Sample size:
11
Age:
NR
Gender:
NR
Race/ethnicity:
NR
Education:
NR
Health literacy/numeracy levels:
NR
Other characteristics:
NR

Main outcomes:
Ability to recognize symptoms,
identify illnesses, and choose
appropriate courses of action;
judgments on healthy eating;
ability to access primary health
care
Covariates used in multivariate
analysis:
NR
Description of outcome
measures:
Assessment materials used were
tailored to the client’s verbal and
cognitive abilities; offered in a
visual format
Data source(s) for outcomes:
Health interview and
questionnaires
Attempts for control for
confounding:
Blinding:
Data were collected by a
psychologist who had no
involvement with the
intervention and had no prior
contact with clients
Statistical measures used:
Descriptive statistics, both
quantitative and qualitative

Describe results:
Quality of study
Ability to recognize symptoms,
(EPHPP):
identify illnesses, and choose
Moderate
appropriate courses of action:
Scores of 8 patients improved, 1
didn’t change, 2 declined (sign,
p=0,04);
Judgments on healthy eating: six
clients improved, two stayed the
same, three declined (ns);
Ability to access health care: 5
improves, two declined (sign,
p=0.01).
On basis of qualitative analysis:
improvement in healthcare
decision-making, awareness of
symptoms, understanding
medical procedures, formulating
health goals
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Outcomes

Results

Author, year:
White et al., 2012
Research objective:
To determine the effects of a
community-based training
programme in self-care on the
lay population
Study design:
Interrupted time series
Study setting:
Three intervention primary care
trusts (PCTs) and two similar
comparison PCTs
Country:
UK
Intervention:
Self-care skills training course.
Six blocks of activity that
explored attitudes and personal
skills in relation to healthcare
and self-care.
Measurement period:
NR
Follow-up duration:
12 months
Completeness of follow-up:
1503/1568 (96%)
(response rate final
questionnaire 39%)
HL measurement tools including

Eligibility criteria:
Individuals in self-care skills
training course in the
intervention areas
Excluded:
NR
Sampling strategy:
Individuals self-selected to
undertake the self-care skills
training course
Sample size:
1568 (868 intervention; 700
comparison)
Age:
M 38.6yr
Gender:
32% male
Race/ethnicity:
White: 87%; black: 1.8%; Asian:
7.9%
Education:
- No qualifications: 12%
- Degree or equivalent: 23%
Income:
NR
Health literacy/numeracy levels:
At baseline: intervention 11.15
(1.91); comparison 11.30 (1.80)
Other characteristics:
Health conditions: 45%

Main outcomes:
- Number of GP consultations
- Self-care knowledge and skills
- Confidence to undertake selfcare
- Intention to self-care
Covariates used in multivariate
analysis:
Scores at baseline, gender,
setting, group.
Description of outcome
measures:
- Consultations with a GP or
other primary healthcare
professional and use of the out
of hours service
- Anxiety (HADS); perceived
stress (Short Perceived Stress
Scale-4); self-esteem
(Rosenberg Self-Esteem scale);
recovery locus of control
(Recovery Locus of Control
scale); subjective well-being
(Subjective Well-being Scale)
Data source(s) for outcomes:
- Routinely collected individual
level general practice and
secondary service utilisation
data
- Structured questionnaires at

Describe results:
Quality of study
GP consultations:
(EPHPP):
- No detectable difference to
Weak
the number of consultation
with GPs (p=0.126) or other
PHCPs (p=0.182) in the followup period.
- Increase in proportion of
people using services in followup period in intervention
group compared to
comparison group for out of
hours services (p=0.031)
Psychometric scales:
Health literacy effects of being in
intervention group:
- 6 months: B=0.130, p=0.307
- 12 months: B=0.310, p=0.020
Effect no longer statistically
significant at 12 month followup in multivariate model.
At 6 month follow-up, effects in
favour of intervention for
anxiety, self-esteem, well-being,
recovery locus of control; at 12
month follow-up for recovery
locus of control and self-esteem.
Other:
- No effect on perceived health

Quality assessment
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cut points:
Health literacy with regard to
decision making about when to
use services, intention to use
primary care services, exposure
to other self-care initiatives and
resources (scale developed by
research team)

Participant characteristics

Outcomes

Results

baseline, 6 and 12 months
Attempts for control for
confounding:
NR
Blinding:
NR
Statistical measures used:
Generalised linear model,
separate linear regression,
multivariate linear model,
generalized linear cumulative
logistic models

status, levels of social support,
knowledge about children’s
cough, back pain or crying in
babies
- Statistically significant positive
effects of intervention at 6
months for intention to use GP
services less for minor
ailments, at 12 months for
knowledge about back pain
- At 12 month follow-up,
intention to use support from
friends, hospital, the library,
occupational health, social
workers and Thomson local
had increased in intervention
group, but not in comparison
group. Intention to use support
from health visitors and
midwives had decreased in the
comparison group, but not in
intervention group

Quality assessment
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Outcomes

Results

Author, year:
Garcia-Retamero, Galesic, 2010
Research objective:
To investigate whether visual
aids can help residents make
appropriate decisions about
their medical treatments
Study design:
Cohort study
Study setting:
Community
Country:
Germany (G) and US
Intervention:
Participants were presented
with two medical scenarios of a
hypothetical new drug. 3
independent variables were
manipulated in the scenarios:
relative risk reduction, form of
information about risk reduction
(absolute/relative) and provision
of visual aids.
Measurement period:
July and August 2008
Follow-up duration:
Immediate
Completeness of follow-up:
G: 52%; US: 54%
HL measurement tools including

Eligibility criteria:
People in already existing panels
of households
Excluded:
NR
Sampling strategy:
Probalistic national sample from
panel of households selected
through probalistic random digit
dial telephone surveys and
supplied with equipment that
enabled them to complete
computerized questionnaires.
Sample size:
G: 495; US 492
Age: N
Germany/US:
- 25-39: 125/120
- 40-54: 210/194
- 55-69: 160/178
Gender: N
Germany/US:
- Male: 254/236
- Female: 241/256
Race/ethnicity:
NR
Education: N
Germany/US:
- High school or less: 393/356
- Some college or more:

Main outcomes:
Accuracy of risk understanding
Covariates used in multivariate
analysis:
NA
Description of outcome
measures:
Calculation of risk reduction
based on 2 scenarios
Data source(s) for outcomes:
Computerized questionnaires
Attempts for control for
confounding:
Random sample
Blinding:
NR
Statistical measures used:
Mixed analysis of variance
(ANOVAs). Tukey’s HSD (honest
significant difference) test was
used for post hoc analyses

Describe results:
Quality of study
- Numerical information: high
(EPHPP):
numeracy participants
Weak
provided more correct answers
than low numeracy
participants.
- Addition of visual aids: useful
in particular for participants
with low numeracy whose
graphical literacy skills were
high
ANOVA with visual aids,
numeracy and graphical literacy
showed main effect of numeracy
(p=0.001) and graphical literacy
(p=0.001), and interaction
between visual aids, numeracy,
and graphical literacy (p=0.007)

Quality assessment
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cut points:
Numeracy scale, consisting of 9
items.
- Low-numeracy: ≤6 correct
answers
- High-numeracy: ≥7 correct
answers
Graphical literacy scale,
consisting of 13 items
- Groups with high and low
graphical literacy were created
based on median score

102/136
Income:
NR
Health literacy/numeracy levels:
NR
Other characteristics:
NR

Outcomes

Results

Quality assessment
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Outcomes

Results

Quality assessment

Author, year:
Galesic, Garcia-Retamero, 2013
Research objective:
To investigate whether analogies
are helpful in communicating
medical information to people
with different levels of numeracy
and for tasks of different levels
of difficulty.
Study design:
Cohort study
Study setting:
Community
Country:
Germany
(And US, results presented here
only Germany)
Intervention:
2 experiments. 2 difficult
medical problems in experiment
1; 2 easy medical problems in
experiment 2. In the first wave,
participants answered medical
problems with control
introduction and introduction
including analogies. In the
second wave, they answered
medical questions without the
analogies
Measurement period:

Eligibility criteria:
People in already existing panels
of households with numeracy
scores in the top and bottom
third of all scores
Excluded:
NR
Sampling strategy:
Probalistic national sample from
panel of households selected
through probalistic random digit
dial telephone surveys and
supplied with equipment that
enabled them to complete
computerized questionnaires
Sample size:
499
Age:
low/high numeracy:
M 47.8yr/45.5yr
Gender: % women
low/high numeracy:
60/39
Race/ethnicity: NR
Education: % high school only
low/high numeracy:
83/65
Income: NR
Health literacy/numeracy levels:
low/high numeracy,

Main outcomes:
Accuracy of solving medical
problems
Covariates used in multivariate
analysis:
NA
Description of outcome
measures:
Percentage of participants
answering at least one of two
tasks correctly
Data source(s) for outcomes:
Questionnaire administered
through the Web, completed on
home computer
Attempts for control for
confounding:
Random selection of participants
Blinding:
NR
Statistical measures used:
Analysis of variance (ANOVA)

Describe results:

Quality of study
(EPHPP):
Weak

Increase (% points) in accuracy
analogies vs control:
Difficult problems:
Immediate accuracy:
- High numeracy: 21
- Low numeracy: 20
After 3 weeks:
- High numeracy: 5
- Low numeracy: 7
Easy problems:
Immediate accuracy:
- High numeracy: 0
- Low numeracy: 14
After 3 weeks:
Comparable as immediate
accuracy
(Easy medical problems,
analogies did not bring further
improvement to high-numeracy
participants, but did enhance
understanding of the lownumeracy participants)
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Participant characteristics

NR
n= 251/248; M=4.2/8.1
Follow-up duration:
Other characteristics:
3 weeks
NR
Completeness of follow-up:
HL measurement tools including
cut points:
Numeracy scale, consisting of 9
items.
- Low-numeracy: bottom third
of all scores
- High-numeracy: top third of all
scores

Outcomes

Results

Quality assessment
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Outcomes

Results

Author, year:
Galesic, Garcia-Retamero, 2011
Research objective:
To investigate whether
presenting consequences of
health-related behaviours in
terms of life expectancy, rather
than risk of disease improves
recall and whether these effects
hold for both low- and highnumeracy people.
Study design:Cohort study
Study setting:
Community
Country:
Germany
(And US, results presented here
only Germany)
Intervention:
Two experimental groups: one
received information about the
consequences of being
overweight and exercising in
terms of risk of heart disease,
and the other in terms of life
expectancy.
Measurement period:
NR
Follow-up duration:
10 minutes and 3 weeks

Eligibility criteria:
People in already existing panels
of households with numeracy
scores in the top and bottom
third of all scores
Excluded:
NR
Sampling strategy:
Probalistic national sample from
panel of households selected
through probalistic random digit
dial telephone surveys and
supplied with equipment that
enabled them to complete
computerized questionnaires
Sample size:
534
Age:
low/high numeracy:
M 49.5yr/43.6yr
Gender: % women
low/high numeracy:
60/40
Race/ethnicity: NR
Education: NR
Income: % low income
low/high numeracy:
43/20
Health literacy/numeracy levels:
low/high numeracy,

Main outcomes:
Recall of information
Covariates used in multivariate
analysis:
NA
Description of outcome
measures:
Percentage of participants with
correct recall in at least 1 task
Data source(s) for outcomes:
Computerized questionnaires
Attempts for control for
confounding:
-Random selection of
participants
-Adjusted for sex, age, and
income
Blinding:
NR
Statistical measures used:
Analysis of variance (ANOVA)

Describe results:
Quality of study
Recall was better when
(EPHPP):
information was presented as
Weak
life expectance compared to risk
of disease, both after 10 min as
after 3 weeks (p=0.001) and for
people with low and high
numeracy.
No interaction between
numeracy and the presentation
format
Recall of high numeracy
participants was considerably
better than that of lownumeracy persons after 10 min
(p=0.001). After 3 weeks, recall
was similar (p=.0185)

Quality assessment
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Completeness of follow-up: NR
HL measurement tools including
cut points:
Numeracy scale, consisting of 9
items.
- Low-numeracy: bottom third
of all scores
- High-numeracy: top third of all
scores

n= 261/273; M=37.7/95.4
(0-100 point scale)
Other characteristics:
NR

Outcomes

Results

Quality assessment
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Annex E

Results of screening IROHLA projects

IROHLA Projects
Source: http://www.irohla.eu/practices/
“This section highlights actions from all over Europe that aim to improve health literacy among
the ageing population. The examples we highlight come from the private, social and health
sectors.”

Selection criteria WP1 HEALIT4EU:
1)

2)

3)

4)

5)
6)
7)

The study described is conducted in one or more Member States of the European Union
(yes/no)
(Austria, Belgium, Bulgaria, Croatia, Cyprus, Czech Republic, Denmark, Estonia, Finland,
France, Germany, Greece, Hungary, Ireland, Italy, Latvia, Lithuania, Luxembourg, Malta,
Netherlands, Poland, Portugal, Romania, Slovakia, Slovenia, Spain, Sweden, United
Kingdom)
The publication describes an intervention study (yes/no)
(One of the following designs: randomized controlled trials, quasi randomized controlled
trials, controlled before and after studies or interrupted time series)
The intervention is aimed at Health literacy (yes/no)
(Health Literacy: The ability to read, filter and understand health information in order to
form sound judgements. HL enables people to make judgements and take decisions in
everyday life concerning health care, disease prevention and health promotion to maintain
or improve health during the life course)
The publication describes an outcome measure related to Health literacy (yes/no)
(For example, knowledge, skills, attitudes, self-efficacy, stages of change, motivation and
patient activation, behaviour change, health care access, service use, health status, costs
of care)
Health literacy in the intervention was measured by a measurement tool (yes/no)
Publication in English, French or German? (yes/no)
To Include? (yes/no)
Practices will be included if they meet criteria 1 to 6
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No Study Description

Selection criteria

Remarks

1

2

3

4

5

6

7 Inclusion

Yes/UK

Yes

?

Yes

?

?

No

Consider this one for WP2
Southeast Asian ethnicity patients in economically deprived
areas of Glasgow were telephoned by speakers of their own
language and invited to meet multilingual pharmacists in
their community for screening and education about the
elevated risks of heart disease within their ethnic group.
Patients identified as high risk after screening in pharmacy
were referred back to their general practitioners for further
counselling and assessments.

Yes

No

Yes

?

Yes

No

Consider this one for WP2
An education campaign about lifestyle and medicines,
comprising 13 videos (culturally specific and often
humorous) between 1 and 3 minutes long. The aim is to
promote correct medication habits and improve citizen
knowledge about medicines and technical terms. The
videos are first shown in primary health centres, with plans
to show them in other venues (e.g. public libraries) in
Barcelona; No differentiation to health literacy levels

1

Multilingual pharmacists
phone up South Asian
patients in Glasgow

2

Video campaign promotes Yes/Spain
correct medication habits
in Catalonia

3

Why pharmacists should
No/USA
encourage their patients to
adopt “ask me 3”

4

Multigenerational house
and café in Berlin

Yes/Germany

No

Yes

No

Yes

No ?

No

The Multigenerational house and café in Spandau, Berlin, is
a meeting point for people of different age groups which
offers learning opportunities to children, parents and
seniors. Also, advisory services are offered on issues of
rental law, personal debt, pension and education. Not
focused on HL but on social participation.
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No Study Description

Selection criteria
1

2

3

4

Remarks
5

6

7 Inclusion

5

Swiss health promotion
No/Switzerland
courses for older migrants

No

6

PEARLS programme to
No//USA
encourage active,
rewarding lives for seniors

No

7

Cultural mediators help
migrants navigate the
German health system

Yes/Germany

Yes

Yes

Yes

?

?

No

WP2
The MiMi – Mit Migranten für Migranten programme (With
migrants, for migrants) recruits, trains and supports
individuals from within immigrant communities to become
cultural mediators who can help navigate new and different
ways of dealing with traditions of health and illness and the
body.
The goal of the programme is to make the German health
system more accessible to immigrants, increase their health
literacy while simultaneously empowering immigrant
communities by prompting their direct participation in the
process.

8

Shop more health
consciously with
smartphone app

Yes/Germany

Yes

Yes

Yes

?

?

No

WP2
“Bewusst Einkaufen” (Shopping consciously) is a
smartphone app which helps people to shop more health
consciously. The user can create shopping lists in three
ways: barcode scanning, searching in food category and
manual text entry. The groceries are rated by a traffic light
system which provides information on fat, saturated fatty
acids, carbohydrates and salt. Additional information about
calories, proteins, carbohydrates are also available. The app
is made by German health insurance company AOK.
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No Study Description

Selection criteria
1

2

3

4

Remarks
5

6

7 Inclusion

9

Mobile phone-based peer
support for Nuer refugee
women in Melbourne

No/Australia

No

10

Cooking courses at the
No/Australia
Aboriginal Medical Service
Western Sydney

No

11

Increasing recognition of
the role of Aboriginal
health workers

No/Australia

No

12

Mammography services
among elderly rural and
urban African American
women

No/USA

No

13

Building healthy tribal
nations in Montana and
Wyoming

No/USA

No

14

Culturally sensitive obesity No/USA
prevention curriculum in
an underserved Latino
community in Phoenix

No

15

Screening programmes for No/canada
high blood pressure run by
graduate students in the
pharmacy setting in
Montreal

No
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No Study Description

Selection criteria
1

2

3

4

Remarks
5

6

7 Inclusion
No

16

How to engage peer
No/USA
coaches and retain them in
their role

17

Literacy campaigns
encourage older adults to
return to education

Yes/Ireland

Yes

No

?

?

?

No

Focus on general literacy, not Health Literacy
The National Adult Literacy Agency (NALA) took this
challenge as an inspiration to improve the well-being of
older adults. NALA's aim is to improve the literacy and
numeracy competencies in the Irish population. Thus,
encouraging them to fully take part in society and pursue
learning opportunities to meet their daily needs.

18

CSR Europe Blueprint for
Business Action on Health
Literacy

Yes/Belgium

Yes

Yes

Yes

?

?

No

WP2
No specific intervention described. A free toolbox
accessible to all companies. The Blueprint for Business
Action on Health Literacy is a free toolbox accessible to all
companies aiming to strengthen the health literacy of
employees. Besides concrete best-practice examples it
provides additional elements for companies to become
champions in health at workplace.

19

Dutch social network for
older people

Yes/Netherlands

Yes

No

No

No ?

No

No, focus on participation. 50plusnet.nl is a Dutch
successful profile-based internet community which allows
its 33.000 or so active senior members to expand their
social network, engage in activities with people who belong
to the same age group, and learn from each other.
50plusnet is a partnership between the Dutch National
Institute for Health Promotion and Disease Prevention and
Dutch public broadcaster Max.
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No Study Description

Selection criteria
1

Remarks

2

3

4

5

6

7 Inclusion

20

Local digital TV and mobile Yes/UK
site INtouch Kirklees

Yes

No

?

?

?

No

No focus on HL. In Kirklees, UK, the city council and
partners have developed a digital TV site named INtouch
Kirklees. It contains information provided by local services,
local people and community organisations. INtouch allows
people to get local information and use services using their
TV and remote control. It is particularly valuable for people
who don't have access to a computer and the internet.

21

Social interaction and
Yes/Spain
access to services through
ICT tools designed for and
by older people

Yes

No

?

?

?

No

No focus on HL. AWARE develops new ICT-based services
for older workers and retired people which will result in the
development of an accessible, user oriented platform that
will provide training in the use of ICT technologies, social
networking tools and an innovative service that could
enable flexible workplace and home environment
adaptations.

22

LIFEMATTERS: self care,
wellbeing and emotional
health

Yes

Yes

Yes

?

?

No/Yes

WP2

Yes/UK

Health literacy, patient empowerment, ethics and
adherence programmes, using innovative tools and
services; Personalised health management (starting with
Falls Prevention Initiative); Protocols, education and training
programmes for health workforce and carers (e.g.
comprehensive case management, multi morbidity,
polypharmacy, frailty and remote monitoring);Capacity
building and replicability of successful integrated care
systems based on innovative tools and services; Extending
active and independent living through open and
personalised solutions; Innovation improving social
inclusion of older people; Evidence base, reference
examples, repository for age-friendly innovation.
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No Study Description

Selection criteria
1

2

3

4

Remarks
5

6

7 Inclusion

23

CareOnLine helps
vulnerable adults in the
community to use
computers and the
Internet

Yes/UK

Yes

No

No

Consider this one for WP2
CareOnLine, which is a service to help vulnerable adults in
the community to use computers and the Internet,
provided by Leicestershire County Council's Adults and
Communities. CareOnLine provides a home visit service for
advice, support and training to people who have difficulty
leaving their home. The services are designed for people
with little or no previous experience of using a computer or
people who can no longer use them because of medical
condition or age. CareOnLine talks to vulnerable adults
about how a computer can help their life; how to get
information on home care services, having shopping
delivered to the door or exploring new ways of keeping in
touch with family and friends.

24

German “Online Year
50plus”

Yes/Germany

Yes

No

No

Website for elderly with information on all kinds of topics.
Not specifically focused on HL.

25

Active learning for visually Yes/Europe
impaired seniors

Yes

?

Yes

Unclear whether it is focused on HL. Consider this one for
WP2 Capacity building and replicability of successful
integrated care systems based on innovative tools and
services; Assisted daily living for older people with cognitive
impairment; Extending active and independent living
through open and personalised solutions; Innovation
improving social inclusion of older people.

Yes

?

?
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No Study Description

Selection criteria
1

Remarks

2

3

4

5

6

7 Inclusion

26

Helping senior travellers to Yes/Austria
navigate in towns

Yes

No

No

No ?

No

No focus on HL but on social participation
The ASSISTANT project contributes to maintaining the
mobility of older people in Europe by helping them to travel
safely and independently by public transport. ASSISTANT
provides an on-line means of planning a trip, guidance on
transfers when making multi-step journeys, an alert which
tells the user when it is time to leave the vehicle, and
assistance with getting from the vehicle to the final
destination. Essentially, the project will offer seamless
support for the entire length of a journey, across different
means of public transport and in both rural and urban
environments.

27

Dutch national smart living Yes/Netherlands
and telecare initiative

Yes

?

Yes

?

No

Consider this one for WP2
Smart living and telecare solutions. They offer a complete
quality assured chain of services, starting with a for each
resident easily accessible web portal for welfare and care
services.

28

Network for safeguarding
in-home care in Essen,
Germany

Yes/Germany

Yes

No

No

No focus on HL. Project aimed at supporting informal caregivers by tailored information, given by a help desk in order
to make better choices in providing informal support.

29

Coffee afternoon as
therapy at the Bethanien
Hospital Heidelberg

Yes/Germany

Yes

No

No

No focus on HL but on social participation.

30

Multigenerational House - Yes/Germany
district community centre
of Dahlhausen-Bochum

Yes

No

No

No focus on HL but on social participation.

?
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No Study Description

Selection criteria
1

2

3

4

Remarks
5

6

7 Inclusion

31

Graz students assist older
people in exchange for
housing

Yes/Austria

Yes

No

No

No focus on HL but on social participation/practical help.

32

Polish lone mothers adopt Yes/Poland
a grandmother

Yes

No

No

No focus on HL but on social participation/practical
help/loneliness.

33

Special newspaper
attachments for Polish
pensioners

Yes/Poland

Yes

No

No

No focus on HL.

34

Happy to Translate’
promotes equal access by
overcoming language
barriers

Yes/UK

Yes

No

No

No focus on health literacy, more on general literacy. Happy
to Translate is a not-for-profit national initiative which
helps organisations to provide access to information and
services by overcoming language barriers. Happy to
Translate is a catchphrase that is intended to include
translation, interpretation and other types of
communication assistance and alternative formats.

35

Intergenerational and
intercultural holiday
breakfast in Mannhein,
Germany

Yes/Germany

Yes

No

No focus on HL but on social participation/practical
help/loneliness.

36

German Adult Education

Yes/Germany

Yes

No

No focus on health literacy, more on general literacy
(writing, reading, numeracy).

No
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No Study Description

Selection criteria
1

2

3

4

Remarks
5

6

7 Inclusion

37

The Silver Line free, 24
Yes/UK
hour, confidential helpline
for older people

Yes

No

No

No focus on HL but on social participation/practical
help/loneliness.
The Silver Line is a free confidential helpline in the UK
providing information, friendship and advice to older
people, open 24 hours a day, every day of the year. The
helpline aims to support vulnerable older people, sign-post
them to projects and services, break through the stigma of
loneliness and isolation, and tackle the problems of abuse
and neglect.

38

Active 55+ counsellors visit Yes/Germany
older adults to carry out
personal needs assessment
for healthy ageing

Yes

No

No

No focus on HL but on social participation/practical
help/loneliness.

39

German online platform
offers information to
people with disabilities,
their relatives,
administrations and
companies

Yes

?

?/no

Consider this one for WP2
www.einfach-teilhaben.de is an online platform which
offers information to people with disabilities, their
relatives, administrations and companies. This information
is brought to the users barrier-free (e.g. sign language), and
the user gains access to data bases, special offers and
contact persons. A calendar of events is also included. The
project was founded in 2009 by the German Federal
Ministry of Labour and Social Affairs. Tailored to people
with low functional literacy.

Yes/Germany

Yes

?

Yes
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No Study Description

Selection criteria
1

2

3

4

Remarks
5

6

7 Inclusion

40

Computer game helps
adults improve their
reading, writing and
calculating skills

Yes/Germany

Yes

No

No

Focus on general functional literacy (writing, reading,
numeracy).
Winterfest is an educational adventure game developed for
adults. It allows users to improve their reading, writing and
calculating skills while solving quests. Winterfest was
developed by the German Federal Ministry of Education
and Research and is promoted as a part of their research
project “Alphabit”.

41

CaringTV supports
independent coping and
living at home

Yes/Finland

Yes

?

No

Consider this one for WP2
CaringTV is a service-oriented concept, which is based upon
customer friendly and interactive programmes and eservices. These programmes support customer welfare
through the aid of an interactive video connection. In
addition, CaringTV offers the possibility for experts, families
and peer supports to join the CaringTV customers life. The
aim is to support CaringTV customer's independent coping
and living at home.

42

Activating and guiding the Yes/Italy & UK
engagement of seniors
through social media

Yes

No

No

No focus on HL but on social participation/practical
help/loneliness.

43

Older people from Kilburn Yes/UK
High Road in London draw
attention to obstacles they
face every day

Yes

No

No

No focus on HL but on social participation/safety on the
streets and in neighbourhoods from the perspective of the
elderly.
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No Study Description

Selection criteria
1

2

3

4

Remarks
5

6

7 Inclusion

44

Age Action Alliance
improves the quality of
later life through
partnership working
between members and
older people

Yes/UK

Yes

No

No

No focus on HL but on social participation/practical
help/loneliness.

45

Grip & Glow group course

Yes/Netherlands

Yes

No

No

No focus on HL but on social participation/practical
help/loneliness.

46

Study circles by and for
older people

Yes/Netherlands

No

No focus on HL but on social participation/practical
help/loneliness.

47

Unheard of Talent Course

Yes/Netherlands

48

Visiting services for widows Yes/Netherlands
and widowers

Yes

No

No

49

Heading for the golden
years

Yes/Netherlands

Yes

No

No

50

Ageing in the Netherlands
in the 21st century

Yes/Netherlands

No

51

Activating home visits for
elderly people

Yes/Netherlands

Yes

52

Seniors for … your
municipality

Yes/Netherlands

No

No
No

No
No

The objective of Heading for the golden years (Op weg naar
de Gouden Jaren) is to contribute to successful ageing.
During the course older people learn skills to deal
proactively with possible future problems. This increases
their self-reliance.
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No Study Description

53

Feel like being friend
course

Selection criteria
1

2

3

Yes/Netherlands

Yes

No

4

Remarks
5

6

7 Inclusion
No
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Annex F
Table F1

Health Literacy initiatives on national, regional and local level in EU Member States
Austria

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F1-1

Initiator / Stakeholder
Government

Implementation details
Agenda setting

Level of implementation
National

Detailed information:
This document is mainly about defining
general objectives for health literacy in
Austria and about defining some
stakeholders in the process of the
promotion of HL in the future. There are
no specific implementation details.

Measurement / evaluation / monitoring
tools
For the 2014 report:
For objective 1: develop health literate social
insurance, develop HL in hospitals and health
institutions (Ludwig Boltzmann LBIHPR in
cooperation with ONGKG (network of HL
hospitals in Austria http://www.ongkg.at/ )),
Development of communication competence
of health professions (Ministry of health),
development of participation of patients in
health sector (ARGE self-help Austria)

Country: Austria
Name:
Rahmen-Gesundheitsziele für
Österreich (Health targets for Austria)
Year:
2011
URL:
http://www.gesundheitszieleoesterreich.at/health-targets-foraustria/
Publication:
Rahmen-Gesundheitsziele für
Österreich. Gesundheit in allen
Politikfeldern. Richtungs-weisende
Vorschläge für ein gesünderes
Österreich- (Health in all policy fields.
Proposals for a healthier Austria)
Author:
Ministry of Health; Doz. Dr. Pamela
Rendi-Wagner, Leiterin der Sektion III,

Category
Policy
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Influencing policy

Description
Health target no. 3 (out of 10) is about
health literacy, it is called: ‘Improving
health literacy in the Austrian population’.
Objectives:
- Improving HL on a personal level
(especially for more vulnerable groups);
- Improve access to health information;
- Empower patients (strengthening selfhelp structures);
- Promote conscience for preventive
health care;
- Facilitate orientation within the health,
education and social system.
In 2014, the working group for health target

For objective 2: Improvement of HL of
migrant groups with easy access programmes
(Austrian foreign ministry BMEIA), guideline
for schools: ‘handling of students with health
impairments’ (Ministry for Education BMBF),
HL as subject for adult education.
For objective 3: Theme partnerships with
companies (‘win-win’), e.g. prize for ‘healthy
choice’- products (NEK), further develop
programme REVAN (healthy eating from the
start)
http://www.richtigessenvonanfangan.at/Glob
al/English/Healthy-eating-from-the-start!
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

3. Ministry of Health, produced a report
which is the base for the policy document
‘Zielsteuerungsvereinbarung’. It formulates
main objectives for HL in Austria, measures
and indicators. The 3 main objectives are:
Objective 1: Make the health system more
health literate by including all stakeholders.
Objective 2: Improve health literacy with a
special focus on vulnerable groups.
Objective 3: Embed health literacy in the
service and production sector.

(AGES)

Initiator / Stakeholder
Government, local authorities and NGO
(insurance association)

Implementation details
Agenda setting
Implementation

Level of implementation
National

Description
Article 8.3.2. specifies strategic and
operational objectives to be fulfilled by all
contracting partners regarding health
literacy.

Measurement / evaluation / monitoring
tools
1. Continuous development of the health
portal www.gesundheit.gv.at
2. Define (until the end of 2013) and
implement step-by-step priority measures
that have been elaborated in the frame of
the R-GZ 3.
3. Make sure that health literacy criteria are
included in the design of ELGA (electronic
health record system).
4. Participate in EU health literacy surveys,
analyse variations, indicate possible
improvements, and make sure that
significant variations are leading to a goaloriented handling on federal and regional
level.

Bundesministerium für Gesundheit
Mag. Christa Peinhaupt, MBA, Leiterin
des Fonds Gesundes Österreich
(Gesundheit Österreich GmbH)

No: F1-2
Country: Austria
Name:
Bundes-Zielsteuerungsvertrag.
Zielsteuerung-Gesundheit
Year:
2013
URL:
http://www.hauptverband.at/portal2
7/portal/hvbportal/content/contentW
indow?&contentid=10008.564159&ac
tion=b&cacheability=PAGE
Publication: -

Author:

Category
Policy
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy
Detailed information:
Strategic objective: Strengthening and
measuring routinely patient safety and

Lessons learned
-

Evaluation tools
1. Number of clicks to the health portal.
2. Sum of rates with the characteristic
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Name / year / url / publication / ref

Implementation focus

Federal Government, Regional
governments, main insurance
association (HVSV)

health literacy in the population
specifically regarding information and
communication.

Implementation details

Evaluation
‘sufficient’ and ‘excellent’ health literacy
in the total index of the EU-Health
Literacy survey.
3. Implementation programme for R-GZ is
available.
4. ELGA- access portal corresponds to health
literacy criteria (‘usability-test’).

Operational objective: Implement
operational sub-objectives developed for
the health target 3 (R-GZ 3) ‘Strengthening
health literacy in the population’

Lessons learned
Ongoing
No: F1-3
Country: Austria
Name:
Österreichische MigrantInnen
Gesundheitskompetenz Studie
(‘GKM’) Study about health literacy of
migrants living in Austria
Year:
2012 - now
URL:
http://lbihpr.lbg.ac.at.w8.netzwerk.com/de/oesterreichischemigrantinnen-gesundheitskompetenzstudie-gkm
Publication: Author: -

Initiator / Stakeholder
NGO - Research Institute for Health
Promotion Research (Ludwig Boltzmann
Institut)

Implementation details
Problem definition
Agenda setting
Implementation

Level of implementation
National

Description
The project from the research institute
collects quantitative and qualitative data
on health literacy of migrants in Austria.
Another objective is to compare these data
with the general population of Austria and
to set guidelines for interventions to
improve HL policies for migrant groups.

Category
Programme - Research
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Influencing policy

Measurement / evaluation / monitoring
tools
Literature review, expert interviews, focus
groups with migrants, survey of first and
second generation migrants from Turkey and
former Yugoslavian countries (using tools
from HLS-EU-study)
Lessons learned
Ongoing
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F1-4

Initiator / Stakeholder
NGO - Research Institute for Health
Promotion Research (Ludwig Boltzmann
Institut)

Implementation details
Problem definition
Agenda Setting
Implementation
Evaluation

Measurement / evaluation / monitoring
tools
Sub-project 1 HLS_EU survey and surveys in
Austria:
Representative survey of the Austrian adult
population (including samples from Austrian
federal countries) and of 15-year old Austrian
adolescents.

Country: Austria
Name:
Measuring and improving health
literacy: status survey, effectiveness of
patient education, and organisational
development, using the example of
Health Promoting Hospitals (HPH)

Level of implementation
National
Category
Programme - Research

Year:
2009-2015

Health literacy focus
Health literacy general

URL:
http://lbihpr.lbg.ac.at.w8.netzwerk.com/en/measuring-andimproving-health-literacy

Targets / goals / determinants addressed
Improving HL
Influencing policy

Publication: Author: -

Detailed information:
Measuring HL in Austrian populations to
provide the basis for the development of
policies and strategies, the identification of
target groups to improve HL and the
implementation of HL improvements in
Austria.

Detailed information:
How is the situation of HL of the Austrian
population?
Description
Sub-project 1 HLS_EU survey and surveys
in Austria:
- Measurement and analysis of health
literacy and its determinants in the
adult Austrian population in
comparison to 7 other EU countries,
and in 15-year-old Austrians.
- Comparison of the health literacy in the
Austrian federal countries.
Sub-project 2 Relevance of health literacy
for HPH:
- Integration of the concept of the
health-literate organisation into
concept and practice of Health
Promoting Hospitals
- Literature search on examples of
implementation
Sub-project 3 Evaluation of the (cost-)
effectiveness of educational interventions
for the self-management of diabetes.

Sub-project 2 Relevance of health literacy for
HPH:
Literature survey; concept, tool and strategy
development.
Sub-project 3 Evaluation of the (cost-)
effectiveness of educational interventions for
the self-management of diabetes:
Data survey; bivariate and multivariate
analyses.
Lessons learned
Ongoing
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F1-5

Initiator / Stakeholder
NGO - Research Institute for Health
Promotion Research (Ludwig Boltzmann
Institut)

Implementation details
Problem definition
Agenda setting
Policy development

Measurement / evaluation / monitoring
tools
-

Level of implementation
National

Detailed information:
The report is giving an overview of the
state of HL in Austria and gives some
international best-case examples for the
main insurance company. It is more a
document for orientation and ideas, on
how insurance associations can improve HL
in a population; no Austrian specific
interventions or implementation strategies
are mentioned.

Country: Austria
Name:
Gesundheitskompetenz verbessern
Handlungsoptionen für die
Sozialversicherung. (Improve HL.
Options for the insurance association)
Year:
2013
URL:
http://www.ooegkk.at/portal27/porta
l/ooegkkportal/content/contentWind
ow?&contentid=10008.576364&actio
n=b&cacheability=PAGE
Publication:
Report
Author:
Pelikan, J.M., Ganahl, K., Röthlin, F.

Category
Guidelines
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving (health) services

Description
-

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F1-6

Initiator / Stakeholder
Government (report was written on behalf
of ministry of health)

Implementation details
Problem definition
Agenda setting
Policy development

Measurement / evaluation / monitoring
tools
-

Country: Austria
Name:
Health Literacy – ‘Die
Gesundheitskompetenz der
Bevölkerung stärken’
Year:
2012
URL:
http://www.goeg.at/cxdata/media/do
wnload/berichte/health_literacy_201
2.pdf
Publication:
Report for the Ministry of Health

Author:
GöG; Stephan Fousek Brigitte
Domittner Peter Nowak

Level of implementation
National
Category
Advice
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Influencing policy

Description
The report gives an overview about
international as well as Austrian initiatives
that are related to health literacy. It also
gives suggestions on how to implement
health target 3 about HL. The suggestions
are kept quite general:
- development of a strategic operational
plan
- improve patient information (print and
online)
- improve patient information websites
- further implement ELGA electronic
medical record
- develop HL guideline for health service
institutions
- implement and further improve HL in
self-help groups and in education
system (e.g. educating teaching staff in
HL and development of teaching
material)

Lessons learned
Ongoing
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F1-7

Initiator / Stakeholder
NGO - Research Institute for Health
Promotion Research (Ludwig Boltzmann
Institut)

Implementation details
Problem definition
Agenda setting
Policy development

Level of implementation
National

Description
This study follows on the European health
literacy survey (HLS-EU), by applying the
distinctively instrument to measure health
literacy on 15 year-old young people
resident in Austria. The data provide
information that can be used for public
health decisions. In addition, the short
form of the survey instrument developed
for the HLS-EU study for young people has
been validated to allow its usage initially in
the Austrian HBSC study.

Measurement / evaluation / monitoring
tools
The health literacy Youth study questioned a
sample of 571 residents in Austria in the age
of 15 years. A paper assisted personal
interview was used as a survey technique
method. The data collection was carried out
by the Survey Institute ‘market’ from
Salzburg. Comprehensive health literacy was
measured with the HLS-EU, adjusted only
slightly for adolescents and compared with
the newest vital sign (NVS) test, an
instrument to measure functional HL.

Country: Austria
Name:
Gesundheitskompetenz Jugendstudie
Year: URL:
http://lbihpr.lbg.ac.at/de/oesterreichi
schen-gesundheitskompetenzjugendstudie

Category
Programme - research
Health literacy focus
Health literacy general

Publication:
Die Gesundheitskompetenz der 15jährigen Jugendlichen in Österreich.

Targets / goals / determinants addressed
Improving HL
Influencing policy

Author:
Röthlin, F., Pelikan J.M., Ganahl, K.
(2013)

Detailed information:
Aims of this study are the collection and
comparative analysis of data on the health
literacy of 15 year olds; validation of HLSEU survey instrument for the collection of
health literacy at 15 years for possible
future use in the framework of the
Austrian health behaviour in school-aged
children (HBSC) study; score report with
conclusions and recommendations.

Lessons learned
Compared to adults, young people could not
answer the questions on the health literacy
slightly more often. There are differences
between adults and adolescents in the area of
health promotion, where young people
experience less problems as adults. Finding
relevant information in the field of health
promotion is equally difficult.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F1-8

Initiator / Stakeholder
Government - Fonds Gesundes Österreich

Implementation details
Problem definition
Agenda setting
Policy development
Implementation
Description
A guide which has been developed as a
support aid to facilitate the initiation of
health promotion in the community. It is
designed to help to initiate quality-assured
projects and to provide support in the
planning and implementation of these
projects that aim to improve the health
literacy in communities, cities and regions.
Target group of this guide are mainly
individuals, groups and institutions who
plan to initiate a project and launch a longterm process.

Measurement / evaluation / monitoring
tools
-

Country: Austria
Name:
Gesundheitsförderung in Gemeinden,
Stadtteilen und Regionen – von der
Idee zur Umsetzung.

Level of implementation
National
Category
Guideline

Year:
2014

Health literacy focus
Health literacy general

URL:
http://www.fgoe.org/derfonds/infos/neu-erschienengesundheitsforderung-in-gemeindenstadtteilen-und-regionen-2013-vonder-idee-zur-umsetzung/2014-0606.3859596786/download

Targets / goals / determinants addressed
Improving HL

Publication:
Report
Author:
Fonds Gesundes Österreich

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F1-9

Initiator / Stakeholder
NGO – Frauengesundheitszentrum (The
Women‘s Health Center)

Implementation details
Implementation
Evaluation

Measurement / evaluation / monitoring
tools
-

Level of implementation
Regional – Graz and Vienna

Description
The project is focused on women with
long-term illnesses and chronic diseases,
older women and migrant women.
Projects include health literacy workshops
for patients, training and education for
doctors and patient representatives.

Lessons learned
Ongoing

Country: Austria
Name:
Frauen mit Durchblick:
Gesundheitskompetenz für Frauen
mit Langzeiterkrankungen,
Migrantinnen und ältere Frauen in
Graz und Wien
Year:
April 2013 - March 2016
URL:
http://www.frauengesundheitszentru
m.eu/frauen-mit-durchblickgesundheitskompetenz-fuer-frauenmit-langzeiterkrankungenmigrantinnen-und-aeltere-frauen-ingraz-und-wien/
Publication: Author:
Frauengesundheitszentrum

Category
Programme - intervention
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Empowerment
Detailed information:
The aim of the project is to increase health
literacy of the participants and to
encourage them to become actively
involved in health care.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F1-10

Initiator / Stakeholder
NGO

Implementation details
Implementation

Measurement / evaluation / monitoring
tools
-

Level of implementation
Regional

Description
The project aims to promote the health
literacy of migrants (hard-to-reach groups)
Activities for migrants:
- Workshops in English language
- Excursions to different health service
centers
- Empowerment-communication course –
for health

Country: Austria
Name:
IKEMBA-Projekt ‘HEALTH_
LITERACY_4_EVERYONE’

Category
Programme – intervention

Year: 2013
URL:
http://www.ikemba.at/fileadmin/user
_upload/projekte_neu/help4/Presset
ext_gesendet-1.pdf
Publication: -

Health literacy focus
Health literacy general
Functional health literacy

Lessons learned
-

Targets / goals / determinants addressed
Improving HL
Empowerment

Author: No: F1-11

Initiator / Stakeholder
NGO - Beratungsgruppe.

Implementation details
Implementation

Level of implementation
Regional but there is a protocol for
implementation in other regions

Detailed information:
The programme has been evaluated and a
protocol is made for implementation in
other regions

Country: Austria
Name:
Gesundheit kommt nachhause - Mehr
Wissen hilft (Health is coming home –
more knowledge helps!)
Year:
2009 - 2011
URL:
http://www.gekona.at/

Category
Programme - Intervention
Guideline
Health literacy focus
Health literacy general
Communicative health literacy

Description
Intercultural programme for the
promotion of health literacy and health
equality for migrants with low SES and
training of migrant trainers from the target
group. Hard to reach migrant groups with

Measurement / evaluation / monitoring
tools
Ten funny illustrated, small picture books (in
German and Turkish) with stories from
everyday life of families. They contain healthrelated topics, such as exercise, healthy food,
coping with stressful situations in every story.
The text includes numbers that refer to the
respective, appropriate text info sheet as
cross-references. Books are written in easy to
understand language
Lessons learned
This programme improved health literacy

EUROPEAN COMMISSION

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

Publication:
Evaluation report
http://www.gekona.at/index.php?SID
=327

Critical health literacy

low SES are approached by trained women
from their own culture at home to take
part in a course about health related
issues. Courses are given in small groups in
the own living environment of the
participants.

skills, knowledge, and health related
behaviour. It also contributed to more overall
well-being and social integration.

Initiator / Stakeholder
NGO

Implementation details
Policy evaluation

Level of implementation
Local

Detailed information:
Trainers and participants liked the
seminars and both told in the interviews
that they benefit from these seminars. The
participants can now more easily
differentiate between healthy and not so
healthy food, have several options how to
exercise and how to relax. Overall, the
project was successful but there was no
roll-out afterwards.

Measurement / evaluation / monitoring
tools
Qualitative: interviews with trainers and
participant of the seminars and a report:

Author:
Andrea Reiter

Detailed information:
Programme is aimed at improving health
knowledge, communication about health
related issues and the use of health
information
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services

No: F1-12
Country: Austria
Name:
Gesundheitskompetenz in der
Basisbildung
Year:
2011
URL:
http://www.isop.at/downloads/ISOTO
PIA75_Gesundheitskompetenz.pdf
Publication:
Report

Category
Programme - Intervention
Health literacy focus
Communicative health literacy
Targets / goals / determinants addressed
Empowerment
Detailed information:
Training for trainers (four persons) working
in two services for permanently
unemployed persons in Styria/Austria.

Description
-

Lessons learned
No sustainability

EUROPEAN COMMISSION

Name / year / url / publication / ref

Implementation focus

Author:
Brigitte Brand, Rainer Saurugg-Radl,
Jutta Zniva

The aim was that these trainers can
conduct seminars with the permanently
unemployed persons in relation to healthy
food shopping (labels), healthy and fast
cooking, exercise and relaxation
techniques.

Implementation details

Evaluation

EUROPEAN COMMISSION

Table F2

Belgium

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F2-1

Initiator / Stakeholder
Multiple - 11 partners from the Belgian
health sector

Implementation details
Problem definition
Agenda setting

Level of implementation
National

Description
Everyone who is involved in health care in
Belgium and has developed a project can
submit a candidacy for the award.

Measurement / evaluation / monitoring
tools
The health literacy initiatives are evaluated by
a jury which is well-grounded in the theory of
health literacy.

Country: Belgium
Name:
‘Well Done - MSD Health Literacy
Awards’
Year:
Ongoing
URL:
http://welldoneawards.be/home/
Publication: Author: -

Category
Subsidy
Health literacy focus
Health literacy general
Functional health literacy
Targets / goals / determinants addressed
Improving (health) services
Promoting
Detailed information:
The aim of the ‘Well Done - MSD Health
Literacy Awards’ is to encourage, promote,
reward good practices of health literacy in
Belgium.

Lessons learned
Belgium has no policy implementations of
health literacy. Only an award, which is given
by a private initiative.
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Table F3

Bulgaria

No information on policies or initiatives specifically focusing on HL provided by country or found in literature.

Table F4

Croatia

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F4-1

Initiator / Stakeholder
NGO

Implementation details
Implementation

Level of implementation
National

Detailed information:
The course has been delivered four times
(55 participants)

Measurement / evaluation / monitoring
tools
Evaluation form, to be filled out by the course
participants

Country: Croatia
Name:
Finding and Appraisal of Medical
Information
Year:
2007

Category
Programme - Intervention
Health literacy focus
Critical health literacy

URL: Publication:
Health Information and Libraries
Journal, 2008; 25(1):46-9 (research
paper)
Author:
Jelka Petrak, Helena Markulin and
Tomislav Matiç, University of Zagreb
Medical School, Central Medical
Library, Zagreb, Croatia

Detailed information:
Training of medical practitioners focused
on finding and appraisal of medical
literature
Targets / goals / determinants
addressed
Improving HL
Empowerment
Improving (health) services

Description
The University of Zagreb Medical School
(UZMS) developed an extensive
continuing education programme for
residents and practitioners, in
partnership with the Croatian Chamber
of Physicians. Within this programme,
the Central Medical Library (CML) offers a
hands-on course on searching and
appraisal of medical information.

Lessons learned
The next course will be redesigned according
to the evaluation results.
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Table F5

Cyprus

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F5-1

Initiator / Stakeholder
NGO

Implementation details
Policy development
Policy evaluation

Measurement / evaluation / monitoring
tools
Objective oriented. One of the main
objectives is to attain the development of a
national Breast Cancer Centre

Country: Cyprus
Name:
Breast Cancer Awareness
Year:
2014
URL:
http://www.europadonna.com.cy/
Publication: Author: No: F5-2

Level of implementation
National
Category
Programme - - Intervention
Health literacy focus
-

Year:
2014

URL:

Lessons learned
Patient empowerment can change the
delivery of health services improving health
outcomes.

Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy
Initiator / Stakeholder
NGO

Country: Cyprus
Name:
Cyprus Rheumatology Patient
Association

Description
A National programme to improve
awareness of Breast cancer

Level of implementation
National

Implementation details
Policy development
Implementation

Health literacy focus
-

Detailed information:
In light of the campaign, material was
produced on patient education, a
conference was organised where patients
and healthcare professionals participated
together and a media disease awareness
campaign was introduced.

Targets / goals / determinants addressed

Description

Category
Programme - Intervention

Measurement / evaluation / monitoring
tools
Achievement of objectives (implementation
of guidelines, access to medication)
Lessons learned
NGO can contribute significantly and
effectively in health literacy campaigns.
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Name / year / url / publication / ref

Implementation focus

Implementation details

http://www.rheumatism.org.cy/index
.php?pageid=99&lang=gr

Improving HL
Empowerment
Improving (health) services
Influencing policy

A campaign that aims on improving the
management of rheumatologic diseases in
Cyprus. Moreover, it is aiming on
supporting the development of clinical
guidelines and access to medication.

Initiator / Stakeholder
NGO

Implementation details
Policy development
Implementation

Measurement / evaluation / monitoring
tools
-

Description
To raise awareness in improving Cancer
management in Cyprus

Lessons learned
The NGO could support the NHS in providing
high quality cancer education programmes.

Publication: -

Evaluation

Author: No: F5-3
Country: Cyprus
Name:
Cancer education
Year:
2014
URL:
http://pasykaf.org/en/pasykaf
Publication: Author: -

Level of implementation
National
Category
Programme - Intervention
Health literacy focus
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy
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Table F6

Czech Republic

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F6-1

Initiator / Stakeholder
Government

Implementation details
Problem definition
Agenda setting
Policy development
Implementation
Policy evaluation

Measurement / evaluation / monitoring
tools
Reports on yearly basis

Country: Czech Republic
Name:
Health 2020 National Strategy for
Health and Health Promotion and
Disease Prevention

Level of implementation
National
Category
Policy

Year:
2014

Health literacy focus
Health literacy general

URL:
http://www.mzcr.cz/Verejne/dokument
y/zdravi-2020-narodni-strategieochrany-a-podpory-zdravi-a-prevencenemoci_8690_3016_5.html

Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Promoting

Publication:
Report published on website Czech
Ministry of Health

Detailed information:
Health literacy is one of the areas of the
National Strategy document. Topics of
health literacy development: exercise,
nutrition, stress and mental health,
infectious diseases, screening, risk
behaviour, availability and quality of health
care, CME and e-health.

Author:
Ministry of Health

Detailed information:
Action plans on key topics (prevention and
health promotion, tobacco and alcohol
agenda, acute health care availability, long
term, continuing care and integrated social
care improvement, quality and safety of
health care services, continuing
professional development, e-health)
Description
Heath literacy is a one of the areas of a
particular interest of the working group
established based on the Strategy
document. Public health expert prof. Jan
Holcik was appointed to lead work on this
topic.

Lessons learned
Ongoing
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Table F7

Denmark

No information on policies or initiatives specifically focusing on HL provided by country or found in literature.

Table F8

Estonia

No information on policies or initiatives specifically focusing on HL provided by country or found in literature.

Table F9

Finland

No information on policies or initiatives specifically focusing on HL provided by country or found in literature.
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Table F10 France
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F10-1

Initiator / Stakeholder
Government

Implementation details
Policy evaluation

Level of implementation
National

Detailed information:
Since 2008 a dozen of information
materials have been adapted to the needs
of people with a sensory (hearing, visual)
disability (brochures in large-print or
Braille format; sign language videos and
audio resources), with simplified contents
adjusted to disability and to public specific
languages. The first topics covered include
heat-wave, influenza, emotional and
sexual lives and nutrition.

Measurement / evaluation / monitoring
tools
- Diagnostic survey of the situation:
Qualitative et quantitative surveys have
been carried out to assess the health
situation, expectations and needs of
persons with a visual or hearing disability.
- Continuous and repeated tests for the
development of information documents
tailored to people with a sensory
disability.

Country: France
Name:
The accessibility of the health
information for people with disabilities
(sight or hearing impairment)
Year:
2008
URL:
http://www.inpes.sante.fr/CFESBases/c
atalogue/pdf/1414.pdf
http://www.inpes.sante.fr/CFESBases/c
atalogue/pdf/1414.pdf
http://www.inpes.sante.fr/70000/dp/1
3/dp130626.pdf
Publication:
Allaire C., dir. Informer les personnes
sourdes ou malentendantes.
Partage d’expériences. Saint-Denis :
Inpes, coll. Référentiels de
communication en santé publique,
2012: 58 p.
Allaire C., dir. Informer les personnes
aveugles ou malvoyantes.
Partage d’expériences. Saint-Denis :

Category
Guideline
Programme - Intervention
Health literacy focus
Functional health literacy
Targets / goals / determinants addressed
Improving (health) services
Detailed information:
- Action programme: to improve access
to prevention and health promotion
information for people with visual or
hearing impairments.
- Practical guides: to provide
stakeholders with advices and good
practices for creating and
disseminating universally prevention
tools.
- Overall objective : to reduce social
inequalities in health.

Description
The purpose was to develop information
materials and means of communication
adapted to disability and to public specific
languages. The project involves research
effort to identify the health needs of these
populations and a work on adapting
information contents and communication
supports to disabled and older people.
These tailor-made prevention materials
(/documents of prevention) have been
developed with the assistance of many
experts and professionals (some of whom
were disabled themselves) from the
voluntary, educational, medico-social,
publishing and communication fields.

Lessons learned
Tailor-made documents developed for
disabled people proved to be attractive to a
larger audience: people with difficulties in
literacy due to dyslexia, limited education,
intellectual disability or education received in
another language, as well as, by extension,
older people with hearing, visual or even
cognitive loss. Taking into account people
with sensory disability from upstream can
therefore be relevant for ‘popular’
communication. This may provide the
concrete basis for developing a ‘universal
design’ strategy, which by integrating some
accessibility criteria from the design stage
would enable to develop information
materials accessible and understandable to,
as well as usable by, everyone without the
need for adaptation or specialised solutions.
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Name / year / url / publication / ref

Implementation focus

Inpes, coll. Référentiels de
communication en santé publique,
2012: 57 p.

Initiator / Stakeholder
Government

Country: France
Name:
School Health Education Programmes
Year: URL:
http://www.education.gouv.fr/botexte
/bo981203/SCOE9802899C.htm
http://cache.media.education.gouv.fr/f
ile/51/3/3513.pdf
Publication:
Methodological guide to accompany
the implementation of health
education project, INPES/DGESCO :
Broussouloux, S. & Houzelle-Marchal,
N. (2006). Éducation à la santé en
milieu scolaire. Choisir, élaborer et
développer un projet. Saint-Denis:
Editions inpes, 10/2006, 139 p.,
Collection Dossiers

Evaluation

The work performed by the group led to
the publication of best practices guidance
on designing and disseminating
information for people with a sensory
(hearing, visual) disability.

Author: No: F10-2

Implementation details

Level of implementation
National (directives)
Local (implementation)
Category
Programme - Intervention
Health literacy focus
Communicative health literacy
Critical health literacy
Targets / goals / determinants addressed
Improving HL
Empowerment
Promoting
Detailed information:
The aim is to enable pupils to acquire
knowledge and to develop critical skills,
and thereby to adopt behaviours that will
support their future health, by improving
their levels of autonomy and responsibility.

Implementation details
Implementation
Policy evaluation
Detailed information:
Health school education has been subject
to many circulars and directives but also to
many evaluation reports as provided for in
law.

Measurement / evaluation / monitoring
tools
- National indicators for monitoring health
policy: activity indicators.
- Personal skills portfolio, created in 2010.
- Programme evaluation – Process
assessment and qualitative assessment of
the results of health education
programmes.

Description
The implementation of health education
policy is based on a project approach.
Each academic project includes a health
educative programme, build around the
priorities established at the national level,
while taking into account the specificities
of their territories. The project of the
Academy is then shaped locally, with
school project defined for a 3 years period
in each primary and secondary school.
The goal of the ‘school project’ is to
reconcile national objectives with the local
situation, and to foster territorial
partnerships, by involving local
stakeholders in setting up school
education actions. These partnerships are

Lessons learned
- CESCs: The setting up of the CESCs is
unanimously recognised as a major
contribution to the development of
school health education programmes. It
allows the participation in design and
implementation processes of all
stakeholders involved or concerned by
schools.
- Successful examples : The lessons from
successful experiences, such as ‘Learning
to live together’ or ‘‘Hands-on’’
programmes, show that they rely mainly
of the voluntary participation by schools
and teachers.
- The need for clarification: The multiplicity
of institutional texts relating to health in
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Name / year / url / publication / ref

Implementation focus

Author: -

No: F10-3

Implementation details
supported by national framework
agreements.

Initiator / Stakeholder
NGO

Implementation details
Implementation

Level of implementation
National

Detailed information:
In 2006, the Sor Savoir Patient programme
resulted in the publication of more than 20
guides specific to a cancer site or
alternatively relating to cross-sectional
issues. More than 100.000 guides have
been distributed to relevant health care
facilities (regional cancer centres, public
and private hospitals, meeting and
information areas, etc.) as well as to
patients associations.

Country: France
Name:
Sor Savoir Patient,
Cancer patient information and
education programme

Category
Programme - Intervention

Year:
1998

Health literacy focus
Health literacy general

URL:
https://hal.archivesouvertes.fr/file/index/docid/920791/fil
ename/SOR_SAVOIR_PATIENT_Bull_infi
rmier_du_cancer.pdf

Targets / goals / determinants addressed
Improving (health) services

Publication:
Les Sor Savoir Patient, un programme
d'information et d'éducation des
patients atteints de cancer et de leurs
proches. Bulletin Infirmier du Cancer,
2006 ; 6 (1):19-22

Detailed information:
Objectives: to provide both cancer patients
(and relatives) and physicians with a high
quality and understandable information
about the various kinds of cancer and their
treatments.

Description
Since 1998, the French national federation
of cancer research centres in association
with 20 regional cancer centres have set
up the Sor Savoir Patient. This programme
aimed at providing cancer patients and
cancer relatives with scientifically
validated, understandable, accessible and
regularly updated information about the
various kinds of cancer and their
treatments as well as providing physicians

Evaluation
schools, implying a wide variety of
approaches without a coherent common
vision makes prioritisation difficult. There
is a need for a policy statement that
would clarify schools missions in the area
of health.
Measurement / evaluation / monitoring
tools
Information documents adaptation through
the participation of both experts and patients
(also patient relatives) at each stage of the
preparation process.
Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Author:
Carretier, J., Brusco, S., Déchelette, M,
Delavigne, V., Leichtnam-Dugarin, L. et al.
No: F10-4

Implementation details
with a basic foundation of summary and
understandable information to help them
take better care of their patients.

Initiator / Stakeholder
NGO

Implementation details
Agenda setting

Level of implementation
National

Description
In 2012, a three-year convention
framework on the prevention of and fight
against illiteracy has been signed by the
National agency against illiteracy and the
National Federation of French Mutual
health Insurers in order to support people
facing illiteracy (among mutual health
insurance members, users and employees)
in their access to health care, information
and training. The implementation of the
Framework Convention is based on several
joint actions.

Country: France
Name:
Illiteracy prevention and fight
Year:
2012
URL:
http://www.google.fr/url?sa=t&rct=j&q
=&esrc=s&source=web&cd=1&ved=0CC
MQFjAA&url=http%3A%2F%2Fwww.anl
ci.gouv.fr%2Fcontent%2Fdownload%2F
1973%2F45445%2Fversion%2F5%2Ffile
%2FANLCIMag%2BIllettrisme%2Bn18_7.pdf&ei=3
SsxVPmaH8XtatugIAK&usg=AFQjCNGuishHFwSg_rkXJ7isPZaVGxNIA&bvm=bv.768
02529,d.d2s
Publication: Author: -

Evaluation

Category
Programme - Intervention
Health literacy focus
Functional health literacy
Targets / goals / determinants addressed
Improving HL
Improving (health) services
Detailed information:
Improving access to health care,
information and training for people with
literacy problems among mutual health
insurance members, users and employees

At the same time, the National agency
against illiteracy, the National Federation
and the family network of French Mutual
health Insurers signed an ‘operating
agreement’ to conduct the actions of the
framework agreement.

Measurement / evaluation / monitoring
tools
Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F10-5

Initiator / Stakeholder
Government - PRAPS programmes
established by law)
Local authority – Regional Health Authority
for programmes design and
implementation

Implementation details
Implementation

Measurement / evaluation / monitoring
tools
-

Country: France
Name:
PRAPS 2012-2016, Pays de la Loire
Regional programmes for access to
prevention and treatment
Year:
2012
URL:
http://www.ars.paysdelaloire.sante.fr/fi
leadmin/PAYSLOIRE/F_concertation_regionale/prs/pr
s-mars-2012/pdf/5-1-ProgrammeRegional-d_Acces-a-la-Prevention-etaux-Soins-PRAPS.pdf
http://www.sante.gouv.fr/IMG/pdf/gui
de_methodo_praps_mars_2011.pdf
Publication: Author: No: F10-6

Level of implementation
Regional
Category
Policy
Programme - Intervention
Health literacy focus
Functional health literacy
Targets / goals / determinants addressed
Reducing
Detailed information:
Programmes objectives: to promote access
to prevention and health care for the most
disadvantaged citizens, including illiterates,
in order to tackle the social inequalities in
health.

Description
The fight against illiteracy can be
integrated within the framework of
regional prevention and health-care access
plans, as is the case with the PRAPS of the
Pays de la Loire region. In its programme
2012-2016, the action No 2 ‘promoting
tailored approach to health and caring
education’ included the adaptation of
communication support taking into
account linguistic, cultural and literacy
differences. The action No 6 ‘strengthening
the coordination of the institutions and
developing the capacity of regional
stakeholders to identify persons in
situation of precariousness’ includes the
identification of and support for people
facing illiteracy.

Country: France

Initiator / Stakeholder
Government - PRAPS
Community - Health workshops

Implementation details
Implementation
Policy evaluation

Name:
Health workshops, Regional

Level of implementation
Regional

Detailed information:
Implemented since 2000, 25 health

Lessons learned
-

Measurement / evaluation / monitoring
tools
Qualitative assessments of the workshop:
satisfaction and advantages experienced by
all stakeholders (participants, IREPS
professionals and organisation coordinators).
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Name / year / url / publication / ref
programmes for access to prevention
and care, PRAPS Pays de la Loire
Year:
2000
URL:
http://www.sfsp.fr/santepublique/pagi
nt/affich_art.php?cid=529
Publication:
Les « ateliers santé avec des personnes
en difficultés sociales » de l’IREPS des
Pays de la Loire, entre réalités de
terrain et concepts fondateurs. Santé
publique, 2013 ; 25(2, suppl)
Author:
Villeval, M. Sallé, C. & Lamour, P.

Implementation focus

Implementation details

Evaluation

Category
Programme - Intervention

workshops in 2013 have been carried out
by the Regional Authority for Health
Education and Promotion (IREPS) in the
Pays de la Loire region.

Perceived benefits in terms of improved
quality of discussion and awareness of the
psychosocial determinants of health but not
in terms of knowledge and skills acquired or
reductions in risk behaviours)

Health literacy focus
Communicative health literacy
Critical health literacy
Targets / goals / determinants addressed
Empowerment
Detailed information:
Health educative workshops, targeted at
persons with social difficulties, aimed at
developing personal, social, critical skills to
enable participants to exert greater control
over their health and health-decision
making.

The evaluation focuses on the satisfaction
and benefits experienced by the
participants and the coordinators of the
organisations where the workshops are
held.
The evaluation does not seek to assess the
increase in knowledge or changing risky
behaviour; but rather how the quality of
discussion has improved and what people
have introduced regarding their health.
Description
the ‘health workshops for people with
social difficulties’ involve group sessions
aimed at providing health education.
These workshops are designed to give
people greater control over their health
and health determinants, in particular by
encouraging self-expression, the creation
of social links and the enhancement of
personal and interpersonal skills.
The workshops involve three key stages
(diagnosis of the situation, preparation for
sessions and assessment) and consist of 4
to 10 sessions of 2-3 hours each and
spread out over several weeks.

Lessons learned
Health workshops overview, ten years after
their implementation: The results
demonstrate the importance of considering
the conditions needed to promote the
implementation of the workshops while
taking into account the demands of practice:
long-run workshops, voluntary attendance on
the part of users, broadening the initial
request, coordinator attendance and
involvement. The findings also underline the
need for professionals to combine technical
and relational skills.
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Name / year / url / publication / ref

Implementation focus

Implementation details

No: F10-7

Initiator / Stakeholder
Government

Implementation details
Implementation
Policy evaluation

Country: France
Name: therapeutic patient education
programmes (TPE)
Year:
2009
URL:
http://legifrance.gouv.fr/affichCode.do?
idArticle=LEGIARTI000020892069&id
SectionTA=LEGISCTA000020892071&cidT
exte=LEGITEXT000006072665&dateTexte
=20140925
http://www.has-sante.fr/portail/upload/
docs/application/pdf/etp_-_guide_
version_finale_2_pdf.pdf
Publication:
Margat A., De Andrade V. et Gagnayre, R.
(2014). « Health Literacy » et éducation
thérapeutique du patient : Quels rapports
conceptuel et méthodologique?
Sandrin, B. Éducation thérapeutique et
promotion de la santé: quelle démarche
éducative ? Santé publique, 2013; 25(2,
suppl)
Author: -

Evaluation

Measurement / evaluation / monitoring
tools
- A global/comprehensive approach to the
Level of implementation
disease, addressing all aspects of patient’s
Local
Detailed information:
life (biomedical, psycho-cognitive et socioHighly promoted by the 2009 HPST Act,
environmental) in the context of the initial
Category
therapeutic education has grown
educational diagnosis designed to assess
Programme - intervention
considerably in the last three years.
patient’s needs and resources.
Recognised officially as an obligation in
- Competencies scope: self-care (e.g. safety)
Health literacy focus
patient management, the development of
and coping competencies to be acquired
Health literacy general
TPE is a public health priority in France.
based on the skills matrix developed in
2001 by d’Ivernois et Gagnayre.
Targets / goals / determinants addressed The national specification requires annual
- Individual evaluation of the TPE : in terms of
Empowerment
and four-year assessments carried out by
skills acquired and patients (illness)
Promoting
the team involved in the TPE for each
experience and not in terms of bio-clinical
authorized programme.
results. Methodology: individual interviews.
Detailed information:
- Evaluations of TPE programmes: A series of
TPE specific objectives: to develop selfDescription
indicators to assess the TPE process and
management (e.g. safety) and coping
Therapeutic patient education (TPE)
some guidelines for developing outcomes
competencies to support patient autonomy. programmes are personalized programmes,
indicators are proposed.
With the more general aim of improving
tailored to patient needs and capacities and
patient health and life quality.
designed to help patients to develop or
Lessons learned
maintain the skills they need to manage
The Evaluation carried out in 2013 by the
their lives with a chronic disease.
Academy of Medicine, resulting from a
working group involving all the relevant
Initial TPE takes place in 4 stages: 1) an
stakeholders (learned institutions and
initial educational diagnosis to identify
representatives of allied health professions
patients’ needs and resources (educational, and patient associations) identified:
psycho-social and biomedical), 2)
- Main obstacles to the implementation of
formulation with the patient of the skills to
the TPE
be acquired, 3) the conduct of individual or - Two priority areas : TPE training and
group educational sessions, 4) individual
valorisation
assessment of the TPE.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

F10-8

Initiator / Stakeholder
Special boarding school

Implementation details
Policy evaluation

Level of implementation
Community

Detailed information:
The evaluation based on the viewpoints of
all stakeholders (participating youth,
educational team and IREPS professionals)
show a general satisfaction with the
project, the development of a critical use
of Internet for some young people, and
the benefits for the educators in terms of
support for guiding youth in their Internet
use.
Another positive assessment of the
workshop is the reinvestment of the
project by the youth and the educators
and the wish to renew the partnership
between the two organisations to extend
it to other thematic.

Measurement / evaluation / monitoring
tools
Qualitative assessment of the actions:
satisfaction of the participants and final
review by IREPS professionals

Country: France
Name:
Internet and me. Media education
workshops for deaf and hearingimpaired young people
Local initiative
Year:
2011-2012 (10 months project)
URL:
http://www.inpes.sante.fr/jp/cr/pdf/20
13/2_-_LEGEAY_SAILLARD.pdf
http://www.oscarsante.org/actions/osc
ars_detail_fiche.php?ref=13856
Publication:
Favoriser l’accès à la santé des sourds
et malentendants: exemple d’atelier
d’éducation aux médias. Santé
publique, 25, 2013; 2( suppl)
Author:
Legeay, M., & Saillard, J.

Category
Programme - Intervention
Health literacy focus
Critical health literacy
Targets / goals / determinants addressed
Improving HL
Detailed information:
The overall objective is to promote the
critical and responsible use of the Internet
among deaf and hearing-impaired young
people, focusing in particular on social and
technical skills.

Description
The educational team from the Charlotte
Blouin centre in Angers (special boarding
school for deaf and hearing-impaired
young people) initiates a workshop aimed
at media education for deaf and hearingimpaired young people in partnership with
the Regional Authority for Health
Education and Promotion (IREPS) in the
Pays de la Loire region.

Lessons learned
The involvement of the educational team has
been one of the keys to the success of the
project helping to tailor the activities and the
contents to youth’s needs and expectations.
However, as part of possible areas for
improvement, additional resources should be
mobilized to support a qualitative assessment
allowing to certify learning outcomes
obtained by the young people. In particular,
individual interviews throughout the year
would have improved knowledge of youth
achievement and on how that knowledge is
put into practice in their everyday lives and
use of the Internet.
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Name / year / url / publication / ref

Implementation focus

Implementation details
The project aimed at developing a critical
and responsible citizen's use of the
Internet, through the development of
psycho social skills.
Another objective of the project is to
enable participants to contribute to online
resources.

Evaluation
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Table F11 Germany
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F11-1

Initiator / Stakeholder
Multiple - Health care researchers
(Epidemiology, Health Economics, Health
Education, Education, Public Health) and
several stakeholders (e.g. sickness funds,
patient organisations).

Implementation details
Agenda setting
Policy development
Implementation

Measurement / evaluation / monitoring
tools
no monitoring tools existing

Country:
Germany
Name:
Deutsches Netzwerk für
Gesundheitskompetenz und –bildung
‘German Network for Health Literacy
and Health Education’
Year:
The network was formed in 2013
URL:
(The Homepage is getting developed by
now)
Publication: Author: -

Level of implementation
National
Category
Advocacy network
Health literacy focus
Health literacy general
Detailed information:
Health literacy is used as a theoretical base
for the development of national strategies
and interventions to increase the health
literacy level of the public
Targets / goals / determinants addressed
Improving HL
Improving (health) services
Influencing policy
Detailed information:
Goals of the network:
- Crosslinking German and international
researchers and institutions working of

Detailed information:
The network aims to develop common
strategies to increase the policy impact of
health literacy research by distributing
evidence and agenda shaping. Further the
network crosslinks stakeholders to jointly
develop low threshold interventions to
strengthen the health literacy level of the
public
Description
The network consists of nearly 40
members and brings together health care
researchers and several stakeholders from
the health care system such as sickness
funds and patient organisations. By now,
Prof. Stephanie Stock and Prof. Marie Luise
Dierks are the chairwomen of the network.
The network functions as a neutral
platform where different perspectives on
health literacy research and practice can
be exchanged and joint ideas on a national
agenda can be developed and distributed.

Lessons learned
A widespread strategy to enhance the health
literacy of the public and improve the health
literacy friendliness of the German health
care system can only be built through an
interprofessional consortium with health care
researchers and stakeholders from health
policy and health care delivery. The German
Network for Health Literacy and Health
Education can be seen as such a consortium.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

Implementation details
Policy development
Implementation
Policy evaluation

Measurement / evaluation / monitoring
tools
Number of visitors and page views
Acknowledgement by stakeholders

in the field of health literacy
- Provision of a platform for mutual
exchange in the field of health literacy
research (e.g. joint events)
- Further specification of the theoretical
constructs and methods in the field of
health literacy research
- Crosslinking health literacy research and
health policy by distributing scientific
evidence
No: F11-2
Country: Germany
Name:
Health literacy and patient information:
Developing the methodology for a
national evidence-based health website
Year:
2008
URL: Publication:
Patient Educ Couns, 2008, 73(3):551-6
(research paper)
Author:
Bastian, H.

Initiator / Stakeholder
Government - the Institute for Quality and
Efficiency in Health Care (IQWiG)
Level of implementation
National
Category
Programme – Intervention
Health literacy focus
Health literacy general
Detailed information:
Health literacy is used as a theoretical base
for the development and content of the
website
Targets / goals / determinants addressed
Improving health literacy
Empowerment
Improving (health) services / information
provision

Detailed information:
The website is aimed at information
seekers and multipliers.

Lessons learned
Locating the responsibility for a national
health information website within an
independent scientific institute, using a
In the development and production of the conceptual approach based on health literacy
content of the website, health literacy and and empowerment and a methodological
empowerment are used as theoretical base. approach based on evidence, is a feasible and
potentially successful strategy.
Description
As a rule of thumb, information is provided
at below college level (grade 13).
A variety of products that meet differing
levels of information needs is offered.
The website (including navigation) is highly
visual, including the use of graphics and
photos.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Detailed information:
The objectives of the website are:
- supporting active and informed decisionmaking about health issues;
- promoting critical use of healthcare
services;
- improving understanding of physical,
mental and emotional health;
- improving understanding of medical and
scientific information, including the
concept of evidence-based medicine;
- enabling support of patients by
family/friends

Major information modules have been
developed: the core being an in-depth
article (at least 20 pages long), supported
by one or more fact sheets summarising
the article in easier-to-understand text.
Animations are the information product
with the easiest reading level on the
website. The most complex products to
understand are research summaries. These
are in the form of questions, followed by a
short answer and then a summary of a
systematic review or trial.

Country: Germany

Initiator / Stakeholder
Multiple - Government, local authorities
and self-governing partners

Name:
Gesundheitsziele.de

Level of implementation
National

Implementation details
Agenda setting
Policy development
Implementation
Policy evaluation

Ansätze zur Evaluation des
Gesundheitsziels ‘Gesundheitliche
Kompetenz erhöhen, Patient(inn)ensouveränität stärken’
(Evaluating the health target ‘Increasing
health competence, strengthening
patient sovereignty’)

Category
Policy

No: F11-3

Year:
2009
URL: -

Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving transparency in
health care delivery
Improving (health) services
Influencing policy

Description
The ‘Gesundheitsziele’ are primarily
serving as a catalogue of national
objectives to improve the health literacy of
the public and to enhance the health
literacy friendliness of the health care
system.
It started as a joint pilot project of the
German Federal Ministry of Health and the
GVG (Association for Social Security Policy
and Research) in December 2000.
Since 2007, health-targets.de* has been a

Evaluation

Measurement / evaluation / monitoring
tools
National databases and surveys.
Lessons learned
The Gesundheitsziele need to be assessed
properly by developing policies.
These policies are not existing by now.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Publication:
Bundesgesundheitsblatt
Gesundheitsforschung
Gesundheitsschutz, 2009; 52(10):88996 (research paper)

Detailed information:
The objective of the ‘Gesundheitsziele’
are: Improving transparency in health care
delivery providing high quality, improving
the general health literacy of the public,
strengthening patient rights and improving
health care quality

forum of more than 120 member
organisations aiming to advance the
development of the national health target
process. Among them are: the Federal
Government, the Länder, municipal
associations, statutory and private health
insurance organisations, pension insurance
organisations, health care providers, selfhelp and welfare organisations and
research institutes. For more information,
see http://gesundheitsziele.de/
cms/medium/1139/GZ_Endbericht_Evalua
tion_Gesamtprozess.pdf

Initiator / Stakeholder
Government/NGO (Ethno-Medical Centre,
Hannover with German Health Service,
2003)

Implementation details
Implementation
Policy evaluation

Measurement / evaluation / monitoring
tools
Evaluation and research is part of the project

Description
The MiMi – Mit Migranten für Migranten
programme (With migrants, for migrants)
recruits, trains and supports individuals
from within immigrant communities to
become cultural mediators who can help
navigate new and different ways of dealing
with traditions of health and illness and
the body. MiMi also produces and updates
a Health guide in 16 languages.

Lessons learned
The project, in which people from the target
group are regarded as experts within their
own communities, is very successful.
An unexpected success of the programme
has been the ability of MiMi to engage with
immigrant women and to help them assume
leadership roles in their communities. The
majority of the intercultural mediators are
women and evaluations of the programme
show their strong support for the training.

Author:
Horch K., Hölling G., Klärs, G.,
Maschewsky-Schneider U., Sänger S.,
Schellschmidt H., Dierks M-L.

No: F11-4
Country: Germany
Name:
MiMi – Mit Migranten für Migranten
programme (With migrants, for
migrants)
Year:
2003
URL:
http://ethno-medizinischeszentrum.de/index.php?option=com_co
ntent&view=article&id=28&Itemid=34
Publication: -

Level of implementation
National
Category
Programme - Intervention
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving transparency of health care
services

Evaluation
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Name / year / url / publication / ref

Implementation focus

Author: -

Detailed information:
The goal of the programme is to make the
German health system more accessible to
immigrants, increase their health literacy
while simultaneously empowering
immigrant communities by prompting
their direct participation in the process.

No: F11-5
Country: Germany
Name:
Cooperation Network ‘Equity in Health’
Year:
since 2003
URL:
http://www.gesundheitlichechancengleichheit.de/
Publication: Author: -

Implementation details

Evaluation

Initiator / Stakeholder
Multiple - Bundeszentrale für
gesundheitliche Aufklärung (BZgA)
(governmental), Gesundheit BerlinBrandenburg e.V.,

Implementation details
Problem definition
Agenda setting
Policy development
Implementation

Level of implementation
National

Detailed information:
for more information see:
http://www.gesundheitlichechancengleichheit.de/english/

Measurement / evaluation / monitoring
tools
Many Good Practice projects, programmes
and networks offer valuable ideas for the
further development of social status-based
health promotion, for example:
http://www.gesundheitlichechancengleichheit.de/good-practice/arbeitgesundheit/
Evaluation: Heinmüller, M., Liel, K., Angerer,
P., Gündel, H., Geldermann, B., Gottwald, M.,
Kimil, A., Limm, H.: Gesundheits-Coaching in
der Arbeitsmarktintegration – Evaluation
eines Qualifizierungskonzepts;
Gesundheitswesen 2014; 76(03): 151-159
DOI: 10.1055/s-0033-1345198

Category
Subsidy
Advocacy network
Health literacy focus
Health literacy general
Functional health literacy
Communicative health literacy
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy

Description
-

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

Implementation details
Problem definition
Agenda setting
Policy development
Implementation

Measurement / evaluation / monitoring
tools
-

Detailed information:
Currently 60 institutions and organisations
in health promotion; the Cooperation
Network creates the professional
framework and supports exchange as the
interface between practice, science and
the political decision-making level.
No: F11-6

Initiator / Stakeholder
Government

Country: Germany
Name:
Förderschwerpunkte für die
versorgungsnahe Forschung mit dem
Schwerpunkt ‘Chronische Krankheiten
und Patientenorientierung’
Year: URL:
http://www.forschungpatientenorientierung.de/
Publication:
see above
Author:
Prof. Dr. Dr. Martin Härter

Level of implementation
National
Category
Subsidy
Programme – Research
Health literacy focus
Health literacy general
Functional health literacy
Communicative health literacy
Critical health literacy
Targets / goals / determinants addressed
Improving HL
Improving (health) services
Influencing policy
Detailed information:
The Federal Ministries of Education and
Research (BMBF), of Health (BMG) and of
Labour and Social Affairs (BMAS) and the

Detailed information:
See projects overviews of the first and
second funding phases (http://forschungpatientenorientierung.de/index.php/proje
cts/first-funding-phase/map-phase-1.html)
Description
Three thematic fields of patient orientation
are central to the funding: targeted patient
information, efficient training programmes
for chronically ill persons, and the shared
decision making.

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

Initiator / Stakeholder
NGO - Cooperative alliance
Gesundheitliche Chancengleichheit

Implementation details
Agenda setting
Implementation

Measurement / evaluation / monitoring
tools
-

Level of implementation
National

Description
The local partner project ‘Gesund
aufwachsen für alle!’ is a forum for shared
learning. It brings together communities to
build so-called prevention chains to
promote the health of children and
adolescents. Interactive online tools were
developed for networking and to exchange
expertise.

Lessons learned
-

German Pension Insurance, Associations of
Statutory Health Insurers on the Federal
level and the Association of Private Health
Insurance Companies have together taken
the initiative to set up a funding priority for
health care-related research with a focus
on ‘Chronic diseases and patient
orientation’.
In total, 77 projects have been or are
currently being funded, for a total of 21
million Euros.
No: F11-7
Country: Germany
Name:
Gesund aufwachsen für alle! (Growing
up healthy is for everybody!)
Year: URL:
http://www.gesundheitlichechancengleichheit.de/partnerprozess
Publication: Author: -

Category
Programme - Intervention
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F11-8

Implementation details
Implementation

Country: Germany

Initiator / Stakeholder
NGO - Cooperative alliance
Gesundheitliche Chancengleichheit

Name:
KidS
GeKo

Level of implementation
Regional

Year:
2007-2009

Category
Programme - Intervention

Measurement / evaluation / monitoring
tools
Evaluation by longitudinal randomized
control group pre-post-design and included
th
5 grade students aged 9-13 years. This
included medial examinations and selfcompletion-questionnaires of students,
parents and teachers.

URL: -

Health literacy focus
Health literacy general
Functional health literacy

Publication:
Implementation and evaluation of the
population-based programme ‘Health
literacy in school-aged children’
KidS
(GeKo ) (research paper)
Author:
Franze M, Fendrich K, Schmidt CO,
Fahland RA, Thyrian JR, PlachtaDanielzik S, Seiberl J, Hoffmann W,
Slieth C.

Targets / goals / determinants addressed
Improving HL
Empowerment
Promoting
Detailed information:
The goals of the programme are:
- promotion of dental health, vaccination
and physical activity
- prevention of starting smoking, chronic
pain, obesity including an improved
nutritional status

Description
KidS
GeKo is a school-based programme
‘health literacy in school-aged children.
Teachers received three special trainings
KidS
to implement the GeKo programme in
the school subjects biology, physical
education and maths.

Lessons learned
There was a high amount of acceptance
referring to the teachers’ training and the
KidS
appropriateness of the GeKo programme.
Referring to the low rate of refusal and the
teachers’ feedback, the programme seems to
be well accepted.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F11-9

Initiator / Stakeholder
NGO

Implementation details
Problem definition
Implementation

Measurement / evaluation / monitoring
tools
-

Description
The project is studying the ability of
Turkish Diabetes type 2 patients living in
Germany to cope with their illness selfregulative and health-conscious (health
literacy). The goal is to identify starting
points of preventive and secondary
preventive measures for Turkish diabetics
with regard to their socio-economic status,
their education and the degree of their
integration, acculturation or assimilation.

Lessons learned
-

Country: Germany
Name:
Gesundheitskompetenz von
türkischstämmigen Diabetikern
Year:
2010
URL:
http://www.uke.de/extern/gtd/index_e
.html
Publication: Author: -

Level of implementation
Regional - Hamburg
Category
Programme - Research
Health literacy focus
Health literacy general
Functional health literacy
Targets / goals / determinants addressed
Improving HL
Empowerment
Detailed information:
The project will help people with a
migration background to better participate
in health and preventive services.
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Table F12 Greece
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F12-1

Initiator / Stakeholder
NGO - Institution of prevention and early
detection of disease

Implementation details
Problem definition
Agenda setting
Implementation

Measurement / evaluation / monitoring
tools
Screening test participation rates before and
after the intervention.

Description
The described programme is a key
objective of conducting preventive
examinations for the prevention of
diabetes, cancer and cardiovascular
diseases, as well as health literacy of Attica
population, and promote prevention and
health promotion for the above diseases.
The target population were 1,000 citizens
of Attica aged 40-60 years old, who do not
have systematically screening tests and
belong to vulnerable population groups.

Lessons learned
- HL needs of the elderly population are high
in Attica due to the lower educational level
- Leaflets and information campaigns
managed to increase the screening test
participation rates

Country: Greece
Name:
Intervention Programme of Prevention
and Health Promotion in existing
networks in Attica region.
Year:
2013-2014
URL:
http://prolipsigiaolous.gr/content/%CF
%84%CE%BF%CF%80%CF%81%CF%8C%CE%B3%CF%
81%CE%B1%CE%BC%CE%BC%CE%B1
Publication: Author: -

Level of implementation
Regional
Category
Programme - intervention
Health literacy focus
Health literacy general
Critical health literacy
Targets / goals / determinants addressed
Improving HL
Promoting
Detailed information:
Improving HL regarding diabetes, cancer
and cardiovascular diseases and promoting
early screening and prevention.

EUROPEAN COMMISSION

Table F13 Hungary
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F13-1

Initiator / Stakeholder
Government

Implementation details
Problem definition
Policy development
Implementation
Policy evaluation

Measurement / evaluation / monitoring
tools
-

Country: Hungary
Name:
Ministry of Health, Hungary
Year:
2010-2020

Level of implementation
National
Category
Programme - intervention

Health literacy focus
URL:
Health literacy general
http://www.egeszsegprogramme.eu/ind
ex.php?page=video_20140228&video_d Targets / goals / determinants addressed
ate=20140228
Improving HL
Improving (health) services
Publication:
Influencing policy
Magyarországátfogó
egészségprogrammeja
Author:
Ministry of Health, Hungary

Description
National screening of most spreading
diseases in Hungary, health literacy
improving among citizens

Lessons learned
Results are published every year, in the end
of the Programme there will be a final report
(2020)
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F13-2

Initiator / Stakeholder
Government

Implementation details
Policy development
Implementation
Policy evaluation

Measurement / evaluation / monitoring
tools
-

Country: Hungary
Name:
Ministry of Health, Hungary
Year:
2006
URL:
http://www.eum.hu/nepegeszsegugy/n
epegeszsegugyi-programme/tarsadalmikornyezet

Level of implementation
National
Category
Programme – not specified
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL

Publication:
Yearly report

Initiator / Stakeholder
Government

Country: Hungary
Name:
Ministry of Health
Year:
2006

Lessons learned
-

Increased attention is given to the elderly.
Specific problems related to health
management, the promotion of social
change in attitude. The elderly strengthen
the realisation that life-enhancing
programmes require a broad, government,
local government and social cohesion.

Author:
Ministry of Health

No: F13-3

Description
The development of a health-promoting
social environment plays a key role,
including protecting the health of young
people, and to make schools healthier. We
intend to strengthen access to preventive
services for all children, the school nurse
and medical network, and we want to
strengthen the preventive approach for
child-home medical care.

Level of implementation
National
Category
Programme - intervention

Implementation details
Problem definition
Policy development
Implementation
Policy evaluation
Description
A healthy lifestyle programme to amend
the Hungarian population's lifestyle into a

Measurement / evaluation / monitoring
tools
Lessons learned
Yearly evaluation of the Hungarian
population health literacy in this field.

EUROPEAN COMMISSION

Name / year / url / publication / ref

Implementation focus

Implementation details

URL:
http://www.eum.hu/nepegeszsegugy/n
epegeszsegugyiprogramme/egeszseges-eletmod

Health literacy focus
Health literacy general
Communicative health literacy

healthier direction. The Programme
includes strategic directions of healthy
eating and food security programmes, the
dissemination of physical activity and is
about the continuation and strengthening
of the public health safety environmental
health programmes.

Publication:
Yearly reports
Author:
Ministry of Health, Hungary
No: F13-4

Targets / goals / determinants addressed
Improving HL
Detailed information:
Included in yearly reports
Initiator / Stakeholder
Government

Country: Hungary
Name:
Ministry of Health, Hungary
Year:
2006
URL:
http://www.eum.hu/nepegeszsegugy/n
epegeszsegugyiprogramme/intezmenyrendszer
Publication:
Yearly report
Author:
Ministry of Health, Hungary

Evaluation

Level of implementation
National
Category
Programme - not specified
Health literacy focus
Health literacy general
Communicative health literacy
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy

Implementation details
Problem definition
Policy development
Policy evaluation
Description
Improving healthcare organisational
processes, working of healthcare institutes,
etc.

Measurement / evaluation / monitoring
tools
Lessons learned
Healthcare system must be adapted to
national diseases

EUROPEAN COMMISSION

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F13-5

Initiator / Stakeholder
Government

Implementation details
Problem definition
Policy development
Implementation
Policy evaluation

Measurement / evaluation / monitoring
tools
-

Country: Hungary
Name:
Ministry of Health, Hungary
Year:
2008
URL:
http://www.oefi.hu/nepeuprg.pdf
Publication:
Az Egészség Évtizedének
Népegészségügyi Programmeja
Author:
Ministry of Health, Hungary

Level of implementation
National
Category
Programme – not specified
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Improving (health) services
Influencing policy
Promoting
Reducing

Description
National Programme for improving health
literacy and health status of the elderly
Hungarian population with yearly reports
and evaluations, controlling by the
government and the Ministry of Health in
Hungary

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F13-6

Initiator / Stakeholder
NGO - Coach group

Implementation details
Agenda setting
Policy development
Implementation

Measurement / evaluation / monitoring
tools
-

Country: Hungary
Name:
Family and Health Group
Year:
2010
URL:
http://www.csaladesegeszseg.hu/
rolunk/
Publication:
Many publications about health and
healthy life style
Author:
Family and Health Group

Level of implementation
Community
Category
Programme – not specified
Health literacy focus
Health literacy general
Communicative health literacy
Targets / goals / determinants addressed
Improving HL

Lessons learned
Description
The Group is founded in 2010 for improving
health literacy of Hungarian people in field of
Family and General Health.
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Table F14 Ireland
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F14-1

Initiator / Stakeholder
Government

Implementation details
Agenda setting

Measurement / evaluation / monitoring
tools
-

Level of implementation
National

Description
A single recommendation in the
publication: ‘Assess and prioritize health
literacy in developing future policy,
education and information interventions’

Country: Ireland
Name:
Healthy Ireland: A Framework for
Improved Health and Well-Being 20132015

Category
Policy

Year:
2013

Health literacy focus
Health literacy general

URL:
http://health.gov.ie/wpcontent/uploads/2014/03/HealthyIrela
ndBrochureWA2.pdf

Targets / goals / determinants addressed
Improving HL
Improving (health) services
Promoting

Publication: Author:
Department of Health

Lessons learned
-

EUROPEAN COMMISSION

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F14-2

Initiator / Stakeholder
Government

Implementation details
Agenda setting
Policy development

Measurement / evaluation / monitoring
tools
-

Description
High level recommendations such as
‘Support for a wide range of regional and
local activities such as community
profiling, health impact assessment,
community development, addressing
health inequalities, enhancing health
literacy programmes and building capacity.’

Lessons learned
-

Implementation details
Problem definition
Agenda setting
Policy development
Implementation

Measurement / evaluation / monitoring
tools
-

Country: Ireland
Name:
Health Promotion Strategic Framework
Year:
2011
URL:
http://www.healthpromotion.ie/hpfiles/docs/HPSF_HSE.pdf
Publication: Author:
Health Service Executive National
Health Promotion Office
No: F14-3

Level of implementation
National
Category
Policy
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy
Promoting
Initiator / Stakeholder
NGO - NALA

Country: Ireland
Name:
Health Literacy in Ireland:
Benchmarking the Present State of the
Art and Outlining Future Challenges and
Opportunities.
Year:
2011

Level of implementation
National
Category
Programme - Research
Health literacy focus
Health literacy general
Functional health literacy
Communicative health literacy

Description
Provides an overview of the development
of health literacy initiatives in Ireland and
outlines future priorities making
recommendations for future
developments.

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

URL:
https://www.nala.ie/resources/nalahealth-literacy-ireland-report

Critical health literacy

Publication: Author:
National Adult Literacy
No: F14-4
Country: Ireland
Name:
Literacy Audit for Healthcare Settings

Level of implementation
National

Year:
2009

Category
Guideline

URL:
http://www.healthpromotion.ie/health
/health_literacy

Health literacy focus
Health literacy general

Author:
Jennifer Lynch, NALA Health Literacy
Coordinator

Evaluation

Implementation details
Implementation

Measurement / evaluation / monitoring
tools
-

Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy
Promoting
Initiator / Stakeholder
NGO - (NALA)
Health Service Executive

Publication:
NALA, Literacy Audit for Healthcare
Settings, 2009

Implementation details

Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services

Detailed information:
Contains a toolkit, best practice guidelines
and an audit for all materials and
communication tools used by health care
professionals to test whether they are
tailored enough to the HL of the patients.
Description
The NALA/HSE Literacy Audit for Health
Care Settings is a practical manual aimed
at health care providers to improve their
communication with patients. There is also
a health literacy Awareness DVD for health
professionals (NALA< 2009). In 2011 the
HSE also published a Plain Language Style
Guide for documents which complements
the NALA/HSE Audit

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F14-5

Initiator / Stakeholder
NGO - Merck Sharpe Dome (MSD) Ireland

Implementation details
Problem definition
Agenda setting
Policy development

Measurement / evaluation / monitoring
tools
-

Country: Ireland
Name:
UCD Health Literacy Phd Programme
Year:
2008
URL: Publication: Author: -

Level of implementation
National
Category
Subsidy
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving (health) services
Influencing policy

Description
MSD Ireland sponsored a four year PhD
scholarship (dr. G. Doyle) at UCD Michael
Smurfit Graduate Business School. The PhD
student drew upon the existing body of
knowledge in health literacy and it is
hoped this will further contribute to the
literature by:
- seeking to measure health literacy in
Ireland, assessing the impact of culture
and of language on health literacy
- developing an instrument for measuring
economic implications of low health
literacy.

Lessons learned
-

MSD Ireland hopes that the key findings
and recommendations resulting from the
study will lead to a clearer understanding
of the health literacy situation in Ireland
and ways to combat the issue.
No: F14-6
Country: Ireland

Initiator / Stakeholder
NGO - (NALA)
MSD

Name:
Crystal Clear healthcare award

Level of implementation
National

Implementation details
Implementation
Description
Recognizes and rewards excellence in
health literacy in the healthcare sector.
The awards are open to anyone working in

Measurement / evaluation / monitoring
tools
Every year the awards are open
Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Year:
2007

Category
Subsidy

URL:
http://healthliteracy.ie/crystal-awards/

Health literacy focus
Health literacy general

Publication: -

Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy
Promoting good practices

healthcare, whether they are a
receptionist in a GP surgery, a catering
manager in a hospital, a pharmacist, a
doctor, a nurse or a patient advocate.
Entrants should be based in the Republic
of Ireland.
Awards are made under five categories:
- Best Project in General Practice; Best
Project in a Hospital; Best Project in the
Community or in a Social Setting; Best
Health Promotion Project;
- Best Health Communication through
Journalism

Author: -

No: F14-7

Initiator / Stakeholder
NGO - (NALA)

Implementation details
Implementation

Level of implementation
National

Detailed information:
This course is integrated into family literacy
courses and used in a number of
community settings.

Country: Ireland
Name:
Family Health Literacy Course
Year:
2005
URL:
https://www.nala.ie/literacy/nalapolicy-priorities/family-literacy
Publication: Author: -

Category
Programme - intervention
Health literacy focus
Functional health literacy
Communicative health literacy
Critical health literacy
Targets / goals / determinants addressed
Improving HL
Empowerment

Description
The family health literacy course is aimed
to empower people to engage with the
health service in the community and in a
clinical setting. The skills that it aimed to
develop included problem solving,
communications, decision making and
interpersonal skills.

Evaluation

Measurement / evaluation / monitoring
tools
The course was pilot tested and
implemented in Ireland afterwards.
Lessons learned
-

EUROPEAN COMMISSION

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F14-8

Implementation details
Implementation

Country: Ireland

Initiator / Stakeholder
NGO - (NALA)
Department of Social and Family Affairs

Measurement / evaluation / monitoring
tools
-

Name:
Plain English Service

Level of implementation
National

Year:
2003

Category
Guideline

URL:
https://www.nala.ie/what-wedo/remove-barriers/plain-englishservice
www.simplyput.ie
Publication: Author: -

Health literacy focus
Health literacy general
Functional health literacy
Targets / goals / determinants addressed
Empowerment
Improving (health) services

Detailed information:
NALA has trained up to 300 health
practitioners in PE and edited many
national health
leaflets. In recent years, NALA has been to
the fore in attempting to promote ‘plain
English’ as an organisational imperative
amongst medical professionals, within
hospitals and GP surgeries in particular.
Description
The main instrument is a website
‘Simplyput.ie’
that helps to communicate in plain English.
It contains lots of easy writing and design
tips that can be used to make information
easier to understand. Also editing support,
training and a Plain English Mark for
documents that meet international
standards is offered. Simply put was
developed by NALA.

Lessons learned
-
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Table F15 Italy
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F15-1

Initiator / Stakeholder
Local authorities - Regional Healthcare
Government (Administration)

Implementation details
Implementation

Measurement / evaluation / monitoring
tools
Since 2005 Tuscany region adopted a
Performance evaluation system comprising
performance indicators in different
dimensions such as patient satisfaction,
clinical indicators, economic and financial
dimension. A part of this indicators is now
linked to the rewarding system of the Tuscan
care CEOs

Country: Italy
Name:
‘Piano Sanitario e Sociale Integrato
Regionale 2012 – 2015’ Tuscany RegionSocio and Healthcare regional plan
Year:
2012-2015
URL:
http://www.consiglio.regione.toscana.it
/copas/documenti/PDD%20n_%20191%
20Piano%20sanitario%20sociale.pdf
Publication: Author:
Tuscany Region

Level of implementation
Regional
Category
Policy
Programme - Intervention
Health literacy focus
Communicative health literacy
Targets / goals / determinants addressed
Improving HL
Empowerment
Promoting
Reducing
Detailed information:
In general, the Tuscany region is actively
involved in promoting communication
exchange from care professionals to
citizens in order to help citizens to make
informed decisions. The region also aims at
reducing socio-economic gaps like gaps in
information/education level for subgroups
of citizens by means of targeted
interventions/activities.

Detailed information:
The described actions are already
implemented in the region. However,
within the region there are different levels
of implementation across the local health
authorities.
Description
The performance evaluation system of
Tuscany region included a set of indicators
to monitor the communication process of
the citizens through ‘carta dei servizi’ and
involvement of citizens in ‘comitato di
partecipazione’

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F15-2

Initiator / Stakeholder
Government

Implementation details
Policy development

Measurement / evaluation / monitoring
tools
-

Level of implementation
National

Detailed information:
As the plan points out not all the
guidelines have been implemented at the
same level across regions. There is a great
geographic variability in the level of
implementation of policies/guidelines
included in the plan.

Country: Italy
Name:
National Healthcare Plan 2011-2013
(piano sanitario nazionale)
Year:
2011-2013
URL:
http://www.salute.gov.it/imgs/c_17_pu
bblicazioni_1454_allegato.pdf
Publication: Author:
National Ministry of Health

Category
Policy
Programme - Intervention
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Empowerment

Description
The national healthcare plan comprises a
section regarding indications to the regions
aiming at reinforcing citizens’
empowerment by communication and
education programmes and involvement of
citizens in care decision making. The
guidelines to the regions included in this
section are:
1 To ensure the active participation of
groups of patients and/or their
associations in the setting of healthcare
priorities and in the decision-making at
both regional and local level.
2 To improve the effectiveness and
potentiate the ‘carta dei servizi’
(services card) introduced in 1995 with
the 273/95 law and made compulsory
to all regional healthcare systems. This
carta dei servizi is an effective tool to
favour involvement and communication
between the local health organisations

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details
and their citizens and support them in
their care decision making.
3 To promote the communication and
education of citizens trough print
materials (e.g. ‘I quaderni del minister’),
campaigns, media, etc.
All these actions should be also targeted
on the basis of the different population’s
needs.

Table F16

Latvia

No information on policies or initiatives specifically focusing on HL provided by country or found in literature.

Table F17 Lithuania
No information on policies or initiatives specifically focusing on HL provided by country or found in literature.

Table F18 Luxembourg
No input provided for Luxembourg.

Evaluation
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Table F19 Malta
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F19-1

Initiator / Stakeholder
Government

Implementation details
Problem definition
Agenda setting

Measurement / evaluation / monitoring
tools
Data will be collected by the interviewers
following piloting of questionnaire. The
target is to conduct 1500 interviews being
carried out with individuals over 18 years of
age.
Analysis will be carried out on the data
collected taking in consideration and
accounting for possible errors generated
through such surveys.
The questionnaire is designed to capture the
respondents’ knowledge on
- Availability of Information regarding health
- Understanding of this information
- Use of the information
- Decisions taken on the basis of the
information received

Country: Malta
Name:
European Health Literacy Project
(Malta) (HLS – EU)

Level of implementation
National
Category
Programme – Research

Year: 2014
URL: Publication: Author: -

Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Improving (health) services
Influencing policy
Detailed information:
The gathered information is targeted to
provide the basis to develop policies,
strategies and interventions in the health
system in general

Detailed information:
The survey starts in July 2014
Description
The European Health Literacy survey
involves the development – including
design and translation of the survey
questionnaire which will then be carried
out by interviewers using the Computer
Assisted Telephone Interviewing
programme.
This survey will give:
- A snapshot of the level of health literacy
of the Maltese population and the
percentage of persons with limited
health literacy or at risk of limited
health literacy
- Identify any vulnerable groups within
the population who are more at risk of
low/limited health literacy
- Assess health behaviour and health
outcomes of the population in relation
to the level of health literacy
- Assess health service use in relation to
health literacy

Lessons learned
Once the survey data is analysed it will:
Give an assessment of the situation of Health
Literacy in Malta – the first of its kind to be
available; Allow for mapping to link to
demographic data by age, gender, area of
residence, income and educational
achievement
This understanding will provide a basis for
intervention by the Office of the
Commissioner for Mental Health and Older

EUROPEAN COMMISSION

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation
persons for advocacy in the area of Mental
Health and Aging population.
The information will be available/shared with
other stakeholders within established
agreements and parameters for health
promotion initiatives/interventions, health
policy planning and health services initiatives.
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Table F20 Netherlands
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F20-1

Initiator / Stakeholder
NGO - CBO (www.cbo.nl)

Implementation details
Agenda setting

Measurement / evaluation / monitoring
tools
-

Level of implementation
National

Detailed information:
The health literacy alliance (Alliantie
Gezondheidsvaardigheden) centralizes
knowledge, experiences and best practices
concerning health literacy. It functions as a
platform for researchers, healthcare
providers and educators.

Country: Netherlands
Name:
Alliantie Gezondheidsvaardigheden
Year:
2010
URL:
www.gezondheidsvaardigheden.nl
Publication: Author: -

Category
Guideline
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving (health) services
Improve health literacy

Description
The Alliantie Gezondheidsvaardigheden is
a network consisting of organisations,
institutions and companies that support
better health or aim to prevent diseases.
The goals of the Alliantie
Gezondheidsvaardigheden are to: 1)
stimulate a national movement in the area
of quality improvement of healthcare and
health promotion for people with (very)
limited health literacy skills; 2) form a
platform for the start of initiatives, to
combine and distribute them and to
develop knowledge on health literacy and
combine and spread this knowledge; 3) to
stimulate collaboration between members
of the alliance.

Lessons learned
Ongoing
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F20-2

Initiator / Stakeholder
NGO - Foundation

Implementation details
Problem definition
Agenda setting

Measurement / evaluation / monitoring
tools
-

Description
Stichting lezen en schrijven aims to keep
low (health) literacy on the (political)
agenda, by asking for media attention and
helping organisations by offering
knowledge on low health literacy. The
foundation is also active on a European
level (www.readingandwriting.eu).

Lessons learned
Ongoing

Implementation details
Problem definition
Agenda setting

Measurement / evaluation / monitoring
tools
Ongoing

Detailed information:
In this document the Gezondheidsraad
advices the minister of Public Health,
Welfare and Sports to recognize the

Lessons learned
The advice did have an effect. The minister
responded to the advice
(http://www.rijksoverheid.nl/documenten-

Country: Netherlands
Name:
Stichting lezen en schrijven
Year:
2004
URL:
www.lezenenschrijven.nl
www.readingandwrigin.eu
Publication: Author:
Stichting lezen en schrijven

Level of implementation
National
Category
Advocacy network
Health literacy focus
Functional health literacy
Targets / goals / determinants addressed
Improving and preventing low (health)
literacy
Influencing policy
Improving (health) services
Detailed information:
Stichting lezen en schrijven aims to
improve and prevent low (health) literacy
and to address the responsibilities of
governments and non-profit organisations
in this regard.

No: F20-3

Initiator / Stakeholder
NGO - Advisory body

Country: Netherlands
Name:
Advies Gezondheidsraad

Level of implementation
National
Category
Advice

EUROPEAN COMMISSION

Name / year / url / publication / ref
Year:
2011
URL:
http://www.ceg.nl/uploads/publicaties/
Laaggeletterdheid_te_lijf.pdf

Implementation focus
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving health literacy
Influencing policy

Publication:
Laaggeletterdheid te lijf
Additional memo:
Gezondheidsvaardigheden: Stand van
zaken
Author:
Gezondheidsraad
Authors additional memo: M.P.
Fransen, K. Stronks, M.L. Essink-Bot
No: F20-4

Initiator / Stakeholder
NGO - Nivel

Country: Netherlands
Name:
NIVEL Kennissynthese
Gezondheidsvaardigheden
Year:
2014
URL:
http://www.nivel.nl/sites/default/files/
bestanden/Kennissynthese-

Level of implementation
National
Category
Advice
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Influencing policy

Implementation details

Evaluation

importance of attention for the effects of
low health literacy.

enpublicaties/kamerstukken/2012/02/29/kame
rbrief-met-een-reactie-op-het-briefadvieslaaggeletterdheid-te-lijf.html) and in 2013 the
minister publishes a letter in which the
importance of attention and solutions for
lower health literacy is being recognized
http://www.rijksoverheid.nl/documenten-enpublicaties/kamerstukken/2013/02/08/kame
rbrief-gezamenlijke-agenda-vws-vansystemen-naar-mensen.html

Description
This advice is based on a memo of
researchers from the Amsterdam Medical
Center (AMC) who describe the current
state of the art with respect to the
research domain of health literacy. The
memo underlines the importance of health
literacy for individuals’ abilities to make
informed decisions and the possible
negative effects of low health literacy on
health and well-being. The document is
meant to set the political agenda in the
Netherlands.

Implementation details
Problem definition
Agenda setting

Measurement / evaluation / monitoring
tools
-

Description
In this document the NIVEL synthesizes
knowledge on health literacy and provides
recommendations based on this
knowledge for research, policy and
practice. The knowledge is in based on
international research, but also includes
knowledge obtained from Dutch research.
It is recommended that more Dutch
research on health literacy is needed and

Lessons learned
Ongoing
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Name / year / url / publication / ref

Implementation focus

Gezondheidsvaardigheden-2014.pdf

Implementation details

Evaluation

knowledge is lacking on health literacy
among ethnic minorities. Implementation
and intervention research including the
effectiveness of interventions is needed.

Publication:
Kennissynthese
Gezondheidsvaardigheden: Niet voor
iedereen vanzelfsprekend
Author:
J. Rademakers
No: F20-5

Initiator / Stakeholder
NGO - Association

Implementation details
Implementation

Level of implementation
National

Description
This toolkit was developed for general
practitioners and practice nurses. It offers
information that will help them to improve
their communication with patients who
have lower health literacy skills. It offers
handles to deal with low literacy during
telephone conversations, at the desk,
during a medical consult, when medication
needs to be prescribed or when patients
need to be referred. It also includes tips to
increase the accessibility of healthcare
practices.

Country: Netherlands
Name:
LHV toolkit laaggeletterden
Year:
2011
URL:
http://www.ggdkennisnet.nl/?file=6432
&m=1323877661&action=file.download
Publication:
Toolkit laaggeletterdheid: toolkit voor
omgang met laaggeletterden in de
huisartsenpraktijk.
Author:
S. van Eijck

Category
Guideline
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving (health) services

Measurement / evaluation / monitoring
tools
Lessons learned
Ongoing
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F20-6

Initiator / Stakeholder
NGO - Pharos (www.pharos.nl)

Implementation details
Implementation

Measurement / evaluation / monitoring
tools
-

Level of implementation
National

Description
Pharos invests in various projects that help
to improve practice. The organisation
provides training for healthcare providers
in which they learn how to deal with
patients who have lower health literacy
skills. Pharos also develops information
materials in collaboration with other
organisations to inform people with lower
health literacy on health-related issues.

Country: Netherlands
Name:- Pharos Expertisecentrum
gezondheidsverschillen
Year:
2014
URL:
http://www.pharos.nl/nl/kenniscentru
m/somatische-zorg/begrijpelijkcommuniceren/gezondheidsvaardigheden

Category
Guideline
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Empowerment
Improving (health) services

Lessons learned
Ongoing

Publication: Author: No: F20-7
Country: Netherlands

Initiator / Stakeholder
NGO - Stichting lezen en schrijven
(www.lezenenschrijven.nl); UMC Utrecht
(www.umcutrecht.nl)

Name:
Toolkit gezonde taal, omgaan met
laaggeletterdheid in de zorg

Level of implementation
National

Year:
2014

Category
Guideline

Implementation details
Implementation
Description
This toolkit includes a guideline, three
cards that inform on low health literacy, a
poster and a guideline on how to recognize
reading and writing problems and a USB
stick that holds relevant literature on low
health literacy.

Measurement / evaluation / monitoring
tools
Lessons learned
Ongoing
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Name / year / url / publication / ref

Implementation focus

URL:
http://www.gezondheidsvaardigheden.
nl/toolkit-gezonde-taal/

Health literacy focus
Health literacy general

Publication: -

Implementation details

Evaluation

Initiator / Stakeholder
Government - Institutions: RIVM
(www.rivm.nl) / SCP (www.scp.nl)

Implementation details
Problem definition
Agenda setting

Measurement / evaluation / monitoring
tools
-

Level of implementation
National

Description
In two reports public developments, such
as increased responsibility and autonomy
of citizens, and their possible effect on
health, prevention and healthcare are
described. It is outlined that those who
have lower health literacy may be
vulnerable and not able to take control
over their health and care. The report is
meant to set the agenda for future
research and policy.

Lessons learned
Ongoing

Targets / goals / determinants addressed
Improving (health) services

Author: No: F20-8
Country: Netherlands
Name:
Volksgezondheid Toekomst Verkenning
(VTV)
Year:
2014
URL:
http://www.volksgezondheidtoekomstv
erkenning.nl/De_rol_van_de_burger
Publication:
- Burgers en gezondheid
- Ze!f
Author:
National Institute for Public Health and
the Environment (RIVM) / Sociaal
Cultureel Planbureau (SCP)

Category
Policy
Programme – Research
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Empowerment

EUROPEAN COMMISSION

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F20-9

Initiator / Stakeholder
NGO - Amsterdam Medical Center (AMC),
University of Amsterdam; National
Institute for Health Promotion and Disease
Prevention (NIGZ)

Implementation details
Agenda setting

Measurement / evaluation / monitoring
tools
-

Country: Netherlands
Name:
Laaggeletterdheid en beperkte
gezondheidsvaardigheden vragen om
een antwoord
in de zorg
Year:
2009
URL:
www.ntvg.nl/klinischepraktijk
Publication:
Laaggeletterdheid en beperkte
gezondheidsvaardigheden vragen om
een antwoord
in de zorg
Author:
Th.B. (Marcel) Twickler, Evelien
Hoogstraaten, Anne Q. Reuwer, Loes
Singels, Karien Stronks en Marie-Louise
Essink-Bot

Level of implementation
National
Category
Guideline
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving (health) services

Detailed information:
This is one of the first papers in the
Netherlands that raises attention for the
topic of health literacy from a clinical point
of view. It sets an agenda for the
development of methods to improve the
accessibility of information for individuals
with lower health literacy.
Description
It is important to develop an easy to use
method for the recognition of limited
health literacy and to validate this method,
partly based on experiences from other
countries. That method should be able to
determine whether patient search for
information that is important to them and
whether they are able to process the
information, evaluate the information and
apply the information. Subsequently it is
important to investigate which
competences healthcare professionals
need in order to help patients with lower
health literacy skills. They need to have
knowledge of the problem and insight in
their own views on the matter and they
need to have good communication skills.

Lessons learned
Ongoing
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Table F21 Poland
No information on policies or initiatives specifically focusing on HL provided by country or found in literature.

Table F22 Portugal
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F22-1

Initiator / Stakeholder
Government

Implementation details
Problem definition
Agenda setting
Policy development
Implementation
Policy evaluation

Measurement / evaluation / monitoring
tools
There are no evaluation tools specifically
designed for HL, mainly because it is not
separated from patients participation.

Country: Portugal
Name:
National Health Plan (PNS)
Year:
2010
URL:
http://pns.dgs.pt/files/2012/02/99_3_1
_Cidadania_em_Saúde_2013_01_17_.p
df
Publication:
Over the Internet in different parts;
some in paper
Author:
Alto Comissariado da Saúde - General
Direction for Health

Level of implementation
National
Category
Policy
Health literacy focus
Health literacy general
Communicative health literacy
Targets / goals / determinants addressed
Improving HL
Empowerment
Promoting
Detailed information:
Health literacy initiatives are under
citizenship participation as explained in
detail in annex 5.

Detailed information:
HL is taken as a framework, not as a
concept to be measured.
Description
Main policies have been described under
annex 5.

Lessons learned
-
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Table F23 Romania
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

F23-1

Initiator / Stakeholder
Local authority

Implementation details
Implementation

Level of implementation
National

Detailed information:
In accordance with Romanian laws and
those at international level, copies of
printed materials must be submitted to the
National Library in order to constitute legal
deposit. The National Library is authorized
by law to perform the National Agency for
Legal Deposit. Therefore, this guide is
extremely important to achieve a
standardisation in the field of health
promotion and health education.

Measurement / evaluation / monitoring
tools
The guide has a degree of generality and
specificity, so that it can be used for
developing information materials and
education required for health promotion and
health education, which are appropriate to
situations, problems and populations with
social, educational, cultural, religious and
gender differences.

Country: Romania
Name:
Elaboration of information and
education materials for health
promotion and health education.
National Guidelines, Community public
health Programme for 2006, secondary
Programme 1.5 Health promotion and
health education, objective 2.
Year:
2006
URL:
http://www.snspms.ro/UserFiles/File/p
h_press/php_elabmatinf.pdf
Publication:
Public H Press 2006 , Bucharest
Author:
MH

Category
Guideline
Health literacy focus
Functional health literacy
Communicative health literacy
Targets / goals / determinants addressed
Improving (health) services
Promoting
Detailed information:
In Romania it is required that the
information and health education meets
recognized quality criteria at European and
international level to improve their quality.
The process of developing these materials
of health information and education
should also be transparent and follow a
logical sequence of mandatory activities
recommended in literature by European
and international specialists.
Therefore, it is necessary to specify
principles and criteria to be followed when
preparing information and educational

Description
The purpose of the Guide is
standardisation at national level for making
information and educational materials that
are necessary for health promotion
activities and health education. The guide
presents recommendations for the
development of scientific content of the
materials, a rational approach for
developing information and education
materials, an approach to correct
information to be scientifically relevant to
the reader and about quality.
The guide shows explicitly that the
development of information and
educational materials for health promotion

Lessons learned
Principles and rules of scientific
development, drafting and editing described
in this guide can not be applied
automatically, regardless of the material to
be elaborated, theme addressed, or audience
for which the material is developed. The
guide should be read carefully and critically
and the application of practical
recommendations should be made with
discretion.
Principles and rules are applicable to all
materials. Some rules only apply to certain
types of materials. Inevitably such a guide
will have some degree of generality
recommendations. The reader should make
the effort to adapt the principles and general
rules and conditions to the specific context.
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Name / year / url / publication / ref

No: F23-2

Implementation focus

Implementation details

materials in the field of promoting health
and health education in Romanian national
methodological guidelines.

and health education should be carried out
taking into account the scientific evidence
available at the time, and that it should be
consistent with scientific evidence on
specific theories and models of health
promotion, education health, behaviour
change communication, existing scientific
theories and models at a time, theories
and models accurate, scientifically
validated and recognized by the scientific
community.

Initiator / Stakeholder
Local authority

Implementation details
Problem definition

Level of implementation
National

Detailed information:
Health Promotion and Health Education
uses several types of approaches:
- Medical (based on the type of doctorpatient relationship)
- Educational (based on the information
of people, who will make their own
health decisions)
- Personalized (individual), with the
feature working with clients to assist
them to identify problems themselves
and take the necessary decisions for
themselves
- Which involves social change, which
aims to achieve environmental changes
to facilitate decisions most favourable
health

Country: Romania
Name:
Health promotion and health
education, Community public health
Programme for 2006, secondary
Programme 1.5 Health promotion and
health education, objective 2.
Year:
2006
URL:
http://www.snspms.ro/UserFiles/File/p
h_press/php_ps_edsan.pdf
Publication:
Public H Press, 2006, Bucharest

Category
Guideline
Health literacy focus
Health literacy general
Communicative health literacy
Targets / goals / determinants addressed
Improving HL
Promoting
Detailed information:
Educating citizens by means of developing
the knowledge and behaviour and change
of lifestyle, favourable health is one of the

Evaluation

Measurement / evaluation / monitoring
tools
Choosing the right instrument is an important
skill that is acquired through experience. In
general, the most effective tool is the one
that provides the most accurate and useful
information.
There are several ways of consulting groups
or individuals:
By qualitative methods and techniques:
- Brainstorming
- Focus group
- Nominal Group Technique (NGT)
- Interviews and individual meetings (face to
face)
- Observation
- Case study
By quantitative methods and techniques:
- Survey based on a questionnaire
- Polls

EUROPEAN COMMISSION

Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

Author:
National School for Public Health

main goals of the national programme of
health education.
In addressing this area, Romania considers
the EU law that ‘the aim of health
promotion is to improve the overall
standards of health in the community by
improving knowledge about risk factors
and encourage people to adopt healthy
behaviours and lifestyles. They will do that
through information, education and
training in the fields of nutrition, alcohol,
tobacco and drugs, exercise, mental
health, sexual behaviour and drug use ‘.

Description
The purpose of this manual is to contribute
to increase the knowledge of the role and
importance of education in the success of
interventions and health promotion.
The concept underlying health promotion
and health education has the goals:
- Informing, educating people in the
medical field to know the
manifestations of diseases and their
prevention
- Acquisition of attitudes and skills that
are conducive to health
- Active involvement of the population in
the preservation of health, people can
make decisions regarding their health
status

Lessons learned
It can comment on the need to invigorate
health education, specifically the principles of
basic hygiene in health education concept.
We note from the health problems that occur
in our country, that these basic principles of
personal hygiene and hygiene of
communities are increasingly less considered.

No: F23-3

Initiator / Stakeholder
Government

Implementation details
Implementation

Level of implementation
National

Detailed information:
Elaboration health education curriculum
followed:
- Adequacy of the curriculum as a whole,
the national socio-cultural
- Connection of curriculum at developments made in the field internationally
- Consistency, evidenced both in the
relationship between curriculum and
aims of the education system and the
various components of its intrinsic
- Relevance of the curriculum in relation

Measurement / evaluation / monitoring
tools
The teacher may use the information to
harmonize on development cycles,
depending on the class of psychosomatic
development of students and local
particularities. Curricula satisfy the basic
needs of the education of every child and
teenager to form a healthy lifestyle.
Integrating sexuality in emotional maturation,
stress management, acquisition milestones in
educational and vocational guidance are
essential conditions for the harmonious
development of the personality of the
student.

Country: Romania
Name:
Health Education, Class I-XII (modular
version), National Programme ‘Health
education in Romanian schools’

Category
Guideline

Year:
2007

Health literacy focus
Communicative health literacy

URL:
http://www.isjsibiu.ro/isjsbnou/images/
inspectori/edsan112.pdf

Targets / goals / determinants addressed
Empowerment
Promoting
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

Publication:
Approved by Order of the Minister
Nr.4496 /11.08.2004

Detailed information:
By developing a school curriculum ‘Health
Education’ as an optional subject, it was
intended to promote fair knowledge on
various aspects of health and the
formation of attitudes and skills essential
to responsible behaviour and health.
Schools can make a substantial
contribution to the transmission of
knowledge of health education to
students, and has the ability and capacity
to comprehend and address a high
percentage of the population.

to educational objectives
- Transparency of curriculum in relation
to educational objectives
- Optimal articulation curricular in whole
process phases: design, development,
implementation and continuous review.
Curriculum for health education was
developed in modular version.

Lessons learned
The modular structure presented obtained
the following advantages:
Ensuring procurement for progression of
students following optional subjects over
several years of study; development of
specific skills and behaviours and health
education content covering all areas of the
discipline even if the students choose once
during the entire school for this option.
Students have the opportunity to discover
and integrate it into its cognitive and affective
structures; articulating formal, non-formal
and informal.

Initiator / Stakeholder
Government

Implementation details
Agenda setting
Policy development
Implementation

Author:
Ministry of Education

No: F23-4
Country: Romania
Name:
National Programme ‘Health Education
in Romanian school ‘
Year:
2001

Level of implementation
National
Category
Programme - Intervention

Description
This curriculum is part of the National
Programme ‘Health education in Romanian
schools’ and is addressed especially to
teachers who want to take the roles of
trainers and facilitators for harmonious
development of the children and
adolescents, to ensure state of good and a
quality upper life. It is a useful tool in
achieving classroom health education
activities. At the same time the
programme is open to students, their
parents and the entire community.

Detailed information:
The National Health Education Programme
has several components:
- Component programmes (development
cycles)

Measurement / evaluation / monitoring
tools
Making manuals, guides for teachers and
students, brochures, audio tapes, videos,
CDs, etc.
Training teachers to give health education
classes in schools (teachers of different
specialties: Biology, Ecology, Humanities, ed.
physical, etc.) and recognition rates by the
education system.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

URL:
http://gov.ro/fisiere/programmee_fisier
e/programme-educatie-sanatate.pdf

Health literacy focus
Health literacy general
Communicative health literacy

Identify existing partners and additional
funding to the Ministry of Education and
Research to implement the project properly.

Publication:
National Programme ‘Health Education
in Romanian school ‘

Targets / goals / determinants addressed
Influencing policy
Promoting

- Component of teacher training
- Component of educational resources
(manuals, guides for teachers and
students, CD-ROMs, videos and audio,
flyers, brochures, drawings etc.)
- Financial component. MEC, MSF, other
government agencies, NGOs,
international donors, private companies

Author:
Directorate-General for extracurricular
activities

Detailed information:
First, one of the purposes of education is
authorized information for children and
adolescents on various fields of culture and
science, while developing practical skills. In
this sense, health education as part of the
medical sciences, aims not only
transmitting to students a bag of right
information in terms of science, but
especially the creation of healthy
individual behaviours of some attitudes
corresponding to educational ideals.

The programme is characterized by
flexibility, it allows adaptation of the
content to the problems and needs of the
society.
The implementation of the programme
aims to develop health education activities
in extracurricular and non-academic
activities (tuition and school counselling,
etc.)
Description
The purpose of this programme is to
introduce ‘Health Education’ in all schools
as an optional subject and / or integrate it
into other materials and as extracurricular
activities for training responsible attitudes
among students towards their own health
and that of others.
The objectives of this programme are:
promoting health and wellbeing of
students, pupils' personal development,
prevention.

Lessons learned
Pilot projects are performed in different
counties, projects driven both by government
organisations and especially by NGOs have
demonstrate the successful and
responsiveness for this type of initiative.
Finally, the significant impact of these
activities have been shown already in other
countries. Even in Romania, where the
educational activities of this type have been
punctual, studies that are performed
demonstrate this aspect.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F23-5

Initiator / Stakeholder
Government

Implementation details
Problem definition
Policy development
Policy evaluation

Measurement / evaluation / monitoring
tools
Its main role is to influence projects that are
meant to be implemented across Romania.
Based on this national programme, several
campaigns and action were implemented.
The monitoring tools for each sub
programme are in hands of Health insurance
Offices. Also, a way to evaluate the impact of
this programme is by the internal indicators
of healthcare providers. There are three kind
of indicators: physical indicators, efficiency
indicators and result indicators.

Country: Romania
Name:
National Prevention Programme
Year:
2007
URL:
http://www.ms.ro/documente/6_51_32
7_a.htm
Publication:
Under the aegis of Ministry of Health
Author:
Ministry of Health

Level of implementation
National
Category
Policy
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy
Detailed information:
The main purposes of this programme are:
- Improving the health status of the
population by increasing the quality of
preventive services and establishing
measures to combat transmissible
diseases
- Improving the health of women and
children
The entire population of Romania
represents the target group of this
programme.
Along with other programmes, is a part of
Government Decision no. 292/2007 for
approving national health programmes.

Detailed information:
Main institutes/organisations responsible
for coordination of sub programmes:
- Public Health Authority
- General Department policies, strategies
and quality management in health
Description
There are many activities that were
proposed through this programme, such
as:
- Identifying communities with difficult
access to health services and organise
additional vaccination campaigns for
them
- Training of medical staff, surveillance,
inspection, prevention, information
provision, screening

A way to see some of its impact, every year
there is a report which states the main
results.
Lessons learned
Based on this programme, our country has its
theoretical lessons well learned. The
programme is adjusted to the national
strategic documents and European /
international commitments (for example:
Adopt and implement legislation concerning
the international code of marketing of breast
milk substitutes).
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Table F24 Slovakia
No information on policies or initiatives specifically focusing on HL provided by country or found in literature.

Table F25 Slovenia
No information on policies or initiatives specifically focusing on HL provided by country or found in literature.

Table F26 Spain
No input provided by Spain

Table F27 Sweden
No information on policies or initiatives specifically focusing on HL provided by country or found in literature.
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Table F28 United Kingdom
Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F28-1

Initiator / Stakeholder
NGO - Health Literacy Group UK

Implementation details
Agenda setting

Measurement / evaluation / monitoring
tools
-

Level of implementation
National

Detailed information:
This discussion paper describes which
actions could be undertaken to solve the
problem of lower health literacy. It reflects
on actions that could be taken from a
clinical perspective and form a public
health point of view.

Country: United Kingdom
Name:
Health literacy and public health: a
framework for developing skills
and empowering citizens
Year:
2012
URL:
www.healthliteracy.org.uk
Publication:
Perspectives in Public Health, 2012;
132(1):23-4 (research paper)
Author:
Gill Rowlands

Category
Guideline
Health literacy focus
Health literacy general
Functional health literacy
Communicative health literacy
Critical health literacy
Targets / goals / determinants addressed
Improving (interactive / critical) HL
Improving (health) services
Influencing policy

Description
Two approaches that differ in speed and
sustainability can be considered when
governments aim to address health literacy
in policy:
- A clinical/biomedical approach, with
identification of individual patient risk
combined with approaches to improve
communication and simplify health
systems, which will be fast, easy to
implement and cost-effective
- A public health/health promotion
approach to develop interactive and
critical health literacy skills, which
requires joined-up health and lifelong
learning policy, with teachers, health
professionals and health promotion
experts developing and delivering
courses. In addition, it involves
developing an understanding of how

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

lifestyle and the environment impact on
health, and the skills needed to take
control of adverse circumstances.
No: F28-2

Initiator / Stakeholder
Government

Country: United Kingdom (Wales)
Name:
Fairer Health Outcomes For All
Year:
2011
URL:
http://wales.gov.uk/docs/phhs/publicat
ions/110329working2en.pdf
Publication:
Technical working paper

Level of implementation
National
Category
Policy
Health literacy focus
Health literacy general
Targets / goals / determinants addressed
Improving HL
Empowerment
Influencing policy

Author:
The Welsh Assembly Government

Detailed information:
One of the 7 key actions to make progress
in achieving fairer health outcomes for all is
Improving Health Literacy.

No: F28-3

Initiator / Stakeholder
Government

Country: United Kingdom (Scotland)
Name:
Health literacy – a scoping study

Level of implementation
National
Category
Programme - Research

Implementation details
Problem definition
Agenda setting
Policy development
Description
Action areas on health literacy:
- Work together to consider the
recommendations identified in the
scoping exercise
- Recommend a systematic and rigorous
approach to measuring health literacy
levels in the population and seek
funding for the provision of baseline
data

Implementation details
Problem definition
Agenda setting
Policy development
Detailed information:
The main purpose of the study was to
identify and examine current approaches

Measurement / evaluation / monitoring
tools
Lessons learned
-

Measurement / evaluation / monitoring
tools
Lessons learned
Recommendations:
- There is no appetite for, or requirement for
a ‘health literacy strategy’ for Scotland
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

Year:
2009

Health literacy focus
Health literacy general

to health literacy, and to identify options
for potential policy responses on this topic.

URL:
http://www.scotland.gov.uk/Resource/
Doc/296717/0092261.pdf

Targets / goals / determinants addressed
Influencing policy

- There should instead be a focus on the
practical integration of the ideas
underpinning health literacy into existing
programmes, projects and initiatives.
- There are a number of ongoing initiatives
which will make important contributions to
the development of the conceptual
framework and the empirical landscape,
and these should be tracked.
- Given the wide range of ongoing relevant
projects and programmes ongoing in this
area, an exploratory external event on the
topic of health literacy should be held.
- Given the wide ranging nature of this topic,
it will be important to prioritise areas for
further development, and not to attempt to
tackle all aspects simultaneously.

Publication:
Report.
Author:
The Health Improvement Strategy
Division of the Scottish Government

No: F28-4

Description
The study was conducted in two stages.
Stage 1 was desk based, and consisted of a
Detailed information:
document
The work was designed to provide a
analysis, together with online searches.
platform from which a more detailed policy Stage 2 was conducted using key informant
response could be developed.
interviews.
Twenty-five interviews were conducted.

Initiator / Stakeholder
Government

Country: United Kingdom (Scotland)
Name:
Health literacy action plan: Making it
easy
Year:
2014

Level of implementation
National
Category
Policy
Health literacy focus
Health literacy general

URL:
http://www.scotland.gov.uk/resource/0 Targets / goals / determinants addressed
045/00451263.pdf
Improving HL
Influencing policy

Implementation details
Problem definition
Agenda setting
Policy development
Detailed information:
Addressing the issue of health literacy is
the key
purpose of Making it Easy.
Description
The specific actions highlighted below will
help working in health and social care to
cater for the health literacy needs of those
we are trying to support. They have been

Measurement / evaluation / monitoring
tools
Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Publication:
Report
A health literacy action plan for
Scotland

Promoting

selected for promoting the required
change in practice and culture by:
- Raising awareness and the capabilities
of professionals to address health
literacy
- Promoting the development and spread
of existing and new health literacy tools,
innovations and technologies
- Improving access to these useful
enabling health literacy tools and
resources
- Enhancing health literacy at transitions
of care, which are key learning and
patient safety points in health and social
care

Author:
Scottish Government

Detailed information:
Making it easy:
- Highlights the hidden problem of low
health literacy and the impact that this
has on our ability to access, understand,
engage and participate in our health and
social care.
- Explains that low health literacy leads to
poor health outcomes and widens health
inequality.
- Calls for all of us involved in health and
social care to systematically address
health literacy as a priority in our efforts
to improve health and reduce health
inequalities.
- Sets out an ambition for all of us in
Scotland to have the confidence,
knowledge, understanding and skills we
need to live well, with any health
condition we have.
- Lays out the actions the Scottish
Government and partners are taking to
help all of us in health and social care
collaborate and help realise this
ambition.

Evaluation
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F28-5

Initiator / Stakeholder
Government - part of NHS

Implementation details
Problem definition
Agenda setting
Policy development

Measurement / evaluation / monitoring
tools
-

Country: United Kingdom
Name:
Skills for health

Level of implementation
National

Year:
2010-2015

Category
Guideline
Programme - Intervention

URL:
http://www.skillsforhealth.org.uk/

Health literacy focus
Health literacy general

Publication:
Website

Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services
Influencing policy

Author: -

Detailed information:
Strategic vision: To develop a high quality,
skilled, flexible and more productive
workforce – for the whole sector in all UK
nations, to raise the quality of health and
healthcare for the
public, patients and service users

Detailed information:
- Ensuring government policy reflects the
needs of health employers
- Helping health employers deliver on key
policy priorities
Description
Skills for Health is a Sector Skills Council,
for all health employers; NHS, independent
and third sector. They can help in three
ways:
- They offer tested solutions and tools to
help health employers improve
productivity and quality
- They can directly support health
employers and to plan and manage
workforce development and change
- As the employers’ authorative voice on
skills issues, they represent their views
and champion the effective investment
in skills that are needed

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F28-6

Initiator / Stakeholder
Multiple - 20 stakeholders from the health
and education sectors

Implementation details
Agenda setting

Measurement / evaluation / monitoring
tools
-

Country: United Kingdom
Name:
Charting a Health Literacy
Journey - overview and outcomes
from a Stakeholder Workshop
Year:
2012

Level of implementation
National
Category
Programme – Research
Health literacy focus
Health literacy general

URL: Targets / goals / determinants addressed
Publication:
Improving HL
Perspect Public Health, 2012; 132(1):43-6 Empowerment
(research paper)
Author:
Loic Menzies

Detailed information:
This document is mainly about defining
priorities for improving health literacy skills
via teachers and leaders in schools.
Description
This paper describes the outcomes of a
workshop initiated by The Royal Society for
Public Health (RSPH) that aimed to define
steps forward in improving health literacy
of children in schools. Main priorities that
were identified include: the development
of a coherent methodology for teaching
health literacy; provide training for
teachers to enable them to implement the
methodology; articulate a clear rationale
for school leaders to shape their
school’s approach using the principles
behind our definition of health literacy;
continue to collect case studies and an
evidence base for what works; involve
young people in charting
the journey; meet with key stakeholders
and identify funding streams.

Lessons learned
Ongoing
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F28-7

Initiator / Stakeholder
Government - NHS

Implementation details
Agenda setting
Implementation

Measurement / evaluation / monitoring
tools
-

Description
Guidelines on how to provide good quality
information, to help to ensure that
patients have greater power, protection
and choice in key aspects of their
healthcare.
Additional guidance provided on
communicating with different patient
groups (such as patient with learning or
reading disabilities or patients whose first
language is not English).

Lessons learned
-

Initiator / Stakeholder
Government - NHS

Implementation details
Implementation

Name: The Expert Patients Programme

Level of implementation
National

Year:
NR

Category
Programme - Intervention

URL:
http://www.nhs.uk/NHSEngland/About

Health literacy focus
Health literacy general

Description
This programme was set up by the
Department of Health and is now run by
the Expert Patients Programme
Community Interest Company (EPP CIC), a
social enterprise, and in-house by some
PCTs. The courses are run by trained
volunteers, who usually have first-hand

Measurement / evaluation / monitoring
tools
A number of studies have been conducted
and are summarised in ‘Self care reduces
costs and improves health - the evidence’,
published by EPP CIC and available on their
website:
www.expertpatients.co.uk/sites/default/files
/publications/EVIDENCE FOR THE HEALTH.pdf

Country: United Kingdom

Name:
NHS Brand Guidelines – Patient
information introduction
Year:
2010
URL:
http://www.nhsidentity.nhs.uk/page/5
287

Level of implementation
National
Category
Guideline
Health literacy focus
Functional health literacy
Targets / goals / determinants addressed
Empowerment

Publication:
On website
Author:
NHS
No: F28-8
Country: United Kingdom
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

NHSservices/doctors/Pages/expertpatients-programme.aspx

Targets / goals / determinants addressed
Improving HL
Empowerment

experience of living with a long-term
health condition. Participants attend a sixweek course which aims to increase their
confidence, improve their quality of life
and better manage their health condition.

Lessons learned
The programme has brought measurable
benefits for patients and health care
providers. Patients report feeling more
confident and able to manage their own
health better. Overall, the programme saves
the NHS money by driving down demand for
GP and hospital services. Provisional results
also suggest that every £1 spent on the
Expert Patient Programme has brought a
social return on investment of over £16.

Initiator / Stakeholder
NGO

Implementation details
Implementation

Level of implementation
National

Detailed information:
About developing patient information that
promotes health literacy.

Measurement / evaluation / monitoring
tools
Stage 5 (last stage) of every project must be
user testing. Testing your materials on
people who will be using it will highlight
areas where information is missing, and will
allow you to gain valuable feedback on the
design and layout.

Publication:
Multiple sources
Author: -

No: F28-9

Detailed information:
The programme aimed to improve patients'
self care skills for people with a wide range
of self-defined long-term conditions.

Country: United Kingdom
Name: Patient information for patients
with Pulmonary Hypertension
Year:
2013
URL: Publication:
Nurs Times, 2013; 109(12):23-5
(research paper)
Author:
Armstrong I, Harries C

Category
Guideline
Health literacy focus
Functional health literacy
Targets / goals / determinants addressed
Improving HL

Description
The PHA UK (Pulmonary Hypertension
Association) developed a range of
materials to support patients and
caregivers at nearly every stage of the
patient journey.
This article describes 5 project stages
(research; content development; layout
and design; interactivity, functionality and
accessibility; testing).
It contains a checklist for creating patient
materials which are clear and ease-tounderstand , with health literacy principles
in mind.

Lessons learned
-
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F28-10

Initiator / Stakeholder
NGO

Implementation details
Policy evaluation

Level of implementation
National

Description
The Awards aim to reinforce the BMA’s
commitment to support good educational
practice and acknowledge new approaches
and technologies intended for the public
audience.

Measurement / evaluation / monitoring
tools
The final judging panel chooses the BMA
Patient Resource of the Year award from a
wide range of resources. Several additional
special awards are also assigned to the best
informational resources in certain specific
categories.

Country: United Kingdom
Name:
BMA Patient Information Awards
Year:
established in 1997
URL:
http://bma.org.uk/about-thebma/bma-library/patient-informationawards
Publication: -

Category
Subsidy
Health literacy focus
Functional health literacy

Lessons learned
-

Targets / goals / determinants addressed
Improving (health) services
Promoting

Author: -

Detailed information:
To encourage excellence in the production
and dissemination of accessible, welldesigned and clinically balanced patient
information.

No: F28-11

Initiator / Stakeholder
NGO

Implementation details
Implementation

Level of implementation
Regional

Detailed information:
Project delivered to 340 women living in
the Heart of Birmingham area

Country: United Kingdom
Name:
ESOL for health
Year:
2010-2012
URL: -

Category
Guideline
Programme - Intervention

Description
Three-year project to develop high-quality
teaching materials for women to overcome
literacy and language barriers.

Measurement / evaluation / monitoring
tools
GHK Consulting was appointed as external
evaluator to assess the effectiveness of the
project.
12 children’s centers have helped 320
women across many different communities
complete at least one module of the course.
Feedback for the children’s centers has been
very positive.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

Publication:
Nurs Times, 2013. 109(12): p. 23-5.
(research paper)

Health literacy focus
Health literacy general
Functional health literacy

The materials form a five-module course,
which includes over 35 story books
available at three different levels. Videos,
audios and interactive exercises for use on
an interactive whiteboard or a PC were
also developed.

Lessons learned
Children’s centers have reported that
improving language skills of patients is costeffective for health centers. Through ensuring
awareness of available services and providing
knowledge of the right services to access,
health outcomes could be improved and
costs reduced. Furthermore, women have
said that they feel much more able to make
an appointment and visit their midwives and
GPs independently. The course has also made
a difference to knowledge about what basic
steps to take to improve the diets of their
families.

Implementation details
Problem definition
Policy development
Implementation

Measurement / evaluation / monitoring
tools
-

Author:
Steward S.

Detailed information:
Materials were written at three levels: preentry (similar to reception child in primary
school); entry 1 (similar to first year junior
school/ 7-8yr); entry 2 (equivalent to top
junior child/11 yr)
Targets / goals / determinants addressed
Improving HL
Empowerment

No: F28-12

Initiator / Stakeholder
NGO

Country: United Kingdom
Name:
Three Cities Touchscreen project
Year: NR

Level of implementation
Regional
Category
Guideline
Programme - Intervention

URL: Publication:
Health Info Libr J, 2003; 20(3):143-9
(research paper)
Author:
Jackson M & Peters J.

Health literacy focus
Functional health literacy
Detailed information:
Information was translated into Bengali,
Gujarati, Chinese, Urdu (written) and
Mirpuri (audio)

Detailed information:
Programme in Sheffield, Nottingham and
Leicester
Description
To improve access to health information
for black and ethnic minority groups
(especially those not literate in their own
language), by providing this in their own
language, in an audio and visual format
through a touchscreen computer.

Lessons learned
Well-designed touchscreens can be
developed to provide health information in
languages other than English, both aurally
and visually, thus enabling people to access
information in minority languages. However,
word need to continue to expand the number
of languages and topics available, and also to
expand the number of touchscreens
available.
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Name / year / url / publication / ref

No: F28-13

Implementation focus

Implementation details

Targets / goals / determinants addressed
Improving HL
Empowerment

10 important health issues were selected
and translated - diabetes (and healthy
eating); heart disease prevention; exercise;
stress; high blood pressure; smoking;
alcohol and healthy eating; tuberculosis;
cervical screening.
Touchscreens were placed in libraries,
health centres, neighbourhood centres, a
temple, and educational establishments.

Initiator / Stakeholder
NGO

Implementation details
Implementation

Level of implementation
Regional

Description
The Self Care in Primary Care initiative
(ScinPC) offered a practical guide for
Practices, Primary Care Trusts (PCTs) and
other care agencies to help embed support
for self care in primary care. The Self Care
in Primary Care training package, included
workshops and tools to help develop a
Practice-based strategy and training skills
programme that supports self care, and
gave practical examples of how self care
can be delivered.

Country: United Kingdom
Name:
Self care in Primary Care (Self care for
people/ Self care for you)
Year:
2008
URL:
http://www.google.nl/url?sa=t&rct=j&q
=&esrc=s&frm=1&source=web&cd=2&v
ed=0CCgQFjAB&url=http%3A%2F%2Fw
ww.leedsbeckett.ac.uk%2Fhss%2Fdocs
%2Ffinal_Report_ScinPC.pdf&ei=jOw7V
L_KPIb8ywPGvoGABg&usg=AFQjCNEK2j
_gwo5mkb95lxqe16lLEz_nVw
Publication:
Prim Health Care Res Dev, 2012; 13(4):
382-94 (research paper)

Category
Guideline
Programme – Intervention
Health literacy focus
Health literacy general
Communicative health literacy
Critical health literacy
Targets / goals / determinants addressed
Improving HL
Empowerment
Improving (health) services

Evaluation

Measurement / evaluation / monitoring
tools
The initiative was evaluated in three pilot
PCTS:
- Qualitative interviews with health
professionals and key stakeholders within
the PCTs and baseline and exit
questionnaires with the health
professionals in intervention Practices.
- Qualitative interviews and questionnaires
with patients identified as frequent
attenders in pilot Practices within the PCTs.
- Analysis of routinely collected data on
usage of health services by those patients
recruited into the study.
Lessons learned
This was the first attempt to introduce a
change within primary care that would have
an effect on the GP consultation itself. It was
299recognised that the successful
introduction of self care into primary care
required the very culture of GP practice to

EUROPEAN COMMISSION

Name / year / url / publication / ref
Author:
White A, Bagnall AM, et al.

Implementation focus

Implementation details

Evaluation
alter and this was a challenge that would
take more time and resources than this
current pilot could call on.
For the initiative to be successful, changes
needed to be made at 300organisational
level, at consultation level between primary
health care professionals and patients and
ultimately in individuals’ 300 behaviour, both
of professionals and patients. There were
attempts made in some Practices to initiate
changes but these seemed to relate more to
demand management issues rather than
supporting the development of self care
within individuals.
No significant changes were seen in study
participants’ use of health services,
psychometric scores or self care beliefs or
behaviour during the course of the study.
There was however strong support at PCT
level for the aims of the initiative, and at
Practice level many primary health care
professionals and Practice staff could see the
potential benefits of the initiative.
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Name / year / url / publication / ref

Implementation focus

Implementation details

Evaluation

No: F28-14

Initiator / Stakeholder
NGO

Implementation details
Implementation

Level of implementation
Regional

Detailed information:
Development and validation of pictorial
plans which have been based upon written
materials already recommended within
asthma guidelines.

Measurement / evaluation / monitoring
tools
The pictorial action plan was tested in 3
different populations: English-speaking
patients with asthma in London, group of
Somalis with Asthma in Manchester and
Malaysians with asthma in Malaysia.

Country: United Kingdom
Name:
Pictorial asthma action plan
Year:
2009
URL: Publication:
Patient Educ Couns, 2009; 74(1):12-8
(research paper)
Author:
Roberts NJ, Mohamed Z, et al.

Category
Guideline
Health literacy focus
Health literacy general
Functional health literacy
Targets / goals / determinants addressed
Improving HL
Empowerment
Detailed information:
Written action plans are regarded as an
important part of asthma self-management
education

Description
A ‘standard’ written action plan was
translated by a medical artist into a series
of pictorial images. The aim was to
produce an understandable pictorial
asthma action plan that could be
understood by those with limited literacy
skills.

Lessons learned
The pictorial asthma action plan is
understandable. They are probably a
reasonable substitute for a written action
plan.
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Annex G

Cross validation of the HALS model

Table G.1 shows the actual mean health literacy score as derived the 1/3 ALL dataset
(observed) as well as the mean health literacy score derived from the prediction model per
decile. These findings are illustrated by Figure G.1.

Table G.1
Per decile

0
1
2
3
4
5
6
7
8
9

a

Cross-validation prediction model based on the ALL including continue health literacy
measure (n=1872)
Observed mean health literacy score

Predicted mean health literacy score

269.79*

270.22*

233.83
251.32
258.69
266.07
271.28
276.29
281.83
283.51
287.76
287.35

234.19
250.52
260.10
266.96
273.61
278.01
280.88
283.12
285.59
289.02

* Pearson correlation coefficient: 0.5 (p<0.0001)
a

Based on predicted health literacy index score by age, level of education and working status (302.629209 + (0.493198*age) + (-45.894091*(pre)primary education) + (-23.286245*lower secondary education) + (5.835374*not working) + (-5.398400*retired)
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Figure G.1 Predicted versus observed mean HALS score per decile

2

B=1.0; p <.0001; R =0.99 (N observations=10)

The mean observed and predicted health literacy scores based on the Dutch data are close
(269.79 versus 270.29). This also holds for the mean observed and predicted health literacy
scores per decile (the regression coefficient indicates that changes in the predicted mean
health literacy scores across the deciles are approximately equal to changes in the observed
mean health literacy scores across the deciles (B=1.0 (SE 0.05); p<0.0001, see Figure 5.1). The
R2 of 0.96 implies that almost all variation in the observed mean health literacy scores per
decile can be accounted for by the predicted mean health literacy scores per decile, implying
that both measures are comparable (see Figure G.1). Furthermore, the mean observed and
predicted scores per decile are comparable across all deciles. This indicates that the prediction
model that was developed to predict mean health literacy can provide an accurate indication
of the mean HALS scores when applied in the same population.
Figure G.2 illustrates the observed versus the predicted proportion of the sample that has at
least an adequate health literacy level. The area under the curve is satisfactory (0.74),
indicating that the predicted proportion has a satisfactory ability to discriminate between
individuals with at least an adequate health literacy level based on the HALS and those who
have not.
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Figure G.2 Cross-validation model based on the ALL including dichotomous health literacy measure

Predicting the proportion that has at least an adequate level of health literacy using the
following model: 1.591154 + (0.029534*age) + (2.339214*(pre)primary education) +
(1.423013*lower secondary education)
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Annex H

Cross validation of the HLS-EU-Q model

Table H.1 shows the actual (observed) mean health literacy score based on this 1/3 of the
dataset, as well as the mean health literacy level as predicted by the model per decile. The
scores increase per decile with about an equal rate (B=1.14 (SE=0.14); p<0.0001) and the R2 of
0.89 indicates that the predicted mean health literacy scores per decile explain almost 90% of
the variance in the observed mean health literacy scores per decile, which implies these two
measures are comparable (see figure H.1. It indicates that the prediction model that was
developed to estimate the mean level of health literacy can provide a quite accurate indication
of the HLS-EU-Q index scores when applied in the same Dutch population.

Table H.1 Cross-validation model based on the HLS-EU-Q continue health literacy measure (n=341)
Per decile

0
1
2
3
4
5
6
7
8
9

a

Mean health literacy index score

Predicted mean health literacy index score

36.49*

36.79*

32.53
35.90
35.21
35.75
37.30
36.17
37.30
37.44
38.44
38.98

33.82
35.40
36.04
36.28
36.66
37.17
37.50
37.86
38.40
39.06

* Pearson correlation coefficient: 0.23 (p<0.0001)
a

Based on the following prediction model: (34.036541 + (1.420464*male) + (-3.383628*(pre)primary education)
+ (-1.146785*lower secondary education) + (0.334350*income)
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Figure H.1 Predicted versus observed mean HLS-EU-Q index scores per decile

* B=1.14 (SE=0.14); p<0.0001 ; R2=0.89 (N observations=10)
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Figure H.2 illustrates the observed versus the predicted proportion of the population that has
at least an adequate level of health literacy. The area under the curve is low (0.58), indicating
that the prediction model based on the HLS-EU-Q score cannot accurately predict which
persons in the population have at least an adequate level of health literacy.

Figure H.2 ROC curve scoring at least sufficient or excellent health literacy

Predicting the proportion that has at least an adequate level of health literacy based on the
following model: 0.095278 + (0.352358*male) + (-0.814633*(pre)primary education) + (0.423480*lower secondary education) + (0.127542*income)
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Annex I

Cross validation of the health literacy prediction model
based on the NVS

To validate the prediction model assessing the mean level of health literacy, the regression
equation that was obtained by the linear regression analysis, was applied on the remaining 1/3
of the Dutch HLS-EU data. Table I.1 shows the actual (observed) mean health literacy score
using this 1/3 of the dataset as well as the predicted mean health literacy score based on the
NVS per decile. These findings are illustrated by Figure I.1. Changes in the mean health literacy
scores across the deciles are almost equal between the predicted and observed health literacy
scores, as indicated by the regression coefficient (B=1.04 (SE=0.11); p<0.0001, see Figure 5.5)
The R2 implies that 91% of the variation in the observed mean health literacy score per decile
can be accounted for by the predicted mean health literacy score per decile. It indicates that
the prediction model that was developed can provide a quite accurate indication of the
observed mean NVS scores when applied in the same Dutch population.

Table I.1 Cross-validation model based on the NVS, continue health literacy measure (n=341)
Per decile

0
1
2
3
4
5
6
7
8
9

a

Mean health literacy score

Predicted mean health literacy score

3.66*

3.67*

1.60
2.48
3.24
3.52
3.87
4.26
4.09
4.46
4.55
4.46

1.99
2.71
3.10
3.40
3.64
3.87
4.13
4.35
4.59
4.92

* Pearson correlation coefficient: 0.58 (p<0.0001)
a

Based on predicted NVS score by the following model: 5.192458+(-0.030378*age) + (-1.259941*(pre)primary
education) + (-0.550671*lower secondary education) + (0.118609*income) + (-0.388451*not working) + (0.012669*retired)
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Figure I.1 Predicted versus observed mean NVS scores per decile

2

B=1.04; p<0.0001; R =0.92
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Figure I.2 illustrates the observed versus the predicted proportion of the population that is
likely to have at least an adequate level of health literacy. The area under the curve is relatively
high (0.85), indicating that the constructed prediction model based on the NVS can accurately
predict whether a person has at least an adequate level of health literacy.

Figure I.2 ROC curve NVS score above poor health literacy
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Annex J
Table J.1

Validation of the Prediction model in EU countries
Pearson correlations (CI) between predicted mean HALS scores and observed mean NVS and mean HLS-EU-Q index scores within each country
AT

BG

EL

ES

IE

PL

GE

Observed NVS score *
Predicted HALS score

0.24
(0.18 - 0.30)

0.34
(0.29 - 0.40)

0.56
(0.52 - 0.61)

0.45
(0.39 - 0.49)

0.35
(0.29 - 0.40)

0.41
(0.36 - 0.46)

0.38
(0.33 - 0.43)

Observed HLS-EU-Q index score *
Predicted HALS score

0.18
(0.12 - 0.23)

0.35
(0.30 - 0.40)

0.48
(0.43 - 0.52)

0.28
(0.23 - 0.34)

0.15
(0.09 - 0.21)

0.29
(0.23 - 0.34)

0.15
(0.09 - 0.21)

Observed NVS score *
Observed HLS-EU-Q index score

0.19
(0.13 - 0.25)

0.40
(0.35 - 0.45)

0.34
(0.29 - 0.40)

0.25
(0.19 - 0.31)

0.28
(0.22 - 0.33)

0.34
(0.29 - 0.40)

0.16
(0.11 - 0.22)
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Figure J.2

Predicted versus observed mean HLS-EU-Q index score per country

2

B=0.00; p=0.96; R =0.0004 (N obervations=7)
2
B=4.8; p=0.23; R =0.12
2
B=-1.1; p=0.44; R =-0.05
2
B=0.71; p=0.0003; R =0.80 (N obervations =10)
2
B=1.0; p<.0001; R =0.86 (N observations=10)
2
B=1.09; p<.0001; R =0.95 (N observations=10)
2
B=0.89; p<.0001; R =0.96 (N observations=10)
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Figure J.3

Predicted mean HALS score versus observed mean NVS score by country

2

B=4.8; p=0.23; R =0.12
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Figure J.4

Predicted mean HALS score versus observed mean HLS-EU-Q index score by country

2

B=-1.1; p=0.44; R =-0.05
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Figure J.5

Predicted versus observed mean NVS score by country

2

B=0.2 (SE:0.15); p=0.24; R =0.12
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Figure J.6

Predicted versus observed mean NVS scores per decile for Austria

2

B=0.71; p=0.0003; R =0.80 (N obervations =10)
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Figure J.7

Predicted versus observed mean NVS scores per decile for Bulgaria

2

B=1.0; p<.0001; R =0.86 (N observations=10)
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Figure J.8

Predicted versus observed mean NVS scores per decile for Greece

2

B=1.09; p<.0001; R =0.95 (N observations=10)
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Figure J.9

Predicted versus observed mean NVS scores per decile for Spain

2

B=0.89; p<.0001; R =0.96 (N observations=10)
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Figure J.10 Predicted versus observed mean NVS scores per decile for Ireland

2

B=0.90; p<.0001; R =0.98 (N observations=10)

324

Study on sound evidence for a better understanding of health literacy in the European Union

EUROPEAN COMMISSION

Figure J.11 Predicted versus observed mean NVS per decile for Poland

2

B=1.18; p<.0001; R =0.98 (N observations=10)
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Figure J.12 Predicted versus observed mean NVS scores per decile for Germany

2

B=1.18;; p<.0001; R =0.95 (N observations=10)
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Annex K

Manual for the estimation of health literacy in EU Member
States

Methodology
Step 1 Decide which classification of health literacy is the aim of the estimation
The choice for the most appropiate prediction model depends on whether one is interested in
estimating the overall mean level of health literacy in a population or the proportion within a
population that is expected to have at least adequate health literacy. Moreover, the choice for
a prediction model also depends whether one aims for estimating so-called objective or
subjective health literacy (for more details see the main text of the conclusion section).
Dependent of this decision one of the following three perdition models can serve as the
starting point for the estimation of the level of health literacy:
A Predicting mean objective health literacy: (based on the HALS):
B Predicting mean perceived health literacy: (based on the HLS-EU-Q):
C Predicting proportion of people having at least adequate objective health literacy (based on
the HALS)

Step 2 Retrieve the data necessary for the computation
Table K.1 provides an overview of possible data sources that can be applied to estimate the
level of health literacy level in European countries. We aimed to provide data sources that are
available across European countries. However, the prediction models can also be applied using
other data sources that might be available at national level, as long as these sources provide
national estimates concerning the predictors included in the model A,B or C mentioned above.

Step 3 Include national estimates for the population aged 16 and above
As the predion models were build applying data retrieved among people aged 16 years and
older, the prediction models should not be applied to estimate the health literacy level among
youngsters.

Step 4 Calculate the level of health literacy by applying the prediction model.
Apply the appropriate data from the data sources as provided in Table K.1. In essence this
means that the X’s in de prediction models described below should be substituted by the
derived national estimates for a specific European country of which one would like to estimate
the national health literacy level. The results of the calculation provides the indication of the
national health literacy level. See table 5.2 for the further interpretation of the derived
estimation.
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A Predicting mean objective health literacy: (based on the HALS):
303.3 + -0.40 X1 + -45.61 X2 + -23.30 X3 + -11.1 X4 + -7.37 X5 + -2.93 X6
X1= mean age of the population
X2= % in population with primary education as highest attained level of education
X3= % in population with lower education as highest attained level of education
X4=% in population not working
X5=% in population that is retired
X6=% in population living in urban environment
B Predicting mean perceived health literacy: (based on the HLS-EU-Q):
34.04 + 1.42 X1 + -3.38 X2 + -1.15 X3 + 0.33 X4
X1= % in population that is male
X2= % in population with primary education as highest attained level of education
X3= % in population with lower education as highest attained level of education
X4= mean household income per month
C

328

Predicting proportion of people having at least adequate objective health literacy (based
on the HALS)
1.60 +0.03 X1 +2.34 X2 +1.42 X3
X1= mean age of the population
X2= % in population with primary education as highest attained level of education
X3= % in population with lower education as highest attained level of education
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Table K.1

Possible datasources for health literacy predictors available at EU level

Health literacy predictor

Datasource

Link to datasource

Availability

Gender

Eurostat

http://appsso.eurostat.ec.europa.eu/nui/submitViewTableAction.do
http://appsso.eurostat.ec.europa.eu/nui/submitViewTableAction.do

28 member states

Age

Eurostat

http://ec.europa.eu/eurostat/web/products-datasets/-/med_ps115

28 member states

Level of education

Eurostat

http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=edat_lfs_9903&lang=en

28 EU member states

Income

Eurostat, SILC

http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=ilc_di04&lang=en

28 EU member states

Living in urban environment

Eurostat

http://ec.europa.eu/eurostat/ramon/miscellaneous/index.cfm?TargetUrl=DSP_DEGURBA

28 EU member states

Main working status
Retired
(Un)employed

Eurostat
OECD

http://ec.europa.eu/eurostat/tgm/table.do?tab=table&init=1&plugin=1&pcode=tipslm60&language=en 28 EU member states
http://ec.europa.eu/eurostat/web/products-datasets/-/spr_pns_ben
(excluding Switserland)
http://ec.europa.eu/eurostat/tgm/table.do?tab=table&init=1&plugin=1&pcode=tipsun20&language=en
or
http://www.oecd-ilibrary.org/economics/data/labour/labour-force-statistics_data-00046-en
http://ec.europa.eu/eurostat/tgm/table.do?tab=table&init=1&language=en&pcode=tesem010&plugin=1
or:
https://data.oecd.org/emp/employment-rate-by-age-group.htm
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